
Summer 

Initiating Events 

Significance:  Sep 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to perform evaluation required by 10 CFR 50.59, improper screening 
The inspectors identified a non-cited violation that involved the licensee's failure to perform a 10 CFR 50.59 evaluation for a procedure change that 
provided an alternate method to supply reactor makeup water to the reactor coolant system. The issue was determined to be of very low safety 
significance (Green) because although the procedure change was approved for use from August 26 until September 24, the licensee never used 
the new procedure section and the licensee subsequently completed a 50.59 evaluation which determined that a license amendment was not 
required. 
Inspection Report# : 2001003(pdf)  

Significance:  Jun 30, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to establish an adequate annunciator response procedure resulted in exceeding licensed thermal power 
Technical Specification 6.8.1.a and Regulatory Guide 1.33, Revision 2 (in part) requires procedures be established for alarm conditions. Contrary to 
these requirements, the licensee failed to establish an adequate alarm response procedure for a feedwater transient alarm. Specifically, 
Annunciator Response Procedure ARP-001-XCP-627, Revision 11D was inadequate for the Feedwater Heater 1, 2, 4 Isolate / Level Hi-Hi alarm, in 
that, it failed to direct a power reduction for an isolated feedwater heater. This inadequate procedure contributed to exceeding the licensed 2900 
megawatts thermal power limit on May 21, 2001. This item was entered in the licensee's corrective action program as PIP 0-C-01-0616. 
Inspection Report# : 2001002(pdf)  

Significance:  Mar 31, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to include the turbine runback circuitry within the scope of the Maintenance Rule monitoring program 
The inspectors identified a non-cited violation for failure to include the turbine runback circuitry within the scope of the Maintenance Rule monitoring 
program as required by 10 CFR 50.65. The turbine runback circuitry is a non-safety related system that mitigates an over-power delta temperature 
or over-temperature delta temperature transient which would otherwise result in a reactor trip. The turbine runback circuitry was discovered to be 
failed and would have been unable to performed its function if called upon. The finding was of very low safety significance because the safety-
related reactor protection system also mitigates an over-power delta temperature or over-temperature delta temperature transient. 
Inspection Report# : 2000007(pdf)  

Significance:  Mar 31, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to install steam generator vent line support 
10 CFR 50, Appendix B, Criterion III, "Design Control," requires, in part, that design basis requirements be correctly translated into specifications, 
drawings, procedures and instructions. Contrary to those requirements the seismic design basis of the plant was not translated into specifications, 
drawings, procedures and instructions, in that, a support was never designed to prevent failure of the B steam generator vent valve line during a 
seismic event. This item is documented in the licensee's corrective action program as PIPs 0-C-00-1019 and 0-C-00-1359. This item was identified 
in inspection report 50-395/00-06 as an apparent violation, AV 50-395/00006-03. This licensee identified non-cited violation was characterized as 
an issue of very low significance. 
Inspection Report# : 2000007(pdf)  

Significance:  Mar 31, 2001 
Identified By: Licensee 
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Item Type: NCV NonCited Violation 
Failure to include five check valves in the in-service test (IST) program 
Technical Specification (TS) 4.0.5 requires, in part, surveillance requirements for inservice testing (IST) of ASME Code Class 1 components. The 
applicable Code required that these components with pressure retaining bolted connections be visually inspected for leakage with the insulation 
removed. Contrary to these requirements, on October 18, 2000, the licensee discovered that five such Code Class 1 check valves were not being 
visually inspected for leakage with the insulation removed. This item is documented in the licensee's corrective action program as PIP 0-C-00-1479 
and is the subject of Licensee Event Report 50-395/2000010-00. 
Inspection Report# : 2000007(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: Code inspection of new welds 
The inspection team concluded that a comprehensive and effective inspection, that met or exceeded the requirements of the ASME [American 
Society of Mechanical Engineers] Code, was conducted on the replacement nozzle-to-pipe dissimilar metal weld (DMW) and the stainless steel 
pipe-to-pipe weld. 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: refueling outage hot and cold leg weld inspections 
Overall, the team concluded that the examinations performed on the nozzle-to-pipe welds during the current outage were of high quality. The 
examination methods were successfully demonstrated on a mockup with qualified personnel and state-of-the-art NDE [nondestructive examination] 
equipment and procedures. The use of redundant and complementary NDE techniques (visual, ultrasonic and eddy current) and the successful 
demonstrations of these techniques provided confidence that a sensitive inspection was conducted. The examinations exceeded the minimum 
requirements of the ASME [American Society of Mechanical Engineers] Section XI Code and NRC Regulatory Guide 1.150. 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: boric acid corrosion inspections 
The boric acid corrosion inspections performed in the last two refueling outages (RO) (April 1999 and October 1997) were adequately performed, 
and the pre-entry radiological survey for RO-12 identified the large accumulation of boric acid crystals on the reactor building floor that led to the 
discovery of "A" hot leg RC [reactor coolant] leak. Since some details had been deleted from the program, the team concluded that the boric acid 
corrosion inspection program should be enhanced to improve guidelines for early detection of reactor coolant leakage and to expand the scope of 
inspection to include the welds that are susceptible to PWSCC [primary water stress corrosion cracking]. By letter dated December 29, 2000, the 
licensee stated that their boric acid inspection procedures will be enhanced to provide additional detail for the inspection and evaluation of RC 
system leakage, and that specific components and locations to be inspected will be listed and guidance provided on methodologies for evaluation.
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: enforcement discretion 
In addition to the unidentified leakage limit, Technical Specifications (TS) do not allow any pressure boundary leakage and require shutdown within 
six hours. This leakage was pressure boundary leakage and existed for several months prior to its discovery and therefore constitutes a violation of 
the Technical Specifications. However, based on the team's conclusion that the violation was not avoidable by reasonable licensee quality 
assurance measures and management controls, the NRC is refraining from issuing enforcement action in accordance with section VII.B.6 of the 
NRC Enforcement Policy. [EA-01-071] 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: metallurgical evaluation 
The licencee's metallurgical evaluation of the cracked hot leg loop "A" nozzle weld, including the size measurements (length and depth) of the 
reported UT [ultrasonic test] and ET [eddy current test] indications by destructive examinations, was thorough. The licensee adequately 
characterized the failure mode to be primary water stress corrosion cracking (PWSCC). 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 

Page 2 of 91Q/2000 Inspection Findings - Summer



"A" hot leg weld crack: new weld examinations and repairs 
All welding and NDE [nondestructive examination] activities for the new welds met Code requirements. The gas tungsten arc welding (GTAW) 
process with Alloy 52 material resulted in rejectable weld defects in the new nozzle-to-pipe weld. A number of repair attempts were required before 
successful repair using the shielded metal arc welding (SMAW) process with Alloy 152 welding material. The team agreed with the licensee's 
evaluation that the new weld, with different, more resistant material and less ID [inside diameter] tensile stress, should be much more resistant to 
PWSCC [primary water stress corrosion cracking] than the old weld. However, based on the fact that PWSCC is not totally understood, the team 
concluded that further evaluations and inspections will be needed before it can be concluded that the new weld is totally immune to PWSCC. 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: orginal weld quality 
The team's review of original weld fabrication records verified compliance with American Society of Mechanical Engineers (ASME) Code 
requirements for the original weld. The records were detailed and provided a good weld history. No Code compliance issues were identified. 
However, the records revealed extensive repairs to the ID [inside diameter] of the "A" hot leg nozzle-to-pipe weld, which were determined by the 
root cause analysis to be a contributor to the crack by producing high residual tensile stresses at the ID of the weld. The radiographic (RT) film did 
not reveal any fabrication flaws that could have contributed to the through-wall leak. 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: preservice and inservice weld inspections 
The nozzle-to-pipe inspections conducted in 1980 for the preservice inspection (PSI) and in the 1987 and 1993 inservice inspections (ISI) met the 
applicable ASME [American Society of Mechanical Engineers] Code requirements. These inspections used the state-of-the-art NDE 
[nondestructive examination] technology that was available at that time. No flaws were detected that were unacceptable to the 1977 Edition of the 
ASME Code including the Summer of 1978 Addenda. 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: reactor coolant leak practices 
The licensee's leak detection practices generally would not have been expected to identify the small leak on the "A" hot leg leak during plant 
operation. Although 0.3 gallons per minute (gpm) of unidentified reactor coolant leakage was present during the operating cycle, as determined by 
a periodic water inventory balance, this leak rate was not considered unusual and was well below the Technical Specification limit of 1 gpm. The 
licensee plans a number of enhancements to their RC [reactor coolant] system leakage detection practices. 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: root cause analysis 
The licensee's root cause analysis was thorough and well-organized and was performed utilizing personnel with appropriate expertise. The root 
causes and contributory factors for the leak and the extent of condition were adequately determined. Actions have been established to address the 
root causes, contributing factors, and the extent of condition. The team concluded that the licensee's assessment provided reasonable assurance 
that structural integrity of the RC [reactor coolant] system, from an impending gross failure standpoint, was maintained during past operation. 
Inspection Report# : 2000008(pdf)  

Significance:  Dec 23, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE SURVEILLLANCE TEST AND SYSTEM OPERATING PROCEDURES TO CONTROL PRESSURIZER TEMPERATURE LIMITS 
The inspectors identified a non-cited violation for failure to establish adequate procedures, as required by Technical Specificiation (TS) 6.8.1, to 
ensure that the pressurizer temperature heatup and cooldown limits were maintained within the requirements of TS 3.4.9.2. As a result during the 
shutdown for refueling outage 12, the licensee failed to recognize that the TS pressurizer temperature heatup and cooldown limits were exceeded 
for short period of times, i.e., less than the allowed TS action statement time. The finding was of very low safety significance because a licensee's 
engineering evaluation, which included fracture toughness considerations, determined that the pressurizer remained acceptable for continued 
operation. 
Inspection Report# : 2000006(pdf)  
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Significance:  Jun 15, 2000 
Identified By: NRC 
Item Type: FIN Finding 
CERTAIN GRID CONDITIONS CAN INCREASE THE LOSS OF OFFSITE POWER INITIATING FREQUENCY 
The licensee's Transient Stability Study of the Offsite Power System identified that under certain grid conditions (the transmission system lightly 
loaded, the Fairfield Pumped Storage Plant operating in the pumping mode at ½ or more of its rated capacity, and a fault on the 230 kilovolt (KV) 
offsite power supply bus) a loss of offsite power (LOSP) could occur. The licensee's probabilistic risk assessment (PRA) screening analysis of the 
grid conditions described above showed that there would be a slight increase in the LOSP initiation frequency resulting in a change in the core 
damage frequency (CDF) of less than 1.0 x 10-6. A Region II senior reactor analyst reviewed the PRA screening analysis and concluded that, 
based on the change in the LOSP initiation frequency and the change in CDF, this issue was of very low safety significance. 
Inspection Report# : 2000003(pdf)  

Mitigating Systems 

Significance:  Dec 29, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Procedures Did Not Demonstrate Ability Of Back Up Air Supply To Open And Maintain Open Alternate Cooling Water Valves To The 
Emergency Diesel Generators 
A finding was identified for procedures not demonstrating the ability of the backup air supply to maintain service water valves open to provide 
cooling to the emergency diesel generators during certain events. This feature is utilized in emergency operating procedures involving loss of AC 
power and in mitigating Appendix R fire scenarios. This finding was determined to be of very low safety significance because the potential for a loss 
of normal instrument air was reduced due to an installed diesel driven air compressor which backs up the normal electrically driven instrument air 
compressors. 
Inspection Report# : 2001004(pdf)  

Significance:  Dec 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure To Follow Procedure For Chemistry Sampling Of Reactor Coolant System 
Technical Specifications 6.8.1.a and Regulatory Guide 1.33, Appendix A, Section 10 requires procedures be implemented covering the control of 
sampling of radioactive liquids. On December 12, 2001, the licensee identified that a sample valve was not closed, as required by chemistry 
procedure CP-903, after reactor coolant system (RCS) sampling was completed. Approximately 32 gallons was drained from the RCS during the 2 
hours and 10 minutes the valve was open. Automatic RCS makeup was in service during this time. This issue has been documented in the 
licensee's corrective action program under Problem Identification Program report 0-C-01-2324. 
Inspection Report# : 2001004(pdf)  

Significance:  Dec 29, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Failure To Follow Procedure During Surveillance Test Results In Inadvertent Start Of B Motor Driven Emergency Feedwater Pump 
Technical Specifications 6.8.1.c requires procedures be implemented covering surveillance and test activities of safety-related equipment. On 
November 20, 2001, the licensee failed to properly implement surveillance test procedure STP-120.004, in that, the B Motor Driven Emergency 
Feedwater Pump was started when the procedure required the pump's control switch to be placed in pull-to-lock. This issue has been documented 
in the licensee's corrective action program asProblem Identification Program report 0-C-01-2127. 
Inspection Report# : 2001004(pdf)  

Significance: TBD Nov 28, 2001 
Identified By: NRC 
Item Type: URI Unresolved item 
Decision of When to Enter Fire Emergency Procedure FEP-4.0 and Evacuate the Main Control Room Due to a Fire 
A finding was identified, in that, the lack of operator training combined with licensee management's expectations regarding when to enter fire 
emergency procedure (FEP)-4.0, Control Room Evacuation Due to Fire, could result in the operators taking actions during a fire in the main control 
room (MCR) that would not be consistent with the licensee's safe shutdown analysis, fire hazards analysis, or procedure FEP-4.0. The operator 
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training program neither addressed nor had job performance measures (JPM)/simulator scenarios for MCR operator actions and evacuation due to 
a fire in accordance with procedure FEP-4.0. This finding was determined to have a credible impact on safety because it affected the ability of the 
operators to perform actions (within the times required by the licensee's safe shutdown analysis and fire hazards analysis) necessary to achieve 
and maintain post-fire safe shutdown conditions. Licensee management's philosophy and expectations contributed to the operators' performance 
and slow response in deciding whether to enter procedure FEP-4.0 and evacuate the MCR during two simulator scenarios observed by the team. 
Inspection Report# : 2001009(pdf)  

Significance:  Nov 28, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Emergency Lighting Installation Deficiencies for Performing Alternative Shutdown Actions 
A non-cited violation of Virgil C. Summer Operating License Condition 2.C. (18), Fire Protection System, was identified for failure to install battery 
pack emergency lighting units, in accordance with the approved V.C. Summer Fire Protection Program, in 13 areas (access and egress routes 
included) where manual operator actions were required to support post-fire safe shutdown. This finding had a potential to impact the licensee's 
ability to shut down the plant in the event of a loss of power to normal lighting during a fire. The finding was of very low safety significance because 
it did not affect fire detection, fire suppression, or fire barriers. 
Inspection Report# : 2001009(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Reactor building cooling unit test frequency 
The inspectors identified that the test interval for measuring reactor building cooling unit performance was relatively long when compared to that for 
heat exchangers included in a Generic Letter 89-13, "Service Water System Problems Affecting Safety-Related Equipment," program. The finding 
was of very low safety significance because the reactor building cooling units were normally cooled by industrial cooling water which was 
chemically treated to reduce fouling. 
Inspection Report# : 2001002(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failed to follow procedure to enter the B component cooling water heat exchanger in Action Level II and place limitations on service 
water temperature when testing indicated degradation 
The inspectors identified a non-cited violation for failure to follow procedures to restrict service water temperatures when testing indicated that the 
component cooling water heat exchanger performance was degraded. The finding was of very low safety significance because service water 
temperatures never exceeded the more restrictive temperature limits. 
Inspection Report# : 2001002(pdf)  

Significance: SL-III Jun 23, 2001 
Identified By: NRC 
Item Type: VIO Violation 
Failure to perform a safety evaluation required by 10 CFR 50.59 
The inspectors identified an apparent violation for not performing a detailed safety evaluation, as required by 10 CFR 50.59, for a change to the 
facility as described in the Final Safety Analysis Report which involved a unreviewed safety question. The licensee changed the facility by removing 
the mullion (center divider) in the steam propagation barrier (SPB) door at the entrance to the 1DB 7.2 kV AC switchgear room. Disabling the 1DB 
SPB resulted in the potential that a single high energy line break could render emergency AC power to both trains of safety-related equipment 
inoperable. The finding was of low to moderate risk significance based upon the initiating event frequency of a high energy line break accident and 
the cumulative time the 1DB SPB was disabled during 1998 (Section 4OA3). [The apparent violation was dispositioned as a Severity Level III 
violation (Supplement I) by letter entitled "Notice of Violation (Virgil C. Summer Nuclear Station - NRC Special Inspection Report No. 50-395/01-
08)," dated August 31, 2001. Following is the Notice of Violation text from enclosure 1 to this letter: 10 CFR 50.59(a)(1) states, in part, that the 
holder of a license authorizing operation of a utilization facility may make changes in the facility as described in the safety analysis report without 
prior Commission approval, unless the proposed change involves an unreviewed safety question. 10 CFR 50.59(a)(2) states, in part, a proposed 
change shall be deemed to involve an unreviewed safety question if the probability of occurrence or the consequences of an accident or 
malfunction of equipment important to safety previously evaluated in the safety analysis report may be increased. 10 CFR 50.59(b)(1) requires, in 
part, that the licensee shall maintain records of changes in the facility to the extent that these changes constitute changes in the facility as 
described in the safety analysis report. These records must include a written safety evaluation which provides the bases for the determination that 
the change does not involve an unreviewed safety question. Final Safety Analysis Report Section 3.11.1.1 defines harsh and mild environments 
and references drawing SS-021-018. The drawing depicts the 7.2 Kilovolt 1DA and 1DB emergency switchgear rooms as mild environments and 
the hallway adjacent to the 1DB room as a harsh environment. Fire Protection Procedure FPP-025, "Fire Containment," Revision 1C, allowed 
steam propagation barriers to be disabled, one at a time, for a maximum of 12 hours. Contrary to the above, on March 25, 1997, the licensee failed 
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to perform an adequate written safety evaluation which provided the bases for the determination that a change in the facility did not involve an 
unreviewed safety question. Specifically, a written safety evaluation for revision 1C to procedure FPP-025 failed to adequately evaluate that the 
licensee's disabling of intermediate building door DRIB/315 would change the 1DA and 1DB switchgear rooms from a mild environment to a harsh 
environment. This change in the facility increased the probability of occurrence or the consequences of an accident or malfunction of equipment 
important to safety previously evaluated in the safety analysis report, in that, a single high energy line break could potentially result in the loss of 
both trains of the 7.2 Kilovolt emergency power to safety-related equipment. Consequently, the change to the facility involved an unreviewed safety 
question and was made without prior NRC approval. The disabling of the door existed on seven occasions during 1998 for a total of approximately 
30 hours. The August 31, 2001, letter stated that disabling door DRIB/315 involved an unreviewed safety question and was done without prior NRC 
approval. Disabling the door had no actual safety consequences; however, the violation was of concern to the NRC because of the potential for 
impacting our ability to perform certain regulatory functions. Based on NRC review of your corrective actions, as documented in the letter, no civil 
penalty was proposed. The Severity Level III violation was closed in inspection report number 05000395/2001003, dated October 18, 2001. The 
August 31, 2001, letter stated that "information regarding the reason for the violation, the corrective actions taken and planned to correct the 
violation and to prevent recurrence, and the date when full compliance was achieved is already adequately addressed on the docket."] 
Inspection Report# : 2001003(pdf)  
Inspection Report# : 2001008(pdf)  

Significance: N/A May 24, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Supplemental inspection results for a White Finding and White Performance Indicator 
This supplemental inspection was performed to assess South Carolina Electric & Gas Company's activities associated with identification, root 
cause analysis, and corrective actions for the inoperability of the turbine driven emergency feedwater pump (TDEFWP) due to a closed discharge 
isolation valve. The White Finding was previously characterized in NRC Inspection Report 50-395/00-05 and in the NRC's Final Significance 
Determination for a White Finding and Notice of Violation (dated December 28, 2000). Using Inspection Procedure (IP) 95001, "Inspection for One 
or Two White Inputs In a Strategic Performance Area," the inspector concluded that the licensee's problem identification and root cause analysis 
was acceptable. The licensee determined the root cause was due to human error, a failure to open the valve coupled with inadequate independent 
verification. Additionally, the licensee identified four causal factors associated with this event. The completed and proposed corrective actions, 
including actions to prevent recurrence, adequately addressed the results of the root cause evaluation. Additionally, IP 95001 was used to assess 
the licensee's evaluation and corrective actions associated with a White Performance Indicator (PI) for safety system unavailability, heat removal 
system (Auxiliary Feedwater). The major contributor for the PI crossing from Green to White (unavailability threshold is greater than 2%) was due to 
the time the TDEFWP was inoperable due to the White Finding and the extended time to complete a refueling outage. The licensee reported the 
White PI to the NRC during the routine first quarter 2001 PI submittal. The corrective actions identified to correct the mis-positioning of the 
TDEFWP discharge isolation valve were considered sufficient to address the White PI. 
Inspection Report# : 2001007(pdf)  

Significance:  Dec 23, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
INADEQUATE EMERGENCY OPERATING PROCEDURE FOR TRANSFER TO COLD-LEG RECIRCULATION 
Technical Specification 6.8.1.a, requires that written procedures shall be established, implemented and maintained covering the activities 
referenced in Appendix A of Regulatory Guide 1.33, Revision 2, February 1978. Loss of coolant accidents are an activity covered in Appendix A, 
under Section 6, "Procedures for Combating Emergencies and Other Significant Events." This requires appropriate procedures to respond to and 
combat emergencies involving loss of coolant accidents and the associated response involving transfer to cold leg recirculation. The licensee failed 
to establish, implement and maintain an adequate Emergency Operating Procedure EOP-2.2, "Transfer to Cold-Leg Recirculation," Revisions 0 
thru 11, in that, they did not provide the necessary instructions to operators for timely actions. This issue is captured in the licensee's corrective 
action program as PIPs 0-C-99-1026 and 0-C-00-1101. 
Inspection Report# : 2000006(pdf)  

Significance:  Sep 21, 2000 
Identified By: Licensee 
Item Type: VIO Violation 
Failure to follow procedures results in the [turbine-driven emergency feedwater] pump being inoperable for approximately 48 days 
during power operation due to its manual discharge valve being closed 
The licensee's failure to properly position and independently verify the turbine driven emergency feedwater (TDEFW) pump discharge isolation 
valve in accordance with procedures required by Technical Specification (TS) 6.8.1 resulted in the failure to comply with TS 3.7.1.2 for TDEFW 
pump operability. The failure to adhere to these regulatory requirements was cited as one violation in a December 28, 2000, letter to the licensee. 
The two apparent violations, AV 50-395/000005-01 and 50-395/000005-02 are considered closed. In the December 28, 2000, letter the inspection 
finding was characterized as White (i.e., an issue with low to moderate increased importance to safety). The NRC determined that the Human Error 
Probability methodology, using the Technique for Human Error Rate Prediction approach, appropriately estimated the increase in risk associated 
with the accident sequences containing the TDEFW recovery term. The change in core damage frequency was approximately 4x10-6/year. The 
violation, characterized as White, was reviewed and closed in NRC Supplemental Inspection Report No. 50-395/01-07, dated July 10, 2001. The 
supplememtal report Summary of Findings state: "Using Inspection Procedure (IP) 95001, "Inspection for One or Two White Inputs In a Strategic 
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Performance Area," the inspector concluded that the licensee's problem identification and root cause analysis was acceptable. The licensee 
determined the root cause was due to human error, a failure to open the valve coupled with inadequate independent verification. Additionally, the 
licensee identified four causal factors associated with this event. The completed and proposed corrective actions, including actions to prevent 
recurrence, adequately addressed the results of the root cause evaluation." 
Inspection Report# : 2000007(pdf)  
Inspection Report# : 2001007(pdf)  

Significance:  Jun 24, 2000 
Identified By: NRC 
Item Type: FIN Finding 
PLANT WAS PLACED IN ELEVATED RISK LEVEL 
The licensee removed the B trains of Component Cooling Water (CCW) and charging from service during preventative maintenance on a CCW 
valve without recognizing that this placed the plant in an elevated risk level as defined in the licensee's safety function matrix. As a result, 
provisions of Operations Administrative Procedure (OAP)-102.1, "Conduct of Operations Scheduling Unit," Revision 3, concerning evaluating the 
configuration and obtaining the General Manager‘s approval were not met. Since there was no actual loss of safety function with A train CCW and 
charging available and operable, this issue was determined to be of very low safety significance. No violation occurred since the licensee complied 
within the time constraints of the applicable technical specification limiting conditions for operation and the procedure will not be required by 
regulations until the revised sections of the Maintenance Rule (10 CFR 50.65) become effective in November 2000. 
Inspection Report# : 2000004(pdf)  

Significance: N/A Jun 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE 10 CFR 50.59 SAFETY EVALUATION 
The licensee's 10 CFR 50.59 safety evaluation performed to incorporate the results of the Transient Stability Study of the Offsite Power System 
into the Updated Final Safety Analysis Report (UFSAR) Section 8.2.2.2 did not provide an adequate technical basis to support the determination 
that an unreviewed safety question did not exist. Specifically, the 10 CFR 50.59 did not address the increase in the probability of occurrence of a 
malfunction of the loss of voltage relay for Case Study Six of the Transient Stability Study; and it did not provide an adequate technical basis to 
support the conclusion in the UFSAR that the requirements of 10 CFR 50, Appendix A, General Design Criterion 17 would still be met for the grid 
conditions evaluated for Case Study Six. This is a violation of 10 CFR 50.59 and is in the licensee's corrective action program as PIP 0-C-00-0569. 
Based on the changes in the loss of offsite power frequency and core damage frequency, this issue was of very low safety significance. 
Inspection Report# : 2000003(pdf)  

Significance:  Jun 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO TRANSLATE INTO APPROPRIATE PROCEDURES DESIGN BASIS LIMITING VALUES 
The licensee failed to translate into appropriate procedures and/or acceptance criteria (1) the 105 F design basis limiting value for the diesel 
generator (DG) intercooler water heat exchanger outlet temperature and (2) the requirement to derate the DGs if the intercooler water heat 
exchanger outlet temperature exceeded the 105 F value. The issue was of very low safety significance because the licensee's operability 
evaluation concluded that, with a derating factor applied, the DGs were still operable. This issue was determined to be a violation of 10 CFR 50, 
Appendix B, Criterion III, Design Control and is in the licensee's corrective action program as PIPs 0-C-00-0603 and 0-C-00-0629. 
Inspection Report# : 2000003(pdf)  

Significance:  Jun 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
DESIGN INFORMATION WAS NOT CORRECTLY TRANSLATED INTO A CALCULATION 
Design information (e.g., DG design heat load, instrument uncertainty) was not correctly translated into calculation DC07610-002, Revision 1. The 
calculation incorrectly concluded that one of the two 50% capacity ventilation fans per DG could maintain the associated DG rooms below the 
Technical Specification limit of 120 F during DG operation for an outside ambient temperature of up to 95 F. Based on the design heat load, one 
DG ventilation fan could maintain the associated DG rooms below 120 F for an outside ambient temperature of up to only 79.4 F. The issue was of 
very low safety significance because there were no instances identified where one DG ventilation fan was taken out of service and the associated 
DG was still considered to be operable. This issue was determined to be a violation of 10 CFR 50, Appendix B, Criterion III, Design Control and is 
in the licensee's corrective action program as PIP 0-C-00-0570. 
Inspection Report# : 2000003(pdf)  
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Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Dec 23, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
IMPROPER IMPLEMENTATION OF TECHNICAL SPECIFICATION RADIATION PROTECTION PROGRAM REQUIREMENTS 
The inspectors identified a non-cited violation for failure to adhere to a radiation protection procedure as required by TS 6.11, "Radiation Protection 
Program." On October 26, 2000, electronic dosimeters (ED) were used as radiological controls for scaffold construction activities in a residual heat 
removal heat exchanger room. Contrary to a health physics procedure, ED dose rate alarm setpoints were established at 300 millirem per hour 
(mrem/hr) rather than greater than the 400 mrem/hr general work area dose rates adjacent to the residual heat removal heat exchangers. As a 
result workers were not properly responding to dose rate alarms. The finding was of very low safety significance because an overexposure did not 
result, a substantial potential for such an exposure did not exist and the licensee's ability to assess worker's dose was not compromised. 
Inspection Report# : 2000006(pdf)  

Public Radiation Safety 

Significance:  Jun 24, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
ATMOSPHERIC EFFLUENT MONITOR CALIBRATIONS DID NOT MEET 10 CFR PART 20.1501(b) REQUIREMENTS 
As of April 10, 2000, selected atmospheric effluent process monitor calibrations did not meet 10 CFR Part 20.1501(b) requirements. Specifically, 
secondary calibration sources in-use since the early 1990's for the particulate and gaseous channel detectors were not traceable to the original 
primary detector calibrations. Evaluations of the effect of geometry and fabrication differences between the original, vendor-supplied sources and 
the current secondary calibration sources identified a potential 25 percent bias in expected detector response. Based on the identified bias, the 
current detector responses for monitoring radioactive material concentrations and for establishing set-point values were determined to be 
conservative. An additional example of a previously issued non-cited violation (50-395/99006-03) was identified. This additional example is in the 
licensee's corrective action program as CERs 99-1170 and 99-1172. Since effluent releases did not result in doses exceeding Appendix I to10 CFR 
Part 50 design criteria nor 10 CFR 20.1301 concentration limits, this finding was considered to be of very low safety significance. 
Inspection Report# : 2000004(pdf)  

Physical Protection 

Miscellaneous 

Significance:  Dec 29, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Temporary Backup Diesel Air Driven Compressor Installed In The Instrument Air System Without Design Control Documents 
A finding was identified for having installed a backup diesel driven air compressor in the instrument air system without design control documents, 
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i.e., without temporary or permanent plant modification documentation. References to this compressor implied it was "temporary" even though it 
had been installed in the plant since approximately 1982. The finding was determined to be of very low safety significance because no significant 
adverse impacts had been experienced during the time period it has been installed and its performance was being monitored under the 
maintenance rule program. 
Inspection Report# : 2001004(pdf)  

Significance: N/A Dec 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure To Process Procedure Revisions In Accordance With Administrative Procedure For Procedure Review And Approval 
Technical Specifications 6.8.1.a and Regulatory Guide 1.33, Appendix A, Section 1.e, requires procedures be implemented covering the procedure 
review and approval process. On October 2, 2001, the licensee identified that procedure changes were approved without all the applicable 
provisions of SAP-139, "Procedure Development, Review, Approval and Control," being met. This issue has been documented in the licensee's 
corrective action program under Problem Identification Program reports 0-C-01-1700, 1722 and 1925. (No Color) 
Inspection Report# : 2001004(pdf)  

Significance:  Mar 23, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Problem Identification and Resolution Annual Inspection 
No findings of significance were identified. The implementation of the corrective action program (CAP) was acceptable with concerns noted. 
Management oversight was evident in all aspects of the program, and trending was extensive with an appropriate focus on human performance. 
The licensee was generally effective at identifying problems and placing them into the CAP. Self-assessment by the CAP department was very 
limited and not well documented. The licensee generally evaluated individual problems and established acceptable schedules for implementing 
corrective actions appropriately. Corrective actions were generally implemented in a timely manner. The apparent cause determinations appeared 
to accurately identify why the equipment problems occurred. The inspectors determined that the licensee properly classified discrepant conditions. 
The inspectors found that the scope and depth of corrective actions assigned by the licensee were generally appropriate for the severity and risk 
significance of the problems identified. Two issues identified during this inspection concerned the effectiveness and timeliness of corrective actions 
associated with previous NRC-identified Non-Cited Violations (NCVs). In addition, the inspection team observed that the Primary Identification 
Program (PIP) process was not effectively using the Repetitive Condition portion of the PIP database. The identification of repeat problems was 
dependent on the memories of individuals involved in the PIP process, rather than being retrievable from the PIP database. Interviews of plant 
personnel indicated that they felt free to input safety issues and conditions adverse to quality into the CAP. A safety conscious work environment 
was evident at Summer. 
Inspection Report# : 2001006(pdf)  

Significance:  Dec 23, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FUEL HANDING BUILDING NEGATIVE PRESSURE EXCEEDED TECHNICAL SPECIFICATION REQUIREMENT 
Technical Specfication (TS) 4.9.11.d.3 surveillance requirement states that the spent fuel ventilation shall maintain the spent fuel area at a negative 
pressure greater than or equal to 1/8 inches water gauge relative to the outside atmosphere during irradiated fuel movement and during crane 
operation with loads over the pool. Contrary to that requirement on October 16, 2000, the licensee discovered that fuel movement had occurred 
without the proper fuel handling building negative pressure. The failure to meet this TS requirement is documented in the licensee's corrective 
action program as PIP 0-C-00-1455. 
Inspection Report# : 2000006(pdf)  

Last modified : April 01, 2002 
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Summer 

Initiating Events 

Significance:  Jun 15, 2000 
Identified By: NRC 
Item Type: FIN Finding 
CERTAIN GRID CONDITIONS CAN INCREASE THE LOSS OF OFFSITE POWER INITIATING FREQUENCY 
The licensee's Transient Stability Study of the Offsite Power System identified that under certain grid conditions (the transmission system lightly 
loaded, the Fairfield Pumped Storage Plant operating in the pumping mode at ½ or more of its rated capacity, and a fault on the 230 kilovolt (KV) 
offsite power supply bus) a loss of offsite power (LOSP) could occur. The licensee's probabilistic risk assessment (PRA) screening analysis of the 
grid conditions described above showed that there would be a slight increase in the LOSP initiation frequency resulting in a change in the core 
damage frequency (CDF) of less than 1.0 x 10-6. A Region II senior reactor analyst reviewed the PRA screening analysis and concluded that, 
based on the change in the LOSP initiation frequency and the change in CDF, this issue was of very low safety significance. 
Inspection Report# : 2000003(pdf)  

Significance:  Sep 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to perform evaluation required by 10 CFR 50.59, improper screening 
The inspectors identified a non-cited violation that involved the licensee's failure to perform a 10 CFR 50.59 evaluation for a procedure change that 
provided an alternate method to supply reactor makeup water to the reactor coolant system. The issue was determined to be of very low safety 
significance (Green) because although the procedure change was approved for use from August 26 until September 24, the licensee never used 
the new procedure section and the licensee subsequently completed a 50.59 evaluation which determined that a license amendment was not 
required. 
Inspection Report# : 2001003(pdf)  

Significance:  Jun 30, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to establish an adequate annunciator response procedure resulted in exceeding licensed thermal power 
Technical Specification 6.8.1.a and Regulatory Guide 1.33, Revision 2 (in part) requires procedures be established for alarm conditions. Contrary to 
these requirements, the licensee failed to establish an adequate alarm response procedure for a feedwater transient alarm. Specifically, 
Annunciator Response Procedure ARP-001-XCP-627, Revision 11D was inadequate for the Feedwater Heater 1, 2, 4 Isolate / Level Hi-Hi alarm, in 
that, it failed to direct a power reduction for an isolated feedwater heater. This inadequate procedure contributed to exceeding the licensed 2900 
megawatts thermal power limit on May 21, 2001. This item was entered in the licensee's corrective action program as PIP 0-C-01-0616. 
Inspection Report# : 2001002(pdf)  

Significance:  Mar 31, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to include the turbine runback circuitry within the scope of the Maintenance Rule monitoring program 
The inspectors identified a non-cited violation for failure to include the turbine runback circuitry within the scope of the Maintenance Rule monitoring 
program as required by 10 CFR 50.65. The turbine runback circuitry is a non-safety related system that mitigates an over-power delta temperature 
or over-temperature delta temperature transient which would otherwise result in a reactor trip. The turbine runback circuitry was discovered to be 
failed and would have been unable to performed its function if called upon. The finding was of very low safety significance because the safety-
related reactor protection system also mitigates an over-power delta temperature or over-temperature delta temperature transient. 
Inspection Report# : 2000007(pdf)  

Significance:  Mar 31, 2001 
Identified By: Licensee 
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Item Type: NCV NonCited Violation 
Failure to install steam generator vent line support 
10 CFR 50, Appendix B, Criterion III, "Design Control," requires, in part, that design basis requirements be correctly translated into specifications, 
drawings, procedures and instructions. Contrary to those requirements the seismic design basis of the plant was not translated into specifications, 
drawings, procedures and instructions, in that, a support was never designed to prevent failure of the B steam generator vent valve line during a 
seismic event. This item is documented in the licensee's corrective action program as PIPs 0-C-00-1019 and 0-C-00-1359. This item was identified 
in inspection report 50-395/00-06 as an apparent violation, AV 50-395/00006-03. This licensee identified non-cited violation was characterized as 
an issue of very low significance. 
Inspection Report# : 2000007(pdf)  

Significance:  Mar 31, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to include five check valves in the in-service test (IST) program 
Technical Specification (TS) 4.0.5 requires, in part, surveillance requirements for inservice testing (IST) of ASME Code Class 1 components. The 
applicable Code required that these components with pressure retaining bolted connections be visually inspected for leakage with the insulation 
removed. Contrary to these requirements, on October 18, 2000, the licensee discovered that five such Code Class 1 check valves were not being 
visually inspected for leakage with the insulation removed. This item is documented in the licensee's corrective action program as PIP 0-C-00-1479 
and is the subject of Licensee Event Report 50-395/2000010-00. 
Inspection Report# : 2000007(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: Code inspection of new welds 
The inspection team concluded that a comprehensive and effective inspection, that met or exceeded the requirements of the ASME [American 
Society of Mechanical Engineers] Code, was conducted on the replacement nozzle-to-pipe dissimilar metal weld (DMW) and the stainless steel 
pipe-to-pipe weld. 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: refueling outage hot and cold leg weld inspections 
Overall, the team concluded that the examinations performed on the nozzle-to-pipe welds during the current outage were of high quality. The 
examination methods were successfully demonstrated on a mockup with qualified personnel and state-of-the-art NDE [nondestructive examination] 
equipment and procedures. The use of redundant and complementary NDE techniques (visual, ultrasonic and eddy current) and the successful 
demonstrations of these techniques provided confidence that a sensitive inspection was conducted. The examinations exceeded the minimum 
requirements of the ASME [American Society of Mechanical Engineers] Section XI Code and NRC Regulatory Guide 1.150. 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: boric acid corrosion inspections 
The boric acid corrosion inspections performed in the last two refueling outages (RO) (April 1999 and October 1997) were adequately performed, 
and the pre-entry radiological survey for RO-12 identified the large accumulation of boric acid crystals on the reactor building floor that led to the 
discovery of "A" hot leg RC [reactor coolant] leak. Since some details had been deleted from the program, the team concluded that the boric acid 
corrosion inspection program should be enhanced to improve guidelines for early detection of reactor coolant leakage and to expand the scope of 
inspection to include the welds that are susceptible to PWSCC [primary water stress corrosion cracking]. By letter dated December 29, 2000, the 
licensee stated that their boric acid inspection procedures will be enhanced to provide additional detail for the inspection and evaluation of RC 
system leakage, and that specific components and locations to be inspected will be listed and guidance provided on methodologies for evaluation.
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: enforcement discretion 
In addition to the unidentified leakage limit, Technical Specifications (TS) do not allow any pressure boundary leakage and require shutdown within 
six hours. This leakage was pressure boundary leakage and existed for several months prior to its discovery and therefore constitutes a violation of 
the Technical Specifications. However, based on the team's conclusion that the violation was not avoidable by reasonable licensee quality 
assurance measures and management controls, the NRC is refraining from issuing enforcement action in accordance with section VII.B.6 of the 
NRC Enforcement Policy. [EA-01-071] 
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Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: metallurgical evaluation 
The licencee's metallurgical evaluation of the cracked hot leg loop "A" nozzle weld, including the size measurements (length and depth) of the 
reported UT [ultrasonic test] and ET [eddy current test] indications by destructive examinations, was thorough. The licensee adequately 
characterized the failure mode to be primary water stress corrosion cracking (PWSCC). 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: new weld examinations and repairs 
All welding and NDE [nondestructive examination] activities for the new welds met Code requirements. The gas tungsten arc welding (GTAW) 
process with Alloy 52 material resulted in rejectable weld defects in the new nozzle-to-pipe weld. A number of repair attempts were required before 
successful repair using the shielded metal arc welding (SMAW) process with Alloy 152 welding material. The team agreed with the licensee's 
evaluation that the new weld, with different, more resistant material and less ID [inside diameter] tensile stress, should be much more resistant to 
PWSCC [primary water stress corrosion cracking] than the old weld. However, based on the fact that PWSCC is not totally understood, the team 
concluded that further evaluations and inspections will be needed before it can be concluded that the new weld is totally immune to PWSCC. 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: orginal weld quality 
The team's review of original weld fabrication records verified compliance with American Society of Mechanical Engineers (ASME) Code 
requirements for the original weld. The records were detailed and provided a good weld history. No Code compliance issues were identified. 
However, the records revealed extensive repairs to the ID [inside diameter] of the "A" hot leg nozzle-to-pipe weld, which were determined by the 
root cause analysis to be a contributor to the crack by producing high residual tensile stresses at the ID of the weld. The radiographic (RT) film did 
not reveal any fabrication flaws that could have contributed to the through-wall leak. 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: preservice and inservice weld inspections 
The nozzle-to-pipe inspections conducted in 1980 for the preservice inspection (PSI) and in the 1987 and 1993 inservice inspections (ISI) met the 
applicable ASME [American Society of Mechanical Engineers] Code requirements. These inspections used the state-of-the-art NDE 
[nondestructive examination] technology that was available at that time. No flaws were detected that were unacceptable to the 1977 Edition of the 
ASME Code including the Summer of 1978 Addenda. 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: reactor coolant leak practices 
The licensee's leak detection practices generally would not have been expected to identify the small leak on the "A" hot leg leak during plant 
operation. Although 0.3 gallons per minute (gpm) of unidentified reactor coolant leakage was present during the operating cycle, as determined by 
a periodic water inventory balance, this leak rate was not considered unusual and was well below the Technical Specification limit of 1 gpm. The 
licensee plans a number of enhancements to their RC [reactor coolant] system leakage detection practices. 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: root cause analysis 
The licensee's root cause analysis was thorough and well-organized and was performed utilizing personnel with appropriate expertise. The root 
causes and contributory factors for the leak and the extent of condition were adequately determined. Actions have been established to address the 
root causes, contributing factors, and the extent of condition. The team concluded that the licensee's assessment provided reasonable assurance 
that structural integrity of the RC [reactor coolant] system, from an impending gross failure standpoint, was maintained during past operation. 
Inspection Report# : 2000008(pdf)  

Page 3 of 92Q/2000 Inspection Findings - Summer



Significance:  Dec 23, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE SURVEILLLANCE TEST AND SYSTEM OPERATING PROCEDURES TO CONTROL PRESSURIZER TEMPERATURE LIMITS 
The inspectors identified a non-cited violation for failure to establish adequate procedures, as required by Technical Specificiation (TS) 6.8.1, to 
ensure that the pressurizer temperature heatup and cooldown limits were maintained within the requirements of TS 3.4.9.2. As a result during the 
shutdown for refueling outage 12, the licensee failed to recognize that the TS pressurizer temperature heatup and cooldown limits were exceeded 
for short period of times, i.e., less than the allowed TS action statement time. The finding was of very low safety significance because a licensee's 
engineering evaluation, which included fracture toughness considerations, determined that the pressurizer remained acceptable for continued 
operation. 
Inspection Report# : 2000006(pdf)  

Mitigating Systems 

Significance:  Jun 24, 2000 
Identified By: NRC 
Item Type: FIN Finding 
PLANT WAS PLACED IN ELEVATED RISK LEVEL 
The licensee removed the B trains of Component Cooling Water (CCW) and charging from service during preventative maintenance on a CCW 
valve without recognizing that this placed the plant in an elevated risk level as defined in the licensee's safety function matrix. As a result, 
provisions of Operations Administrative Procedure (OAP)-102.1, "Conduct of Operations Scheduling Unit," Revision 3, concerning evaluating the 
configuration and obtaining the General Manager‘s approval were not met. Since there was no actual loss of safety function with A train CCW and 
charging available and operable, this issue was determined to be of very low safety significance. No violation occurred since the licensee complied 
within the time constraints of the applicable technical specification limiting conditions for operation and the procedure will not be required by 
regulations until the revised sections of the Maintenance Rule (10 CFR 50.65) become effective in November 2000. 
Inspection Report# : 2000004(pdf)  

Significance: N/A Jun 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE 10 CFR 50.59 SAFETY EVALUATION 
The licensee's 10 CFR 50.59 safety evaluation performed to incorporate the results of the Transient Stability Study of the Offsite Power System 
into the Updated Final Safety Analysis Report (UFSAR) Section 8.2.2.2 did not provide an adequate technical basis to support the determination 
that an unreviewed safety question did not exist. Specifically, the 10 CFR 50.59 did not address the increase in the probability of occurrence of a 
malfunction of the loss of voltage relay for Case Study Six of the Transient Stability Study; and it did not provide an adequate technical basis to 
support the conclusion in the UFSAR that the requirements of 10 CFR 50, Appendix A, General Design Criterion 17 would still be met for the grid 
conditions evaluated for Case Study Six. This is a violation of 10 CFR 50.59 and is in the licensee's corrective action program as PIP 0-C-00-0569. 
Based on the changes in the loss of offsite power frequency and core damage frequency, this issue was of very low safety significance. 
Inspection Report# : 2000003(pdf)  

Significance:  Jun 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO TRANSLATE INTO APPROPRIATE PROCEDURES DESIGN BASIS LIMITING VALUES 
The licensee failed to translate into appropriate procedures and/or acceptance criteria (1) the 105 F design basis limiting value for the diesel 
generator (DG) intercooler water heat exchanger outlet temperature and (2) the requirement to derate the DGs if the intercooler water heat 
exchanger outlet temperature exceeded the 105 F value. The issue was of very low safety significance because the licensee's operability 
evaluation concluded that, with a derating factor applied, the DGs were still operable. This issue was determined to be a violation of 10 CFR 50, 
Appendix B, Criterion III, Design Control and is in the licensee's corrective action program as PIPs 0-C-00-0603 and 0-C-00-0629. 
Inspection Report# : 2000003(pdf)  

Significance:  Jun 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
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DESIGN INFORMATION WAS NOT CORRECTLY TRANSLATED INTO A CALCULATION 
Design information (e.g., DG design heat load, instrument uncertainty) was not correctly translated into calculation DC07610-002, Revision 1. The 
calculation incorrectly concluded that one of the two 50% capacity ventilation fans per DG could maintain the associated DG rooms below the 
Technical Specification limit of 120 F during DG operation for an outside ambient temperature of up to 95 F. Based on the design heat load, one 
DG ventilation fan could maintain the associated DG rooms below 120 F for an outside ambient temperature of up to only 79.4 F. The issue was of 
very low safety significance because there were no instances identified where one DG ventilation fan was taken out of service and the associated 
DG was still considered to be operable. This issue was determined to be a violation of 10 CFR 50, Appendix B, Criterion III, Design Control and is 
in the licensee's corrective action program as PIP 0-C-00-0570. 
Inspection Report# : 2000003(pdf)  

Significance:  Dec 29, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Procedures Did Not Demonstrate Ability Of Back Up Air Supply To Open And Maintain Open Alternate Cooling Water Valves To The 
Emergency Diesel Generators 
A finding was identified for procedures not demonstrating the ability of the backup air supply to maintain service water valves open to provide 
cooling to the emergency diesel generators during certain events. This feature is utilized in emergency operating procedures involving loss of AC 
power and in mitigating Appendix R fire scenarios. This finding was determined to be of very low safety significance because the potential for a loss 
of normal instrument air was reduced due to an installed diesel driven air compressor which backs up the normal electrically driven instrument air 
compressors. 
Inspection Report# : 2001004(pdf)  

Significance:  Dec 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure To Follow Procedure For Chemistry Sampling Of Reactor Coolant System 
Technical Specifications 6.8.1.a and Regulatory Guide 1.33, Appendix A, Section 10 requires procedures be implemented covering the control of 
sampling of radioactive liquids. On December 12, 2001, the licensee identified that a sample valve was not closed, as required by chemistry 
procedure CP-903, after reactor coolant system (RCS) sampling was completed. Approximately 32 gallons was drained from the RCS during the 2 
hours and 10 minutes the valve was open. Automatic RCS makeup was in service during this time. This issue has been documented in the 
licensee's corrective action program under Problem Identification Program report 0-C-01-2324. 
Inspection Report# : 2001004(pdf)  

Significance:  Dec 29, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Failure To Follow Procedure During Surveillance Test Results In Inadvertent Start Of B Motor Driven Emergency Feedwater Pump 
Technical Specifications 6.8.1.c requires procedures be implemented covering surveillance and test activities of safety-related equipment. On 
November 20, 2001, the licensee failed to properly implement surveillance test procedure STP-120.004, in that, the B Motor Driven Emergency 
Feedwater Pump was started when the procedure required the pump's control switch to be placed in pull-to-lock. This issue has been documented 
in the licensee's corrective action program asProblem Identification Program report 0-C-01-2127. 
Inspection Report# : 2001004(pdf)  

Significance: TBD Nov 28, 2001 
Identified By: NRC 
Item Type: URI Unresolved item 
Decision of When to Enter Fire Emergency Procedure FEP-4.0 and Evacuate the Main Control Room Due to a Fire 
A finding was identified, in that, the lack of operator training combined with licensee management's expectations regarding when to enter fire 
emergency procedure (FEP)-4.0, Control Room Evacuation Due to Fire, could result in the operators taking actions during a fire in the main control 
room (MCR) that would not be consistent with the licensee's safe shutdown analysis, fire hazards analysis, or procedure FEP-4.0. The operator 
training program neither addressed nor had job performance measures (JPM)/simulator scenarios for MCR operator actions and evacuation due to 
a fire in accordance with procedure FEP-4.0. This finding was determined to have a credible impact on safety because it affected the ability of the 
operators to perform actions (within the times required by the licensee's safe shutdown analysis and fire hazards analysis) necessary to achieve 
and maintain post-fire safe shutdown conditions. Licensee management's philosophy and expectations contributed to the operators' performance 
and slow response in deciding whether to enter procedure FEP-4.0 and evacuate the MCR during two simulator scenarios observed by the team. 
Inspection Report# : 2001009(pdf)  
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Significance:  Nov 28, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Emergency Lighting Installation Deficiencies for Performing Alternative Shutdown Actions 
A non-cited violation of Virgil C. Summer Operating License Condition 2.C. (18), Fire Protection System, was identified for failure to install battery 
pack emergency lighting units, in accordance with the approved V.C. Summer Fire Protection Program, in 13 areas (access and egress routes 
included) where manual operator actions were required to support post-fire safe shutdown. This finding had a potential to impact the licensee's 
ability to shut down the plant in the event of a loss of power to normal lighting during a fire. The finding was of very low safety significance because 
it did not affect fire detection, fire suppression, or fire barriers. 
Inspection Report# : 2001009(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Reactor building cooling unit test frequency 
The inspectors identified that the test interval for measuring reactor building cooling unit performance was relatively long when compared to that for 
heat exchangers included in a Generic Letter 89-13, "Service Water System Problems Affecting Safety-Related Equipment," program. The finding 
was of very low safety significance because the reactor building cooling units were normally cooled by industrial cooling water which was 
chemically treated to reduce fouling. 
Inspection Report# : 2001002(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failed to follow procedure to enter the B component cooling water heat exchanger in Action Level II and place limitations on service 
water temperature when testing indicated degradation 
The inspectors identified a non-cited violation for failure to follow procedures to restrict service water temperatures when testing indicated that the 
component cooling water heat exchanger performance was degraded. The finding was of very low safety significance because service water 
temperatures never exceeded the more restrictive temperature limits. 
Inspection Report# : 2001002(pdf)  

Significance: SL-III Jun 23, 2001 
Identified By: NRC 
Item Type: VIO Violation 
Failure to perform a safety evaluation required by 10 CFR 50.59 
The inspectors identified an apparent violation for not performing a detailed safety evaluation, as required by 10 CFR 50.59, for a change to the 
facility as described in the Final Safety Analysis Report which involved a unreviewed safety question. The licensee changed the facility by removing 
the mullion (center divider) in the steam propagation barrier (SPB) door at the entrance to the 1DB 7.2 kV AC switchgear room. Disabling the 1DB 
SPB resulted in the potential that a single high energy line break could render emergency AC power to both trains of safety-related equipment 
inoperable. The finding was of low to moderate risk significance based upon the initiating event frequency of a high energy line break accident and 
the cumulative time the 1DB SPB was disabled during 1998 (Section 4OA3). [The apparent violation was dispositioned as a Severity Level III 
violation (Supplement I) by letter entitled "Notice of Violation (Virgil C. Summer Nuclear Station - NRC Special Inspection Report No. 50-395/01-
08)," dated August 31, 2001. Following is the Notice of Violation text from enclosure 1 to this letter: 10 CFR 50.59(a)(1) states, in part, that the 
holder of a license authorizing operation of a utilization facility may make changes in the facility as described in the safety analysis report without 
prior Commission approval, unless the proposed change involves an unreviewed safety question. 10 CFR 50.59(a)(2) states, in part, a proposed 
change shall be deemed to involve an unreviewed safety question if the probability of occurrence or the consequences of an accident or 
malfunction of equipment important to safety previously evaluated in the safety analysis report may be increased. 10 CFR 50.59(b)(1) requires, in 
part, that the licensee shall maintain records of changes in the facility to the extent that these changes constitute changes in the facility as 
described in the safety analysis report. These records must include a written safety evaluation which provides the bases for the determination that 
the change does not involve an unreviewed safety question. Final Safety Analysis Report Section 3.11.1.1 defines harsh and mild environments 
and references drawing SS-021-018. The drawing depicts the 7.2 Kilovolt 1DA and 1DB emergency switchgear rooms as mild environments and 
the hallway adjacent to the 1DB room as a harsh environment. Fire Protection Procedure FPP-025, "Fire Containment," Revision 1C, allowed 
steam propagation barriers to be disabled, one at a time, for a maximum of 12 hours. Contrary to the above, on March 25, 1997, the licensee failed 
to perform an adequate written safety evaluation which provided the bases for the determination that a change in the facility did not involve an 
unreviewed safety question. Specifically, a written safety evaluation for revision 1C to procedure FPP-025 failed to adequately evaluate that the 
licensee's disabling of intermediate building door DRIB/315 would change the 1DA and 1DB switchgear rooms from a mild environment to a harsh 
environment. This change in the facility increased the probability of occurrence or the consequences of an accident or malfunction of equipment 
important to safety previously evaluated in the safety analysis report, in that, a single high energy line break could potentially result in the loss of 
both trains of the 7.2 Kilovolt emergency power to safety-related equipment. Consequently, the change to the facility involved an unreviewed safety 
question and was made without prior NRC approval. The disabling of the door existed on seven occasions during 1998 for a total of approximately 
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30 hours. The August 31, 2001, letter stated that disabling door DRIB/315 involved an unreviewed safety question and was done without prior NRC 
approval. Disabling the door had no actual safety consequences; however, the violation was of concern to the NRC because of the potential for 
impacting our ability to perform certain regulatory functions. Based on NRC review of your corrective actions, as documented in the letter, no civil 
penalty was proposed. The Severity Level III violation was closed in inspection report number 05000395/2001003, dated October 18, 2001. The 
August 31, 2001, letter stated that "information regarding the reason for the violation, the corrective actions taken and planned to correct the 
violation and to prevent recurrence, and the date when full compliance was achieved is already adequately addressed on the docket."] 
Inspection Report# : 2001003(pdf)  
Inspection Report# : 2001008(pdf)  

Significance: N/A May 24, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Supplemental inspection results for a White Finding and White Performance Indicator 
This supplemental inspection was performed to assess South Carolina Electric & Gas Company's activities associated with identification, root 
cause analysis, and corrective actions for the inoperability of the turbine driven emergency feedwater pump (TDEFWP) due to a closed discharge 
isolation valve. The White Finding was previously characterized in NRC Inspection Report 50-395/00-05 and in the NRC's Final Significance 
Determination for a White Finding and Notice of Violation (dated December 28, 2000). Using Inspection Procedure (IP) 95001, "Inspection for One 
or Two White Inputs In a Strategic Performance Area," the inspector concluded that the licensee's problem identification and root cause analysis 
was acceptable. The licensee determined the root cause was due to human error, a failure to open the valve coupled with inadequate independent 
verification. Additionally, the licensee identified four causal factors associated with this event. The completed and proposed corrective actions, 
including actions to prevent recurrence, adequately addressed the results of the root cause evaluation. Additionally, IP 95001 was used to assess 
the licensee's evaluation and corrective actions associated with a White Performance Indicator (PI) for safety system unavailability, heat removal 
system (Auxiliary Feedwater). The major contributor for the PI crossing from Green to White (unavailability threshold is greater than 2%) was due to 
the time the TDEFWP was inoperable due to the White Finding and the extended time to complete a refueling outage. The licensee reported the 
White PI to the NRC during the routine first quarter 2001 PI submittal. The corrective actions identified to correct the mis-positioning of the 
TDEFWP discharge isolation valve were considered sufficient to address the White PI. 
Inspection Report# : 2001007(pdf)  

Significance:  Dec 23, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
INADEQUATE EMERGENCY OPERATING PROCEDURE FOR TRANSFER TO COLD-LEG RECIRCULATION 
Technical Specification 6.8.1.a, requires that written procedures shall be established, implemented and maintained covering the activities 
referenced in Appendix A of Regulatory Guide 1.33, Revision 2, February 1978. Loss of coolant accidents are an activity covered in Appendix A, 
under Section 6, "Procedures for Combating Emergencies and Other Significant Events." This requires appropriate procedures to respond to and 
combat emergencies involving loss of coolant accidents and the associated response involving transfer to cold leg recirculation. The licensee failed 
to establish, implement and maintain an adequate Emergency Operating Procedure EOP-2.2, "Transfer to Cold-Leg Recirculation," Revisions 0 
thru 11, in that, they did not provide the necessary instructions to operators for timely actions. This issue is captured in the licensee's corrective 
action program as PIPs 0-C-99-1026 and 0-C-00-1101. 
Inspection Report# : 2000006(pdf)  

Significance:  Sep 21, 2000 
Identified By: Licensee 
Item Type: VIO Violation 
Failure to follow procedures results in the [turbine-driven emergency feedwater] pump being inoperable for approximately 48 days 
during power operation due to its manual discharge valve being closed 
The licensee's failure to properly position and independently verify the turbine driven emergency feedwater (TDEFW) pump discharge isolation 
valve in accordance with procedures required by Technical Specification (TS) 6.8.1 resulted in the failure to comply with TS 3.7.1.2 for TDEFW 
pump operability. The failure to adhere to these regulatory requirements was cited as one violation in a December 28, 2000, letter to the licensee. 
The two apparent violations, AV 50-395/000005-01 and 50-395/000005-02 are considered closed. In the December 28, 2000, letter the inspection 
finding was characterized as White (i.e., an issue with low to moderate increased importance to safety). The NRC determined that the Human Error 
Probability methodology, using the Technique for Human Error Rate Prediction approach, appropriately estimated the increase in risk associated 
with the accident sequences containing the TDEFW recovery term. The change in core damage frequency was approximately 4x10-6/year. The 
violation, characterized as White, was reviewed and closed in NRC Supplemental Inspection Report No. 50-395/01-07, dated July 10, 2001. The 
supplememtal report Summary of Findings state: "Using Inspection Procedure (IP) 95001, "Inspection for One or Two White Inputs In a Strategic 
Performance Area," the inspector concluded that the licensee's problem identification and root cause analysis was acceptable. The licensee 
determined the root cause was due to human error, a failure to open the valve coupled with inadequate independent verification. Additionally, the 
licensee identified four causal factors associated with this event. The completed and proposed corrective actions, including actions to prevent 
recurrence, adequately addressed the results of the root cause evaluation." 
Inspection Report# : 2000007(pdf)  
Inspection Report# : 2001007(pdf)  
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Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Dec 23, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
IMPROPER IMPLEMENTATION OF TECHNICAL SPECIFICATION RADIATION PROTECTION PROGRAM REQUIREMENTS 
The inspectors identified a non-cited violation for failure to adhere to a radiation protection procedure as required by TS 6.11, "Radiation Protection 
Program." On October 26, 2000, electronic dosimeters (ED) were used as radiological controls for scaffold construction activities in a residual heat 
removal heat exchanger room. Contrary to a health physics procedure, ED dose rate alarm setpoints were established at 300 millirem per hour 
(mrem/hr) rather than greater than the 400 mrem/hr general work area dose rates adjacent to the residual heat removal heat exchangers. As a 
result workers were not properly responding to dose rate alarms. The finding was of very low safety significance because an overexposure did not 
result, a substantial potential for such an exposure did not exist and the licensee's ability to assess worker's dose was not compromised. 
Inspection Report# : 2000006(pdf)  

Public Radiation Safety 

Significance:  Jun 24, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
ATMOSPHERIC EFFLUENT MONITOR CALIBRATIONS DID NOT MEET 10 CFR PART 20.1501(b) REQUIREMENTS 
As of April 10, 2000, selected atmospheric effluent process monitor calibrations did not meet 10 CFR Part 20.1501(b) requirements. Specifically, 
secondary calibration sources in-use since the early 1990's for the particulate and gaseous channel detectors were not traceable to the original 
primary detector calibrations. Evaluations of the effect of geometry and fabrication differences between the original, vendor-supplied sources and 
the current secondary calibration sources identified a potential 25 percent bias in expected detector response. Based on the identified bias, the 
current detector responses for monitoring radioactive material concentrations and for establishing set-point values were determined to be 
conservative. An additional example of a previously issued non-cited violation (50-395/99006-03) was identified. This additional example is in the 
licensee's corrective action program as CERs 99-1170 and 99-1172. Since effluent releases did not result in doses exceeding Appendix I to10 CFR 
Part 50 design criteria nor 10 CFR 20.1301 concentration limits, this finding was considered to be of very low safety significance. 
Inspection Report# : 2000004(pdf)  

Physical Protection 

Miscellaneous 

Significance:  Dec 29, 2001 
Identified By: NRC 
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Item Type: FIN Finding 
Temporary Backup Diesel Air Driven Compressor Installed In The Instrument Air System Without Design Control Documents 
A finding was identified for having installed a backup diesel driven air compressor in the instrument air system without design control documents, 
i.e., without temporary or permanent plant modification documentation. References to this compressor implied it was "temporary" even though it 
had been installed in the plant since approximately 1982. The finding was determined to be of very low safety significance because no significant 
adverse impacts had been experienced during the time period it has been installed and its performance was being monitored under the 
maintenance rule program. 
Inspection Report# : 2001004(pdf)  

Significance: N/A Dec 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure To Process Procedure Revisions In Accordance With Administrative Procedure For Procedure Review And Approval 
Technical Specifications 6.8.1.a and Regulatory Guide 1.33, Appendix A, Section 1.e, requires procedures be implemented covering the procedure 
review and approval process. On October 2, 2001, the licensee identified that procedure changes were approved without all the applicable 
provisions of SAP-139, "Procedure Development, Review, Approval and Control," being met. This issue has been documented in the licensee's 
corrective action program under Problem Identification Program reports 0-C-01-1700, 1722 and 1925. (No Color) 
Inspection Report# : 2001004(pdf)  

Significance:  Mar 23, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Problem Identification and Resolution Annual Inspection 
No findings of significance were identified. The implementation of the corrective action program (CAP) was acceptable with concerns noted. 
Management oversight was evident in all aspects of the program, and trending was extensive with an appropriate focus on human performance. 
The licensee was generally effective at identifying problems and placing them into the CAP. Self-assessment by the CAP department was very 
limited and not well documented. The licensee generally evaluated individual problems and established acceptable schedules for implementing 
corrective actions appropriately. Corrective actions were generally implemented in a timely manner. The apparent cause determinations appeared 
to accurately identify why the equipment problems occurred. The inspectors determined that the licensee properly classified discrepant conditions. 
The inspectors found that the scope and depth of corrective actions assigned by the licensee were generally appropriate for the severity and risk 
significance of the problems identified. Two issues identified during this inspection concerned the effectiveness and timeliness of corrective actions 
associated with previous NRC-identified Non-Cited Violations (NCVs). In addition, the inspection team observed that the Primary Identification 
Program (PIP) process was not effectively using the Repetitive Condition portion of the PIP database. The identification of repeat problems was 
dependent on the memories of individuals involved in the PIP process, rather than being retrievable from the PIP database. Interviews of plant 
personnel indicated that they felt free to input safety issues and conditions adverse to quality into the CAP. A safety conscious work environment 
was evident at Summer. 
Inspection Report# : 2001006(pdf)  

Significance:  Dec 23, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FUEL HANDING BUILDING NEGATIVE PRESSURE EXCEEDED TECHNICAL SPECIFICATION REQUIREMENT 
Technical Specfication (TS) 4.9.11.d.3 surveillance requirement states that the spent fuel ventilation shall maintain the spent fuel area at a negative 
pressure greater than or equal to 1/8 inches water gauge relative to the outside atmosphere during irradiated fuel movement and during crane 
operation with loads over the pool. Contrary to that requirement on October 16, 2000, the licensee discovered that fuel movement had occurred 
without the proper fuel handling building negative pressure. The failure to meet this TS requirement is documented in the licensee's corrective 
action program as PIP 0-C-00-1455. 
Inspection Report# : 2000006(pdf)  
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Summer 

Initiating Events 

Significance:  Jun 15, 2000 
Identified By: NRC 
Item Type: FIN Finding 
CERTAIN GRID CONDITIONS CAN INCREASE THE LOSS OF OFFSITE POWER INITIATING FREQUENCY 
The licensee's Transient Stability Study of the Offsite Power System identified that under certain grid conditions (the transmission system lightly 
loaded, the Fairfield Pumped Storage Plant operating in the pumping mode at ½ or more of its rated capacity, and a fault on the 230 kilovolt (KV) 
offsite power supply bus) a loss of offsite power (LOSP) could occur. The licensee's probabilistic risk assessment (PRA) screening analysis of the 
grid conditions described above showed that there would be a slight increase in the LOSP initiation frequency resulting in a change in the core 
damage frequency (CDF) of less than 1.0 x 10-6. A Region II senior reactor analyst reviewed the PRA screening analysis and concluded that, 
based on the change in the LOSP initiation frequency and the change in CDF, this issue was of very low safety significance. 
Inspection Report# : 2000003(pdf)  

Significance:  Sep 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to perform evaluation required by 10 CFR 50.59, improper screening 
The inspectors identified a non-cited violation that involved the licensee's failure to perform a 10 CFR 50.59 evaluation for a procedure change that 
provided an alternate method to supply reactor makeup water to the reactor coolant system. The issue was determined to be of very low safety 
significance (Green) because although the procedure change was approved for use from August 26 until September 24, the licensee never used 
the new procedure section and the licensee subsequently completed a 50.59 evaluation which determined that a license amendment was not 
required. 
Inspection Report# : 2001003(pdf)  

Significance:  Jun 30, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to establish an adequate annunciator response procedure resulted in exceeding licensed thermal power 
Technical Specification 6.8.1.a and Regulatory Guide 1.33, Revision 2 (in part) requires procedures be established for alarm conditions. Contrary to 
these requirements, the licensee failed to establish an adequate alarm response procedure for a feedwater transient alarm. Specifically, 
Annunciator Response Procedure ARP-001-XCP-627, Revision 11D was inadequate for the Feedwater Heater 1, 2, 4 Isolate / Level Hi-Hi alarm, in 
that, it failed to direct a power reduction for an isolated feedwater heater. This inadequate procedure contributed to exceeding the licensed 2900 
megawatts thermal power limit on May 21, 2001. This item was entered in the licensee's corrective action program as PIP 0-C-01-0616. 
Inspection Report# : 2001002(pdf)  

Significance:  Mar 31, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to include the turbine runback circuitry within the scope of the Maintenance Rule monitoring program 
The inspectors identified a non-cited violation for failure to include the turbine runback circuitry within the scope of the Maintenance Rule monitoring 
program as required by 10 CFR 50.65. The turbine runback circuitry is a non-safety related system that mitigates an over-power delta temperature 
or over-temperature delta temperature transient which would otherwise result in a reactor trip. The turbine runback circuitry was discovered to be 
failed and would have been unable to performed its function if called upon. The finding was of very low safety significance because the safety-
related reactor protection system also mitigates an over-power delta temperature or over-temperature delta temperature transient. 
Inspection Report# : 2000007(pdf)  

Significance:  Mar 31, 2001 
Identified By: Licensee 
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Item Type: NCV NonCited Violation 
Failure to install steam generator vent line support 
10 CFR 50, Appendix B, Criterion III, "Design Control," requires, in part, that design basis requirements be correctly translated into specifications, 
drawings, procedures and instructions. Contrary to those requirements the seismic design basis of the plant was not translated into specifications, 
drawings, procedures and instructions, in that, a support was never designed to prevent failure of the B steam generator vent valve line during a 
seismic event. This item is documented in the licensee's corrective action program as PIPs 0-C-00-1019 and 0-C-00-1359. This item was identified 
in inspection report 50-395/00-06 as an apparent violation, AV 50-395/00006-03. This licensee identified non-cited violation was characterized as 
an issue of very low significance. 
Inspection Report# : 2000007(pdf)  

Significance:  Mar 31, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to include five check valves in the in-service test (IST) program 
Technical Specification (TS) 4.0.5 requires, in part, surveillance requirements for inservice testing (IST) of ASME Code Class 1 components. The 
applicable Code required that these components with pressure retaining bolted connections be visually inspected for leakage with the insulation 
removed. Contrary to these requirements, on October 18, 2000, the licensee discovered that five such Code Class 1 check valves were not being 
visually inspected for leakage with the insulation removed. This item is documented in the licensee's corrective action program as PIP 0-C-00-1479 
and is the subject of Licensee Event Report 50-395/2000010-00. 
Inspection Report# : 2000007(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: preservice and inservice weld inspections 
The nozzle-to-pipe inspections conducted in 1980 for the preservice inspection (PSI) and in the 1987 and 1993 inservice inspections (ISI) met the 
applicable ASME [American Society of Mechanical Engineers] Code requirements. These inspections used the state-of-the-art NDE 
[nondestructive examination] technology that was available at that time. No flaws were detected that were unacceptable to the 1977 Edition of the 
ASME Code including the Summer of 1978 Addenda. 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: Code inspection of new welds 
The inspection team concluded that a comprehensive and effective inspection, that met or exceeded the requirements of the ASME [American 
Society of Mechanical Engineers] Code, was conducted on the replacement nozzle-to-pipe dissimilar metal weld (DMW) and the stainless steel 
pipe-to-pipe weld. 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: boric acid corrosion inspections 
The boric acid corrosion inspections performed in the last two refueling outages (RO) (April 1999 and October 1997) were adequately performed, 
and the pre-entry radiological survey for RO-12 identified the large accumulation of boric acid crystals on the reactor building floor that led to the 
discovery of "A" hot leg RC [reactor coolant] leak. Since some details had been deleted from the program, the team concluded that the boric acid 
corrosion inspection program should be enhanced to improve guidelines for early detection of reactor coolant leakage and to expand the scope of 
inspection to include the welds that are susceptible to PWSCC [primary water stress corrosion cracking]. By letter dated December 29, 2000, the 
licensee stated that their boric acid inspection procedures will be enhanced to provide additional detail for the inspection and evaluation of RC 
system leakage, and that specific components and locations to be inspected will be listed and guidance provided on methodologies for evaluation.
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: enforcement discretion 
In addition to the unidentified leakage limit, Technical Specifications (TS) do not allow any pressure boundary leakage and require shutdown within 
six hours. This leakage was pressure boundary leakage and existed for several months prior to its discovery and therefore constitutes a violation of 
the Technical Specifications. However, based on the team's conclusion that the violation was not avoidable by reasonable licensee quality 
assurance measures and management controls, the NRC is refraining from issuing enforcement action in accordance with section VII.B.6 of the 
NRC Enforcement Policy. [EA-01-071] 
Inspection Report# : 2000008(pdf)  
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Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: metallurgical evaluation 
The licencee's metallurgical evaluation of the cracked hot leg loop "A" nozzle weld, including the size measurements (length and depth) of the 
reported UT [ultrasonic test] and ET [eddy current test] indications by destructive examinations, was thorough. The licensee adequately 
characterized the failure mode to be primary water stress corrosion cracking (PWSCC). 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: new weld examinations and repairs 
All welding and NDE [nondestructive examination] activities for the new welds met Code requirements. The gas tungsten arc welding (GTAW) 
process with Alloy 52 material resulted in rejectable weld defects in the new nozzle-to-pipe weld. A number of repair attempts were required before 
successful repair using the shielded metal arc welding (SMAW) process with Alloy 152 welding material. The team agreed with the licensee's 
evaluation that the new weld, with different, more resistant material and less ID [inside diameter] tensile stress, should be much more resistant to 
PWSCC [primary water stress corrosion cracking] than the old weld. However, based on the fact that PWSCC is not totally understood, the team 
concluded that further evaluations and inspections will be needed before it can be concluded that the new weld is totally immune to PWSCC. 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: orginal weld quality 
The team's review of original weld fabrication records verified compliance with American Society of Mechanical Engineers (ASME) Code 
requirements for the original weld. The records were detailed and provided a good weld history. No Code compliance issues were identified. 
However, the records revealed extensive repairs to the ID [inside diameter] of the "A" hot leg nozzle-to-pipe weld, which were determined by the 
root cause analysis to be a contributor to the crack by producing high residual tensile stresses at the ID of the weld. The radiographic (RT) film did 
not reveal any fabrication flaws that could have contributed to the through-wall leak. 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: reactor coolant leak practices 
The licensee's leak detection practices generally would not have been expected to identify the small leak on the "A" hot leg leak during plant 
operation. Although 0.3 gallons per minute (gpm) of unidentified reactor coolant leakage was present during the operating cycle, as determined by 
a periodic water inventory balance, this leak rate was not considered unusual and was well below the Technical Specification limit of 1 gpm. The 
licensee plans a number of enhancements to their RC [reactor coolant] system leakage detection practices. 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: refueling outage hot and cold leg weld inspections 
Overall, the team concluded that the examinations performed on the nozzle-to-pipe welds during the current outage were of high quality. The 
examination methods were successfully demonstrated on a mockup with qualified personnel and state-of-the-art NDE [nondestructive examination] 
equipment and procedures. The use of redundant and complementary NDE techniques (visual, ultrasonic and eddy current) and the successful 
demonstrations of these techniques provided confidence that a sensitive inspection was conducted. The examinations exceeded the minimum 
requirements of the ASME [American Society of Mechanical Engineers] Section XI Code and NRC Regulatory Guide 1.150. 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: root cause analysis 
The licensee's root cause analysis was thorough and well-organized and was performed utilizing personnel with appropriate expertise. The root 
causes and contributory factors for the leak and the extent of condition were adequately determined. Actions have been established to address the 
root causes, contributing factors, and the extent of condition. The team concluded that the licensee's assessment provided reasonable assurance 
that structural integrity of the RC [reactor coolant] system, from an impending gross failure standpoint, was maintained during past operation. 
Inspection Report# : 2000008(pdf)  
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Significance:  Dec 23, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE SURVEILLLANCE TEST AND SYSTEM OPERATING PROCEDURES TO CONTROL PRESSURIZER TEMPERATURE LIMITS 
The inspectors identified a non-cited violation for failure to establish adequate procedures, as required by Technical Specificiation (TS) 6.8.1, to 
ensure that the pressurizer temperature heatup and cooldown limits were maintained within the requirements of TS 3.4.9.2. As a result during the 
shutdown for refueling outage 12, the licensee failed to recognize that the TS pressurizer temperature heatup and cooldown limits were exceeded 
for short period of times, i.e., less than the allowed TS action statement time. The finding was of very low safety significance because a licensee's 
engineering evaluation, which included fracture toughness considerations, determined that the pressurizer remained acceptable for continued 
operation. 
Inspection Report# : 2000006(pdf)  

Mitigating Systems 

Significance:  Sep 21, 2000 
Identified By: Licensee 
Item Type: VIO Violation 
Failure to follow procedures results in the [turbine-driven emergency feedwater] pump being inoperable for approximately 48 days 
during power operation due to its manual discharge valve being closed 
The licensee's failure to properly position and independently verify the turbine driven emergency feedwater (TDEFW) pump discharge isolation 
valve in accordance with procedures required by Technical Specification (TS) 6.8.1 resulted in the failure to comply with TS 3.7.1.2 for TDEFW 
pump operability. The failure to adhere to these regulatory requirements was cited as one violation in a December 28, 2000, letter to the licensee. 
The two apparent violations, AV 50-395/000005-01 and 50-395/000005-02 are considered closed. In the December 28, 2000, letter the inspection 
finding was characterized as White (i.e., an issue with low to moderate increased importance to safety). The NRC determined that the Human Error 
Probability methodology, using the Technique for Human Error Rate Prediction approach, appropriately estimated the increase in risk associated 
with the accident sequences containing the TDEFW recovery term. The change in core damage frequency was approximately 4x10-6/year. The 
violation, characterized as White, was reviewed and closed in NRC Supplemental Inspection Report No. 50-395/01-07, dated July 10, 2001. The 
supplememtal report Summary of Findings state: "Using Inspection Procedure (IP) 95001, "Inspection for One or Two White Inputs In a Strategic 
Performance Area," the inspector concluded that the licensee's problem identification and root cause analysis was acceptable. The licensee 
determined the root cause was due to human error, a failure to open the valve coupled with inadequate independent verification. Additionally, the 
licensee identified four causal factors associated with this event. The completed and proposed corrective actions, including actions to prevent 
recurrence, adequately addressed the results of the root cause evaluation." 
Inspection Report# : 2000007(pdf)  
Inspection Report# : 2001007(pdf)  

Significance:  Jun 24, 2000 
Identified By: NRC 
Item Type: FIN Finding 
PLANT WAS PLACED IN ELEVATED RISK LEVEL 
The licensee removed the B trains of Component Cooling Water (CCW) and charging from service during preventative maintenance on a CCW 
valve without recognizing that this placed the plant in an elevated risk level as defined in the licensee's safety function matrix. As a result, 
provisions of Operations Administrative Procedure (OAP)-102.1, "Conduct of Operations Scheduling Unit," Revision 3, concerning evaluating the 
configuration and obtaining the General Manager‘s approval were not met. Since there was no actual loss of safety function with A train CCW and 
charging available and operable, this issue was determined to be of very low safety significance. No violation occurred since the licensee complied 
within the time constraints of the applicable technical specification limiting conditions for operation and the procedure will not be required by 
regulations until the revised sections of the Maintenance Rule (10 CFR 50.65) become effective in November 2000. 
Inspection Report# : 2000004(pdf)  

Significance: N/A Jun 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE 10 CFR 50.59 SAFETY EVALUATION 
The licensee's 10 CFR 50.59 safety evaluation performed to incorporate the results of the Transient Stability Study of the Offsite Power System 
into the Updated Final Safety Analysis Report (UFSAR) Section 8.2.2.2 did not provide an adequate technical basis to support the determination 
that an unreviewed safety question did not exist. Specifically, the 10 CFR 50.59 did not address the increase in the probability of occurrence of a 
malfunction of the loss of voltage relay for Case Study Six of the Transient Stability Study; and it did not provide an adequate technical basis to 
support the conclusion in the UFSAR that the requirements of 10 CFR 50, Appendix A, General Design Criterion 17 would still be met for the grid 
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conditions evaluated for Case Study Six. This is a violation of 10 CFR 50.59 and is in the licensee's corrective action program as PIP 0-C-00-0569. 
Based on the changes in the loss of offsite power frequency and core damage frequency, this issue was of very low safety significance. 
Inspection Report# : 2000003(pdf)  

Significance:  Jun 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO TRANSLATE INTO APPROPRIATE PROCEDURES DESIGN BASIS LIMITING VALUES 
The licensee failed to translate into appropriate procedures and/or acceptance criteria (1) the 105 F design basis limiting value for the diesel 
generator (DG) intercooler water heat exchanger outlet temperature and (2) the requirement to derate the DGs if the intercooler water heat 
exchanger outlet temperature exceeded the 105 F value. The issue was of very low safety significance because the licensee's operability 
evaluation concluded that, with a derating factor applied, the DGs were still operable. This issue was determined to be a violation of 10 CFR 50, 
Appendix B, Criterion III, Design Control and is in the licensee's corrective action program as PIPs 0-C-00-0603 and 0-C-00-0629. 
Inspection Report# : 2000003(pdf)  

Significance:  Jun 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
DESIGN INFORMATION WAS NOT CORRECTLY TRANSLATED INTO A CALCULATION 
Design information (e.g., DG design heat load, instrument uncertainty) was not correctly translated into calculation DC07610-002, Revision 1. The 
calculation incorrectly concluded that one of the two 50% capacity ventilation fans per DG could maintain the associated DG rooms below the 
Technical Specification limit of 120 F during DG operation for an outside ambient temperature of up to 95 F. Based on the design heat load, one 
DG ventilation fan could maintain the associated DG rooms below 120 F for an outside ambient temperature of up to only 79.4 F. The issue was of 
very low safety significance because there were no instances identified where one DG ventilation fan was taken out of service and the associated 
DG was still considered to be operable. This issue was determined to be a violation of 10 CFR 50, Appendix B, Criterion III, Design Control and is 
in the licensee's corrective action program as PIP 0-C-00-0570. 
Inspection Report# : 2000003(pdf)  

Significance:  Dec 29, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Procedures Did Not Demonstrate Ability Of Back Up Air Supply To Open And Maintain Open Alternate Cooling Water Valves To The 
Emergency Diesel Generators 
A finding was identified for procedures not demonstrating the ability of the backup air supply to maintain service water valves open to provide 
cooling to the emergency diesel generators during certain events. This feature is utilized in emergency operating procedures involving loss of AC 
power and in mitigating Appendix R fire scenarios. This finding was determined to be of very low safety significance because the potential for a loss 
of normal instrument air was reduced due to an installed diesel driven air compressor which backs up the normal electrically driven instrument air 
compressors. 
Inspection Report# : 2001004(pdf)  

Significance:  Dec 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure To Follow Procedure For Chemistry Sampling Of Reactor Coolant System 
Technical Specifications 6.8.1.a and Regulatory Guide 1.33, Appendix A, Section 10 requires procedures be implemented covering the control of 
sampling of radioactive liquids. On December 12, 2001, the licensee identified that a sample valve was not closed, as required by chemistry 
procedure CP-903, after reactor coolant system (RCS) sampling was completed. Approximately 32 gallons was drained from the RCS during the 2 
hours and 10 minutes the valve was open. Automatic RCS makeup was in service during this time. This issue has been documented in the 
licensee's corrective action program under Problem Identification Program report 0-C-01-2324. 
Inspection Report# : 2001004(pdf)  

Significance:  Dec 29, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Failure To Follow Procedure During Surveillance Test Results In Inadvertent Start Of B Motor Driven Emergency Feedwater Pump 
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Technical Specifications 6.8.1.c requires procedures be implemented covering surveillance and test activities of safety-related equipment. On 
November 20, 2001, the licensee failed to properly implement surveillance test procedure STP-120.004, in that, the B Motor Driven Emergency 
Feedwater Pump was started when the procedure required the pump's control switch to be placed in pull-to-lock. This issue has been documented 
in the licensee's corrective action program asProblem Identification Program report 0-C-01-2127. 
Inspection Report# : 2001004(pdf)  

Significance: TBD Nov 28, 2001 
Identified By: NRC 
Item Type: URI Unresolved item 
Decision of When to Enter Fire Emergency Procedure FEP-4.0 and Evacuate the Main Control Room Due to a Fire 
A finding was identified, in that, the lack of operator training combined with licensee management's expectations regarding when to enter fire 
emergency procedure (FEP)-4.0, Control Room Evacuation Due to Fire, could result in the operators taking actions during a fire in the main control 
room (MCR) that would not be consistent with the licensee's safe shutdown analysis, fire hazards analysis, or procedure FEP-4.0. The operator 
training program neither addressed nor had job performance measures (JPM)/simulator scenarios for MCR operator actions and evacuation due to 
a fire in accordance with procedure FEP-4.0. This finding was determined to have a credible impact on safety because it affected the ability of the 
operators to perform actions (within the times required by the licensee's safe shutdown analysis and fire hazards analysis) necessary to achieve 
and maintain post-fire safe shutdown conditions. Licensee management's philosophy and expectations contributed to the operators' performance 
and slow response in deciding whether to enter procedure FEP-4.0 and evacuate the MCR during two simulator scenarios observed by the team. 
Inspection Report# : 2001009(pdf)  

Significance:  Nov 28, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Emergency Lighting Installation Deficiencies for Performing Alternative Shutdown Actions 
A non-cited violation of Virgil C. Summer Operating License Condition 2.C. (18), Fire Protection System, was identified for failure to install battery 
pack emergency lighting units, in accordance with the approved V.C. Summer Fire Protection Program, in 13 areas (access and egress routes 
included) where manual operator actions were required to support post-fire safe shutdown. This finding had a potential to impact the licensee's 
ability to shut down the plant in the event of a loss of power to normal lighting during a fire. The finding was of very low safety significance because 
it did not affect fire detection, fire suppression, or fire barriers. 
Inspection Report# : 2001009(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Reactor building cooling unit test frequency 
The inspectors identified that the test interval for measuring reactor building cooling unit performance was relatively long when compared to that for 
heat exchangers included in a Generic Letter 89-13, "Service Water System Problems Affecting Safety-Related Equipment," program. The finding 
was of very low safety significance because the reactor building cooling units were normally cooled by industrial cooling water which was 
chemically treated to reduce fouling. 
Inspection Report# : 2001002(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failed to follow procedure to enter the B component cooling water heat exchanger in Action Level II and place limitations on service 
water temperature when testing indicated degradation 
The inspectors identified a non-cited violation for failure to follow procedures to restrict service water temperatures when testing indicated that the 
component cooling water heat exchanger performance was degraded. The finding was of very low safety significance because service water 
temperatures never exceeded the more restrictive temperature limits. 
Inspection Report# : 2001002(pdf)  

Significance: SL-III Jun 23, 2001 
Identified By: NRC 
Item Type: VIO Violation 
Failure to perform a safety evaluation required by 10 CFR 50.59 
The inspectors identified an apparent violation for not performing a detailed safety evaluation, as required by 10 CFR 50.59, for a change to the 
facility as described in the Final Safety Analysis Report which involved a unreviewed safety question. The licensee changed the facility by removing 
the mullion (center divider) in the steam propagation barrier (SPB) door at the entrance to the 1DB 7.2 kV AC switchgear room. Disabling the 1DB 
SPB resulted in the potential that a single high energy line break could render emergency AC power to both trains of safety-related equipment 
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inoperable. The finding was of low to moderate risk significance based upon the initiating event frequency of a high energy line break accident and 
the cumulative time the 1DB SPB was disabled during 1998 (Section 4OA3). [The apparent violation was dispositioned as a Severity Level III 
violation (Supplement I) by letter entitled "Notice of Violation (Virgil C. Summer Nuclear Station - NRC Special Inspection Report No. 50-395/01-
08)," dated August 31, 2001. Following is the Notice of Violation text from enclosure 1 to this letter: 10 CFR 50.59(a)(1) states, in part, that the 
holder of a license authorizing operation of a utilization facility may make changes in the facility as described in the safety analysis report without 
prior Commission approval, unless the proposed change involves an unreviewed safety question. 10 CFR 50.59(a)(2) states, in part, a proposed 
change shall be deemed to involve an unreviewed safety question if the probability of occurrence or the consequences of an accident or 
malfunction of equipment important to safety previously evaluated in the safety analysis report may be increased. 10 CFR 50.59(b)(1) requires, in 
part, that the licensee shall maintain records of changes in the facility to the extent that these changes constitute changes in the facility as 
described in the safety analysis report. These records must include a written safety evaluation which provides the bases for the determination that 
the change does not involve an unreviewed safety question. Final Safety Analysis Report Section 3.11.1.1 defines harsh and mild environments 
and references drawing SS-021-018. The drawing depicts the 7.2 Kilovolt 1DA and 1DB emergency switchgear rooms as mild environments and 
the hallway adjacent to the 1DB room as a harsh environment. Fire Protection Procedure FPP-025, "Fire Containment," Revision 1C, allowed 
steam propagation barriers to be disabled, one at a time, for a maximum of 12 hours. Contrary to the above, on March 25, 1997, the licensee failed 
to perform an adequate written safety evaluation which provided the bases for the determination that a change in the facility did not involve an 
unreviewed safety question. Specifically, a written safety evaluation for revision 1C to procedure FPP-025 failed to adequately evaluate that the 
licensee's disabling of intermediate building door DRIB/315 would change the 1DA and 1DB switchgear rooms from a mild environment to a harsh 
environment. This change in the facility increased the probability of occurrence or the consequences of an accident or malfunction of equipment 
important to safety previously evaluated in the safety analysis report, in that, a single high energy line break could potentially result in the loss of 
both trains of the 7.2 Kilovolt emergency power to safety-related equipment. Consequently, the change to the facility involved an unreviewed safety 
question and was made without prior NRC approval. The disabling of the door existed on seven occasions during 1998 for a total of approximately 
30 hours. The August 31, 2001, letter stated that disabling door DRIB/315 involved an unreviewed safety question and was done without prior NRC 
approval. Disabling the door had no actual safety consequences; however, the violation was of concern to the NRC because of the potential for 
impacting our ability to perform certain regulatory functions. Based on NRC review of your corrective actions, as documented in the letter, no civil 
penalty was proposed. The Severity Level III violation was closed in inspection report number 05000395/2001003, dated October 18, 2001. The 
August 31, 2001, letter stated that "information regarding the reason for the violation, the corrective actions taken and planned to correct the 
violation and to prevent recurrence, and the date when full compliance was achieved is already adequately addressed on the docket."] 
Inspection Report# : 2001003(pdf)  
Inspection Report# : 2001008(pdf)  

Significance: N/A May 24, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Supplemental inspection results for a White Finding and White Performance Indicator 
This supplemental inspection was performed to assess South Carolina Electric & Gas Company's activities associated with identification, root 
cause analysis, and corrective actions for the inoperability of the turbine driven emergency feedwater pump (TDEFWP) due to a closed discharge 
isolation valve. The White Finding was previously characterized in NRC Inspection Report 50-395/00-05 and in the NRC's Final Significance 
Determination for a White Finding and Notice of Violation (dated December 28, 2000). Using Inspection Procedure (IP) 95001, "Inspection for One 
or Two White Inputs In a Strategic Performance Area," the inspector concluded that the licensee's problem identification and root cause analysis 
was acceptable. The licensee determined the root cause was due to human error, a failure to open the valve coupled with inadequate independent 
verification. Additionally, the licensee identified four causal factors associated with this event. The completed and proposed corrective actions, 
including actions to prevent recurrence, adequately addressed the results of the root cause evaluation. Additionally, IP 95001 was used to assess 
the licensee's evaluation and corrective actions associated with a White Performance Indicator (PI) for safety system unavailability, heat removal 
system (Auxiliary Feedwater). The major contributor for the PI crossing from Green to White (unavailability threshold is greater than 2%) was due to 
the time the TDEFWP was inoperable due to the White Finding and the extended time to complete a refueling outage. The licensee reported the 
White PI to the NRC during the routine first quarter 2001 PI submittal. The corrective actions identified to correct the mis-positioning of the 
TDEFWP discharge isolation valve were considered sufficient to address the White PI. 
Inspection Report# : 2001007(pdf)  

Significance:  Dec 23, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
INADEQUATE EMERGENCY OPERATING PROCEDURE FOR TRANSFER TO COLD-LEG RECIRCULATION 
Technical Specification 6.8.1.a, requires that written procedures shall be established, implemented and maintained covering the activities 
referenced in Appendix A of Regulatory Guide 1.33, Revision 2, February 1978. Loss of coolant accidents are an activity covered in Appendix A, 
under Section 6, "Procedures for Combating Emergencies and Other Significant Events." This requires appropriate procedures to respond to and 
combat emergencies involving loss of coolant accidents and the associated response involving transfer to cold leg recirculation. The licensee failed 
to establish, implement and maintain an adequate Emergency Operating Procedure EOP-2.2, "Transfer to Cold-Leg Recirculation," Revisions 0 
thru 11, in that, they did not provide the necessary instructions to operators for timely actions. This issue is captured in the licensee's corrective 
action program as PIPs 0-C-99-1026 and 0-C-00-1101. 
Inspection Report# : 2000006(pdf)  
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Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Dec 23, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
IMPROPER IMPLEMENTATION OF TECHNICAL SPECIFICATION RADIATION PROTECTION PROGRAM REQUIREMENTS 
The inspectors identified a non-cited violation for failure to adhere to a radiation protection procedure as required by TS 6.11, "Radiation Protection 
Program." On October 26, 2000, electronic dosimeters (ED) were used as radiological controls for scaffold construction activities in a residual heat 
removal heat exchanger room. Contrary to a health physics procedure, ED dose rate alarm setpoints were established at 300 millirem per hour 
(mrem/hr) rather than greater than the 400 mrem/hr general work area dose rates adjacent to the residual heat removal heat exchangers. As a 
result workers were not properly responding to dose rate alarms. The finding was of very low safety significance because an overexposure did not 
result, a substantial potential for such an exposure did not exist and the licensee's ability to assess worker's dose was not compromised. 
Inspection Report# : 2000006(pdf)  

Public Radiation Safety 

Significance:  Jun 24, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
ATMOSPHERIC EFFLUENT MONITOR CALIBRATIONS DID NOT MEET 10 CFR PART 20.1501(b) REQUIREMENTS 
As of April 10, 2000, selected atmospheric effluent process monitor calibrations did not meet 10 CFR Part 20.1501(b) requirements. Specifically, 
secondary calibration sources in-use since the early 1990's for the particulate and gaseous channel detectors were not traceable to the original 
primary detector calibrations. Evaluations of the effect of geometry and fabrication differences between the original, vendor-supplied sources and 
the current secondary calibration sources identified a potential 25 percent bias in expected detector response. Based on the identified bias, the 
current detector responses for monitoring radioactive material concentrations and for establishing set-point values were determined to be 
conservative. An additional example of a previously issued non-cited violation (50-395/99006-03) was identified. This additional example is in the 
licensee's corrective action program as CERs 99-1170 and 99-1172. Since effluent releases did not result in doses exceeding Appendix I to10 CFR 
Part 50 design criteria nor 10 CFR 20.1301 concentration limits, this finding was considered to be of very low safety significance. 
Inspection Report# : 2000004(pdf)  

Physical Protection 

Miscellaneous 

Significance:  Dec 29, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Temporary Backup Diesel Air Driven Compressor Installed In The Instrument Air System Without Design Control Documents 
A finding was identified for having installed a backup diesel driven air compressor in the instrument air system without design control documents, 
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i.e., without temporary or permanent plant modification documentation. References to this compressor implied it was "temporary" even though it 
had been installed in the plant since approximately 1982. The finding was determined to be of very low safety significance because no significant 
adverse impacts had been experienced during the time period it has been installed and its performance was being monitored under the 
maintenance rule program. 
Inspection Report# : 2001004(pdf)  

Significance: N/A Dec 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure To Process Procedure Revisions In Accordance With Administrative Procedure For Procedure Review And Approval 
Technical Specifications 6.8.1.a and Regulatory Guide 1.33, Appendix A, Section 1.e, requires procedures be implemented covering the procedure 
review and approval process. On October 2, 2001, the licensee identified that procedure changes were approved without all the applicable 
provisions of SAP-139, "Procedure Development, Review, Approval and Control," being met. This issue has been documented in the licensee's 
corrective action program under Problem Identification Program reports 0-C-01-1700, 1722 and 1925. (No Color) 
Inspection Report# : 2001004(pdf)  

Significance:  Mar 23, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Problem Identification and Resolution Annual Inspection 
No findings of significance were identified. The implementation of the corrective action program (CAP) was acceptable with concerns noted. 
Management oversight was evident in all aspects of the program, and trending was extensive with an appropriate focus on human performance. 
The licensee was generally effective at identifying problems and placing them into the CAP. Self-assessment by the CAP department was very 
limited and not well documented. The licensee generally evaluated individual problems and established acceptable schedules for implementing 
corrective actions appropriately. Corrective actions were generally implemented in a timely manner. The apparent cause determinations appeared 
to accurately identify why the equipment problems occurred. The inspectors determined that the licensee properly classified discrepant conditions. 
The inspectors found that the scope and depth of corrective actions assigned by the licensee were generally appropriate for the severity and risk 
significance of the problems identified. Two issues identified during this inspection concerned the effectiveness and timeliness of corrective actions 
associated with previous NRC-identified Non-Cited Violations (NCVs). In addition, the inspection team observed that the Primary Identification 
Program (PIP) process was not effectively using the Repetitive Condition portion of the PIP database. The identification of repeat problems was 
dependent on the memories of individuals involved in the PIP process, rather than being retrievable from the PIP database. Interviews of plant 
personnel indicated that they felt free to input safety issues and conditions adverse to quality into the CAP. A safety conscious work environment 
was evident at Summer. 
Inspection Report# : 2001006(pdf)  

Significance:  Dec 23, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FUEL HANDING BUILDING NEGATIVE PRESSURE EXCEEDED TECHNICAL SPECIFICATION REQUIREMENT 
Technical Specfication (TS) 4.9.11.d.3 surveillance requirement states that the spent fuel ventilation shall maintain the spent fuel area at a negative 
pressure greater than or equal to 1/8 inches water gauge relative to the outside atmosphere during irradiated fuel movement and during crane 
operation with loads over the pool. Contrary to that requirement on October 16, 2000, the licensee discovered that fuel movement had occurred 
without the proper fuel handling building negative pressure. The failure to meet this TS requirement is documented in the licensee's corrective 
action program as PIP 0-C-00-1455. 
Inspection Report# : 2000006(pdf)  

Last modified : March 29, 2002 
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Summer 

Initiating Events 

Significance:  Dec 23, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE SURVEILLLANCE TEST AND SYSTEM OPERATING PROCEDURES TO CONTROL PRESSURIZER TEMPERATURE LIMITS 
The inspectors identified a non-cited violation for failure to establish adequate procedures, as required by Technical Specificiation (TS) 6.8.1, to 
ensure that the pressurizer temperature heatup and cooldown limits were maintained within the requirements of TS 3.4.9.2. As a result during the 
shutdown for refueling outage 12, the licensee failed to recognize that the TS pressurizer temperature heatup and cooldown limits were exceeded 
for short period of times, i.e., less than the allowed TS action statement time. The finding was of very low safety significance because a licensee's 
engineering evaluation, which included fracture toughness considerations, determined that the pressurizer remained acceptable for continued 
operation. 
Inspection Report# : 2000006(pdf)  

Significance:  Jun 15, 2000 
Identified By: NRC 
Item Type: FIN Finding 
CERTAIN GRID CONDITIONS CAN INCREASE THE LOSS OF OFFSITE POWER INITIATING FREQUENCY 
The licensee's Transient Stability Study of the Offsite Power System identified that under certain grid conditions (the transmission system lightly 
loaded, the Fairfield Pumped Storage Plant operating in the pumping mode at ½ or more of its rated capacity, and a fault on the 230 kilovolt (KV) 
offsite power supply bus) a loss of offsite power (LOSP) could occur. The licensee's probabilistic risk assessment (PRA) screening analysis of the 
grid conditions described above showed that there would be a slight increase in the LOSP initiation frequency resulting in a change in the core 
damage frequency (CDF) of less than 1.0 x 10-6. A Region II senior reactor analyst reviewed the PRA screening analysis and concluded that, 
based on the change in the LOSP initiation frequency and the change in CDF, this issue was of very low safety significance. 
Inspection Report# : 2000003(pdf)  

Significance:  Sep 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to perform evaluation required by 10 CFR 50.59, improper screening 
The inspectors identified a non-cited violation that involved the licensee's failure to perform a 10 CFR 50.59 evaluation for a procedure change that 
provided an alternate method to supply reactor makeup water to the reactor coolant system. The issue was determined to be of very low safety 
significance (Green) because although the procedure change was approved for use from August 26 until September 24, the licensee never used 
the new procedure section and the licensee subsequently completed a 50.59 evaluation which determined that a license amendment was not 
required. 
Inspection Report# : 2001003(pdf)  

Significance:  Jun 30, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to establish an adequate annunciator response procedure resulted in exceeding licensed thermal power 
Technical Specification 6.8.1.a and Regulatory Guide 1.33, Revision 2 (in part) requires procedures be established for alarm conditions. Contrary to 
these requirements, the licensee failed to establish an adequate alarm response procedure for a feedwater transient alarm. Specifically, 
Annunciator Response Procedure ARP-001-XCP-627, Revision 11D was inadequate for the Feedwater Heater 1, 2, 4 Isolate / Level Hi-Hi alarm, in 
that, it failed to direct a power reduction for an isolated feedwater heater. This inadequate procedure contributed to exceeding the licensed 2900 
megawatts thermal power limit on May 21, 2001. This item was entered in the licensee's corrective action program as PIP 0-C-01-0616. 
Inspection Report# : 2001002(pdf)  

Significance:  Mar 31, 2001 
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Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to include the turbine runback circuitry within the scope of the Maintenance Rule monitoring program 
The inspectors identified a non-cited violation for failure to include the turbine runback circuitry within the scope of the Maintenance Rule monitoring 
program as required by 10 CFR 50.65. The turbine runback circuitry is a non-safety related system that mitigates an over-power delta temperature 
or over-temperature delta temperature transient which would otherwise result in a reactor trip. The turbine runback circuitry was discovered to be 
failed and would have been unable to performed its function if called upon. The finding was of very low safety significance because the safety-
related reactor protection system also mitigates an over-power delta temperature or over-temperature delta temperature transient. 
Inspection Report# : 2000007(pdf)  

Significance:  Mar 31, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to install steam generator vent line support 
10 CFR 50, Appendix B, Criterion III, "Design Control," requires, in part, that design basis requirements be correctly translated into specifications, 
drawings, procedures and instructions. Contrary to those requirements the seismic design basis of the plant was not translated into specifications, 
drawings, procedures and instructions, in that, a support was never designed to prevent failure of the B steam generator vent valve line during a 
seismic event. This item is documented in the licensee's corrective action program as PIPs 0-C-00-1019 and 0-C-00-1359. This item was identified 
in inspection report 50-395/00-06 as an apparent violation, AV 50-395/00006-03. This licensee identified non-cited violation was characterized as 
an issue of very low significance. 
Inspection Report# : 2000007(pdf)  

Significance:  Mar 31, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to include five check valves in the in-service test (IST) program 
Technical Specification (TS) 4.0.5 requires, in part, surveillance requirements for inservice testing (IST) of ASME Code Class 1 components. The 
applicable Code required that these components with pressure retaining bolted connections be visually inspected for leakage with the insulation 
removed. Contrary to these requirements, on October 18, 2000, the licensee discovered that five such Code Class 1 check valves were not being 
visually inspected for leakage with the insulation removed. This item is documented in the licensee's corrective action program as PIP 0-C-00-1479 
and is the subject of Licensee Event Report 50-395/2000010-00. 
Inspection Report# : 2000007(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: Code inspection of new welds 
The inspection team concluded that a comprehensive and effective inspection, that met or exceeded the requirements of the ASME [American 
Society of Mechanical Engineers] Code, was conducted on the replacement nozzle-to-pipe dissimilar metal weld (DMW) and the stainless steel 
pipe-to-pipe weld. 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: boric acid corrosion inspections 
The boric acid corrosion inspections performed in the last two refueling outages (RO) (April 1999 and October 1997) were adequately performed, 
and the pre-entry radiological survey for RO-12 identified the large accumulation of boric acid crystals on the reactor building floor that led to the 
discovery of "A" hot leg RC [reactor coolant] leak. Since some details had been deleted from the program, the team concluded that the boric acid 
corrosion inspection program should be enhanced to improve guidelines for early detection of reactor coolant leakage and to expand the scope of 
inspection to include the welds that are susceptible to PWSCC [primary water stress corrosion cracking]. By letter dated December 29, 2000, the 
licensee stated that their boric acid inspection procedures will be enhanced to provide additional detail for the inspection and evaluation of RC 
system leakage, and that specific components and locations to be inspected will be listed and guidance provided on methodologies for evaluation.
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: enforcement discretion 
In addition to the unidentified leakage limit, Technical Specifications (TS) do not allow any pressure boundary leakage and require shutdown within 
six hours. This leakage was pressure boundary leakage and existed for several months prior to its discovery and therefore constitutes a violation of 
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the Technical Specifications. However, based on the team's conclusion that the violation was not avoidable by reasonable licensee quality 
assurance measures and management controls, the NRC is refraining from issuing enforcement action in accordance with section VII.B.6 of the 
NRC Enforcement Policy. [EA-01-071] 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: metallurgical evaluation 
The licencee's metallurgical evaluation of the cracked hot leg loop "A" nozzle weld, including the size measurements (length and depth) of the 
reported UT [ultrasonic test] and ET [eddy current test] indications by destructive examinations, was thorough. The licensee adequately 
characterized the failure mode to be primary water stress corrosion cracking (PWSCC). 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: new weld examinations and repairs 
All welding and NDE [nondestructive examination] activities for the new welds met Code requirements. The gas tungsten arc welding (GTAW) 
process with Alloy 52 material resulted in rejectable weld defects in the new nozzle-to-pipe weld. A number of repair attempts were required before 
successful repair using the shielded metal arc welding (SMAW) process with Alloy 152 welding material. The team agreed with the licensee's 
evaluation that the new weld, with different, more resistant material and less ID [inside diameter] tensile stress, should be much more resistant to 
PWSCC [primary water stress corrosion cracking] than the old weld. However, based on the fact that PWSCC is not totally understood, the team 
concluded that further evaluations and inspections will be needed before it can be concluded that the new weld is totally immune to PWSCC. 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: orginal weld quality 
The team's review of original weld fabrication records verified compliance with American Society of Mechanical Engineers (ASME) Code 
requirements for the original weld. The records were detailed and provided a good weld history. No Code compliance issues were identified. 
However, the records revealed extensive repairs to the ID [inside diameter] of the "A" hot leg nozzle-to-pipe weld, which were determined by the 
root cause analysis to be a contributor to the crack by producing high residual tensile stresses at the ID of the weld. The radiographic (RT) film did 
not reveal any fabrication flaws that could have contributed to the through-wall leak. 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: preservice and inservice weld inspections 
The nozzle-to-pipe inspections conducted in 1980 for the preservice inspection (PSI) and in the 1987 and 1993 inservice inspections (ISI) met the 
applicable ASME [American Society of Mechanical Engineers] Code requirements. These inspections used the state-of-the-art NDE 
[nondestructive examination] technology that was available at that time. No flaws were detected that were unacceptable to the 1977 Edition of the 
ASME Code including the Summer of 1978 Addenda. 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: reactor coolant leak practices 
The licensee's leak detection practices generally would not have been expected to identify the small leak on the "A" hot leg leak during plant 
operation. Although 0.3 gallons per minute (gpm) of unidentified reactor coolant leakage was present during the operating cycle, as determined by 
a periodic water inventory balance, this leak rate was not considered unusual and was well below the Technical Specification limit of 1 gpm. The 
licensee plans a number of enhancements to their RC [reactor coolant] system leakage detection practices. 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: refueling outage hot and cold leg weld inspections 
Overall, the team concluded that the examinations performed on the nozzle-to-pipe welds during the current outage were of high quality. The 
examination methods were successfully demonstrated on a mockup with qualified personnel and state-of-the-art NDE [nondestructive examination] 
equipment and procedures. The use of redundant and complementary NDE techniques (visual, ultrasonic and eddy current) and the successful 
demonstrations of these techniques provided confidence that a sensitive inspection was conducted. The examinations exceeded the minimum 
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requirements of the ASME [American Society of Mechanical Engineers] Section XI Code and NRC Regulatory Guide 1.150. 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: root cause analysis 
The licensee's root cause analysis was thorough and well-organized and was performed utilizing personnel with appropriate expertise. The root 
causes and contributory factors for the leak and the extent of condition were adequately determined. Actions have been established to address the 
root causes, contributing factors, and the extent of condition. The team concluded that the licensee's assessment provided reasonable assurance 
that structural integrity of the RC [reactor coolant] system, from an impending gross failure standpoint, was maintained during past operation. 
Inspection Report# : 2000008(pdf)  

Mitigating Systems 

Significance:  Dec 23, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
INADEQUATE EMERGENCY OPERATING PROCEDURE FOR TRANSFER TO COLD-LEG RECIRCULATION 
Technical Specification 6.8.1.a, requires that written procedures shall be established, implemented and maintained covering the activities 
referenced in Appendix A of Regulatory Guide 1.33, Revision 2, February 1978. Loss of coolant accidents are an activity covered in Appendix A, 
under Section 6, "Procedures for Combating Emergencies and Other Significant Events." This requires appropriate procedures to respond to and 
combat emergencies involving loss of coolant accidents and the associated response involving transfer to cold leg recirculation. The licensee failed 
to establish, implement and maintain an adequate Emergency Operating Procedure EOP-2.2, "Transfer to Cold-Leg Recirculation," Revisions 0 
thru 11, in that, they did not provide the necessary instructions to operators for timely actions. This issue is captured in the licensee's corrective 
action program as PIPs 0-C-99-1026 and 0-C-00-1101. 
Inspection Report# : 2000006(pdf)  

Significance:  Sep 21, 2000 
Identified By: Licensee 
Item Type: VIO Violation 
Failure to follow procedures results in the [turbine-driven emergency feedwater] pump being inoperable for approximately 48 days 
during power operation due to its manual discharge valve being closed 
The licensee's failure to properly position and independently verify the turbine driven emergency feedwater (TDEFW) pump discharge isolation 
valve in accordance with procedures required by Technical Specification (TS) 6.8.1 resulted in the failure to comply with TS 3.7.1.2 for TDEFW 
pump operability. The failure to adhere to these regulatory requirements was cited as one violation in a December 28, 2000, letter to the licensee. 
The two apparent violations, AV 50-395/000005-01 and 50-395/000005-02 are considered closed. In the December 28, 2000, letter the inspection 
finding was characterized as White (i.e., an issue with low to moderate increased importance to safety). The NRC determined that the Human Error 
Probability methodology, using the Technique for Human Error Rate Prediction approach, appropriately estimated the increase in risk associated 
with the accident sequences containing the TDEFW recovery term. The change in core damage frequency was approximately 4x10-6/year. The 
violation, characterized as White, was reviewed and closed in NRC Supplemental Inspection Report No. 50-395/01-07, dated July 10, 2001. The 
supplememtal report Summary of Findings state: "Using Inspection Procedure (IP) 95001, "Inspection for One or Two White Inputs In a Strategic 
Performance Area," the inspector concluded that the licensee's problem identification and root cause analysis was acceptable. The licensee 
determined the root cause was due to human error, a failure to open the valve coupled with inadequate independent verification. Additionally, the 
licensee identified four causal factors associated with this event. The completed and proposed corrective actions, including actions to prevent 
recurrence, adequately addressed the results of the root cause evaluation." 
Inspection Report# : 2000007(pdf)  
Inspection Report# : 2001007(pdf)  

Significance:  Jun 24, 2000 
Identified By: NRC 
Item Type: FIN Finding 
PLANT WAS PLACED IN ELEVATED RISK LEVEL 
The licensee removed the B trains of Component Cooling Water (CCW) and charging from service during preventative maintenance on a CCW 
valve without recognizing that this placed the plant in an elevated risk level as defined in the licensee's safety function matrix. As a result, 
provisions of Operations Administrative Procedure (OAP)-102.1, "Conduct of Operations Scheduling Unit," Revision 3, concerning evaluating the 
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configuration and obtaining the General Manager‘s approval were not met. Since there was no actual loss of safety function with A train CCW and 
charging available and operable, this issue was determined to be of very low safety significance. No violation occurred since the licensee complied 
within the time constraints of the applicable technical specification limiting conditions for operation and the procedure will not be required by 
regulations until the revised sections of the Maintenance Rule (10 CFR 50.65) become effective in November 2000. 
Inspection Report# : 2000004(pdf)  

Significance: N/A Jun 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE 10 CFR 50.59 SAFETY EVALUATION 
The licensee's 10 CFR 50.59 safety evaluation performed to incorporate the results of the Transient Stability Study of the Offsite Power System 
into the Updated Final Safety Analysis Report (UFSAR) Section 8.2.2.2 did not provide an adequate technical basis to support the determination 
that an unreviewed safety question did not exist. Specifically, the 10 CFR 50.59 did not address the increase in the probability of occurrence of a 
malfunction of the loss of voltage relay for Case Study Six of the Transient Stability Study; and it did not provide an adequate technical basis to 
support the conclusion in the UFSAR that the requirements of 10 CFR 50, Appendix A, General Design Criterion 17 would still be met for the grid 
conditions evaluated for Case Study Six. This is a violation of 10 CFR 50.59 and is in the licensee's corrective action program as PIP 0-C-00-0569. 
Based on the changes in the loss of offsite power frequency and core damage frequency, this issue was of very low safety significance. 
Inspection Report# : 2000003(pdf)  

Significance:  Jun 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO TRANSLATE INTO APPROPRIATE PROCEDURES DESIGN BASIS LIMITING VALUES 
The licensee failed to translate into appropriate procedures and/or acceptance criteria (1) the 105 F design basis limiting value for the diesel 
generator (DG) intercooler water heat exchanger outlet temperature and (2) the requirement to derate the DGs if the intercooler water heat 
exchanger outlet temperature exceeded the 105 F value. The issue was of very low safety significance because the licensee's operability 
evaluation concluded that, with a derating factor applied, the DGs were still operable. This issue was determined to be a violation of 10 CFR 50, 
Appendix B, Criterion III, Design Control and is in the licensee's corrective action program as PIPs 0-C-00-0603 and 0-C-00-0629. 
Inspection Report# : 2000003(pdf)  

Significance:  Jun 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
DESIGN INFORMATION WAS NOT CORRECTLY TRANSLATED INTO A CALCULATION 
Design information (e.g., DG design heat load, instrument uncertainty) was not correctly translated into calculation DC07610-002, Revision 1. The 
calculation incorrectly concluded that one of the two 50% capacity ventilation fans per DG could maintain the associated DG rooms below the 
Technical Specification limit of 120 F during DG operation for an outside ambient temperature of up to 95 F. Based on the design heat load, one 
DG ventilation fan could maintain the associated DG rooms below 120 F for an outside ambient temperature of up to only 79.4 F. The issue was of 
very low safety significance because there were no instances identified where one DG ventilation fan was taken out of service and the associated 
DG was still considered to be operable. This issue was determined to be a violation of 10 CFR 50, Appendix B, Criterion III, Design Control and is 
in the licensee's corrective action program as PIP 0-C-00-0570. 
Inspection Report# : 2000003(pdf)  

Significance:  Dec 29, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Procedures Did Not Demonstrate Ability Of Back Up Air Supply To Open And Maintain Open Alternate Cooling Water Valves To The 
Emergency Diesel Generators 
A finding was identified for procedures not demonstrating the ability of the backup air supply to maintain service water valves open to provide 
cooling to the emergency diesel generators during certain events. This feature is utilized in emergency operating procedures involving loss of AC 
power and in mitigating Appendix R fire scenarios. This finding was determined to be of very low safety significance because the potential for a loss 
of normal instrument air was reduced due to an installed diesel driven air compressor which backs up the normal electrically driven instrument air 
compressors. 
Inspection Report# : 2001004(pdf)  

Significance:  Dec 29, 2001 
Identified By: Licensee 
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Item Type: NCV NonCited Violation 
Failure To Follow Procedure For Chemistry Sampling Of Reactor Coolant System 
Technical Specifications 6.8.1.a and Regulatory Guide 1.33, Appendix A, Section 10 requires procedures be implemented covering the control of 
sampling of radioactive liquids. On December 12, 2001, the licensee identified that a sample valve was not closed, as required by chemistry 
procedure CP-903, after reactor coolant system (RCS) sampling was completed. Approximately 32 gallons was drained from the RCS during the 2 
hours and 10 minutes the valve was open. Automatic RCS makeup was in service during this time. This issue has been documented in the 
licensee's corrective action program under Problem Identification Program report 0-C-01-2324. 
Inspection Report# : 2001004(pdf)  

Significance:  Dec 29, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Failure To Follow Procedure During Surveillance Test Results In Inadvertent Start Of B Motor Driven Emergency Feedwater Pump 
Technical Specifications 6.8.1.c requires procedures be implemented covering surveillance and test activities of safety-related equipment. On 
November 20, 2001, the licensee failed to properly implement surveillance test procedure STP-120.004, in that, the B Motor Driven Emergency 
Feedwater Pump was started when the procedure required the pump's control switch to be placed in pull-to-lock. This issue has been documented 
in the licensee's corrective action program asProblem Identification Program report 0-C-01-2127. 
Inspection Report# : 2001004(pdf)  

Significance: TBD Nov 28, 2001 
Identified By: NRC 
Item Type: URI Unresolved item 
Decision of When to Enter Fire Emergency Procedure FEP-4.0 and Evacuate the Main Control Room Due to a Fire 
A finding was identified, in that, the lack of operator training combined with licensee management's expectations regarding when to enter fire 
emergency procedure (FEP)-4.0, Control Room Evacuation Due to Fire, could result in the operators taking actions during a fire in the main control 
room (MCR) that would not be consistent with the licensee's safe shutdown analysis, fire hazards analysis, or procedure FEP-4.0. The operator 
training program neither addressed nor had job performance measures (JPM)/simulator scenarios for MCR operator actions and evacuation due to 
a fire in accordance with procedure FEP-4.0. This finding was determined to have a credible impact on safety because it affected the ability of the 
operators to perform actions (within the times required by the licensee's safe shutdown analysis and fire hazards analysis) necessary to achieve 
and maintain post-fire safe shutdown conditions. Licensee management's philosophy and expectations contributed to the operators' performance 
and slow response in deciding whether to enter procedure FEP-4.0 and evacuate the MCR during two simulator scenarios observed by the team. 
Inspection Report# : 2001009(pdf)  

Significance:  Nov 28, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Emergency Lighting Installation Deficiencies for Performing Alternative Shutdown Actions 
A non-cited violation of Virgil C. Summer Operating License Condition 2.C. (18), Fire Protection System, was identified for failure to install battery 
pack emergency lighting units, in accordance with the approved V.C. Summer Fire Protection Program, in 13 areas (access and egress routes 
included) where manual operator actions were required to support post-fire safe shutdown. This finding had a potential to impact the licensee's 
ability to shut down the plant in the event of a loss of power to normal lighting during a fire. The finding was of very low safety significance because 
it did not affect fire detection, fire suppression, or fire barriers. 
Inspection Report# : 2001009(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Reactor building cooling unit test frequency 
The inspectors identified that the test interval for measuring reactor building cooling unit performance was relatively long when compared to that for 
heat exchangers included in a Generic Letter 89-13, "Service Water System Problems Affecting Safety-Related Equipment," program. The finding 
was of very low safety significance because the reactor building cooling units were normally cooled by industrial cooling water which was 
chemically treated to reduce fouling. 
Inspection Report# : 2001002(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
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Failed to follow procedure to enter the B component cooling water heat exchanger in Action Level II and place limitations on service 
water temperature when testing indicated degradation 
The inspectors identified a non-cited violation for failure to follow procedures to restrict service water temperatures when testing indicated that the 
component cooling water heat exchanger performance was degraded. The finding was of very low safety significance because service water 
temperatures never exceeded the more restrictive temperature limits. 
Inspection Report# : 2001002(pdf)  

Significance: SL-III Jun 23, 2001 
Identified By: NRC 
Item Type: VIO Violation 
Failure to perform a safety evaluation required by 10 CFR 50.59 
The inspectors identified an apparent violation for not performing a detailed safety evaluation, as required by 10 CFR 50.59, for a change to the 
facility as described in the Final Safety Analysis Report which involved a unreviewed safety question. The licensee changed the facility by removing 
the mullion (center divider) in the steam propagation barrier (SPB) door at the entrance to the 1DB 7.2 kV AC switchgear room. Disabling the 1DB 
SPB resulted in the potential that a single high energy line break could render emergency AC power to both trains of safety-related equipment 
inoperable. The finding was of low to moderate risk significance based upon the initiating event frequency of a high energy line break accident and 
the cumulative time the 1DB SPB was disabled during 1998 (Section 4OA3). [The apparent violation was dispositioned as a Severity Level III 
violation (Supplement I) by letter entitled "Notice of Violation (Virgil C. Summer Nuclear Station - NRC Special Inspection Report No. 50-395/01-
08)," dated August 31, 2001. Following is the Notice of Violation text from enclosure 1 to this letter: 10 CFR 50.59(a)(1) states, in part, that the 
holder of a license authorizing operation of a utilization facility may make changes in the facility as described in the safety analysis report without 
prior Commission approval, unless the proposed change involves an unreviewed safety question. 10 CFR 50.59(a)(2) states, in part, a proposed 
change shall be deemed to involve an unreviewed safety question if the probability of occurrence or the consequences of an accident or 
malfunction of equipment important to safety previously evaluated in the safety analysis report may be increased. 10 CFR 50.59(b)(1) requires, in 
part, that the licensee shall maintain records of changes in the facility to the extent that these changes constitute changes in the facility as 
described in the safety analysis report. These records must include a written safety evaluation which provides the bases for the determination that 
the change does not involve an unreviewed safety question. Final Safety Analysis Report Section 3.11.1.1 defines harsh and mild environments 
and references drawing SS-021-018. The drawing depicts the 7.2 Kilovolt 1DA and 1DB emergency switchgear rooms as mild environments and 
the hallway adjacent to the 1DB room as a harsh environment. Fire Protection Procedure FPP-025, "Fire Containment," Revision 1C, allowed 
steam propagation barriers to be disabled, one at a time, for a maximum of 12 hours. Contrary to the above, on March 25, 1997, the licensee failed 
to perform an adequate written safety evaluation which provided the bases for the determination that a change in the facility did not involve an 
unreviewed safety question. Specifically, a written safety evaluation for revision 1C to procedure FPP-025 failed to adequately evaluate that the 
licensee's disabling of intermediate building door DRIB/315 would change the 1DA and 1DB switchgear rooms from a mild environment to a harsh 
environment. This change in the facility increased the probability of occurrence or the consequences of an accident or malfunction of equipment 
important to safety previously evaluated in the safety analysis report, in that, a single high energy line break could potentially result in the loss of 
both trains of the 7.2 Kilovolt emergency power to safety-related equipment. Consequently, the change to the facility involved an unreviewed safety 
question and was made without prior NRC approval. The disabling of the door existed on seven occasions during 1998 for a total of approximately 
30 hours. The August 31, 2001, letter stated that disabling door DRIB/315 involved an unreviewed safety question and was done without prior NRC 
approval. Disabling the door had no actual safety consequences; however, the violation was of concern to the NRC because of the potential for 
impacting our ability to perform certain regulatory functions. Based on NRC review of your corrective actions, as documented in the letter, no civil 
penalty was proposed. The Severity Level III violation was closed in inspection report number 05000395/2001003, dated October 18, 2001. The 
August 31, 2001, letter stated that "information regarding the reason for the violation, the corrective actions taken and planned to correct the 
violation and to prevent recurrence, and the date when full compliance was achieved is already adequately addressed on the docket."] 
Inspection Report# : 2001003(pdf)  
Inspection Report# : 2001008(pdf)  

Significance: N/A May 24, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Supplemental inspection results for a White Finding and White Performance Indicator 
This supplemental inspection was performed to assess South Carolina Electric & Gas Company's activities associated with identification, root 
cause analysis, and corrective actions for the inoperability of the turbine driven emergency feedwater pump (TDEFWP) due to a closed discharge 
isolation valve. The White Finding was previously characterized in NRC Inspection Report 50-395/00-05 and in the NRC's Final Significance 
Determination for a White Finding and Notice of Violation (dated December 28, 2000). Using Inspection Procedure (IP) 95001, "Inspection for One 
or Two White Inputs In a Strategic Performance Area," the inspector concluded that the licensee's problem identification and root cause analysis 
was acceptable. The licensee determined the root cause was due to human error, a failure to open the valve coupled with inadequate independent 
verification. Additionally, the licensee identified four causal factors associated with this event. The completed and proposed corrective actions, 
including actions to prevent recurrence, adequately addressed the results of the root cause evaluation. Additionally, IP 95001 was used to assess 
the licensee's evaluation and corrective actions associated with a White Performance Indicator (PI) for safety system unavailability, heat removal 
system (Auxiliary Feedwater). The major contributor for the PI crossing from Green to White (unavailability threshold is greater than 2%) was due to 
the time the TDEFWP was inoperable due to the White Finding and the extended time to complete a refueling outage. The licensee reported the 
White PI to the NRC during the routine first quarter 2001 PI submittal. The corrective actions identified to correct the mis-positioning of the 
TDEFWP discharge isolation valve were considered sufficient to address the White PI. 
Inspection Report# : 2001007(pdf)  
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Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Dec 23, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
IMPROPER IMPLEMENTATION OF TECHNICAL SPECIFICATION RADIATION PROTECTION PROGRAM REQUIREMENTS 
The inspectors identified a non-cited violation for failure to adhere to a radiation protection procedure as required by TS 6.11, "Radiation Protection 
Program." On October 26, 2000, electronic dosimeters (ED) were used as radiological controls for scaffold construction activities in a residual heat 
removal heat exchanger room. Contrary to a health physics procedure, ED dose rate alarm setpoints were established at 300 millirem per hour 
(mrem/hr) rather than greater than the 400 mrem/hr general work area dose rates adjacent to the residual heat removal heat exchangers. As a 
result workers were not properly responding to dose rate alarms. The finding was of very low safety significance because an overexposure did not 
result, a substantial potential for such an exposure did not exist and the licensee's ability to assess worker's dose was not compromised. 
Inspection Report# : 2000006(pdf)  

Public Radiation Safety 

Significance:  Jun 24, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
ATMOSPHERIC EFFLUENT MONITOR CALIBRATIONS DID NOT MEET 10 CFR PART 20.1501(b) REQUIREMENTS 
As of April 10, 2000, selected atmospheric effluent process monitor calibrations did not meet 10 CFR Part 20.1501(b) requirements. Specifically, 
secondary calibration sources in-use since the early 1990's for the particulate and gaseous channel detectors were not traceable to the original 
primary detector calibrations. Evaluations of the effect of geometry and fabrication differences between the original, vendor-supplied sources and 
the current secondary calibration sources identified a potential 25 percent bias in expected detector response. Based on the identified bias, the 
current detector responses for monitoring radioactive material concentrations and for establishing set-point values were determined to be 
conservative. An additional example of a previously issued non-cited violation (50-395/99006-03) was identified. This additional example is in the 
licensee's corrective action program as CERs 99-1170 and 99-1172. Since effluent releases did not result in doses exceeding Appendix I to10 CFR 
Part 50 design criteria nor 10 CFR 20.1301 concentration limits, this finding was considered to be of very low safety significance. 
Inspection Report# : 2000004(pdf)  

Physical Protection 

Miscellaneous 

Significance:  Dec 23, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FUEL HANDING BUILDING NEGATIVE PRESSURE EXCEEDED TECHNICAL SPECIFICATION REQUIREMENT 
Technical Specfication (TS) 4.9.11.d.3 surveillance requirement states that the spent fuel ventilation shall maintain the spent fuel area at a negative 
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pressure greater than or equal to 1/8 inches water gauge relative to the outside atmosphere during irradiated fuel movement and during crane 
operation with loads over the pool. Contrary to that requirement on October 16, 2000, the licensee discovered that fuel movement had occurred 
without the proper fuel handling building negative pressure. The failure to meet this TS requirement is documented in the licensee's corrective 
action program as PIP 0-C-00-1455. 
Inspection Report# : 2000006(pdf)  

Significance:  Dec 29, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Temporary Backup Diesel Air Driven Compressor Installed In The Instrument Air System Without Design Control Documents 
A finding was identified for having installed a backup diesel driven air compressor in the instrument air system without design control documents, 
i.e., without temporary or permanent plant modification documentation. References to this compressor implied it was "temporary" even though it 
had been installed in the plant since approximately 1982. The finding was determined to be of very low safety significance because no significant 
adverse impacts had been experienced during the time period it has been installed and its performance was being monitored under the 
maintenance rule program. 
Inspection Report# : 2001004(pdf)  

Significance: N/A Dec 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure To Process Procedure Revisions In Accordance With Administrative Procedure For Procedure Review And Approval 
Technical Specifications 6.8.1.a and Regulatory Guide 1.33, Appendix A, Section 1.e, requires procedures be implemented covering the procedure 
review and approval process. On October 2, 2001, the licensee identified that procedure changes were approved without all the applicable 
provisions of SAP-139, "Procedure Development, Review, Approval and Control," being met. This issue has been documented in the licensee's 
corrective action program under Problem Identification Program reports 0-C-01-1700, 1722 and 1925. (No Color) 
Inspection Report# : 2001004(pdf)  

Significance:  Mar 23, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Problem Identification and Resolution Annual Inspection 
No findings of significance were identified. The implementation of the corrective action program (CAP) was acceptable with concerns noted. 
Management oversight was evident in all aspects of the program, and trending was extensive with an appropriate focus on human performance. 
The licensee was generally effective at identifying problems and placing them into the CAP. Self-assessment by the CAP department was very 
limited and not well documented. The licensee generally evaluated individual problems and established acceptable schedules for implementing 
corrective actions appropriately. Corrective actions were generally implemented in a timely manner. The apparent cause determinations appeared 
to accurately identify why the equipment problems occurred. The inspectors determined that the licensee properly classified discrepant conditions. 
The inspectors found that the scope and depth of corrective actions assigned by the licensee were generally appropriate for the severity and risk 
significance of the problems identified. Two issues identified during this inspection concerned the effectiveness and timeliness of corrective actions 
associated with previous NRC-identified Non-Cited Violations (NCVs). In addition, the inspection team observed that the Primary Identification 
Program (PIP) process was not effectively using the Repetitive Condition portion of the PIP database. The identification of repeat problems was 
dependent on the memories of individuals involved in the PIP process, rather than being retrievable from the PIP database. Interviews of plant 
personnel indicated that they felt free to input safety issues and conditions adverse to quality into the CAP. A safety conscious work environment 
was evident at Summer. 
Inspection Report# : 2001006(pdf)  

Last modified : March 28, 2002 
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Summer 

Initiating Events 

Significance:  Mar 31, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to include the turbine runback circuitry within the scope of the Maintenance Rule monitoring program 
The inspectors identified a non-cited violation for failure to include the turbine runback circuitry within the scope of the Maintenance Rule monitoring 
program as required by 10 CFR 50.65. The turbine runback circuitry is a non-safety related system that mitigates an over-power delta temperature 
or over-temperature delta temperature transient which would otherwise result in a reactor trip. The turbine runback circuitry was discovered to be 
failed and would have been unable to performed its function if called upon. The finding was of very low safety significance because the safety-
related reactor protection system also mitigates an over-power delta temperature or over-temperature delta temperature transient. 
Inspection Report# : 2000007(pdf)  

Significance:  Mar 31, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to install steam generator vent line support 
10 CFR 50, Appendix B, Criterion III, "Design Control," requires, in part, that design basis requirements be correctly translated into specifications, 
drawings, procedures and instructions. Contrary to those requirements the seismic design basis of the plant was not translated into specifications, 
drawings, procedures and instructions, in that, a support was never designed to prevent failure of the B steam generator vent valve line during a 
seismic event. This item is documented in the licensee's corrective action program as PIPs 0-C-00-1019 and 0-C-00-1359. This item was identified 
in inspection report 50-395/00-06 as an apparent violation, AV 50-395/00006-03. This licensee identified non-cited violation was characterized as 
an issue of very low significance. 
Inspection Report# : 2000007(pdf)  

Significance:  Mar 31, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to include five check valves in the in-service test (IST) program 
Technical Specification (TS) 4.0.5 requires, in part, surveillance requirements for inservice testing (IST) of ASME Code Class 1 components. The 
applicable Code required that these components with pressure retaining bolted connections be visually inspected for leakage with the insulation 
removed. Contrary to these requirements, on October 18, 2000, the licensee discovered that five such Code Class 1 check valves were not being 
visually inspected for leakage with the insulation removed. This item is documented in the licensee's corrective action program as PIP 0-C-00-1479 
and is the subject of Licensee Event Report 50-395/2000010-00. 
Inspection Report# : 2000007(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: Code inspection of new welds 
The inspection team concluded that a comprehensive and effective inspection, that met or exceeded the requirements of the ASME [American 
Society of Mechanical Engineers] Code, was conducted on the replacement nozzle-to-pipe dissimilar metal weld (DMW) and the stainless steel 
pipe-to-pipe weld. 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: boric acid corrosion inspections 
The boric acid corrosion inspections performed in the last two refueling outages (RO) (April 1999 and October 1997) were adequately performed, 
and the pre-entry radiological survey for RO-12 identified the large accumulation of boric acid crystals on the reactor building floor that led to the 
discovery of "A" hot leg RC [reactor coolant] leak. Since some details had been deleted from the program, the team concluded that the boric acid 
corrosion inspection program should be enhanced to improve guidelines for early detection of reactor coolant leakage and to expand the scope of 
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inspection to include the welds that are susceptible to PWSCC [primary water stress corrosion cracking]. By letter dated December 29, 2000, the 
licensee stated that their boric acid inspection procedures will be enhanced to provide additional detail for the inspection and evaluation of RC 
system leakage, and that specific components and locations to be inspected will be listed and guidance provided on methodologies for evaluation.
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: enforcement discretion 
In addition to the unidentified leakage limit, Technical Specifications (TS) do not allow any pressure boundary leakage and require shutdown within 
six hours. This leakage was pressure boundary leakage and existed for several months prior to its discovery and therefore constitutes a violation of 
the Technical Specifications. However, based on the team's conclusion that the violation was not avoidable by reasonable licensee quality 
assurance measures and management controls, the NRC is refraining from issuing enforcement action in accordance with section VII.B.6 of the 
NRC Enforcement Policy. [EA-01-071] 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: metallurgical evaluation 
The licencee's metallurgical evaluation of the cracked hot leg loop "A" nozzle weld, including the size measurements (length and depth) of the 
reported UT [ultrasonic test] and ET [eddy current test] indications by destructive examinations, was thorough. The licensee adequately 
characterized the failure mode to be primary water stress corrosion cracking (PWSCC). 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: new weld examinations and repairs 
All welding and NDE [nondestructive examination] activities for the new welds met Code requirements. The gas tungsten arc welding (GTAW) 
process with Alloy 52 material resulted in rejectable weld defects in the new nozzle-to-pipe weld. A number of repair attempts were required before 
successful repair using the shielded metal arc welding (SMAW) process with Alloy 152 welding material. The team agreed with the licensee's 
evaluation that the new weld, with different, more resistant material and less ID [inside diameter] tensile stress, should be much more resistant to 
PWSCC [primary water stress corrosion cracking] than the old weld. However, based on the fact that PWSCC is not totally understood, the team 
concluded that further evaluations and inspections will be needed before it can be concluded that the new weld is totally immune to PWSCC. 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: orginal weld quality 
The team's review of original weld fabrication records verified compliance with American Society of Mechanical Engineers (ASME) Code 
requirements for the original weld. The records were detailed and provided a good weld history. No Code compliance issues were identified. 
However, the records revealed extensive repairs to the ID [inside diameter] of the "A" hot leg nozzle-to-pipe weld, which were determined by the 
root cause analysis to be a contributor to the crack by producing high residual tensile stresses at the ID of the weld. The radiographic (RT) film did 
not reveal any fabrication flaws that could have contributed to the through-wall leak. 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: preservice and inservice weld inspections 
The nozzle-to-pipe inspections conducted in 1980 for the preservice inspection (PSI) and in the 1987 and 1993 inservice inspections (ISI) met the 
applicable ASME [American Society of Mechanical Engineers] Code requirements. These inspections used the state-of-the-art NDE 
[nondestructive examination] technology that was available at that time. No flaws were detected that were unacceptable to the 1977 Edition of the 
ASME Code including the Summer of 1978 Addenda. 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: reactor coolant leak practices 
The licensee's leak detection practices generally would not have been expected to identify the small leak on the "A" hot leg leak during plant 
operation. Although 0.3 gallons per minute (gpm) of unidentified reactor coolant leakage was present during the operating cycle, as determined by 
a periodic water inventory balance, this leak rate was not considered unusual and was well below the Technical Specification limit of 1 gpm. The 

Page 2 of 91Q/2001 Inspection Findings - Summer



licensee plans a number of enhancements to their RC [reactor coolant] system leakage detection practices. 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: root cause analysis 
The licensee's root cause analysis was thorough and well-organized and was performed utilizing personnel with appropriate expertise. The root 
causes and contributory factors for the leak and the extent of condition were adequately determined. Actions have been established to address the 
root causes, contributing factors, and the extent of condition. The team concluded that the licensee's assessment provided reasonable assurance 
that structural integrity of the RC [reactor coolant] system, from an impending gross failure standpoint, was maintained during past operation. 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: refueling outage hot and cold leg weld inspections 
Overall, the team concluded that the examinations performed on the nozzle-to-pipe welds during the current outage were of high quality. The 
examination methods were successfully demonstrated on a mockup with qualified personnel and state-of-the-art NDE [nondestructive examination] 
equipment and procedures. The use of redundant and complementary NDE techniques (visual, ultrasonic and eddy current) and the successful 
demonstrations of these techniques provided confidence that a sensitive inspection was conducted. The examinations exceeded the minimum 
requirements of the ASME [American Society of Mechanical Engineers] Section XI Code and NRC Regulatory Guide 1.150. 
Inspection Report# : 2000008(pdf)  

Significance:  Dec 23, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE SURVEILLLANCE TEST AND SYSTEM OPERATING PROCEDURES TO CONTROL PRESSURIZER TEMPERATURE LIMITS 
The inspectors identified a non-cited violation for failure to establish adequate procedures, as required by Technical Specificiation (TS) 6.8.1, to 
ensure that the pressurizer temperature heatup and cooldown limits were maintained within the requirements of TS 3.4.9.2. As a result during the 
shutdown for refueling outage 12, the licensee failed to recognize that the TS pressurizer temperature heatup and cooldown limits were exceeded 
for short period of times, i.e., less than the allowed TS action statement time. The finding was of very low safety significance because a licensee's 
engineering evaluation, which included fracture toughness considerations, determined that the pressurizer remained acceptable for continued 
operation. 
Inspection Report# : 2000006(pdf)  

Significance:  Jun 15, 2000 
Identified By: NRC 
Item Type: FIN Finding 
CERTAIN GRID CONDITIONS CAN INCREASE THE LOSS OF OFFSITE POWER INITIATING FREQUENCY 
The licensee's Transient Stability Study of the Offsite Power System identified that under certain grid conditions (the transmission system lightly 
loaded, the Fairfield Pumped Storage Plant operating in the pumping mode at ½ or more of its rated capacity, and a fault on the 230 kilovolt (KV) 
offsite power supply bus) a loss of offsite power (LOSP) could occur. The licensee's probabilistic risk assessment (PRA) screening analysis of the 
grid conditions described above showed that there would be a slight increase in the LOSP initiation frequency resulting in a change in the core 
damage frequency (CDF) of less than 1.0 x 10-6. A Region II senior reactor analyst reviewed the PRA screening analysis and concluded that, 
based on the change in the LOSP initiation frequency and the change in CDF, this issue was of very low safety significance. 
Inspection Report# : 2000003(pdf)  

Significance:  Sep 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to perform evaluation required by 10 CFR 50.59, improper screening 
The inspectors identified a non-cited violation that involved the licensee's failure to perform a 10 CFR 50.59 evaluation for a procedure change that 
provided an alternate method to supply reactor makeup water to the reactor coolant system. The issue was determined to be of very low safety 
significance (Green) because although the procedure change was approved for use from August 26 until September 24, the licensee never used 
the new procedure section and the licensee subsequently completed a 50.59 evaluation which determined that a license amendment was not 
required. 
Inspection Report# : 2001003(pdf)  
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Significance:  Jun 30, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to establish an adequate annunciator response procedure resulted in exceeding licensed thermal power 
Technical Specification 6.8.1.a and Regulatory Guide 1.33, Revision 2 (in part) requires procedures be established for alarm conditions. Contrary to 
these requirements, the licensee failed to establish an adequate alarm response procedure for a feedwater transient alarm. Specifically, 
Annunciator Response Procedure ARP-001-XCP-627, Revision 11D was inadequate for the Feedwater Heater 1, 2, 4 Isolate / Level Hi-Hi alarm, in 
that, it failed to direct a power reduction for an isolated feedwater heater. This inadequate procedure contributed to exceeding the licensed 2900 
megawatts thermal power limit on May 21, 2001. This item was entered in the licensee's corrective action program as PIP 0-C-01-0616. 
Inspection Report# : 2001002(pdf)  

Mitigating Systems 

Significance:  Dec 23, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
INADEQUATE EMERGENCY OPERATING PROCEDURE FOR TRANSFER TO COLD-LEG RECIRCULATION 
Technical Specification 6.8.1.a, requires that written procedures shall be established, implemented and maintained covering the activities 
referenced in Appendix A of Regulatory Guide 1.33, Revision 2, February 1978. Loss of coolant accidents are an activity covered in Appendix A, 
under Section 6, "Procedures for Combating Emergencies and Other Significant Events." This requires appropriate procedures to respond to and 
combat emergencies involving loss of coolant accidents and the associated response involving transfer to cold leg recirculation. The licensee failed 
to establish, implement and maintain an adequate Emergency Operating Procedure EOP-2.2, "Transfer to Cold-Leg Recirculation," Revisions 0 
thru 11, in that, they did not provide the necessary instructions to operators for timely actions. This issue is captured in the licensee's corrective 
action program as PIPs 0-C-99-1026 and 0-C-00-1101. 
Inspection Report# : 2000006(pdf)  

Significance:  Sep 21, 2000 
Identified By: Licensee 
Item Type: VIO Violation 
Failure to follow procedures results in the [turbine-driven emergency feedwater] pump being inoperable for approximately 48 days 
during power operation due to its manual discharge valve being closed 
The licensee's failure to properly position and independently verify the turbine driven emergency feedwater (TDEFW) pump discharge isolation 
valve in accordance with procedures required by Technical Specification (TS) 6.8.1 resulted in the failure to comply with TS 3.7.1.2 for TDEFW 
pump operability. The failure to adhere to these regulatory requirements was cited as one violation in a December 28, 2000, letter to the licensee. 
The two apparent violations, AV 50-395/000005-01 and 50-395/000005-02 are considered closed. In the December 28, 2000, letter the inspection 
finding was characterized as White (i.e., an issue with low to moderate increased importance to safety). The NRC determined that the Human Error 
Probability methodology, using the Technique for Human Error Rate Prediction approach, appropriately estimated the increase in risk associated 
with the accident sequences containing the TDEFW recovery term. The change in core damage frequency was approximately 4x10-6/year. The 
violation, characterized as White, was reviewed and closed in NRC Supplemental Inspection Report No. 50-395/01-07, dated July 10, 2001. The 
supplememtal report Summary of Findings state: "Using Inspection Procedure (IP) 95001, "Inspection for One or Two White Inputs In a Strategic 
Performance Area," the inspector concluded that the licensee's problem identification and root cause analysis was acceptable. The licensee 
determined the root cause was due to human error, a failure to open the valve coupled with inadequate independent verification. Additionally, the 
licensee identified four causal factors associated with this event. The completed and proposed corrective actions, including actions to prevent 
recurrence, adequately addressed the results of the root cause evaluation." 
Inspection Report# : 2000007(pdf)  
Inspection Report# : 2001007(pdf)  

Significance:  Jun 24, 2000 
Identified By: NRC 
Item Type: FIN Finding 
PLANT WAS PLACED IN ELEVATED RISK LEVEL 
The licensee removed the B trains of Component Cooling Water (CCW) and charging from service during preventative maintenance on a CCW 
valve without recognizing that this placed the plant in an elevated risk level as defined in the licensee's safety function matrix. As a result, 
provisions of Operations Administrative Procedure (OAP)-102.1, "Conduct of Operations Scheduling Unit," Revision 3, concerning evaluating the 
configuration and obtaining the General Manager‘s approval were not met. Since there was no actual loss of safety function with A train CCW and 
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charging available and operable, this issue was determined to be of very low safety significance. No violation occurred since the licensee complied 
within the time constraints of the applicable technical specification limiting conditions for operation and the procedure will not be required by 
regulations until the revised sections of the Maintenance Rule (10 CFR 50.65) become effective in November 2000. 
Inspection Report# : 2000004(pdf)  

Significance: N/A Jun 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE 10 CFR 50.59 SAFETY EVALUATION 
The licensee's 10 CFR 50.59 safety evaluation performed to incorporate the results of the Transient Stability Study of the Offsite Power System 
into the Updated Final Safety Analysis Report (UFSAR) Section 8.2.2.2 did not provide an adequate technical basis to support the determination 
that an unreviewed safety question did not exist. Specifically, the 10 CFR 50.59 did not address the increase in the probability of occurrence of a 
malfunction of the loss of voltage relay for Case Study Six of the Transient Stability Study; and it did not provide an adequate technical basis to 
support the conclusion in the UFSAR that the requirements of 10 CFR 50, Appendix A, General Design Criterion 17 would still be met for the grid 
conditions evaluated for Case Study Six. This is a violation of 10 CFR 50.59 and is in the licensee's corrective action program as PIP 0-C-00-0569. 
Based on the changes in the loss of offsite power frequency and core damage frequency, this issue was of very low safety significance. 
Inspection Report# : 2000003(pdf)  

Significance:  Jun 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO TRANSLATE INTO APPROPRIATE PROCEDURES DESIGN BASIS LIMITING VALUES 
The licensee failed to translate into appropriate procedures and/or acceptance criteria (1) the 105 F design basis limiting value for the diesel 
generator (DG) intercooler water heat exchanger outlet temperature and (2) the requirement to derate the DGs if the intercooler water heat 
exchanger outlet temperature exceeded the 105 F value. The issue was of very low safety significance because the licensee's operability 
evaluation concluded that, with a derating factor applied, the DGs were still operable. This issue was determined to be a violation of 10 CFR 50, 
Appendix B, Criterion III, Design Control and is in the licensee's corrective action program as PIPs 0-C-00-0603 and 0-C-00-0629. 
Inspection Report# : 2000003(pdf)  

Significance:  Jun 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
DESIGN INFORMATION WAS NOT CORRECTLY TRANSLATED INTO A CALCULATION 
Design information (e.g., DG design heat load, instrument uncertainty) was not correctly translated into calculation DC07610-002, Revision 1. The 
calculation incorrectly concluded that one of the two 50% capacity ventilation fans per DG could maintain the associated DG rooms below the 
Technical Specification limit of 120 F during DG operation for an outside ambient temperature of up to 95 F. Based on the design heat load, one 
DG ventilation fan could maintain the associated DG rooms below 120 F for an outside ambient temperature of up to only 79.4 F. The issue was of 
very low safety significance because there were no instances identified where one DG ventilation fan was taken out of service and the associated 
DG was still considered to be operable. This issue was determined to be a violation of 10 CFR 50, Appendix B, Criterion III, Design Control and is 
in the licensee's corrective action program as PIP 0-C-00-0570. 
Inspection Report# : 2000003(pdf)  

Significance:  Dec 29, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Procedures Did Not Demonstrate Ability Of Back Up Air Supply To Open And Maintain Open Alternate Cooling Water Valves To The 
Emergency Diesel Generators 
A finding was identified for procedures not demonstrating the ability of the backup air supply to maintain service water valves open to provide 
cooling to the emergency diesel generators during certain events. This feature is utilized in emergency operating procedures involving loss of AC 
power and in mitigating Appendix R fire scenarios. This finding was determined to be of very low safety significance because the potential for a loss 
of normal instrument air was reduced due to an installed diesel driven air compressor which backs up the normal electrically driven instrument air 
compressors. 
Inspection Report# : 2001004(pdf)  

Significance:  Dec 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
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Failure To Follow Procedure For Chemistry Sampling Of Reactor Coolant System 
Technical Specifications 6.8.1.a and Regulatory Guide 1.33, Appendix A, Section 10 requires procedures be implemented covering the control of 
sampling of radioactive liquids. On December 12, 2001, the licensee identified that a sample valve was not closed, as required by chemistry 
procedure CP-903, after reactor coolant system (RCS) sampling was completed. Approximately 32 gallons was drained from the RCS during the 2 
hours and 10 minutes the valve was open. Automatic RCS makeup was in service during this time. This issue has been documented in the 
licensee's corrective action program under Problem Identification Program report 0-C-01-2324. 
Inspection Report# : 2001004(pdf)  

Significance:  Dec 29, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Failure To Follow Procedure During Surveillance Test Results In Inadvertent Start Of B Motor Driven Emergency Feedwater Pump 
Technical Specifications 6.8.1.c requires procedures be implemented covering surveillance and test activities of safety-related equipment. On 
November 20, 2001, the licensee failed to properly implement surveillance test procedure STP-120.004, in that, the B Motor Driven Emergency 
Feedwater Pump was started when the procedure required the pump's control switch to be placed in pull-to-lock. This issue has been documented 
in the licensee's corrective action program asProblem Identification Program report 0-C-01-2127. 
Inspection Report# : 2001004(pdf)  

Significance: TBD Nov 28, 2001 
Identified By: NRC 
Item Type: URI Unresolved item 
Decision of When to Enter Fire Emergency Procedure FEP-4.0 and Evacuate the Main Control Room Due to a Fire 
A finding was identified, in that, the lack of operator training combined with licensee management's expectations regarding when to enter fire 
emergency procedure (FEP)-4.0, Control Room Evacuation Due to Fire, could result in the operators taking actions during a fire in the main control 
room (MCR) that would not be consistent with the licensee's safe shutdown analysis, fire hazards analysis, or procedure FEP-4.0. The operator 
training program neither addressed nor had job performance measures (JPM)/simulator scenarios for MCR operator actions and evacuation due to 
a fire in accordance with procedure FEP-4.0. This finding was determined to have a credible impact on safety because it affected the ability of the 
operators to perform actions (within the times required by the licensee's safe shutdown analysis and fire hazards analysis) necessary to achieve 
and maintain post-fire safe shutdown conditions. Licensee management's philosophy and expectations contributed to the operators' performance 
and slow response in deciding whether to enter procedure FEP-4.0 and evacuate the MCR during two simulator scenarios observed by the team. 
Inspection Report# : 2001009(pdf)  

Significance:  Nov 28, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Emergency Lighting Installation Deficiencies for Performing Alternative Shutdown Actions 
A non-cited violation of Virgil C. Summer Operating License Condition 2.C. (18), Fire Protection System, was identified for failure to install battery 
pack emergency lighting units, in accordance with the approved V.C. Summer Fire Protection Program, in 13 areas (access and egress routes 
included) where manual operator actions were required to support post-fire safe shutdown. This finding had a potential to impact the licensee's 
ability to shut down the plant in the event of a loss of power to normal lighting during a fire. The finding was of very low safety significance because 
it did not affect fire detection, fire suppression, or fire barriers. 
Inspection Report# : 2001009(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Reactor building cooling unit test frequency 
The inspectors identified that the test interval for measuring reactor building cooling unit performance was relatively long when compared to that for 
heat exchangers included in a Generic Letter 89-13, "Service Water System Problems Affecting Safety-Related Equipment," program. The finding 
was of very low safety significance because the reactor building cooling units were normally cooled by industrial cooling water which was 
chemically treated to reduce fouling. 
Inspection Report# : 2001002(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failed to follow procedure to enter the B component cooling water heat exchanger in Action Level II and place limitations on service 
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water temperature when testing indicated degradation 
The inspectors identified a non-cited violation for failure to follow procedures to restrict service water temperatures when testing indicated that the 
component cooling water heat exchanger performance was degraded. The finding was of very low safety significance because service water 
temperatures never exceeded the more restrictive temperature limits. 
Inspection Report# : 2001002(pdf)  

Significance: SL-III Jun 23, 2001 
Identified By: NRC 
Item Type: VIO Violation 
Failure to perform a safety evaluation required by 10 CFR 50.59 
The inspectors identified an apparent violation for not performing a detailed safety evaluation, as required by 10 CFR 50.59, for a change to the 
facility as described in the Final Safety Analysis Report which involved a unreviewed safety question. The licensee changed the facility by removing 
the mullion (center divider) in the steam propagation barrier (SPB) door at the entrance to the 1DB 7.2 kV AC switchgear room. Disabling the 1DB 
SPB resulted in the potential that a single high energy line break could render emergency AC power to both trains of safety-related equipment 
inoperable. The finding was of low to moderate risk significance based upon the initiating event frequency of a high energy line break accident and 
the cumulative time the 1DB SPB was disabled during 1998 (Section 4OA3). [The apparent violation was dispositioned as a Severity Level III 
violation (Supplement I) by letter entitled "Notice of Violation (Virgil C. Summer Nuclear Station - NRC Special Inspection Report No. 50-395/01-
08)," dated August 31, 2001. Following is the Notice of Violation text from enclosure 1 to this letter: 10 CFR 50.59(a)(1) states, in part, that the 
holder of a license authorizing operation of a utilization facility may make changes in the facility as described in the safety analysis report without 
prior Commission approval, unless the proposed change involves an unreviewed safety question. 10 CFR 50.59(a)(2) states, in part, a proposed 
change shall be deemed to involve an unreviewed safety question if the probability of occurrence or the consequences of an accident or 
malfunction of equipment important to safety previously evaluated in the safety analysis report may be increased. 10 CFR 50.59(b)(1) requires, in 
part, that the licensee shall maintain records of changes in the facility to the extent that these changes constitute changes in the facility as 
described in the safety analysis report. These records must include a written safety evaluation which provides the bases for the determination that 
the change does not involve an unreviewed safety question. Final Safety Analysis Report Section 3.11.1.1 defines harsh and mild environments 
and references drawing SS-021-018. The drawing depicts the 7.2 Kilovolt 1DA and 1DB emergency switchgear rooms as mild environments and 
the hallway adjacent to the 1DB room as a harsh environment. Fire Protection Procedure FPP-025, "Fire Containment," Revision 1C, allowed 
steam propagation barriers to be disabled, one at a time, for a maximum of 12 hours. Contrary to the above, on March 25, 1997, the licensee failed 
to perform an adequate written safety evaluation which provided the bases for the determination that a change in the facility did not involve an 
unreviewed safety question. Specifically, a written safety evaluation for revision 1C to procedure FPP-025 failed to adequately evaluate that the 
licensee's disabling of intermediate building door DRIB/315 would change the 1DA and 1DB switchgear rooms from a mild environment to a harsh 
environment. This change in the facility increased the probability of occurrence or the consequences of an accident or malfunction of equipment 
important to safety previously evaluated in the safety analysis report, in that, a single high energy line break could potentially result in the loss of 
both trains of the 7.2 Kilovolt emergency power to safety-related equipment. Consequently, the change to the facility involved an unreviewed safety 
question and was made without prior NRC approval. The disabling of the door existed on seven occasions during 1998 for a total of approximately 
30 hours. The August 31, 2001, letter stated that disabling door DRIB/315 involved an unreviewed safety question and was done without prior NRC 
approval. Disabling the door had no actual safety consequences; however, the violation was of concern to the NRC because of the potential for 
impacting our ability to perform certain regulatory functions. Based on NRC review of your corrective actions, as documented in the letter, no civil 
penalty was proposed. The Severity Level III violation was closed in inspection report number 05000395/2001003, dated October 18, 2001. The 
August 31, 2001, letter stated that "information regarding the reason for the violation, the corrective actions taken and planned to correct the 
violation and to prevent recurrence, and the date when full compliance was achieved is already adequately addressed on the docket."] 
Inspection Report# : 2001003(pdf)  
Inspection Report# : 2001008(pdf)  

Significance: N/A May 24, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Supplemental inspection results for a White Finding and White Performance Indicator 
This supplemental inspection was performed to assess South Carolina Electric & Gas Company's activities associated with identification, root 
cause analysis, and corrective actions for the inoperability of the turbine driven emergency feedwater pump (TDEFWP) due to a closed discharge 
isolation valve. The White Finding was previously characterized in NRC Inspection Report 50-395/00-05 and in the NRC's Final Significance 
Determination for a White Finding and Notice of Violation (dated December 28, 2000). Using Inspection Procedure (IP) 95001, "Inspection for One 
or Two White Inputs In a Strategic Performance Area," the inspector concluded that the licensee's problem identification and root cause analysis 
was acceptable. The licensee determined the root cause was due to human error, a failure to open the valve coupled with inadequate independent 
verification. Additionally, the licensee identified four causal factors associated with this event. The completed and proposed corrective actions, 
including actions to prevent recurrence, adequately addressed the results of the root cause evaluation. Additionally, IP 95001 was used to assess 
the licensee's evaluation and corrective actions associated with a White Performance Indicator (PI) for safety system unavailability, heat removal 
system (Auxiliary Feedwater). The major contributor for the PI crossing from Green to White (unavailability threshold is greater than 2%) was due to 
the time the TDEFWP was inoperable due to the White Finding and the extended time to complete a refueling outage. The licensee reported the 
White PI to the NRC during the routine first quarter 2001 PI submittal. The corrective actions identified to correct the mis-positioning of the 
TDEFWP discharge isolation valve were considered sufficient to address the White PI. 
Inspection Report# : 2001007(pdf)  
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Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Dec 23, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
IMPROPER IMPLEMENTATION OF TECHNICAL SPECIFICATION RADIATION PROTECTION PROGRAM REQUIREMENTS 
The inspectors identified a non-cited violation for failure to adhere to a radiation protection procedure as required by TS 6.11, "Radiation Protection 
Program." On October 26, 2000, electronic dosimeters (ED) were used as radiological controls for scaffold construction activities in a residual heat 
removal heat exchanger room. Contrary to a health physics procedure, ED dose rate alarm setpoints were established at 300 millirem per hour 
(mrem/hr) rather than greater than the 400 mrem/hr general work area dose rates adjacent to the residual heat removal heat exchangers. As a 
result workers were not properly responding to dose rate alarms. The finding was of very low safety significance because an overexposure did not 
result, a substantial potential for such an exposure did not exist and the licensee's ability to assess worker's dose was not compromised. 
Inspection Report# : 2000006(pdf)  

Public Radiation Safety 

Significance:  Jun 24, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
ATMOSPHERIC EFFLUENT MONITOR CALIBRATIONS DID NOT MEET 10 CFR PART 20.1501(b) REQUIREMENTS 
As of April 10, 2000, selected atmospheric effluent process monitor calibrations did not meet 10 CFR Part 20.1501(b) requirements. Specifically, 
secondary calibration sources in-use since the early 1990's for the particulate and gaseous channel detectors were not traceable to the original 
primary detector calibrations. Evaluations of the effect of geometry and fabrication differences between the original, vendor-supplied sources and 
the current secondary calibration sources identified a potential 25 percent bias in expected detector response. Based on the identified bias, the 
current detector responses for monitoring radioactive material concentrations and for establishing set-point values were determined to be 
conservative. An additional example of a previously issued non-cited violation (50-395/99006-03) was identified. This additional example is in the 
licensee's corrective action program as CERs 99-1170 and 99-1172. Since effluent releases did not result in doses exceeding Appendix I to10 CFR 
Part 50 design criteria nor 10 CFR 20.1301 concentration limits, this finding was considered to be of very low safety significance. 
Inspection Report# : 2000004(pdf)  

Physical Protection 

Miscellaneous 

Significance:  Mar 23, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Problem Identification and Resolution Annual Inspection 
No findings of significance were identified. The implementation of the corrective action program (CAP) was acceptable with concerns noted. 
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Management oversight was evident in all aspects of the program, and trending was extensive with an appropriate focus on human performance. 
The licensee was generally effective at identifying problems and placing them into the CAP. Self-assessment by the CAP department was very 
limited and not well documented. The licensee generally evaluated individual problems and established acceptable schedules for implementing 
corrective actions appropriately. Corrective actions were generally implemented in a timely manner. The apparent cause determinations appeared 
to accurately identify why the equipment problems occurred. The inspectors determined that the licensee properly classified discrepant conditions. 
The inspectors found that the scope and depth of corrective actions assigned by the licensee were generally appropriate for the severity and risk 
significance of the problems identified. Two issues identified during this inspection concerned the effectiveness and timeliness of corrective actions 
associated with previous NRC-identified Non-Cited Violations (NCVs). In addition, the inspection team observed that the Primary Identification 
Program (PIP) process was not effectively using the Repetitive Condition portion of the PIP database. The identification of repeat problems was 
dependent on the memories of individuals involved in the PIP process, rather than being retrievable from the PIP database. Interviews of plant 
personnel indicated that they felt free to input safety issues and conditions adverse to quality into the CAP. A safety conscious work environment 
was evident at Summer. 
Inspection Report# : 2001006(pdf)  

Significance:  Dec 23, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FUEL HANDING BUILDING NEGATIVE PRESSURE EXCEEDED TECHNICAL SPECIFICATION REQUIREMENT 
Technical Specfication (TS) 4.9.11.d.3 surveillance requirement states that the spent fuel ventilation shall maintain the spent fuel area at a negative 
pressure greater than or equal to 1/8 inches water gauge relative to the outside atmosphere during irradiated fuel movement and during crane 
operation with loads over the pool. Contrary to that requirement on October 16, 2000, the licensee discovered that fuel movement had occurred 
without the proper fuel handling building negative pressure. The failure to meet this TS requirement is documented in the licensee's corrective 
action program as PIP 0-C-00-1455. 
Inspection Report# : 2000006(pdf)  

Significance:  Dec 29, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Temporary Backup Diesel Air Driven Compressor Installed In The Instrument Air System Without Design Control Documents 
A finding was identified for having installed a backup diesel driven air compressor in the instrument air system without design control documents, 
i.e., without temporary or permanent plant modification documentation. References to this compressor implied it was "temporary" even though it 
had been installed in the plant since approximately 1982. The finding was determined to be of very low safety significance because no significant 
adverse impacts had been experienced during the time period it has been installed and its performance was being monitored under the 
maintenance rule program. 
Inspection Report# : 2001004(pdf)  

Significance: N/A Dec 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure To Process Procedure Revisions In Accordance With Administrative Procedure For Procedure Review And Approval 
Technical Specifications 6.8.1.a and Regulatory Guide 1.33, Appendix A, Section 1.e, requires procedures be implemented covering the procedure 
review and approval process. On October 2, 2001, the licensee identified that procedure changes were approved without all the applicable 
provisions of SAP-139, "Procedure Development, Review, Approval and Control," being met. This issue has been documented in the licensee's 
corrective action program under Problem Identification Program reports 0-C-01-1700, 1722 and 1925. (No Color) 
Inspection Report# : 2001004(pdf)  

Last modified : March 28, 2002 
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Summer 

Initiating Events 

Significance:  Jun 30, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to establish an adequate annunciator response procedure resulted in exceeding licensed thermal power 
Technical Specification 6.8.1.a and Regulatory Guide 1.33, Revision 2 (in part) requires procedures be established for alarm conditions. Contrary to 
these requirements, the licensee failed to establish an adequate alarm response procedure for a feedwater transient alarm. Specifically, 
Annunciator Response Procedure ARP-001-XCP-627, Revision 11D was inadequate for the Feedwater Heater 1, 2, 4 Isolate / Level Hi-Hi alarm, in 
that, it failed to direct a power reduction for an isolated feedwater heater. This inadequate procedure contributed to exceeding the licensed 2900 
megawatts thermal power limit on May 21, 2001. This item was entered in the licensee's corrective action program as PIP 0-C-01-0616. 
Inspection Report# : 2001002(pdf)  

Significance:  Mar 31, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to include the turbine runback circuitry within the scope of the Maintenance Rule monitoring program 
The inspectors identified a non-cited violation for failure to include the turbine runback circuitry within the scope of the Maintenance Rule monitoring 
program as required by 10 CFR 50.65. The turbine runback circuitry is a non-safety related system that mitigates an over-power delta temperature 
or over-temperature delta temperature transient which would otherwise result in a reactor trip. The turbine runback circuitry was discovered to be 
failed and would have been unable to performed its function if called upon. The finding was of very low safety significance because the safety-
related reactor protection system also mitigates an over-power delta temperature or over-temperature delta temperature transient. 
Inspection Report# : 2000007(pdf)  

Significance:  Mar 31, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to install steam generator vent line support 
10 CFR 50, Appendix B, Criterion III, "Design Control," requires, in part, that design basis requirements be correctly translated into specifications, 
drawings, procedures and instructions. Contrary to those requirements the seismic design basis of the plant was not translated into specifications, 
drawings, procedures and instructions, in that, a support was never designed to prevent failure of the B steam generator vent valve line during a 
seismic event. This item is documented in the licensee's corrective action program as PIPs 0-C-00-1019 and 0-C-00-1359. This item was identified 
in inspection report 50-395/00-06 as an apparent violation, AV 50-395/00006-03. This licensee identified non-cited violation was characterized as 
an issue of very low significance. 
Inspection Report# : 2000007(pdf)  

Significance:  Mar 31, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to include five check valves in the in-service test (IST) program 
Technical Specification (TS) 4.0.5 requires, in part, surveillance requirements for inservice testing (IST) of ASME Code Class 1 components. The 
applicable Code required that these components with pressure retaining bolted connections be visually inspected for leakage with the insulation 
removed. Contrary to these requirements, on October 18, 2000, the licensee discovered that five such Code Class 1 check valves were not being 
visually inspected for leakage with the insulation removed. This item is documented in the licensee's corrective action program as PIP 0-C-00-1479 
and is the subject of Licensee Event Report 50-395/2000010-00. 
Inspection Report# : 2000007(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: root cause analysis 
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The licensee's root cause analysis was thorough and well-organized and was performed utilizing personnel with appropriate expertise. The root 
causes and contributory factors for the leak and the extent of condition were adequately determined. Actions have been established to address the 
root causes, contributing factors, and the extent of condition. The team concluded that the licensee's assessment provided reasonable assurance 
that structural integrity of the RC [reactor coolant] system, from an impending gross failure standpoint, was maintained during past operation. 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: orginal weld quality 
The team's review of original weld fabrication records verified compliance with American Society of Mechanical Engineers (ASME) Code 
requirements for the original weld. The records were detailed and provided a good weld history. No Code compliance issues were identified. 
However, the records revealed extensive repairs to the ID [inside diameter] of the "A" hot leg nozzle-to-pipe weld, which were determined by the 
root cause analysis to be a contributor to the crack by producing high residual tensile stresses at the ID of the weld. The radiographic (RT) film did 
not reveal any fabrication flaws that could have contributed to the through-wall leak. 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: Code inspection of new welds 
The inspection team concluded that a comprehensive and effective inspection, that met or exceeded the requirements of the ASME [American 
Society of Mechanical Engineers] Code, was conducted on the replacement nozzle-to-pipe dissimilar metal weld (DMW) and the stainless steel 
pipe-to-pipe weld. 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: boric acid corrosion inspections 
The boric acid corrosion inspections performed in the last two refueling outages (RO) (April 1999 and October 1997) were adequately performed, 
and the pre-entry radiological survey for RO-12 identified the large accumulation of boric acid crystals on the reactor building floor that led to the 
discovery of "A" hot leg RC [reactor coolant] leak. Since some details had been deleted from the program, the team concluded that the boric acid 
corrosion inspection program should be enhanced to improve guidelines for early detection of reactor coolant leakage and to expand the scope of 
inspection to include the welds that are susceptible to PWSCC [primary water stress corrosion cracking]. By letter dated December 29, 2000, the 
licensee stated that their boric acid inspection procedures will be enhanced to provide additional detail for the inspection and evaluation of RC 
system leakage, and that specific components and locations to be inspected will be listed and guidance provided on methodologies for evaluation.
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: enforcement discretion 
In addition to the unidentified leakage limit, Technical Specifications (TS) do not allow any pressure boundary leakage and require shutdown within 
six hours. This leakage was pressure boundary leakage and existed for several months prior to its discovery and therefore constitutes a violation of 
the Technical Specifications. However, based on the team's conclusion that the violation was not avoidable by reasonable licensee quality 
assurance measures and management controls, the NRC is refraining from issuing enforcement action in accordance with section VII.B.6 of the 
NRC Enforcement Policy. [EA-01-071] 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: metallurgical evaluation 
The licencee's metallurgical evaluation of the cracked hot leg loop "A" nozzle weld, including the size measurements (length and depth) of the 
reported UT [ultrasonic test] and ET [eddy current test] indications by destructive examinations, was thorough. The licensee adequately 
characterized the failure mode to be primary water stress corrosion cracking (PWSCC). 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: new weld examinations and repairs 
All welding and NDE [nondestructive examination] activities for the new welds met Code requirements. The gas tungsten arc welding (GTAW) 
process with Alloy 52 material resulted in rejectable weld defects in the new nozzle-to-pipe weld. A number of repair attempts were required before 
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successful repair using the shielded metal arc welding (SMAW) process with Alloy 152 welding material. The team agreed with the licensee's 
evaluation that the new weld, with different, more resistant material and less ID [inside diameter] tensile stress, should be much more resistant to 
PWSCC [primary water stress corrosion cracking] than the old weld. However, based on the fact that PWSCC is not totally understood, the team 
concluded that further evaluations and inspections will be needed before it can be concluded that the new weld is totally immune to PWSCC. 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: preservice and inservice weld inspections 
The nozzle-to-pipe inspections conducted in 1980 for the preservice inspection (PSI) and in the 1987 and 1993 inservice inspections (ISI) met the 
applicable ASME [American Society of Mechanical Engineers] Code requirements. These inspections used the state-of-the-art NDE 
[nondestructive examination] technology that was available at that time. No flaws were detected that were unacceptable to the 1977 Edition of the 
ASME Code including the Summer of 1978 Addenda. 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: reactor coolant leak practices 
The licensee's leak detection practices generally would not have been expected to identify the small leak on the "A" hot leg leak during plant 
operation. Although 0.3 gallons per minute (gpm) of unidentified reactor coolant leakage was present during the operating cycle, as determined by 
a periodic water inventory balance, this leak rate was not considered unusual and was well below the Technical Specification limit of 1 gpm. The 
licensee plans a number of enhancements to their RC [reactor coolant] system leakage detection practices. 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: refueling outage hot and cold leg weld inspections 
Overall, the team concluded that the examinations performed on the nozzle-to-pipe welds during the current outage were of high quality. The 
examination methods were successfully demonstrated on a mockup with qualified personnel and state-of-the-art NDE [nondestructive examination] 
equipment and procedures. The use of redundant and complementary NDE techniques (visual, ultrasonic and eddy current) and the successful 
demonstrations of these techniques provided confidence that a sensitive inspection was conducted. The examinations exceeded the minimum 
requirements of the ASME [American Society of Mechanical Engineers] Section XI Code and NRC Regulatory Guide 1.150. 
Inspection Report# : 2000008(pdf)  

Significance:  Dec 23, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE SURVEILLLANCE TEST AND SYSTEM OPERATING PROCEDURES TO CONTROL PRESSURIZER TEMPERATURE LIMITS 
The inspectors identified a non-cited violation for failure to establish adequate procedures, as required by Technical Specificiation (TS) 6.8.1, to 
ensure that the pressurizer temperature heatup and cooldown limits were maintained within the requirements of TS 3.4.9.2. As a result during the 
shutdown for refueling outage 12, the licensee failed to recognize that the TS pressurizer temperature heatup and cooldown limits were exceeded 
for short period of times, i.e., less than the allowed TS action statement time. The finding was of very low safety significance because a licensee's 
engineering evaluation, which included fracture toughness considerations, determined that the pressurizer remained acceptable for continued 
operation. 
Inspection Report# : 2000006(pdf)  

Significance:  Sep 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to perform evaluation required by 10 CFR 50.59, improper screening 
The inspectors identified a non-cited violation that involved the licensee's failure to perform a 10 CFR 50.59 evaluation for a procedure change that 
provided an alternate method to supply reactor makeup water to the reactor coolant system. The issue was determined to be of very low safety 
significance (Green) because although the procedure change was approved for use from August 26 until September 24, the licensee never used 
the new procedure section and the licensee subsequently completed a 50.59 evaluation which determined that a license amendment was not 
required. 
Inspection Report# : 2001003(pdf)  
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Significance:  Jun 15, 2000 
Identified By: NRC 
Item Type: FIN Finding 
CERTAIN GRID CONDITIONS CAN INCREASE THE LOSS OF OFFSITE POWER INITIATING FREQUENCY 
The licensee's Transient Stability Study of the Offsite Power System identified that under certain grid conditions (the transmission system lightly 
loaded, the Fairfield Pumped Storage Plant operating in the pumping mode at ½ or more of its rated capacity, and a fault on the 230 kilovolt (KV) 
offsite power supply bus) a loss of offsite power (LOSP) could occur. The licensee's probabilistic risk assessment (PRA) screening analysis of the 
grid conditions described above showed that there would be a slight increase in the LOSP initiation frequency resulting in a change in the core 
damage frequency (CDF) of less than 1.0 x 10-6. A Region II senior reactor analyst reviewed the PRA screening analysis and concluded that, 
based on the change in the LOSP initiation frequency and the change in CDF, this issue was of very low safety significance. 
Inspection Report# : 2000003(pdf)  

Mitigating Systems 

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Reactor building cooling unit test frequency 
The inspectors identified that the test interval for measuring reactor building cooling unit performance was relatively long when compared to that for 
heat exchangers included in a Generic Letter 89-13, "Service Water System Problems Affecting Safety-Related Equipment," program. The finding 
was of very low safety significance because the reactor building cooling units were normally cooled by industrial cooling water which was 
chemically treated to reduce fouling. 
Inspection Report# : 2001002(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failed to follow procedure to enter the B component cooling water heat exchanger in Action Level II and place limitations on service 
water temperature when testing indicated degradation 
The inspectors identified a non-cited violation for failure to follow procedures to restrict service water temperatures when testing indicated that the 
component cooling water heat exchanger performance was degraded. The finding was of very low safety significance because service water 
temperatures never exceeded the more restrictive temperature limits. 
Inspection Report# : 2001002(pdf)  

Significance: SL-III Jun 23, 2001 
Identified By: NRC 
Item Type: VIO Violation 
Failure to perform a safety evaluation required by 10 CFR 50.59 
The inspectors identified an apparent violation for not performing a detailed safety evaluation, as required by 10 CFR 50.59, for a change to the 
facility as described in the Final Safety Analysis Report which involved a unreviewed safety question. The licensee changed the facility by removing 
the mullion (center divider) in the steam propagation barrier (SPB) door at the entrance to the 1DB 7.2 kV AC switchgear room. Disabling the 1DB 
SPB resulted in the potential that a single high energy line break could render emergency AC power to both trains of safety-related equipment 
inoperable. The finding was of low to moderate risk significance based upon the initiating event frequency of a high energy line break accident and 
the cumulative time the 1DB SPB was disabled during 1998 (Section 4OA3). [The apparent violation was dispositioned as a Severity Level III 
violation (Supplement I) by letter entitled "Notice of Violation (Virgil C. Summer Nuclear Station - NRC Special Inspection Report No. 50-395/01-
08)," dated August 31, 2001. Following is the Notice of Violation text from enclosure 1 to this letter: 10 CFR 50.59(a)(1) states, in part, that the 
holder of a license authorizing operation of a utilization facility may make changes in the facility as described in the safety analysis report without 
prior Commission approval, unless the proposed change involves an unreviewed safety question. 10 CFR 50.59(a)(2) states, in part, a proposed 
change shall be deemed to involve an unreviewed safety question if the probability of occurrence or the consequences of an accident or 
malfunction of equipment important to safety previously evaluated in the safety analysis report may be increased. 10 CFR 50.59(b)(1) requires, in 
part, that the licensee shall maintain records of changes in the facility to the extent that these changes constitute changes in the facility as 
described in the safety analysis report. These records must include a written safety evaluation which provides the bases for the determination that 
the change does not involve an unreviewed safety question. Final Safety Analysis Report Section 3.11.1.1 defines harsh and mild environments 
and references drawing SS-021-018. The drawing depicts the 7.2 Kilovolt 1DA and 1DB emergency switchgear rooms as mild environments and 
the hallway adjacent to the 1DB room as a harsh environment. Fire Protection Procedure FPP-025, "Fire Containment," Revision 1C, allowed 
steam propagation barriers to be disabled, one at a time, for a maximum of 12 hours. Contrary to the above, on March 25, 1997, the licensee failed 
to perform an adequate written safety evaluation which provided the bases for the determination that a change in the facility did not involve an 
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unreviewed safety question. Specifically, a written safety evaluation for revision 1C to procedure FPP-025 failed to adequately evaluate that the 
licensee's disabling of intermediate building door DRIB/315 would change the 1DA and 1DB switchgear rooms from a mild environment to a harsh 
environment. This change in the facility increased the probability of occurrence or the consequences of an accident or malfunction of equipment 
important to safety previously evaluated in the safety analysis report, in that, a single high energy line break could potentially result in the loss of 
both trains of the 7.2 Kilovolt emergency power to safety-related equipment. Consequently, the change to the facility involved an unreviewed safety 
question and was made without prior NRC approval. The disabling of the door existed on seven occasions during 1998 for a total of approximately 
30 hours. The August 31, 2001, letter stated that disabling door DRIB/315 involved an unreviewed safety question and was done without prior NRC 
approval. Disabling the door had no actual safety consequences; however, the violation was of concern to the NRC because of the potential for 
impacting our ability to perform certain regulatory functions. Based on NRC review of your corrective actions, as documented in the letter, no civil 
penalty was proposed. The Severity Level III violation was closed in inspection report number 05000395/2001003, dated October 18, 2001. The 
August 31, 2001, letter stated that "information regarding the reason for the violation, the corrective actions taken and planned to correct the 
violation and to prevent recurrence, and the date when full compliance was achieved is already adequately addressed on the docket."] 
Inspection Report# : 2001003(pdf)  
Inspection Report# : 2001008(pdf)  

Significance: N/A May 24, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Supplemental inspection results for a White Finding and White Performance Indicator 
This supplemental inspection was performed to assess South Carolina Electric & Gas Company's activities associated with identification, root 
cause analysis, and corrective actions for the inoperability of the turbine driven emergency feedwater pump (TDEFWP) due to a closed discharge 
isolation valve. The White Finding was previously characterized in NRC Inspection Report 50-395/00-05 and in the NRC's Final Significance 
Determination for a White Finding and Notice of Violation (dated December 28, 2000). Using Inspection Procedure (IP) 95001, "Inspection for One 
or Two White Inputs In a Strategic Performance Area," the inspector concluded that the licensee's problem identification and root cause analysis 
was acceptable. The licensee determined the root cause was due to human error, a failure to open the valve coupled with inadequate independent 
verification. Additionally, the licensee identified four causal factors associated with this event. The completed and proposed corrective actions, 
including actions to prevent recurrence, adequately addressed the results of the root cause evaluation. Additionally, IP 95001 was used to assess 
the licensee's evaluation and corrective actions associated with a White Performance Indicator (PI) for safety system unavailability, heat removal 
system (Auxiliary Feedwater). The major contributor for the PI crossing from Green to White (unavailability threshold is greater than 2%) was due to 
the time the TDEFWP was inoperable due to the White Finding and the extended time to complete a refueling outage. The licensee reported the 
White PI to the NRC during the routine first quarter 2001 PI submittal. The corrective actions identified to correct the mis-positioning of the 
TDEFWP discharge isolation valve were considered sufficient to address the White PI. 
Inspection Report# : 2001007(pdf)  

Significance:  Dec 23, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
INADEQUATE EMERGENCY OPERATING PROCEDURE FOR TRANSFER TO COLD-LEG RECIRCULATION 
Technical Specification 6.8.1.a, requires that written procedures shall be established, implemented and maintained covering the activities 
referenced in Appendix A of Regulatory Guide 1.33, Revision 2, February 1978. Loss of coolant accidents are an activity covered in Appendix A, 
under Section 6, "Procedures for Combating Emergencies and Other Significant Events." This requires appropriate procedures to respond to and 
combat emergencies involving loss of coolant accidents and the associated response involving transfer to cold leg recirculation. The licensee failed 
to establish, implement and maintain an adequate Emergency Operating Procedure EOP-2.2, "Transfer to Cold-Leg Recirculation," Revisions 0 
thru 11, in that, they did not provide the necessary instructions to operators for timely actions. This issue is captured in the licensee's corrective 
action program as PIPs 0-C-99-1026 and 0-C-00-1101. 
Inspection Report# : 2000006(pdf)  

Significance:  Sep 21, 2000 
Identified By: Licensee 
Item Type: VIO Violation 
Failure to follow procedures results in the [turbine-driven emergency feedwater] pump being inoperable for approximately 48 days 
during power operation due to its manual discharge valve being closed 
The licensee's failure to properly position and independently verify the turbine driven emergency feedwater (TDEFW) pump discharge isolation 
valve in accordance with procedures required by Technical Specification (TS) 6.8.1 resulted in the failure to comply with TS 3.7.1.2 for TDEFW 
pump operability. The failure to adhere to these regulatory requirements was cited as one violation in a December 28, 2000, letter to the licensee. 
The two apparent violations, AV 50-395/000005-01 and 50-395/000005-02 are considered closed. In the December 28, 2000, letter the inspection 
finding was characterized as White (i.e., an issue with low to moderate increased importance to safety). The NRC determined that the Human Error 
Probability methodology, using the Technique for Human Error Rate Prediction approach, appropriately estimated the increase in risk associated 
with the accident sequences containing the TDEFW recovery term. The change in core damage frequency was approximately 4x10-6/year. The 
violation, characterized as White, was reviewed and closed in NRC Supplemental Inspection Report No. 50-395/01-07, dated July 10, 2001. The 
supplememtal report Summary of Findings state: "Using Inspection Procedure (IP) 95001, "Inspection for One or Two White Inputs In a Strategic 
Performance Area," the inspector concluded that the licensee's problem identification and root cause analysis was acceptable. The licensee 
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determined the root cause was due to human error, a failure to open the valve coupled with inadequate independent verification. Additionally, the 
licensee identified four causal factors associated with this event. The completed and proposed corrective actions, including actions to prevent 
recurrence, adequately addressed the results of the root cause evaluation." 
Inspection Report# : 2000007(pdf)  
Inspection Report# : 2001007(pdf)  

Significance:  Dec 29, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Procedures Did Not Demonstrate Ability Of Back Up Air Supply To Open And Maintain Open Alternate Cooling Water Valves To The 
Emergency Diesel Generators 
A finding was identified for procedures not demonstrating the ability of the backup air supply to maintain service water valves open to provide 
cooling to the emergency diesel generators during certain events. This feature is utilized in emergency operating procedures involving loss of AC 
power and in mitigating Appendix R fire scenarios. This finding was determined to be of very low safety significance because the potential for a loss 
of normal instrument air was reduced due to an installed diesel driven air compressor which backs up the normal electrically driven instrument air 
compressors. 
Inspection Report# : 2001004(pdf)  

Significance:  Dec 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure To Follow Procedure For Chemistry Sampling Of Reactor Coolant System 
Technical Specifications 6.8.1.a and Regulatory Guide 1.33, Appendix A, Section 10 requires procedures be implemented covering the control of 
sampling of radioactive liquids. On December 12, 2001, the licensee identified that a sample valve was not closed, as required by chemistry 
procedure CP-903, after reactor coolant system (RCS) sampling was completed. Approximately 32 gallons was drained from the RCS during the 2 
hours and 10 minutes the valve was open. Automatic RCS makeup was in service during this time. This issue has been documented in the 
licensee's corrective action program under Problem Identification Program report 0-C-01-2324. 
Inspection Report# : 2001004(pdf)  

Significance:  Dec 29, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Failure To Follow Procedure During Surveillance Test Results In Inadvertent Start Of B Motor Driven Emergency Feedwater Pump 
Technical Specifications 6.8.1.c requires procedures be implemented covering surveillance and test activities of safety-related equipment. On 
November 20, 2001, the licensee failed to properly implement surveillance test procedure STP-120.004, in that, the B Motor Driven Emergency 
Feedwater Pump was started when the procedure required the pump's control switch to be placed in pull-to-lock. This issue has been documented 
in the licensee's corrective action program asProblem Identification Program report 0-C-01-2127. 
Inspection Report# : 2001004(pdf)  

Significance: TBD Nov 28, 2001 
Identified By: NRC 
Item Type: URI Unresolved item 
Decision of When to Enter Fire Emergency Procedure FEP-4.0 and Evacuate the Main Control Room Due to a Fire 
A finding was identified, in that, the lack of operator training combined with licensee management's expectations regarding when to enter fire 
emergency procedure (FEP)-4.0, Control Room Evacuation Due to Fire, could result in the operators taking actions during a fire in the main control 
room (MCR) that would not be consistent with the licensee's safe shutdown analysis, fire hazards analysis, or procedure FEP-4.0. The operator 
training program neither addressed nor had job performance measures (JPM)/simulator scenarios for MCR operator actions and evacuation due to 
a fire in accordance with procedure FEP-4.0. This finding was determined to have a credible impact on safety because it affected the ability of the 
operators to perform actions (within the times required by the licensee's safe shutdown analysis and fire hazards analysis) necessary to achieve 
and maintain post-fire safe shutdown conditions. Licensee management's philosophy and expectations contributed to the operators' performance 
and slow response in deciding whether to enter procedure FEP-4.0 and evacuate the MCR during two simulator scenarios observed by the team. 
Inspection Report# : 2001009(pdf)  

Significance:  Nov 28, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Emergency Lighting Installation Deficiencies for Performing Alternative Shutdown Actions 
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A non-cited violation of Virgil C. Summer Operating License Condition 2.C. (18), Fire Protection System, was identified for failure to install battery 
pack emergency lighting units, in accordance with the approved V.C. Summer Fire Protection Program, in 13 areas (access and egress routes 
included) where manual operator actions were required to support post-fire safe shutdown. This finding had a potential to impact the licensee's 
ability to shut down the plant in the event of a loss of power to normal lighting during a fire. The finding was of very low safety significance because 
it did not affect fire detection, fire suppression, or fire barriers. 
Inspection Report# : 2001009(pdf)  

Significance:  Jun 24, 2000 
Identified By: NRC 
Item Type: FIN Finding 
PLANT WAS PLACED IN ELEVATED RISK LEVEL 
The licensee removed the B trains of Component Cooling Water (CCW) and charging from service during preventative maintenance on a CCW 
valve without recognizing that this placed the plant in an elevated risk level as defined in the licensee's safety function matrix. As a result, 
provisions of Operations Administrative Procedure (OAP)-102.1, "Conduct of Operations Scheduling Unit," Revision 3, concerning evaluating the 
configuration and obtaining the General Manager‘s approval were not met. Since there was no actual loss of safety function with A train CCW and 
charging available and operable, this issue was determined to be of very low safety significance. No violation occurred since the licensee complied 
within the time constraints of the applicable technical specification limiting conditions for operation and the procedure will not be required by 
regulations until the revised sections of the Maintenance Rule (10 CFR 50.65) become effective in November 2000. 
Inspection Report# : 2000004(pdf)  

Significance: N/A Jun 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE 10 CFR 50.59 SAFETY EVALUATION 
The licensee's 10 CFR 50.59 safety evaluation performed to incorporate the results of the Transient Stability Study of the Offsite Power System 
into the Updated Final Safety Analysis Report (UFSAR) Section 8.2.2.2 did not provide an adequate technical basis to support the determination 
that an unreviewed safety question did not exist. Specifically, the 10 CFR 50.59 did not address the increase in the probability of occurrence of a 
malfunction of the loss of voltage relay for Case Study Six of the Transient Stability Study; and it did not provide an adequate technical basis to 
support the conclusion in the UFSAR that the requirements of 10 CFR 50, Appendix A, General Design Criterion 17 would still be met for the grid 
conditions evaluated for Case Study Six. This is a violation of 10 CFR 50.59 and is in the licensee's corrective action program as PIP 0-C-00-0569. 
Based on the changes in the loss of offsite power frequency and core damage frequency, this issue was of very low safety significance. 
Inspection Report# : 2000003(pdf)  

Significance:  Jun 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO TRANSLATE INTO APPROPRIATE PROCEDURES DESIGN BASIS LIMITING VALUES 
The licensee failed to translate into appropriate procedures and/or acceptance criteria (1) the 105 F design basis limiting value for the diesel 
generator (DG) intercooler water heat exchanger outlet temperature and (2) the requirement to derate the DGs if the intercooler water heat 
exchanger outlet temperature exceeded the 105 F value. The issue was of very low safety significance because the licensee's operability 
evaluation concluded that, with a derating factor applied, the DGs were still operable. This issue was determined to be a violation of 10 CFR 50, 
Appendix B, Criterion III, Design Control and is in the licensee's corrective action program as PIPs 0-C-00-0603 and 0-C-00-0629. 
Inspection Report# : 2000003(pdf)  

Significance:  Jun 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
DESIGN INFORMATION WAS NOT CORRECTLY TRANSLATED INTO A CALCULATION 
Design information (e.g., DG design heat load, instrument uncertainty) was not correctly translated into calculation DC07610-002, Revision 1. The 
calculation incorrectly concluded that one of the two 50% capacity ventilation fans per DG could maintain the associated DG rooms below the 
Technical Specification limit of 120 F during DG operation for an outside ambient temperature of up to 95 F. Based on the design heat load, one 
DG ventilation fan could maintain the associated DG rooms below 120 F for an outside ambient temperature of up to only 79.4 F. The issue was of 
very low safety significance because there were no instances identified where one DG ventilation fan was taken out of service and the associated 
DG was still considered to be operable. This issue was determined to be a violation of 10 CFR 50, Appendix B, Criterion III, Design Control and is 
in the licensee's corrective action program as PIP 0-C-00-0570. 
Inspection Report# : 2000003(pdf)  
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Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Dec 23, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
IMPROPER IMPLEMENTATION OF TECHNICAL SPECIFICATION RADIATION PROTECTION PROGRAM REQUIREMENTS 
The inspectors identified a non-cited violation for failure to adhere to a radiation protection procedure as required by TS 6.11, "Radiation Protection 
Program." On October 26, 2000, electronic dosimeters (ED) were used as radiological controls for scaffold construction activities in a residual heat 
removal heat exchanger room. Contrary to a health physics procedure, ED dose rate alarm setpoints were established at 300 millirem per hour 
(mrem/hr) rather than greater than the 400 mrem/hr general work area dose rates adjacent to the residual heat removal heat exchangers. As a 
result workers were not properly responding to dose rate alarms. The finding was of very low safety significance because an overexposure did not 
result, a substantial potential for such an exposure did not exist and the licensee's ability to assess worker's dose was not compromised. 
Inspection Report# : 2000006(pdf)  

Public Radiation Safety 

Significance:  Jun 24, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
ATMOSPHERIC EFFLUENT MONITOR CALIBRATIONS DID NOT MEET 10 CFR PART 20.1501(b) REQUIREMENTS 
As of April 10, 2000, selected atmospheric effluent process monitor calibrations did not meet 10 CFR Part 20.1501(b) requirements. Specifically, 
secondary calibration sources in-use since the early 1990's for the particulate and gaseous channel detectors were not traceable to the original 
primary detector calibrations. Evaluations of the effect of geometry and fabrication differences between the original, vendor-supplied sources and 
the current secondary calibration sources identified a potential 25 percent bias in expected detector response. Based on the identified bias, the 
current detector responses for monitoring radioactive material concentrations and for establishing set-point values were determined to be 
conservative. An additional example of a previously issued non-cited violation (50-395/99006-03) was identified. This additional example is in the 
licensee's corrective action program as CERs 99-1170 and 99-1172. Since effluent releases did not result in doses exceeding Appendix I to10 CFR 
Part 50 design criteria nor 10 CFR 20.1301 concentration limits, this finding was considered to be of very low safety significance. 
Inspection Report# : 2000004(pdf)  

Physical Protection 

Miscellaneous 

Significance:  Mar 23, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Problem Identification and Resolution Annual Inspection 
No findings of significance were identified. The implementation of the corrective action program (CAP) was acceptable with concerns noted. 
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Management oversight was evident in all aspects of the program, and trending was extensive with an appropriate focus on human performance. 
The licensee was generally effective at identifying problems and placing them into the CAP. Self-assessment by the CAP department was very 
limited and not well documented. The licensee generally evaluated individual problems and established acceptable schedules for implementing 
corrective actions appropriately. Corrective actions were generally implemented in a timely manner. The apparent cause determinations appeared 
to accurately identify why the equipment problems occurred. The inspectors determined that the licensee properly classified discrepant conditions. 
The inspectors found that the scope and depth of corrective actions assigned by the licensee were generally appropriate for the severity and risk 
significance of the problems identified. Two issues identified during this inspection concerned the effectiveness and timeliness of corrective actions 
associated with previous NRC-identified Non-Cited Violations (NCVs). In addition, the inspection team observed that the Primary Identification 
Program (PIP) process was not effectively using the Repetitive Condition portion of the PIP database. The identification of repeat problems was 
dependent on the memories of individuals involved in the PIP process, rather than being retrievable from the PIP database. Interviews of plant 
personnel indicated that they felt free to input safety issues and conditions adverse to quality into the CAP. A safety conscious work environment 
was evident at Summer. 
Inspection Report# : 2001006(pdf)  

Significance:  Dec 23, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FUEL HANDING BUILDING NEGATIVE PRESSURE EXCEEDED TECHNICAL SPECIFICATION REQUIREMENT 
Technical Specfication (TS) 4.9.11.d.3 surveillance requirement states that the spent fuel ventilation shall maintain the spent fuel area at a negative 
pressure greater than or equal to 1/8 inches water gauge relative to the outside atmosphere during irradiated fuel movement and during crane 
operation with loads over the pool. Contrary to that requirement on October 16, 2000, the licensee discovered that fuel movement had occurred 
without the proper fuel handling building negative pressure. The failure to meet this TS requirement is documented in the licensee's corrective 
action program as PIP 0-C-00-1455. 
Inspection Report# : 2000006(pdf)  

Significance:  Dec 29, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Temporary Backup Diesel Air Driven Compressor Installed In The Instrument Air System Without Design Control Documents 
A finding was identified for having installed a backup diesel driven air compressor in the instrument air system without design control documents, 
i.e., without temporary or permanent plant modification documentation. References to this compressor implied it was "temporary" even though it 
had been installed in the plant since approximately 1982. The finding was determined to be of very low safety significance because no significant 
adverse impacts had been experienced during the time period it has been installed and its performance was being monitored under the 
maintenance rule program. 
Inspection Report# : 2001004(pdf)  

Significance: N/A Dec 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure To Process Procedure Revisions In Accordance With Administrative Procedure For Procedure Review And Approval 
Technical Specifications 6.8.1.a and Regulatory Guide 1.33, Appendix A, Section 1.e, requires procedures be implemented covering the procedure 
review and approval process. On October 2, 2001, the licensee identified that procedure changes were approved without all the applicable 
provisions of SAP-139, "Procedure Development, Review, Approval and Control," being met. This issue has been documented in the licensee's 
corrective action program under Problem Identification Program reports 0-C-01-1700, 1722 and 1925. (No Color) 
Inspection Report# : 2001004(pdf)  

Last modified : March 27, 2002 
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Summer 

Initiating Events 

Significance:  Sep 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to perform evaluation required by 10 CFR 50.59, improper screening 
The inspectors identified a non-cited violation that involved the licensee's failure to perform a 10 CFR 50.59 evaluation for a procedure change that 
provided an alternate method to supply reactor makeup water to the reactor coolant system. The issue was determined to be of very low safety 
significance (Green) because although the procedure change was approved for use from August 26 until September 24, the licensee never used 
the new procedure section and the licensee subsequently completed a 50.59 evaluation which determined that a license amendment was not 
required. 
Inspection Report# : 2001003(pdf)  

Significance:  Jun 30, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to establish an adequate annunciator response procedure resulted in exceeding licensed thermal power 
Technical Specification 6.8.1.a and Regulatory Guide 1.33, Revision 2 (in part) requires procedures be established for alarm conditions. Contrary to 
these requirements, the licensee failed to establish an adequate alarm response procedure for a feedwater transient alarm. Specifically, 
Annunciator Response Procedure ARP-001-XCP-627, Revision 11D was inadequate for the Feedwater Heater 1, 2, 4 Isolate / Level Hi-Hi alarm, in 
that, it failed to direct a power reduction for an isolated feedwater heater. This inadequate procedure contributed to exceeding the licensed 2900 
megawatts thermal power limit on May 21, 2001. This item was entered in the licensee's corrective action program as PIP 0-C-01-0616. 
Inspection Report# : 2001002(pdf)  

Significance:  Mar 31, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to include the turbine runback circuitry within the scope of the Maintenance Rule monitoring program 
The inspectors identified a non-cited violation for failure to include the turbine runback circuitry within the scope of the Maintenance Rule monitoring 
program as required by 10 CFR 50.65. The turbine runback circuitry is a non-safety related system that mitigates an over-power delta temperature 
or over-temperature delta temperature transient which would otherwise result in a reactor trip. The turbine runback circuitry was discovered to be 
failed and would have been unable to performed its function if called upon. The finding was of very low safety significance because the safety-
related reactor protection system also mitigates an over-power delta temperature or over-temperature delta temperature transient. 
Inspection Report# : 2000007(pdf)  

Significance:  Mar 31, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to install steam generator vent line support 
10 CFR 50, Appendix B, Criterion III, "Design Control," requires, in part, that design basis requirements be correctly translated into specifications, 
drawings, procedures and instructions. Contrary to those requirements the seismic design basis of the plant was not translated into specifications, 
drawings, procedures and instructions, in that, a support was never designed to prevent failure of the B steam generator vent valve line during a 
seismic event. This item is documented in the licensee's corrective action program as PIPs 0-C-00-1019 and 0-C-00-1359. This item was identified 
in inspection report 50-395/00-06 as an apparent violation, AV 50-395/00006-03. This licensee identified non-cited violation was characterized as 
an issue of very low significance. 
Inspection Report# : 2000007(pdf)  

Significance:  Mar 31, 2001 
Identified By: Licensee 
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Item Type: NCV NonCited Violation 
Failure to include five check valves in the in-service test (IST) program 
Technical Specification (TS) 4.0.5 requires, in part, surveillance requirements for inservice testing (IST) of ASME Code Class 1 components. The 
applicable Code required that these components with pressure retaining bolted connections be visually inspected for leakage with the insulation 
removed. Contrary to these requirements, on October 18, 2000, the licensee discovered that five such Code Class 1 check valves were not being 
visually inspected for leakage with the insulation removed. This item is documented in the licensee's corrective action program as PIP 0-C-00-1479 
and is the subject of Licensee Event Report 50-395/2000010-00. 
Inspection Report# : 2000007(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: preservice and inservice weld inspections 
The nozzle-to-pipe inspections conducted in 1980 for the preservice inspection (PSI) and in the 1987 and 1993 inservice inspections (ISI) met the 
applicable ASME [American Society of Mechanical Engineers] Code requirements. These inspections used the state-of-the-art NDE 
[nondestructive examination] technology that was available at that time. No flaws were detected that were unacceptable to the 1977 Edition of the 
ASME Code including the Summer of 1978 Addenda. 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: Code inspection of new welds 
The inspection team concluded that a comprehensive and effective inspection, that met or exceeded the requirements of the ASME [American 
Society of Mechanical Engineers] Code, was conducted on the replacement nozzle-to-pipe dissimilar metal weld (DMW) and the stainless steel 
pipe-to-pipe weld. 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: boric acid corrosion inspections 
The boric acid corrosion inspections performed in the last two refueling outages (RO) (April 1999 and October 1997) were adequately performed, 
and the pre-entry radiological survey for RO-12 identified the large accumulation of boric acid crystals on the reactor building floor that led to the 
discovery of "A" hot leg RC [reactor coolant] leak. Since some details had been deleted from the program, the team concluded that the boric acid 
corrosion inspection program should be enhanced to improve guidelines for early detection of reactor coolant leakage and to expand the scope of 
inspection to include the welds that are susceptible to PWSCC [primary water stress corrosion cracking]. By letter dated December 29, 2000, the 
licensee stated that their boric acid inspection procedures will be enhanced to provide additional detail for the inspection and evaluation of RC 
system leakage, and that specific components and locations to be inspected will be listed and guidance provided on methodologies for evaluation.
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: enforcement discretion 
In addition to the unidentified leakage limit, Technical Specifications (TS) do not allow any pressure boundary leakage and require shutdown within 
six hours. This leakage was pressure boundary leakage and existed for several months prior to its discovery and therefore constitutes a violation of 
the Technical Specifications. However, based on the team's conclusion that the violation was not avoidable by reasonable licensee quality 
assurance measures and management controls, the NRC is refraining from issuing enforcement action in accordance with section VII.B.6 of the 
NRC Enforcement Policy. [EA-01-071] 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: metallurgical evaluation 
The licencee's metallurgical evaluation of the cracked hot leg loop "A" nozzle weld, including the size measurements (length and depth) of the 
reported UT [ultrasonic test] and ET [eddy current test] indications by destructive examinations, was thorough. The licensee adequately 
characterized the failure mode to be primary water stress corrosion cracking (PWSCC). 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: new weld examinations and repairs 
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All welding and NDE [nondestructive examination] activities for the new welds met Code requirements. The gas tungsten arc welding (GTAW) 
process with Alloy 52 material resulted in rejectable weld defects in the new nozzle-to-pipe weld. A number of repair attempts were required before 
successful repair using the shielded metal arc welding (SMAW) process with Alloy 152 welding material. The team agreed with the licensee's 
evaluation that the new weld, with different, more resistant material and less ID [inside diameter] tensile stress, should be much more resistant to 
PWSCC [primary water stress corrosion cracking] than the old weld. However, based on the fact that PWSCC is not totally understood, the team 
concluded that further evaluations and inspections will be needed before it can be concluded that the new weld is totally immune to PWSCC. 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: orginal weld quality 
The team's review of original weld fabrication records verified compliance with American Society of Mechanical Engineers (ASME) Code 
requirements for the original weld. The records were detailed and provided a good weld history. No Code compliance issues were identified. 
However, the records revealed extensive repairs to the ID [inside diameter] of the "A" hot leg nozzle-to-pipe weld, which were determined by the 
root cause analysis to be a contributor to the crack by producing high residual tensile stresses at the ID of the weld. The radiographic (RT) film did 
not reveal any fabrication flaws that could have contributed to the through-wall leak. 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: reactor coolant leak practices 
The licensee's leak detection practices generally would not have been expected to identify the small leak on the "A" hot leg leak during plant 
operation. Although 0.3 gallons per minute (gpm) of unidentified reactor coolant leakage was present during the operating cycle, as determined by 
a periodic water inventory balance, this leak rate was not considered unusual and was well below the Technical Specification limit of 1 gpm. The 
licensee plans a number of enhancements to their RC [reactor coolant] system leakage detection practices. 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: refueling outage hot and cold leg weld inspections 
Overall, the team concluded that the examinations performed on the nozzle-to-pipe welds during the current outage were of high quality. The 
examination methods were successfully demonstrated on a mockup with qualified personnel and state-of-the-art NDE [nondestructive examination] 
equipment and procedures. The use of redundant and complementary NDE techniques (visual, ultrasonic and eddy current) and the successful 
demonstrations of these techniques provided confidence that a sensitive inspection was conducted. The examinations exceeded the minimum 
requirements of the ASME [American Society of Mechanical Engineers] Section XI Code and NRC Regulatory Guide 1.150. 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: root cause analysis 
The licensee's root cause analysis was thorough and well-organized and was performed utilizing personnel with appropriate expertise. The root 
causes and contributory factors for the leak and the extent of condition were adequately determined. Actions have been established to address the 
root causes, contributing factors, and the extent of condition. The team concluded that the licensee's assessment provided reasonable assurance 
that structural integrity of the RC [reactor coolant] system, from an impending gross failure standpoint, was maintained during past operation. 
Inspection Report# : 2000008(pdf)  

Significance:  Dec 23, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE SURVEILLLANCE TEST AND SYSTEM OPERATING PROCEDURES TO CONTROL PRESSURIZER TEMPERATURE LIMITS 
The inspectors identified a non-cited violation for failure to establish adequate procedures, as required by Technical Specificiation (TS) 6.8.1, to 
ensure that the pressurizer temperature heatup and cooldown limits were maintained within the requirements of TS 3.4.9.2. As a result during the 
shutdown for refueling outage 12, the licensee failed to recognize that the TS pressurizer temperature heatup and cooldown limits were exceeded 
for short period of times, i.e., less than the allowed TS action statement time. The finding was of very low safety significance because a licensee's 
engineering evaluation, which included fracture toughness considerations, determined that the pressurizer remained acceptable for continued 
operation. 
Inspection Report# : 2000006(pdf)  
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Significance:  Jun 15, 2000 
Identified By: NRC 
Item Type: FIN Finding 
CERTAIN GRID CONDITIONS CAN INCREASE THE LOSS OF OFFSITE POWER INITIATING FREQUENCY 
The licensee's Transient Stability Study of the Offsite Power System identified that under certain grid conditions (the transmission system lightly 
loaded, the Fairfield Pumped Storage Plant operating in the pumping mode at ½ or more of its rated capacity, and a fault on the 230 kilovolt (KV) 
offsite power supply bus) a loss of offsite power (LOSP) could occur. The licensee's probabilistic risk assessment (PRA) screening analysis of the 
grid conditions described above showed that there would be a slight increase in the LOSP initiation frequency resulting in a change in the core 
damage frequency (CDF) of less than 1.0 x 10-6. A Region II senior reactor analyst reviewed the PRA screening analysis and concluded that, 
based on the change in the LOSP initiation frequency and the change in CDF, this issue was of very low safety significance. 
Inspection Report# : 2000003(pdf)  

Mitigating Systems 

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Reactor building cooling unit test frequency 
The inspectors identified that the test interval for measuring reactor building cooling unit performance was relatively long when compared to that for 
heat exchangers included in a Generic Letter 89-13, "Service Water System Problems Affecting Safety-Related Equipment," program. The finding 
was of very low safety significance because the reactor building cooling units were normally cooled by industrial cooling water which was 
chemically treated to reduce fouling. 
Inspection Report# : 2001002(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failed to follow procedure to enter the B component cooling water heat exchanger in Action Level II and place limitations on service 
water temperature when testing indicated degradation 
The inspectors identified a non-cited violation for failure to follow procedures to restrict service water temperatures when testing indicated that the 
component cooling water heat exchanger performance was degraded. The finding was of very low safety significance because service water 
temperatures never exceeded the more restrictive temperature limits. 
Inspection Report# : 2001002(pdf)  

Significance: SL-III Jun 23, 2001 
Identified By: NRC 
Item Type: VIO Violation 
Failure to perform a safety evaluation required by 10 CFR 50.59 
The inspectors identified an apparent violation for not performing a detailed safety evaluation, as required by 10 CFR 50.59, for a change to the 
facility as described in the Final Safety Analysis Report which involved a unreviewed safety question. The licensee changed the facility by removing 
the mullion (center divider) in the steam propagation barrier (SPB) door at the entrance to the 1DB 7.2 kV AC switchgear room. Disabling the 1DB 
SPB resulted in the potential that a single high energy line break could render emergency AC power to both trains of safety-related equipment 
inoperable. The finding was of low to moderate risk significance based upon the initiating event frequency of a high energy line break accident and 
the cumulative time the 1DB SPB was disabled during 1998 (Section 4OA3). [The apparent violation was dispositioned as a Severity Level III 
violation (Supplement I) by letter entitled "Notice of Violation (Virgil C. Summer Nuclear Station - NRC Special Inspection Report No. 50-395/01-
08)," dated August 31, 2001. Following is the Notice of Violation text from enclosure 1 to this letter: 10 CFR 50.59(a)(1) states, in part, that the 
holder of a license authorizing operation of a utilization facility may make changes in the facility as described in the safety analysis report without 
prior Commission approval, unless the proposed change involves an unreviewed safety question. 10 CFR 50.59(a)(2) states, in part, a proposed 
change shall be deemed to involve an unreviewed safety question if the probability of occurrence or the consequences of an accident or 
malfunction of equipment important to safety previously evaluated in the safety analysis report may be increased. 10 CFR 50.59(b)(1) requires, in 
part, that the licensee shall maintain records of changes in the facility to the extent that these changes constitute changes in the facility as 
described in the safety analysis report. These records must include a written safety evaluation which provides the bases for the determination that 
the change does not involve an unreviewed safety question. Final Safety Analysis Report Section 3.11.1.1 defines harsh and mild environments 
and references drawing SS-021-018. The drawing depicts the 7.2 Kilovolt 1DA and 1DB emergency switchgear rooms as mild environments and 
the hallway adjacent to the 1DB room as a harsh environment. Fire Protection Procedure FPP-025, "Fire Containment," Revision 1C, allowed 
steam propagation barriers to be disabled, one at a time, for a maximum of 12 hours. Contrary to the above, on March 25, 1997, the licensee failed 
to perform an adequate written safety evaluation which provided the bases for the determination that a change in the facility did not involve an 
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unreviewed safety question. Specifically, a written safety evaluation for revision 1C to procedure FPP-025 failed to adequately evaluate that the 
licensee's disabling of intermediate building door DRIB/315 would change the 1DA and 1DB switchgear rooms from a mild environment to a harsh 
environment. This change in the facility increased the probability of occurrence or the consequences of an accident or malfunction of equipment 
important to safety previously evaluated in the safety analysis report, in that, a single high energy line break could potentially result in the loss of 
both trains of the 7.2 Kilovolt emergency power to safety-related equipment. Consequently, the change to the facility involved an unreviewed safety 
question and was made without prior NRC approval. The disabling of the door existed on seven occasions during 1998 for a total of approximately 
30 hours. The August 31, 2001, letter stated that disabling door DRIB/315 involved an unreviewed safety question and was done without prior NRC 
approval. Disabling the door had no actual safety consequences; however, the violation was of concern to the NRC because of the potential for 
impacting our ability to perform certain regulatory functions. Based on NRC review of your corrective actions, as documented in the letter, no civil 
penalty was proposed. The Severity Level III violation was closed in inspection report number 05000395/2001003, dated October 18, 2001. The 
August 31, 2001, letter stated that "information regarding the reason for the violation, the corrective actions taken and planned to correct the 
violation and to prevent recurrence, and the date when full compliance was achieved is already adequately addressed on the docket."] 
Inspection Report# : 2001003(pdf)  
Inspection Report# : 2001008(pdf)  

Significance: N/A May 24, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Supplemental inspection results for a White Finding and White Performance Indicator 
This supplemental inspection was performed to assess South Carolina Electric & Gas Company's activities associated with identification, root 
cause analysis, and corrective actions for the inoperability of the turbine driven emergency feedwater pump (TDEFWP) due to a closed discharge 
isolation valve. The White Finding was previously characterized in NRC Inspection Report 50-395/00-05 and in the NRC's Final Significance 
Determination for a White Finding and Notice of Violation (dated December 28, 2000). Using Inspection Procedure (IP) 95001, "Inspection for One 
or Two White Inputs In a Strategic Performance Area," the inspector concluded that the licensee's problem identification and root cause analysis 
was acceptable. The licensee determined the root cause was due to human error, a failure to open the valve coupled with inadequate independent 
verification. Additionally, the licensee identified four causal factors associated with this event. The completed and proposed corrective actions, 
including actions to prevent recurrence, adequately addressed the results of the root cause evaluation. Additionally, IP 95001 was used to assess 
the licensee's evaluation and corrective actions associated with a White Performance Indicator (PI) for safety system unavailability, heat removal 
system (Auxiliary Feedwater). The major contributor for the PI crossing from Green to White (unavailability threshold is greater than 2%) was due to 
the time the TDEFWP was inoperable due to the White Finding and the extended time to complete a refueling outage. The licensee reported the 
White PI to the NRC during the routine first quarter 2001 PI submittal. The corrective actions identified to correct the mis-positioning of the 
TDEFWP discharge isolation valve were considered sufficient to address the White PI. 
Inspection Report# : 2001007(pdf)  

Significance:  Dec 23, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
INADEQUATE EMERGENCY OPERATING PROCEDURE FOR TRANSFER TO COLD-LEG RECIRCULATION 
Technical Specification 6.8.1.a, requires that written procedures shall be established, implemented and maintained covering the activities 
referenced in Appendix A of Regulatory Guide 1.33, Revision 2, February 1978. Loss of coolant accidents are an activity covered in Appendix A, 
under Section 6, "Procedures for Combating Emergencies and Other Significant Events." This requires appropriate procedures to respond to and 
combat emergencies involving loss of coolant accidents and the associated response involving transfer to cold leg recirculation. The licensee failed 
to establish, implement and maintain an adequate Emergency Operating Procedure EOP-2.2, "Transfer to Cold-Leg Recirculation," Revisions 0 
thru 11, in that, they did not provide the necessary instructions to operators for timely actions. This issue is captured in the licensee's corrective 
action program as PIPs 0-C-99-1026 and 0-C-00-1101. 
Inspection Report# : 2000006(pdf)  

Significance:  Dec 29, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Procedures Did Not Demonstrate Ability Of Back Up Air Supply To Open And Maintain Open Alternate Cooling Water Valves To The 
Emergency Diesel Generators 
A finding was identified for procedures not demonstrating the ability of the backup air supply to maintain service water valves open to provide 
cooling to the emergency diesel generators during certain events. This feature is utilized in emergency operating procedures involving loss of AC 
power and in mitigating Appendix R fire scenarios. This finding was determined to be of very low safety significance because the potential for a loss 
of normal instrument air was reduced due to an installed diesel driven air compressor which backs up the normal electrically driven instrument air 
compressors. 
Inspection Report# : 2001004(pdf)  

Significance:  Dec 29, 2001 
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Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure To Follow Procedure For Chemistry Sampling Of Reactor Coolant System 
Technical Specifications 6.8.1.a and Regulatory Guide 1.33, Appendix A, Section 10 requires procedures be implemented covering the control of 
sampling of radioactive liquids. On December 12, 2001, the licensee identified that a sample valve was not closed, as required by chemistry 
procedure CP-903, after reactor coolant system (RCS) sampling was completed. Approximately 32 gallons was drained from the RCS during the 2 
hours and 10 minutes the valve was open. Automatic RCS makeup was in service during this time. This issue has been documented in the 
licensee's corrective action program under Problem Identification Program report 0-C-01-2324. 
Inspection Report# : 2001004(pdf)  

Significance:  Dec 29, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Failure To Follow Procedure During Surveillance Test Results In Inadvertent Start Of B Motor Driven Emergency Feedwater Pump 
Technical Specifications 6.8.1.c requires procedures be implemented covering surveillance and test activities of safety-related equipment. On 
November 20, 2001, the licensee failed to properly implement surveillance test procedure STP-120.004, in that, the B Motor Driven Emergency 
Feedwater Pump was started when the procedure required the pump's control switch to be placed in pull-to-lock. This issue has been documented 
in the licensee's corrective action program asProblem Identification Program report 0-C-01-2127. 
Inspection Report# : 2001004(pdf)  

Significance: TBD Nov 28, 2001 
Identified By: NRC 
Item Type: URI Unresolved item 
Decision of When to Enter Fire Emergency Procedure FEP-4.0 and Evacuate the Main Control Room Due to a Fire 
A finding was identified, in that, the lack of operator training combined with licensee management's expectations regarding when to enter fire 
emergency procedure (FEP)-4.0, Control Room Evacuation Due to Fire, could result in the operators taking actions during a fire in the main control 
room (MCR) that would not be consistent with the licensee's safe shutdown analysis, fire hazards analysis, or procedure FEP-4.0. The operator 
training program neither addressed nor had job performance measures (JPM)/simulator scenarios for MCR operator actions and evacuation due to 
a fire in accordance with procedure FEP-4.0. This finding was determined to have a credible impact on safety because it affected the ability of the 
operators to perform actions (within the times required by the licensee's safe shutdown analysis and fire hazards analysis) necessary to achieve 
and maintain post-fire safe shutdown conditions. Licensee management's philosophy and expectations contributed to the operators' performance 
and slow response in deciding whether to enter procedure FEP-4.0 and evacuate the MCR during two simulator scenarios observed by the team. 
Inspection Report# : 2001009(pdf)  

Significance:  Nov 28, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Emergency Lighting Installation Deficiencies for Performing Alternative Shutdown Actions 
A non-cited violation of Virgil C. Summer Operating License Condition 2.C. (18), Fire Protection System, was identified for failure to install battery 
pack emergency lighting units, in accordance with the approved V.C. Summer Fire Protection Program, in 13 areas (access and egress routes 
included) where manual operator actions were required to support post-fire safe shutdown. This finding had a potential to impact the licensee's 
ability to shut down the plant in the event of a loss of power to normal lighting during a fire. The finding was of very low safety significance because 
it did not affect fire detection, fire suppression, or fire barriers. 
Inspection Report# : 2001009(pdf)  

Significance:  Sep 21, 2000 
Identified By: Licensee 
Item Type: VIO Violation 
Failure to follow procedures results in the [turbine-driven emergency feedwater] pump being inoperable for approximately 48 days 
during power operation due to its manual discharge valve being closed 
The licensee's failure to properly position and independently verify the turbine driven emergency feedwater (TDEFW) pump discharge isolation 
valve in accordance with procedures required by Technical Specification (TS) 6.8.1 resulted in the failure to comply with TS 3.7.1.2 for TDEFW 
pump operability. The failure to adhere to these regulatory requirements was cited as one violation in a December 28, 2000, letter to the licensee. 
The two apparent violations, AV 50-395/000005-01 and 50-395/000005-02 are considered closed. In the December 28, 2000, letter the inspection 
finding was characterized as White (i.e., an issue with low to moderate increased importance to safety). The NRC determined that the Human Error 
Probability methodology, using the Technique for Human Error Rate Prediction approach, appropriately estimated the increase in risk associated 
with the accident sequences containing the TDEFW recovery term. The change in core damage frequency was approximately 4x10-6/year. The 
violation, characterized as White, was reviewed and closed in NRC Supplemental Inspection Report No. 50-395/01-07, dated July 10, 2001. The 
supplememtal report Summary of Findings state: "Using Inspection Procedure (IP) 95001, "Inspection for One or Two White Inputs In a Strategic 
Performance Area," the inspector concluded that the licensee's problem identification and root cause analysis was acceptable. The licensee 
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determined the root cause was due to human error, a failure to open the valve coupled with inadequate independent verification. Additionally, the 
licensee identified four causal factors associated with this event. The completed and proposed corrective actions, including actions to prevent 
recurrence, adequately addressed the results of the root cause evaluation." 
Inspection Report# : 2000007(pdf)  
Inspection Report# : 2001007(pdf)  

Significance:  Jun 24, 2000 
Identified By: NRC 
Item Type: FIN Finding 
PLANT WAS PLACED IN ELEVATED RISK LEVEL 
The licensee removed the B trains of Component Cooling Water (CCW) and charging from service during preventative maintenance on a CCW 
valve without recognizing that this placed the plant in an elevated risk level as defined in the licensee's safety function matrix. As a result, 
provisions of Operations Administrative Procedure (OAP)-102.1, "Conduct of Operations Scheduling Unit," Revision 3, concerning evaluating the 
configuration and obtaining the General Manager‘s approval were not met. Since there was no actual loss of safety function with A train CCW and 
charging available and operable, this issue was determined to be of very low safety significance. No violation occurred since the licensee complied 
within the time constraints of the applicable technical specification limiting conditions for operation and the procedure will not be required by 
regulations until the revised sections of the Maintenance Rule (10 CFR 50.65) become effective in November 2000. 
Inspection Report# : 2000004(pdf)  

Significance: N/A Jun 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE 10 CFR 50.59 SAFETY EVALUATION 
The licensee's 10 CFR 50.59 safety evaluation performed to incorporate the results of the Transient Stability Study of the Offsite Power System 
into the Updated Final Safety Analysis Report (UFSAR) Section 8.2.2.2 did not provide an adequate technical basis to support the determination 
that an unreviewed safety question did not exist. Specifically, the 10 CFR 50.59 did not address the increase in the probability of occurrence of a 
malfunction of the loss of voltage relay for Case Study Six of the Transient Stability Study; and it did not provide an adequate technical basis to 
support the conclusion in the UFSAR that the requirements of 10 CFR 50, Appendix A, General Design Criterion 17 would still be met for the grid 
conditions evaluated for Case Study Six. This is a violation of 10 CFR 50.59 and is in the licensee's corrective action program as PIP 0-C-00-0569. 
Based on the changes in the loss of offsite power frequency and core damage frequency, this issue was of very low safety significance. 
Inspection Report# : 2000003(pdf)  

Significance:  Jun 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO TRANSLATE INTO APPROPRIATE PROCEDURES DESIGN BASIS LIMITING VALUES 
The licensee failed to translate into appropriate procedures and/or acceptance criteria (1) the 105 F design basis limiting value for the diesel 
generator (DG) intercooler water heat exchanger outlet temperature and (2) the requirement to derate the DGs if the intercooler water heat 
exchanger outlet temperature exceeded the 105 F value. The issue was of very low safety significance because the licensee's operability 
evaluation concluded that, with a derating factor applied, the DGs were still operable. This issue was determined to be a violation of 10 CFR 50, 
Appendix B, Criterion III, Design Control and is in the licensee's corrective action program as PIPs 0-C-00-0603 and 0-C-00-0629. 
Inspection Report# : 2000003(pdf)  

Significance:  Jun 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
DESIGN INFORMATION WAS NOT CORRECTLY TRANSLATED INTO A CALCULATION 
Design information (e.g., DG design heat load, instrument uncertainty) was not correctly translated into calculation DC07610-002, Revision 1. The 
calculation incorrectly concluded that one of the two 50% capacity ventilation fans per DG could maintain the associated DG rooms below the 
Technical Specification limit of 120 F during DG operation for an outside ambient temperature of up to 95 F. Based on the design heat load, one 
DG ventilation fan could maintain the associated DG rooms below 120 F for an outside ambient temperature of up to only 79.4 F. The issue was of 
very low safety significance because there were no instances identified where one DG ventilation fan was taken out of service and the associated 
DG was still considered to be operable. This issue was determined to be a violation of 10 CFR 50, Appendix B, Criterion III, Design Control and is 
in the licensee's corrective action program as PIP 0-C-00-0570. 
Inspection Report# : 2000003(pdf)  
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Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Dec 23, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
IMPROPER IMPLEMENTATION OF TECHNICAL SPECIFICATION RADIATION PROTECTION PROGRAM REQUIREMENTS 
The inspectors identified a non-cited violation for failure to adhere to a radiation protection procedure as required by TS 6.11, "Radiation Protection 
Program." On October 26, 2000, electronic dosimeters (ED) were used as radiological controls for scaffold construction activities in a residual heat 
removal heat exchanger room. Contrary to a health physics procedure, ED dose rate alarm setpoints were established at 300 millirem per hour 
(mrem/hr) rather than greater than the 400 mrem/hr general work area dose rates adjacent to the residual heat removal heat exchangers. As a 
result workers were not properly responding to dose rate alarms. The finding was of very low safety significance because an overexposure did not 
result, a substantial potential for such an exposure did not exist and the licensee's ability to assess worker's dose was not compromised. 
Inspection Report# : 2000006(pdf)  

Public Radiation Safety 

Significance:  Jun 24, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
ATMOSPHERIC EFFLUENT MONITOR CALIBRATIONS DID NOT MEET 10 CFR PART 20.1501(b) REQUIREMENTS 
As of April 10, 2000, selected atmospheric effluent process monitor calibrations did not meet 10 CFR Part 20.1501(b) requirements. Specifically, 
secondary calibration sources in-use since the early 1990's for the particulate and gaseous channel detectors were not traceable to the original 
primary detector calibrations. Evaluations of the effect of geometry and fabrication differences between the original, vendor-supplied sources and 
the current secondary calibration sources identified a potential 25 percent bias in expected detector response. Based on the identified bias, the 
current detector responses for monitoring radioactive material concentrations and for establishing set-point values were determined to be 
conservative. An additional example of a previously issued non-cited violation (50-395/99006-03) was identified. This additional example is in the 
licensee's corrective action program as CERs 99-1170 and 99-1172. Since effluent releases did not result in doses exceeding Appendix I to10 CFR 
Part 50 design criteria nor 10 CFR 20.1301 concentration limits, this finding was considered to be of very low safety significance. 
Inspection Report# : 2000004(pdf)  

Physical Protection 

Miscellaneous 

Significance:  Mar 23, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Problem Identification and Resolution Annual Inspection 
No findings of significance were identified. The implementation of the corrective action program (CAP) was acceptable with concerns noted. 
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Management oversight was evident in all aspects of the program, and trending was extensive with an appropriate focus on human performance. 
The licensee was generally effective at identifying problems and placing them into the CAP. Self-assessment by the CAP department was very 
limited and not well documented. The licensee generally evaluated individual problems and established acceptable schedules for implementing 
corrective actions appropriately. Corrective actions were generally implemented in a timely manner. The apparent cause determinations appeared 
to accurately identify why the equipment problems occurred. The inspectors determined that the licensee properly classified discrepant conditions. 
The inspectors found that the scope and depth of corrective actions assigned by the licensee were generally appropriate for the severity and risk 
significance of the problems identified. Two issues identified during this inspection concerned the effectiveness and timeliness of corrective actions 
associated with previous NRC-identified Non-Cited Violations (NCVs). In addition, the inspection team observed that the Primary Identification 
Program (PIP) process was not effectively using the Repetitive Condition portion of the PIP database. The identification of repeat problems was 
dependent on the memories of individuals involved in the PIP process, rather than being retrievable from the PIP database. Interviews of plant 
personnel indicated that they felt free to input safety issues and conditions adverse to quality into the CAP. A safety conscious work environment 
was evident at Summer. 
Inspection Report# : 2001006(pdf)  

Significance:  Dec 23, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FUEL HANDING BUILDING NEGATIVE PRESSURE EXCEEDED TECHNICAL SPECIFICATION REQUIREMENT 
Technical Specfication (TS) 4.9.11.d.3 surveillance requirement states that the spent fuel ventilation shall maintain the spent fuel area at a negative 
pressure greater than or equal to 1/8 inches water gauge relative to the outside atmosphere during irradiated fuel movement and during crane 
operation with loads over the pool. Contrary to that requirement on October 16, 2000, the licensee discovered that fuel movement had occurred 
without the proper fuel handling building negative pressure. The failure to meet this TS requirement is documented in the licensee's corrective 
action program as PIP 0-C-00-1455. 
Inspection Report# : 2000006(pdf)  

Significance:  Dec 29, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Temporary Backup Diesel Air Driven Compressor Installed In The Instrument Air System Without Design Control Documents 
A finding was identified for having installed a backup diesel driven air compressor in the instrument air system without design control documents, 
i.e., without temporary or permanent plant modification documentation. References to this compressor implied it was "temporary" even though it 
had been installed in the plant since approximately 1982. The finding was determined to be of very low safety significance because no significant 
adverse impacts had been experienced during the time period it has been installed and its performance was being monitored under the 
maintenance rule program. 
Inspection Report# : 2001004(pdf)  

Significance: N/A Dec 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure To Process Procedure Revisions In Accordance With Administrative Procedure For Procedure Review And Approval 
Technical Specifications 6.8.1.a and Regulatory Guide 1.33, Appendix A, Section 1.e, requires procedures be implemented covering the procedure 
review and approval process. On October 2, 2001, the licensee identified that procedure changes were approved without all the applicable 
provisions of SAP-139, "Procedure Development, Review, Approval and Control," being met. This issue has been documented in the licensee's 
corrective action program under Problem Identification Program reports 0-C-01-1700, 1722 and 1925. (No Color) 
Inspection Report# : 2001004(pdf)  

Last modified : March 26, 2002 
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Summer 

Initiating Events 

Significance:  Sep 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to perform evaluation required by 10 CFR 50.59, improper screening 
The inspectors identified a non-cited violation that involved the licensee's failure to perform a 10 CFR 50.59 evaluation for a procedure change that 
provided an alternate method to supply reactor makeup water to the reactor coolant system. The issue was determined to be of very low safety 
significance (Green) because although the procedure change was approved for use from August 26 until September 24, the licensee never used 
the new procedure section and the licensee subsequently completed a 50.59 evaluation which determined that a license amendment was not 
required. 
Inspection Report# : 2001003(pdf)  

Significance:  Jun 30, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to establish an adequate annunciator response procedure resulted in exceeding licensed thermal power 
Technical Specification 6.8.1.a and Regulatory Guide 1.33, Revision 2 (in part) requires procedures be established for alarm conditions. Contrary to 
these requirements, the licensee failed to establish an adequate alarm response procedure for a feedwater transient alarm. Specifically, 
Annunciator Response Procedure ARP-001-XCP-627, Revision 11D was inadequate for the Feedwater Heater 1, 2, 4 Isolate / Level Hi-Hi alarm, in 
that, it failed to direct a power reduction for an isolated feedwater heater. This inadequate procedure contributed to exceeding the licensed 2900 
megawatts thermal power limit on May 21, 2001. This item was entered in the licensee's corrective action program as PIP 0-C-01-0616. 
Inspection Report# : 2001002(pdf)  

Significance:  Mar 31, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to include the turbine runback circuitry within the scope of the Maintenance Rule monitoring program 
The inspectors identified a non-cited violation for failure to include the turbine runback circuitry within the scope of the Maintenance Rule monitoring 
program as required by 10 CFR 50.65. The turbine runback circuitry is a non-safety related system that mitigates an over-power delta temperature 
or over-temperature delta temperature transient which would otherwise result in a reactor trip. The turbine runback circuitry was discovered to be 
failed and would have been unable to performed its function if called upon. The finding was of very low safety significance because the safety-
related reactor protection system also mitigates an over-power delta temperature or over-temperature delta temperature transient. 
Inspection Report# : 2000007(pdf)  

Significance:  Mar 31, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to install steam generator vent line support 
10 CFR 50, Appendix B, Criterion III, "Design Control," requires, in part, that design basis requirements be correctly translated into specifications, 
drawings, procedures and instructions. Contrary to those requirements the seismic design basis of the plant was not translated into specifications, 
drawings, procedures and instructions, in that, a support was never designed to prevent failure of the B steam generator vent valve line during a 
seismic event. This item is documented in the licensee's corrective action program as PIPs 0-C-00-1019 and 0-C-00-1359. This item was identified 
in inspection report 50-395/00-06 as an apparent violation, AV 50-395/00006-03. This licensee identified non-cited violation was characterized as 
an issue of very low significance. 
Inspection Report# : 2000007(pdf)  

Significance:  Mar 31, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to include five check valves in the in-service test (IST) program 
Technical Specification (TS) 4.0.5 requires, in part, surveillance requirements for inservice testing (IST) of ASME Code Class 1 components. The 
applicable Code required that these components with pressure retaining bolted connections be visually inspected for leakage with the insulation 
removed. Contrary to these requirements, on October 18, 2000, the licensee discovered that five such Code Class 1 check valves were not being 
visually inspected for leakage with the insulation removed. This item is documented in the licensee's corrective action program as PIP 0-C-00-1479 
and is the subject of Licensee Event Report 50-395/2000010-00. 
Inspection Report# : 2000007(pdf)  
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Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: refueling outage hot and cold leg weld inspections 
Overall, the team concluded that the examinations performed on the nozzle-to-pipe welds during the current outage were of high quality. The 
examination methods were successfully demonstrated on a mockup with qualified personnel and state-of-the-art NDE [nondestructive examination] 
equipment and procedures. The use of redundant and complementary NDE techniques (visual, ultrasonic and eddy current) and the successful 
demonstrations of these techniques provided confidence that a sensitive inspection was conducted. The examinations exceeded the minimum 
requirements of the ASME [American Society of Mechanical Engineers] Section XI Code and NRC Regulatory Guide 1.150. 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: Code inspection of new welds 
The inspection team concluded that a comprehensive and effective inspection, that met or exceeded the requirements of the ASME [American 
Society of Mechanical Engineers] Code, was conducted on the replacement nozzle-to-pipe dissimilar metal weld (DMW) and the stainless steel 
pipe-to-pipe weld. 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: boric acid corrosion inspections 
The boric acid corrosion inspections performed in the last two refueling outages (RO) (April 1999 and October 1997) were adequately performed, 
and the pre-entry radiological survey for RO-12 identified the large accumulation of boric acid crystals on the reactor building floor that led to the 
discovery of "A" hot leg RC [reactor coolant] leak. Since some details had been deleted from the program, the team concluded that the boric acid 
corrosion inspection program should be enhanced to improve guidelines for early detection of reactor coolant leakage and to expand the scope of 
inspection to include the welds that are susceptible to PWSCC [primary water stress corrosion cracking]. By letter dated December 29, 2000, the 
licensee stated that their boric acid inspection procedures will be enhanced to provide additional detail for the inspection and evaluation of RC 
system leakage, and that specific components and locations to be inspected will be listed and guidance provided on methodologies for evaluation.
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: enforcement discretion 
In addition to the unidentified leakage limit, Technical Specifications (TS) do not allow any pressure boundary leakage and require shutdown within 
six hours. This leakage was pressure boundary leakage and existed for several months prior to its discovery and therefore constitutes a violation of 
the Technical Specifications. However, based on the team's conclusion that the violation was not avoidable by reasonable licensee quality 
assurance measures and management controls, the NRC is refraining from issuing enforcement action in accordance with section VII.B.6 of the 
NRC Enforcement Policy. [EA-01-071] 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: metallurgical evaluation 
The licencee's metallurgical evaluation of the cracked hot leg loop "A" nozzle weld, including the size measurements (length and depth) of the 
reported UT [ultrasonic test] and ET [eddy current test] indications by destructive examinations, was thorough. The licensee adequately 
characterized the failure mode to be primary water stress corrosion cracking (PWSCC). 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: new weld examinations and repairs 
All welding and NDE [nondestructive examination] activities for the new welds met Code requirements. The gas tungsten arc welding (GTAW) 
process with Alloy 52 material resulted in rejectable weld defects in the new nozzle-to-pipe weld. A number of repair attempts were required before 
successful repair using the shielded metal arc welding (SMAW) process with Alloy 152 welding material. The team agreed with the licensee's 
evaluation that the new weld, with different, more resistant material and less ID [inside diameter] tensile stress, should be much more resistant to 
PWSCC [primary water stress corrosion cracking] than the old weld. However, based on the fact that PWSCC is not totally understood, the team 
concluded that further evaluations and inspections will be needed before it can be concluded that the new weld is totally immune to PWSCC. 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: orginal weld quality 
The team's review of original weld fabrication records verified compliance with American Society of Mechanical Engineers (ASME) Code 
requirements for the original weld. The records were detailed and provided a good weld history. No Code compliance issues were identified. 
However, the records revealed extensive repairs to the ID [inside diameter] of the "A" hot leg nozzle-to-pipe weld, which were determined by the 
root cause analysis to be a contributor to the crack by producing high residual tensile stresses at the ID of the weld. The radiographic (RT) film did 
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not reveal any fabrication flaws that could have contributed to the through-wall leak. 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: preservice and inservice weld inspections 
The nozzle-to-pipe inspections conducted in 1980 for the preservice inspection (PSI) and in the 1987 and 1993 inservice inspections (ISI) met the 
applicable ASME [American Society of Mechanical Engineers] Code requirements. These inspections used the state-of-the-art NDE 
[nondestructive examination] technology that was available at that time. No flaws were detected that were unacceptable to the 1977 Edition of the 
ASME Code including the Summer of 1978 Addenda. 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: reactor coolant leak practices 
The licensee's leak detection practices generally would not have been expected to identify the small leak on the "A" hot leg leak during plant 
operation. Although 0.3 gallons per minute (gpm) of unidentified reactor coolant leakage was present during the operating cycle, as determined by 
a periodic water inventory balance, this leak rate was not considered unusual and was well below the Technical Specification limit of 1 gpm. The 
licensee plans a number of enhancements to their RC [reactor coolant] system leakage detection practices. 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: root cause analysis 
The licensee's root cause analysis was thorough and well-organized and was performed utilizing personnel with appropriate expertise. The root 
causes and contributory factors for the leak and the extent of condition were adequately determined. Actions have been established to address the 
root causes, contributing factors, and the extent of condition. The team concluded that the licensee's assessment provided reasonable assurance 
that structural integrity of the RC [reactor coolant] system, from an impending gross failure standpoint, was maintained during past operation. 
Inspection Report# : 2000008(pdf)  

Significance:  Dec 23, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE SURVEILLLANCE TEST AND SYSTEM OPERATING PROCEDURES TO CONTROL PRESSURIZER TEMPERATURE LIMITS 
The inspectors identified a non-cited violation for failure to establish adequate procedures, as required by Technical Specificiation (TS) 6.8.1, to 
ensure that the pressurizer temperature heatup and cooldown limits were maintained within the requirements of TS 3.4.9.2. As a result during the 
shutdown for refueling outage 12, the licensee failed to recognize that the TS pressurizer temperature heatup and cooldown limits were exceeded 
for short period of times, i.e., less than the allowed TS action statement time. The finding was of very low safety significance because a licensee's 
engineering evaluation, which included fracture toughness considerations, determined that the pressurizer remained acceptable for continued 
operation. 
Inspection Report# : 2000006(pdf)  

Significance:  Jun 15, 2000 
Identified By: NRC 
Item Type: FIN Finding 
CERTAIN GRID CONDITIONS CAN INCREASE THE LOSS OF OFFSITE POWER INITIATING FREQUENCY 
The licensee's Transient Stability Study of the Offsite Power System identified that under certain grid conditions (the transmission system lightly 
loaded, the Fairfield Pumped Storage Plant operating in the pumping mode at ½ or more of its rated capacity, and a fault on the 230 kilovolt (KV) 
offsite power supply bus) a loss of offsite power (LOSP) could occur. The licensee's probabilistic risk assessment (PRA) screening analysis of the 
grid conditions described above showed that there would be a slight increase in the LOSP initiation frequency resulting in a change in the core 
damage frequency (CDF) of less than 1.0 x 10-6. A Region II senior reactor analyst reviewed the PRA screening analysis and concluded that, 
based on the change in the LOSP initiation frequency and the change in CDF, this issue was of very low safety significance. 
Inspection Report# : 2000003(pdf)  

Mitigating Systems 

Significance:  Dec 29, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Procedures Did Not Demonstrate Ability Of Back Up Air Supply To Open And Maintain Open Alternate Cooling Water Valves To The 
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Emergency Diesel Generators 
A finding was identified for procedures not demonstrating the ability of the backup air supply to maintain service water valves open to provide 
cooling to the emergency diesel generators during certain events. This feature is utilized in emergency operating procedures involving loss of AC 
power and in mitigating Appendix R fire scenarios. This finding was determined to be of very low safety significance because the potential for a loss 
of normal instrument air was reduced due to an installed diesel driven air compressor which backs up the normal electrically driven instrument air 
compressors. 
Inspection Report# : 2001004(pdf)  

Significance:  Dec 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure To Follow Procedure For Chemistry Sampling Of Reactor Coolant System 
Technical Specifications 6.8.1.a and Regulatory Guide 1.33, Appendix A, Section 10 requires procedures be implemented covering the control of 
sampling of radioactive liquids. On December 12, 2001, the licensee identified that a sample valve was not closed, as required by chemistry 
procedure CP-903, after reactor coolant system (RCS) sampling was completed. Approximately 32 gallons was drained from the RCS during the 2 
hours and 10 minutes the valve was open. Automatic RCS makeup was in service during this time. This issue has been documented in the 
licensee's corrective action program under Problem Identification Program report 0-C-01-2324. 
Inspection Report# : 2001004(pdf)  

Significance:  Dec 29, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Failure To Follow Procedure During Surveillance Test Results In Inadvertent Start Of B Motor Driven Emergency Feedwater Pump 
Technical Specifications 6.8.1.c requires procedures be implemented covering surveillance and test activities of safety-related equipment. On 
November 20, 2001, the licensee failed to properly implement surveillance test procedure STP-120.004, in that, the B Motor Driven Emergency 
Feedwater Pump was started when the procedure required the pump's control switch to be placed in pull-to-lock. This issue has been documented 
in the licensee's corrective action program asProblem Identification Program report 0-C-01-2127. 
Inspection Report# : 2001004(pdf)  

Significance: TBD Nov 28, 2001 
Identified By: NRC 
Item Type: URI Unresolved item 
Decision of When to Enter Fire Emergency Procedure FEP-4.0 and Evacuate the Main Control Room Due to a Fire 
A finding was identified, in that, the lack of operator training combined with licensee management's expectations regarding when to enter fire 
emergency procedure (FEP)-4.0, Control Room Evacuation Due to Fire, could result in the operators taking actions during a fire in the main control 
room (MCR) that would not be consistent with the licensee's safe shutdown analysis, fire hazards analysis, or procedure FEP-4.0. The operator 
training program neither addressed nor had job performance measures (JPM)/simulator scenarios for MCR operator actions and evacuation due to 
a fire in accordance with procedure FEP-4.0. This finding was determined to have a credible impact on safety because it affected the ability of the 
operators to perform actions (within the times required by the licensee's safe shutdown analysis and fire hazards analysis) necessary to achieve 
and maintain post-fire safe shutdown conditions. Licensee management's philosophy and expectations contributed to the operators' performance 
and slow response in deciding whether to enter procedure FEP-4.0 and evacuate the MCR during two simulator scenarios observed by the team. 
Inspection Report# : 2001009(pdf)  

Significance:  Nov 28, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Emergency Lighting Installation Deficiencies for Performing Alternative Shutdown Actions 
A non-cited violation of Virgil C. Summer Operating License Condition 2.C. (18), Fire Protection System, was identified for failure to install battery 
pack emergency lighting units, in accordance with the approved V.C. Summer Fire Protection Program, in 13 areas (access and egress routes 
included) where manual operator actions were required to support post-fire safe shutdown. This finding had a potential to impact the licensee's 
ability to shut down the plant in the event of a loss of power to normal lighting during a fire. The finding was of very low safety significance because 
it did not affect fire detection, fire suppression, or fire barriers. 
Inspection Report# : 2001009(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Reactor building cooling unit test frequency 
The inspectors identified that the test interval for measuring reactor building cooling unit performance was relatively long when compared to that for 
heat exchangers included in a Generic Letter 89-13, "Service Water System Problems Affecting Safety-Related Equipment," program. The finding 
was of very low safety significance because the reactor building cooling units were normally cooled by industrial cooling water which was 
chemically treated to reduce fouling. 
Inspection Report# : 2001002(pdf)  

Page 4 of 84Q/2001 Inspection Findings - Summer



Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failed to follow procedure to enter the B component cooling water heat exchanger in Action Level II and place limitations on service 
water temperature when testing indicated degradation 
The inspectors identified a non-cited violation for failure to follow procedures to restrict service water temperatures when testing indicated that the 
component cooling water heat exchanger performance was degraded. The finding was of very low safety significance because service water 
temperatures never exceeded the more restrictive temperature limits. 
Inspection Report# : 2001002(pdf)  

Significance: SL-III Jun 23, 2001 
Identified By: NRC 
Item Type: VIO Violation 
Failure to perform a safety evaluation required by 10 CFR 50.59 
The inspectors identified an apparent violation for not performing a detailed safety evaluation, as required by 10 CFR 50.59, for a change to the 
facility as described in the Final Safety Analysis Report which involved a unreviewed safety question. The licensee changed the facility by removing 
the mullion (center divider) in the steam propagation barrier (SPB) door at the entrance to the 1DB 7.2 kV AC switchgear room. Disabling the 1DB 
SPB resulted in the potential that a single high energy line break could render emergency AC power to both trains of safety-related equipment 
inoperable. The finding was of low to moderate risk significance based upon the initiating event frequency of a high energy line break accident and 
the cumulative time the 1DB SPB was disabled during 1998 (Section 4OA3). [The apparent violation was dispositioned as a Severity Level III 
violation (Supplement I) by letter entitled "Notice of Violation (Virgil C. Summer Nuclear Station - NRC Special Inspection Report No. 50-395/01-
08)," dated August 31, 2001. Following is the Notice of Violation text from enclosure 1 to this letter: 10 CFR 50.59(a)(1) states, in part, that the 
holder of a license authorizing operation of a utilization facility may make changes in the facility as described in the safety analysis report without 
prior Commission approval, unless the proposed change involves an unreviewed safety question. 10 CFR 50.59(a)(2) states, in part, a proposed 
change shall be deemed to involve an unreviewed safety question if the probability of occurrence or the consequences of an accident or 
malfunction of equipment important to safety previously evaluated in the safety analysis report may be increased. 10 CFR 50.59(b)(1) requires, in 
part, that the licensee shall maintain records of changes in the facility to the extent that these changes constitute changes in the facility as 
described in the safety analysis report. These records must include a written safety evaluation which provides the bases for the determination that 
the change does not involve an unreviewed safety question. Final Safety Analysis Report Section 3.11.1.1 defines harsh and mild environments 
and references drawing SS-021-018. The drawing depicts the 7.2 Kilovolt 1DA and 1DB emergency switchgear rooms as mild environments and 
the hallway adjacent to the 1DB room as a harsh environment. Fire Protection Procedure FPP-025, "Fire Containment," Revision 1C, allowed 
steam propagation barriers to be disabled, one at a time, for a maximum of 12 hours. Contrary to the above, on March 25, 1997, the licensee failed 
to perform an adequate written safety evaluation which provided the bases for the determination that a change in the facility did not involve an 
unreviewed safety question. Specifically, a written safety evaluation for revision 1C to procedure FPP-025 failed to adequately evaluate that the 
licensee's disabling of intermediate building door DRIB/315 would change the 1DA and 1DB switchgear rooms from a mild environment to a harsh 
environment. This change in the facility increased the probability of occurrence or the consequences of an accident or malfunction of equipment 
important to safety previously evaluated in the safety analysis report, in that, a single high energy line break could potentially result in the loss of 
both trains of the 7.2 Kilovolt emergency power to safety-related equipment. Consequently, the change to the facility involved an unreviewed safety 
question and was made without prior NRC approval. The disabling of the door existed on seven occasions during 1998 for a total of approximately 
30 hours. The August 31, 2001, letter stated that disabling door DRIB/315 involved an unreviewed safety question and was done without prior NRC 
approval. Disabling the door had no actual safety consequences; however, the violation was of concern to the NRC because of the potential for 
impacting our ability to perform certain regulatory functions. Based on NRC review of your corrective actions, as documented in the letter, no civil 
penalty was proposed. The Severity Level III violation was closed in inspection report number 05000395/2001003, dated October 18, 2001. The 
August 31, 2001, letter stated that "information regarding the reason for the violation, the corrective actions taken and planned to correct the 
violation and to prevent recurrence, and the date when full compliance was achieved is already adequately addressed on the docket."] 
Inspection Report# : 2001003(pdf)  
Inspection Report# : 2001008(pdf)  

Significance: N/A May 24, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Supplemental inspection results for a White Finding and White Performance Indicator 
This supplemental inspection was performed to assess South Carolina Electric & Gas Company's activities associated with identification, root 
cause analysis, and corrective actions for the inoperability of the turbine driven emergency feedwater pump (TDEFWP) due to a closed discharge 
isolation valve. The White Finding was previously characterized in NRC Inspection Report 50-395/00-05 and in the NRC's Final Significance 
Determination for a White Finding and Notice of Violation (dated December 28, 2000). Using Inspection Procedure (IP) 95001, "Inspection for One 
or Two White Inputs In a Strategic Performance Area," the inspector concluded that the licensee's problem identification and root cause analysis 
was acceptable. The licensee determined the root cause was due to human error, a failure to open the valve coupled with inadequate independent 
verification. Additionally, the licensee identified four causal factors associated with this event. The completed and proposed corrective actions, 
including actions to prevent recurrence, adequately addressed the results of the root cause evaluation. Additionally, IP 95001 was used to assess 
the licensee's evaluation and corrective actions associated with a White Performance Indicator (PI) for safety system unavailability, heat removal 
system (Auxiliary Feedwater). The major contributor for the PI crossing from Green to White (unavailability threshold is greater than 2%) was due to 
the time the TDEFWP was inoperable due to the White Finding and the extended time to complete a refueling outage. The licensee reported the 
White PI to the NRC during the routine first quarter 2001 PI submittal. The corrective actions identified to correct the mis-positioning of the 
TDEFWP discharge isolation valve were considered sufficient to address the White PI. 
Inspection Report# : 2001007(pdf)  

Significance:  Dec 23, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
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INADEQUATE EMERGENCY OPERATING PROCEDURE FOR TRANSFER TO COLD-LEG RECIRCULATION 
Technical Specification 6.8.1.a, requires that written procedures shall be established, implemented and maintained covering the activities 
referenced in Appendix A of Regulatory Guide 1.33, Revision 2, February 1978. Loss of coolant accidents are an activity covered in Appendix A, 
under Section 6, "Procedures for Combating Emergencies and Other Significant Events." This requires appropriate procedures to respond to and 
combat emergencies involving loss of coolant accidents and the associated response involving transfer to cold leg recirculation. The licensee failed 
to establish, implement and maintain an adequate Emergency Operating Procedure EOP-2.2, "Transfer to Cold-Leg Recirculation," Revisions 0 
thru 11, in that, they did not provide the necessary instructions to operators for timely actions. This issue is captured in the licensee's corrective 
action program as PIPs 0-C-99-1026 and 0-C-00-1101. 
Inspection Report# : 2000006(pdf)  

Significance:  Sep 21, 2000 
Identified By: Licensee 
Item Type: VIO Violation 
Failure to follow procedures results in the [turbine-driven emergency feedwater] pump being inoperable for approximately 48 days 
during power operation due to its manual discharge valve being closed 
The licensee's failure to properly position and independently verify the turbine driven emergency feedwater (TDEFW) pump discharge isolation 
valve in accordance with procedures required by Technical Specification (TS) 6.8.1 resulted in the failure to comply with TS 3.7.1.2 for TDEFW 
pump operability. The failure to adhere to these regulatory requirements was cited as one violation in a December 28, 2000, letter to the licensee. 
The two apparent violations, AV 50-395/000005-01 and 50-395/000005-02 are considered closed. In the December 28, 2000, letter the inspection 
finding was characterized as White (i.e., an issue with low to moderate increased importance to safety). The NRC determined that the Human Error 
Probability methodology, using the Technique for Human Error Rate Prediction approach, appropriately estimated the increase in risk associated 
with the accident sequences containing the TDEFW recovery term. The change in core damage frequency was approximately 4x10-6/year. The 
violation, characterized as White, was reviewed and closed in NRC Supplemental Inspection Report No. 50-395/01-07, dated July 10, 2001. The 
supplememtal report Summary of Findings state: "Using Inspection Procedure (IP) 95001, "Inspection for One or Two White Inputs In a Strategic 
Performance Area," the inspector concluded that the licensee's problem identification and root cause analysis was acceptable. The licensee 
determined the root cause was due to human error, a failure to open the valve coupled with inadequate independent verification. Additionally, the 
licensee identified four causal factors associated with this event. The completed and proposed corrective actions, including actions to prevent 
recurrence, adequately addressed the results of the root cause evaluation." 
Inspection Report# : 2000007(pdf)  
Inspection Report# : 2001007(pdf)  

Significance:  Jun 24, 2000 
Identified By: NRC 
Item Type: FIN Finding 
PLANT WAS PLACED IN ELEVATED RISK LEVEL 
The licensee removed the B trains of Component Cooling Water (CCW) and charging from service during preventative maintenance on a CCW 
valve without recognizing that this placed the plant in an elevated risk level as defined in the licensee's safety function matrix. As a result, 
provisions of Operations Administrative Procedure (OAP)-102.1, "Conduct of Operations Scheduling Unit," Revision 3, concerning evaluating the 
configuration and obtaining the General Manager‘s approval were not met. Since there was no actual loss of safety function with A train CCW and 
charging available and operable, this issue was determined to be of very low safety significance. No violation occurred since the licensee complied 
within the time constraints of the applicable technical specification limiting conditions for operation and the procedure will not be required by 
regulations until the revised sections of the Maintenance Rule (10 CFR 50.65) become effective in November 2000. 
Inspection Report# : 2000004(pdf)  

Significance: N/A Jun 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE 10 CFR 50.59 SAFETY EVALUATION 
The licensee's 10 CFR 50.59 safety evaluation performed to incorporate the results of the Transient Stability Study of the Offsite Power System 
into the Updated Final Safety Analysis Report (UFSAR) Section 8.2.2.2 did not provide an adequate technical basis to support the determination 
that an unreviewed safety question did not exist. Specifically, the 10 CFR 50.59 did not address the increase in the probability of occurrence of a 
malfunction of the loss of voltage relay for Case Study Six of the Transient Stability Study; and it did not provide an adequate technical basis to 
support the conclusion in the UFSAR that the requirements of 10 CFR 50, Appendix A, General Design Criterion 17 would still be met for the grid 
conditions evaluated for Case Study Six. This is a violation of 10 CFR 50.59 and is in the licensee's corrective action program as PIP 0-C-00-0569. 
Based on the changes in the loss of offsite power frequency and core damage frequency, this issue was of very low safety significance. 
Inspection Report# : 2000003(pdf)  

Significance:  Jun 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO TRANSLATE INTO APPROPRIATE PROCEDURES DESIGN BASIS LIMITING VALUES 
The licensee failed to translate into appropriate procedures and/or acceptance criteria (1) the 105 F design basis limiting value for the diesel 
generator (DG) intercooler water heat exchanger outlet temperature and (2) the requirement to derate the DGs if the intercooler water heat 
exchanger outlet temperature exceeded the 105 F value. The issue was of very low safety significance because the licensee's operability 
evaluation concluded that, with a derating factor applied, the DGs were still operable. This issue was determined to be a violation of 10 CFR 50, 
Appendix B, Criterion III, Design Control and is in the licensee's corrective action program as PIPs 0-C-00-0603 and 0-C-00-0629. 
Inspection Report# : 2000003(pdf)  
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Significance:  Jun 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
DESIGN INFORMATION WAS NOT CORRECTLY TRANSLATED INTO A CALCULATION 
Design information (e.g., DG design heat load, instrument uncertainty) was not correctly translated into calculation DC07610-002, Revision 1. The 
calculation incorrectly concluded that one of the two 50% capacity ventilation fans per DG could maintain the associated DG rooms below the 
Technical Specification limit of 120 F during DG operation for an outside ambient temperature of up to 95 F. Based on the design heat load, one 
DG ventilation fan could maintain the associated DG rooms below 120 F for an outside ambient temperature of up to only 79.4 F. The issue was of 
very low safety significance because there were no instances identified where one DG ventilation fan was taken out of service and the associated 
DG was still considered to be operable. This issue was determined to be a violation of 10 CFR 50, Appendix B, Criterion III, Design Control and is 
in the licensee's corrective action program as PIP 0-C-00-0570. 
Inspection Report# : 2000003(pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Dec 23, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
IMPROPER IMPLEMENTATION OF TECHNICAL SPECIFICATION RADIATION PROTECTION PROGRAM REQUIREMENTS 
The inspectors identified a non-cited violation for failure to adhere to a radiation protection procedure as required by TS 6.11, "Radiation Protection 
Program." On October 26, 2000, electronic dosimeters (ED) were used as radiological controls for scaffold construction activities in a residual heat 
removal heat exchanger room. Contrary to a health physics procedure, ED dose rate alarm setpoints were established at 300 millirem per hour 
(mrem/hr) rather than greater than the 400 mrem/hr general work area dose rates adjacent to the residual heat removal heat exchangers. As a 
result workers were not properly responding to dose rate alarms. The finding was of very low safety significance because an overexposure did not 
result, a substantial potential for such an exposure did not exist and the licensee's ability to assess worker's dose was not compromised. 
Inspection Report# : 2000006(pdf)  

Public Radiation Safety 

Significance:  Jun 24, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
ATMOSPHERIC EFFLUENT MONITOR CALIBRATIONS DID NOT MEET 10 CFR PART 20.1501(b) REQUIREMENTS 
As of April 10, 2000, selected atmospheric effluent process monitor calibrations did not meet 10 CFR Part 20.1501(b) requirements. Specifically, 
secondary calibration sources in-use since the early 1990's for the particulate and gaseous channel detectors were not traceable to the original 
primary detector calibrations. Evaluations of the effect of geometry and fabrication differences between the original, vendor-supplied sources and 
the current secondary calibration sources identified a potential 25 percent bias in expected detector response. Based on the identified bias, the 
current detector responses for monitoring radioactive material concentrations and for establishing set-point values were determined to be 
conservative. An additional example of a previously issued non-cited violation (50-395/99006-03) was identified. This additional example is in the 
licensee's corrective action program as CERs 99-1170 and 99-1172. Since effluent releases did not result in doses exceeding Appendix I to10 CFR 
Part 50 design criteria nor 10 CFR 20.1301 concentration limits, this finding was considered to be of very low safety significance. 
Inspection Report# : 2000004(pdf)  

Physical Protection 
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Miscellaneous 

Significance:  Dec 29, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Temporary Backup Diesel Air Driven Compressor Installed In The Instrument Air System Without Design Control Documents 
A finding was identified for having installed a backup diesel driven air compressor in the instrument air system without design control documents, 
i.e., without temporary or permanent plant modification documentation. References to this compressor implied it was "temporary" even though it 
had been installed in the plant since approximately 1982. The finding was determined to be of very low safety significance because no significant 
adverse impacts had been experienced during the time period it has been installed and its performance was being monitored under the 
maintenance rule program. 
Inspection Report# : 2001004(pdf)  

Significance: N/A Dec 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure To Process Procedure Revisions In Accordance With Administrative Procedure For Procedure Review And Approval 
Technical Specifications 6.8.1.a and Regulatory Guide 1.33, Appendix A, Section 1.e, requires procedures be implemented covering the procedure 
review and approval process. On October 2, 2001, the licensee identified that procedure changes were approved without all the applicable 
provisions of SAP-139, "Procedure Development, Review, Approval and Control," being met. This issue has been documented in the licensee's 
corrective action program under Problem Identification Program reports 0-C-01-1700, 1722 and 1925. (No Color) 
Inspection Report# : 2001004(pdf)  

Significance:  Mar 23, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Problem Identification and Resolution Annual Inspection 
No findings of significance were identified. The implementation of the corrective action program (CAP) was acceptable with concerns noted. 
Management oversight was evident in all aspects of the program, and trending was extensive with an appropriate focus on human performance. 
The licensee was generally effective at identifying problems and placing them into the CAP. Self-assessment by the CAP department was very 
limited and not well documented. The licensee generally evaluated individual problems and established acceptable schedules for implementing 
corrective actions appropriately. Corrective actions were generally implemented in a timely manner. The apparent cause determinations appeared 
to accurately identify why the equipment problems occurred. The inspectors determined that the licensee properly classified discrepant conditions. 
The inspectors found that the scope and depth of corrective actions assigned by the licensee were generally appropriate for the severity and risk 
significance of the problems identified. Two issues identified during this inspection concerned the effectiveness and timeliness of corrective actions 
associated with previous NRC-identified Non-Cited Violations (NCVs). In addition, the inspection team observed that the Primary Identification 
Program (PIP) process was not effectively using the Repetitive Condition portion of the PIP database. The identification of repeat problems was 
dependent on the memories of individuals involved in the PIP process, rather than being retrievable from the PIP database. Interviews of plant 
personnel indicated that they felt free to input safety issues and conditions adverse to quality into the CAP. A safety conscious work environment 
was evident at Summer. 
Inspection Report# : 2001006(pdf)  

Significance:  Dec 23, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FUEL HANDING BUILDING NEGATIVE PRESSURE EXCEEDED TECHNICAL SPECIFICATION REQUIREMENT 
Technical Specfication (TS) 4.9.11.d.3 surveillance requirement states that the spent fuel ventilation shall maintain the spent fuel area at a negative 
pressure greater than or equal to 1/8 inches water gauge relative to the outside atmosphere during irradiated fuel movement and during crane 
operation with loads over the pool. Contrary to that requirement on October 16, 2000, the licensee discovered that fuel movement had occurred 
without the proper fuel handling building negative pressure. The failure to meet this TS requirement is documented in the licensee's corrective 
action program as PIP 0-C-00-1455. 
Inspection Report# : 2000006(pdf)  

Last modified : March 01, 2002 
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Summer 

Initiating Events 

Significance:  Sep 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to perform evaluation required by 10 CFR 50.59, improper screening 
The inspectors identified a non-cited violation that involved the licensee's failure to perform a 10 CFR 50.59 evaluation for a 
procedure change that provided an alternate method to supply reactor makeup water to the reactor coolant system. The issue was 
determined to be of very low safety significance (Green) because although the procedure change was approved for use from August 
26 until September 24, the licensee never used the new procedure section and the licensee subsequently completed a 50.59 
evaluation which determined that a license amendment was not required. 
Inspection Report# : 2001003(pdf)  

Significance:  Jun 30, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to establish an adequate annunciator response procedure resulted in exceeding licensed thermal power 
Technical Specification 6.8.1.a and Regulatory Guide 1.33, Revision 2 (in part) requires procedures be established for alarm 
conditions. Contrary to these requirements, the licensee failed to establish an adequate alarm response procedure for a feedwater 
transient alarm. Specifically, Annunciator Response Procedure ARP-001-XCP-627, Revision 11D was inadequate for the Feedwater 
Heater 1, 2, 4 Isolate / Level Hi-Hi alarm, in that, it failed to direct a power reduction for an isolated feedwater heater. This 
inadequate procedure contributed to exceeding the licensed 2900 megawatts thermal power limit on May 21, 2001. This item was 
entered in the licensee's corrective action program as PIP 0-C-01-0616. 
Inspection Report# : 2001002(pdf)  

Significance:  Mar 31, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to include the turbine runback circuitry within the scope of the Maintenance Rule monitoring program 
The inspectors identified a non-cited violation for failure to include the turbine runback circuitry within the scope of the Maintenance 
Rule monitoring program as required by 10 CFR 50.65. The turbine runback circuitry is a non-safety related system that mitigates an 
over-power delta temperature or over-temperature delta temperature transient which would otherwise result in a reactor trip. The 
turbine runback circuitry was discovered to be failed and would have been unable to performed its function if called upon. The 
finding was of very low safety significance because the safety-related reactor protection system also mitigates an over-power delta 
temperature or over-temperature delta temperature transient. 
Inspection Report# : 2000007(pdf)  

Significance:  Mar 31, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to install steam generator vent line support 
10 CFR 50, Appendix B, Criterion III, "Design Control," requires, in part, that design basis requirements be correctly translated into 
specifications, drawings, procedures and instructions. Contrary to those requirements the seismic design basis of the plant was not 
translated into specifications, drawings, procedures and instructions, in that, a support was never designed to prevent failure of the B 
steam generator vent valve line during a seismic event. This item is documented in the licensee's corrective action program as PIPs 
0-C-00-1019 and 0-C-00-1359. This item was identified in inspection report 50-395/00-06 as an apparent violation, AV 50-
395/00006-03. This licensee identified non-cited violation was characterized as an issue of very low significance. 
Inspection Report# : 2000007(pdf)  

Significance:  Mar 31, 2001 
Identified By: Licensee 
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Item Type: NCV NonCited Violation 
Failure to include five check valves in the in-service test (IST) program 
Technical Specification (TS) 4.0.5 requires, in part, surveillance requirements for inservice testing (IST) of ASME Code Class 1 
components. The applicable Code required that these components with pressure retaining bolted connections be visually inspected 
for leakage with the insulation removed. Contrary to these requirements, on October 18, 2000, the licensee discovered that five such 
Code Class 1 check valves were not being visually inspected for leakage with the insulation removed. This item is documented in 
the licensee's corrective action program as PIP 0-C-00-1479 and is the subject of Licensee Event Report 50-395/2000010-00. 
Inspection Report# : 2000007(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: orginal weld quality 
The team's review of original weld fabrication records verified compliance with American Society of Mechanical Engineers (ASME) 
Code requirements for the original weld. The records were detailed and provided a good weld history. No Code compliance issues 
were identified. However, the records revealed extensive repairs to the ID [inside diameter] of the "A" hot leg nozzle-to-pipe weld, 
which were determined by the root cause analysis to be a contributor to the crack by producing high residual tensile stresses at the 
ID of the weld. The radiographic (RT) film did not reveal any fabrication flaws that could have contributed to the through-wall leak. 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: root cause analysis 
The licensee's root cause analysis was thorough and well-organized and was performed utilizing personnel with appropriate 
expertise. The root causes and contributory factors for the leak and the extent of condition were adequately determined. Actions 
have been established to address the root causes, contributing factors, and the extent of condition. The team concluded that the 
licensee's assessment provided reasonable assurance that structural integrity of the RC [reactor coolant] system, from an impending 
gross failure standpoint, was maintained during past operation. 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: Code inspection of new welds 
The inspection team concluded that a comprehensive and effective inspection, that met or exceeded the requirements of the ASME 
[American Society of Mechanical Engineers] Code, was conducted on the replacement nozzle-to-pipe dissimilar metal weld (DMW) 
and the stainless steel pipe-to-pipe weld. 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: boric acid corrosion inspections 
The boric acid corrosion inspections performed in the last two refueling outages (RO) (April 1999 and October 1997) were 
adequately performed, and the pre-entry radiological survey for RO-12 identified the large accumulation of boric acid crystals on the 
reactor building floor that led to the discovery of "A" hot leg RC [reactor coolant] leak. Since some details had been deleted from the 
program, the team concluded that the boric acid corrosion inspection program should be enhanced to improve guidelines for early 
detection of reactor coolant leakage and to expand the scope of inspection to include the welds that are susceptible to PWSCC 
[primary water stress corrosion cracking]. By letter dated December 29, 2000, the licensee stated that their boric acid inspection 
procedures will be enhanced to provide additional detail for the inspection and evaluation of RC system leakage, and that specific 
components and locations to be inspected will be listed and guidance provided on methodologies for evaluation. 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: enforcement discretion 
In addition to the unidentified leakage limit, Technical Specifications (TS) do not allow any pressure boundary leakage and require 
shutdown within six hours. This leakage was pressure boundary leakage and existed for several months prior to its discovery and 
therefore constitutes a violation of the Technical Specifications. However, based on the team's conclusion that the violation was not 
avoidable by reasonable licensee quality assurance measures and management controls, the NRC is refraining from issuing 
enforcement action in accordance with section VII.B.6 of the NRC Enforcement Policy. [EA-01-071] 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
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Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: metallurgical evaluation 
The licencee's metallurgical evaluation of the cracked hot leg loop "A" nozzle weld, including the size measurements (length and 
depth) of the reported UT [ultrasonic test] and ET [eddy current test] indications by destructive examinations, was thorough. The 
licensee adequately characterized the failure mode to be primary water stress corrosion cracking (PWSCC). 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: new weld examinations and repairs 
All welding and NDE [nondestructive examination] activities for the new welds met Code requirements. The gas tungsten arc 
welding (GTAW) process with Alloy 52 material resulted in rejectable weld defects in the new nozzle-to-pipe weld. A number of 
repair attempts were required before successful repair using the shielded metal arc welding (SMAW) process with Alloy 152 welding 
material. The team agreed with the licensee's evaluation that the new weld, with different, more resistant material and less ID [inside 
diameter] tensile stress, should be much more resistant to PWSCC [primary water stress corrosion cracking] than the old weld. 
However, based on the fact that PWSCC is not totally understood, the team concluded that further evaluations and inspections will 
be needed before it can be concluded that the new weld is totally immune to PWSCC. 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: preservice and inservice weld inspections 
The nozzle-to-pipe inspections conducted in 1980 for the preservice inspection (PSI) and in the 1987 and 1993 inservice inspections 
(ISI) met the applicable ASME [American Society of Mechanical Engineers] Code requirements. These inspections used the state-
of-the-art NDE [nondestructive examination] technology that was available at that time. No flaws were detected that were 
unacceptable to the 1977 Edition of the ASME Code including the Summer of 1978 Addenda. 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: reactor coolant leak practices 
The licensee's leak detection practices generally would not have been expected to identify the small leak on the "A" hot leg leak 
during plant operation. Although 0.3 gallons per minute (gpm) of unidentified reactor coolant leakage was present during the 
operating cycle, as determined by a periodic water inventory balance, this leak rate was not considered unusual and was well below 
the Technical Specification limit of 1 gpm. The licensee plans a number of enhancements to their RC [reactor coolant] system 
leakage detection practices. 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: refueling outage hot and cold leg weld inspections 
Overall, the team concluded that the examinations performed on the nozzle-to-pipe welds during the current outage were of high 
quality. The examination methods were successfully demonstrated on a mockup with qualified personnel and state-of-the-art NDE 
[nondestructive examination] equipment and procedures. The use of redundant and complementary NDE techniques (visual, 
ultrasonic and eddy current) and the successful demonstrations of these techniques provided confidence that a sensitive inspection 
was conducted. The examinations exceeded the minimum requirements of the ASME [American Society of Mechanical Engineers] 
Section XI Code and NRC Regulatory Guide 1.150. 
Inspection Report# : 2000008(pdf)  

Significance:  Dec 23, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE SURVEILLLANCE TEST AND SYSTEM OPERATING PROCEDURES TO CONTROL PRESSURIZER 
TEMPERATURE LIMITS 
The inspectors identified a non-cited violation for failure to establish adequate procedures, as required by Technical Specificiation 
(TS) 6.8.1, to ensure that the pressurizer temperature heatup and cooldown limits were maintained within the requirements of TS 
3.4.9.2. As a result during the shutdown for refueling outage 12, the licensee failed to recognize that the TS pressurizer temperature 
heatup and cooldown limits were exceeded for short period of times, i.e., less than the allowed TS action statement time. The finding 
was of very low safety significance because a licensee's engineering evaluation, which included fracture toughness considerations, 
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determined that the pressurizer remained acceptable for continued operation. 
Inspection Report# : 2000006(pdf)  

Significance:  Jun 15, 2000 
Identified By: NRC 
Item Type: FIN Finding 
CERTAIN GRID CONDITIONS CAN INCREASE THE LOSS OF OFFSITE POWER INITIATING FREQUENCY 
The licensee's Transient Stability Study of the Offsite Power System identified that under certain grid conditions (the transmission 
system lightly loaded, the Fairfield Pumped Storage Plant operating in the pumping mode at ½ or more of its rated capacity, and a 
fault on the 230 kilovolt (KV) offsite power supply bus) a loss of offsite power (LOSP) could occur. The licensee's probabilistic risk 
assessment (PRA) screening analysis of the grid conditions described above showed that there would be a slight increase in the 
LOSP initiation frequency resulting in a change in the core damage frequency (CDF) of less than 1.0 x 10-6. A Region II senior 
reactor analyst reviewed the PRA screening analysis and concluded that, based on the change in the LOSP initiation frequency and 
the change in CDF, this issue was of very low safety significance. 
Inspection Report# : 2000003(pdf)  

Mitigating Systems 

Significance:  Mar 30, 2002 
Identified By: NRC 
Item Type: FIN Finding 
Alternative ways to address loss of chill water not evuated 
The inspectors identified a green finding concerning the licensee's failure to evaluate and specify mitigating actions appropriate to 
the circumstances for a loss of chill water. The abnormal operating procedure allowed mitigating actions which would block open the 
steam propagation barrier (SPB) doors to the room containing safeguards activation circuitry, thereby increasing risk. Alternative 
ways to cool the room were available and had not been evaluated for implementation rather than opening the SPBs. The safety 
significance of this finding was very low based upon the low likelihood of a steam line break accident during the 30 hours allowed by 
Technical Specifications to reach cold shutdown when chill water is unavailable. 
Inspection Report# : 2001005(pdf)  

Significance:  Dec 29, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Procedures Did Not Demonstrate Ability Of Back Up Air Supply To Open And Maintain Open Alternate Cooling Water 
Valves To The Emergency Diesel Generators 
A finding was identified for procedures not demonstrating the ability of the backup air supply to maintain service water valves open 
to provide cooling to the emergency diesel generators during certain events. This feature is utilized in emergency operating 
procedures involving loss of AC power and in mitigating Appendix R fire scenarios. This finding was determined to be of very low 
safety significance because the potential for a loss of normal instrument air was reduced due to an installed diesel driven air 
compressor which backs up the normal electrically driven instrument air compressors. 
Inspection Report# : 2001004(pdf)  

Significance:  Dec 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure To Follow Procedure For Chemistry Sampling Of Reactor Coolant System 
Technical Specifications 6.8.1.a and Regulatory Guide 1.33, Appendix A, Section 10 requires procedures be implemented covering 
the control of sampling of radioactive liquids. On December 12, 2001, the licensee identified that a sample valve was not closed, as 
required by chemistry procedure CP-903, after reactor coolant system (RCS) sampling was completed. Approximately 32 gallons 
was drained from the RCS during the 2 hours and 10 minutes the valve was open. Automatic RCS makeup was in service during 
this time. This issue has been documented in the licensee's corrective action program under Problem Identification Program report 
0-C-01-2324. 
Inspection Report# : 2001004(pdf)  
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Significance:  Dec 29, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Failure To Follow Procedure During Surveillance Test Results In Inadvertent Start Of B Motor Driven Emergency Feedwater 
Pump 
Technical Specifications 6.8.1.c requires procedures be implemented covering surveillance and test activities of safety-related 
equipment. On November 20, 2001, the licensee failed to properly implement surveillance test procedure STP-120.004, in that, the 
B Motor Driven Emergency Feedwater Pump was started when the procedure required the pump's control switch to be placed in 
pull-to-lock. This issue has been documented in the licensee's corrective action program asProblem Identification Program report 0-
C-01-2127. 
Inspection Report# : 2001004(pdf)  

Significance: TBD Nov 28, 2001 
Identified By: NRC 
Item Type: URI Unresolved item 
Decision of When to Enter Fire Emergency Procedure FEP-4.0 and Evacuate the Main Control Room Due to a Fire 
A finding was identified, in that, the lack of operator training combined with licensee management's expectations regarding when to 
enter fire emergency procedure (FEP)-4.0, Control Room Evacuation Due to Fire, could result in the operators taking actions during 
a fire in the main control room (MCR) that would not be consistent with the licensee's safe shutdown analysis, fire hazards analysis, 
or procedure FEP-4.0. The operator training program neither addressed nor had job performance measures (JPM)/simulator 
scenarios for MCR operator actions and evacuation due to a fire in accordance with procedure FEP-4.0. This finding was 
determined to have a credible impact on safety because it affected the ability of the operators to perform actions (within the times 
required by the licensee's safe shutdown analysis and fire hazards analysis) necessary to achieve and maintain post-fire safe 
shutdown conditions. Licensee management's philosophy and expectations contributed to the operators' performance and slow 
response in deciding whether to enter procedure FEP-4.0 and evacuate the MCR during two simulator scenarios observed by the 
team. 
Inspection Report# : 2001009(pdf)  

Significance:  Nov 28, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Emergency Lighting Installation Deficiencies for Performing Alternative Shutdown Actions 
A non-cited violation of Virgil C. Summer Operating License Condition 2.C. (18), Fire Protection System, was identified for failure to 
install battery pack emergency lighting units, in accordance with the approved V.C. Summer Fire Protection Program, in 13 areas 
(access and egress routes included) where manual operator actions were required to support post-fire safe shutdown. This finding 
had a potential to impact the licensee's ability to shut down the plant in the event of a loss of power to normal lighting during a fire. 
The finding was of very low safety significance because it did not affect fire detection, fire suppression, or fire barriers. 
Inspection Report# : 2001009(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Reactor building cooling unit test frequency 
The inspectors identified that the test interval for measuring reactor building cooling unit performance was relatively long when 
compared to that for heat exchangers included in a Generic Letter 89-13, "Service Water System Problems Affecting Safety-Related 
Equipment," program. The finding was of very low safety significance because the reactor building cooling units were normally 
cooled by industrial cooling water which was chemically treated to reduce fouling. 
Inspection Report# : 2001002(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failed to follow procedure to enter the B component cooling water heat exchanger in Action Level II and place limitations 
on service water temperature when testing indicated degradation 
The inspectors identified a non-cited violation for failure to follow procedures to restrict service water temperatures when testing 
indicated that the component cooling water heat exchanger performance was degraded. The finding was of very low safety 
significance because service water temperatures never exceeded the more restrictive temperature limits. 
Inspection Report# : 2001002(pdf)  
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Significance: SL-III Jun 23, 2001 
Identified By: NRC 
Item Type: VIO Violation 
Failure to perform a safety evaluation required by 10 CFR 50.59 
The inspectors identified an apparent violation for not performing a detailed safety evaluation, as required by 10 CFR 50.59, for a 
change to the facility as described in the Final Safety Analysis Report which involved a unreviewed safety question. The licensee 
changed the facility by removing the mullion (center divider) in the steam propagation barrier (SPB) door at the entrance to the 1DB 
7.2 kV AC switchgear room. Disabling the 1DB SPB resulted in the potential that a single high energy line break could render 
emergency AC power to both trains of safety-related equipment inoperable. The finding was of low to moderate risk significance 
based upon the initiating event frequency of a high energy line break accident and the cumulative time the 1DB SPB was disabled 
during 1998 (Section 4OA3). [The apparent violation was dispositioned as a Severity Level III violation (Supplement I) by letter 
entitled "Notice of Violation (Virgil C. Summer Nuclear Station - NRC Special Inspection Report No. 50-395/01-08)," dated August 
31, 2001. Following is the Notice of Violation text from enclosure 1 to this letter: 10 CFR 50.59(a)(1) states, in part, that the holder of 
a license authorizing operation of a utilization facility may make changes in the facility as described in the safety analysis report 
without prior Commission approval, unless the proposed change involves an unreviewed safety question. 10 CFR 50.59(a)(2) states, 
in part, a proposed change shall be deemed to involve an unreviewed safety question if the probability of occurrence or the 
consequences of an accident or malfunction of equipment important to safety previously evaluated in the safety analysis report may 
be increased. 10 CFR 50.59(b)(1) requires, in part, that the licensee shall maintain records of changes in the facility to the extent 
that these changes constitute changes in the facility as described in the safety analysis report. These records must include a written 
safety evaluation which provides the bases for the determination that the change does not involve an unreviewed safety question. 
Final Safety Analysis Report Section 3.11.1.1 defines harsh and mild environments and references drawing SS-021-018. The 
drawing depicts the 7.2 Kilovolt 1DA and 1DB emergency switchgear rooms as mild environments and the hallway adjacent to the 
1DB room as a harsh environment. Fire Protection Procedure FPP-025, "Fire Containment," Revision 1C, allowed steam 
propagation barriers to be disabled, one at a time, for a maximum of 12 hours. Contrary to the above, on March 25, 1997, the 
licensee failed to perform an adequate written safety evaluation which provided the bases for the determination that a change in the 
facility did not involve an unreviewed safety question. Specifically, a written safety evaluation for revision 1C to procedure FPP-025 
failed to adequately evaluate that the licensee's disabling of intermediate building door DRIB/315 would change the 1DA and 1DB 
switchgear rooms from a mild environment to a harsh environment. This change in the facility increased the probability of occurrence 
or the consequences of an accident or malfunction of equipment important to safety previously evaluated in the safety analysis 
report, in that, a single high energy line break could potentially result in the loss of both trains of the 7.2 Kilovolt emergency power to 
safety-related equipment. Consequently, the change to the facility involved an unreviewed safety question and was made without 
prior NRC approval. The disabling of the door existed on seven occasions during 1998 for a total of approximately 30 hours. The 
August 31, 2001, letter stated that disabling door DRIB/315 involved an unreviewed safety question and was done without prior NRC 
approval. Disabling the door had no actual safety consequences; however, the violation was of concern to the NRC because of the 
potential for impacting our ability to perform certain regulatory functions. Based on NRC review of your corrective actions, as 
documented in the letter, no civil penalty was proposed. The Severity Level III violation was closed in inspection report number 
05000395/2001003, dated October 18, 2001. The August 31, 2001, letter stated that "information regarding the reason for the 
violation, the corrective actions taken and planned to correct the violation and to prevent recurrence, and the date when full 
compliance was achieved is already adequately addressed on the docket."] 
Inspection Report# : 2001003(pdf)  
Inspection Report# : 2001008(pdf)  

Significance: N/A May 24, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Supplemental inspection results for a White Finding and White Performance Indicator 
This supplemental inspection was performed to assess South Carolina Electric & Gas Company's activities associated with 
identification, root cause analysis, and corrective actions for the inoperability of the turbine driven emergency feedwater pump 
(TDEFWP) due to a closed discharge isolation valve. The White Finding was previously characterized in NRC Inspection Report 50-
395/00-05 and in the NRC's Final Significance Determination for a White Finding and Notice of Violation (dated December 28, 
2000). Using Inspection Procedure (IP) 95001, "Inspection for One or Two White Inputs In a Strategic Performance Area," the 
inspector concluded that the licensee's problem identification and root cause analysis was acceptable. The licensee determined the 
root cause was due to human error, a failure to open the valve coupled with inadequate independent verification. Additionally, the 
licensee identified four causal factors associated with this event. The completed and proposed corrective actions, including actions 
to prevent recurrence, adequately addressed the results of the root cause evaluation. Additionally, IP 95001 was used to assess the 
licensee's evaluation and corrective actions associated with a White Performance Indicator (PI) for safety system unavailability, heat 
removal system (Auxiliary Feedwater). The major contributor for the PI crossing from Green to White (unavailability threshold is 
greater than 2%) was due to the time the TDEFWP was inoperable due to the White Finding and the extended time to complete a 
refueling outage. The licensee reported the White PI to the NRC during the routine first quarter 2001 PI submittal. The corrective 
actions identified to correct the mis-positioning of the TDEFWP discharge isolation valve were considered sufficient to address the 
White PI. 
Inspection Report# : 2001007(pdf)  

Significance:  Dec 23, 2000 
Identified By: Licensee 
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Item Type: NCV NonCited Violation 
INADEQUATE EMERGENCY OPERATING PROCEDURE FOR TRANSFER TO COLD-LEG RECIRCULATION 
Technical Specification 6.8.1.a, requires that written procedures shall be established, implemented and maintained covering the 
activities referenced in Appendix A of Regulatory Guide 1.33, Revision 2, February 1978. Loss of coolant accidents are an activity 
covered in Appendix A, under Section 6, "Procedures for Combating Emergencies and Other Significant Events." This requires 
appropriate procedures to respond to and combat emergencies involving loss of coolant accidents and the associated response 
involving transfer to cold leg recirculation. The licensee failed to establish, implement and maintain an adequate Emergency 
Operating Procedure EOP-2.2, "Transfer to Cold-Leg Recirculation," Revisions 0 thru 11, in that, they did not provide the necessary 
instructions to operators for timely actions. This issue is captured in the licensee's corrective action program as PIPs 0-C-99-1026 
and 0-C-00-1101. 
Inspection Report# : 2000006(pdf)  

Significance:  Sep 21, 2000 
Identified By: Licensee 
Item Type: VIO Violation 
Failure to follow procedures results in the [turbine-driven emergency feedwater] pump being inoperable for approximately 
48 days during power operation due to its manual discharge valve being closed 
The licensee's failure to properly position and independently verify the turbine driven emergency feedwater (TDEFW) pump 
discharge isolation valve in accordance with procedures required by Technical Specification (TS) 6.8.1 resulted in the failure to 
comply with TS 3.7.1.2 for TDEFW pump operability. The failure to adhere to these regulatory requirements was cited as one 
violation in a December 28, 2000, letter to the licensee. The two apparent violations, AV 50-395/000005-01 and 50-395/000005-02 
are considered closed. In the December 28, 2000, letter the inspection finding was characterized as White (i.e., an issue with low to 
moderate increased importance to safety). The NRC determined that the Human Error Probability methodology, using the Technique 
for Human Error Rate Prediction approach, appropriately estimated the increase in risk associated with the accident sequences 
containing the TDEFW recovery term. The change in core damage frequency was approximately 4x10-6/year. The violation, 
characterized as White, was reviewed and closed in NRC Supplemental Inspection Report No. 50-395/01-07, dated July 10, 2001. 
The supplememtal report Summary of Findings state: "Using Inspection Procedure (IP) 95001, "Inspection for One or Two White 
Inputs In a Strategic Performance Area," the inspector concluded that the licensee's problem identification and root cause analysis 
was acceptable. The licensee determined the root cause was due to human error, a failure to open the valve coupled with 
inadequate independent verification. Additionally, the licensee identified four causal factors associated with this event. The 
completed and proposed corrective actions, including actions to prevent recurrence, adequately addressed the results of the root 
cause evaluation." 
Inspection Report# : 2000007(pdf)  
Inspection Report# : 2001007(pdf)  

Significance:  Jun 24, 2000 
Identified By: NRC 
Item Type: FIN Finding 
PLANT WAS PLACED IN ELEVATED RISK LEVEL 
The licensee removed the B trains of Component Cooling Water (CCW) and charging from service during preventative maintenance 
on a CCW valve without recognizing that this placed the plant in an elevated risk level as defined in the licensee's safety function 
matrix. As a result, provisions of Operations Administrative Procedure (OAP)-102.1, "Conduct of Operations Scheduling Unit," 
Revision 3, concerning evaluating the configuration and obtaining the General Manager‘s approval were not met. Since there was no 
actual loss of safety function with A train CCW and charging available and operable, this issue was determined to be of very low 
safety significance. No violation occurred since the licensee complied within the time constraints of the applicable technical 
specification limiting conditions for operation and the procedure will not be required by regulations until the revised sections of the 
Maintenance Rule (10 CFR 50.65) become effective in November 2000. 
Inspection Report# : 2000004(pdf)  

Significance: N/A Jun 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE 10 CFR 50.59 SAFETY EVALUATION 
The licensee's 10 CFR 50.59 safety evaluation performed to incorporate the results of the Transient Stability Study of the Offsite 
Power System into the Updated Final Safety Analysis Report (UFSAR) Section 8.2.2.2 did not provide an adequate technical basis 
to support the determination that an unreviewed safety question did not exist. Specifically, the 10 CFR 50.59 did not address the 
increase in the probability of occurrence of a malfunction of the loss of voltage relay for Case Study Six of the Transient Stability 
Study; and it did not provide an adequate technical basis to support the conclusion in the UFSAR that the requirements of 10 CFR 
50, Appendix A, General Design Criterion 17 would still be met for the grid conditions evaluated for Case Study Six. This is a 
violation of 10 CFR 50.59 and is in the licensee's corrective action program as PIP 0-C-00-0569. Based on the changes in the loss 
of offsite power frequency and core damage frequency, this issue was of very low safety significance. 
Inspection Report# : 2000003(pdf)  
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Significance:  Jun 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO TRANSLATE INTO APPROPRIATE PROCEDURES DESIGN BASIS LIMITING VALUES 
The licensee failed to translate into appropriate procedures and/or acceptance criteria (1) the 105 F design basis limiting value for 
the diesel generator (DG) intercooler water heat exchanger outlet temperature and (2) the requirement to derate the DGs if the 
intercooler water heat exchanger outlet temperature exceeded the 105 F value. The issue was of very low safety significance 
because the licensee's operability evaluation concluded that, with a derating factor applied, the DGs were still operable. This issue 
was determined to be a violation of 10 CFR 50, Appendix B, Criterion III, Design Control and is in the licensee's corrective action 
program as PIPs 0-C-00-0603 and 0-C-00-0629. 
Inspection Report# : 2000003(pdf)  

Significance:  Jun 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
DESIGN INFORMATION WAS NOT CORRECTLY TRANSLATED INTO A CALCULATION 
Design information (e.g., DG design heat load, instrument uncertainty) was not correctly translated into calculation DC07610-002, 
Revision 1. The calculation incorrectly concluded that one of the two 50% capacity ventilation fans per DG could maintain the 
associated DG rooms below the Technical Specification limit of 120 F during DG operation for an outside ambient temperature of up 
to 95 F. Based on the design heat load, one DG ventilation fan could maintain the associated DG rooms below 120 F for an outside 
ambient temperature of up to only 79.4 F. The issue was of very low safety significance because there were no instances identified 
where one DG ventilation fan was taken out of service and the associated DG was still considered to be operable. This issue was 
determined to be a violation of 10 CFR 50, Appendix B, Criterion III, Design Control and is in the licensee's corrective action 
program as PIP 0-C-00-0570. 
Inspection Report# : 2000003(pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Dec 23, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
IMPROPER IMPLEMENTATION OF TECHNICAL SPECIFICATION RADIATION PROTECTION PROGRAM REQUIREMENTS 
The inspectors identified a non-cited violation for failure to adhere to a radiation protection procedure as required by TS 6.11, 
"Radiation Protection Program." On October 26, 2000, electronic dosimeters (ED) were used as radiological controls for scaffold 
construction activities in a residual heat removal heat exchanger room. Contrary to a health physics procedure, ED dose rate alarm 
setpoints were established at 300 millirem per hour (mrem/hr) rather than greater than the 400 mrem/hr general work area dose 
rates adjacent to the residual heat removal heat exchangers. As a result workers were not properly responding to dose rate alarms. 
The finding was of very low safety significance because an overexposure did not result, a substantial potential for such an exposure 
did not exist and the licensee's ability to assess worker's dose was not compromised. 
Inspection Report# : 2000006(pdf)  

Public Radiation Safety 
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Significance:  Jun 24, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
ATMOSPHERIC EFFLUENT MONITOR CALIBRATIONS DID NOT MEET 10 CFR PART 20.1501(b) REQUIREMENTS 
As of April 10, 2000, selected atmospheric effluent process monitor calibrations did not meet 10 CFR Part 20.1501(b) requirements. 
Specifically, secondary calibration sources in-use since the early 1990's for the particulate and gaseous channel detectors were not 
traceable to the original primary detector calibrations. Evaluations of the effect of geometry and fabrication differences between the 
original, vendor-supplied sources and the current secondary calibration sources identified a potential 25 percent bias in expected 
detector response. Based on the identified bias, the current detector responses for monitoring radioactive material concentrations 
and for establishing set-point values were determined to be conservative. An additional example of a previously issued non-cited 
violation (50-395/99006-03) was identified. This additional example is in the licensee's corrective action program as CERs 99-1170 
and 99-1172. Since effluent releases did not result in doses exceeding Appendix I to10 CFR Part 50 design criteria nor 10 CFR 
20.1301 concentration limits, this finding was considered to be of very low safety significance. 
Inspection Report# : 2000004(pdf)  

Physical Protection 

Miscellaneous 

Significance:  Mar 30, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Contrary to 10 CFR 50.54(a)(4) Final Safety Analysis Report Revision Notice 01-116, which reduced commitments in the 
quality assurance program, was implemented without prior NRC approval 
10 CFR 50.54(a)(4) requires NRC approval prior to making changes which reduce commitments in the quality assurance program as 
presented in the Final Safety Analysis Report. On December 26, 2001, Revision Notice (RN) 01-116, which reduced commitments, 
was implemented without prior NRC approval. This issue was entered in the corrective action program under CER 0-C-02-0228. 
Inspection Report# : 2001005(pdf)  

Significance:  Mar 01, 2002 
Identified By: NRC 
Item Type: FIN Finding 
Annual Problem Identification and Resolution Inspection Results 
The inspectors concluded that, in general, problems were properly identified, evaluated, and corrected. Improvements were noted in 
the corrective action process since the previous problem identification and resolution inspection. The process for classifying issues 
and the criteria for requiring root cause assessments were now more clearly based upon safety significance. The licensee was 
effectively prioritizing and evaluating issues commensurate with their safety significance. Root cause analyses were generally 
performed when appropriate and problem evaluations considered extent of condition and generic implications appropriately. 
Corrective actions were generally effective in correcting problems. Management fostered a safety-conscious work environment by 
emphasizing safe operations and encouraging problem reporting. However, during the inspection, several minor problems were 
identified. These included: site personnel not always generating condition evaluation reports (CERs) at the threshold expected by 
plant management; the corrective action process allowed human performance issues in a CER to go unaddressed when a CER was 
changed to another type of corrective action document which evaluates only technical issues; relationships between the CER 
process and identified peripheral processes were not always clearly established; and several timeliness issues associated with due 
dates. In addition, there were opportunities for increased management involvement in certain activities such as increased presence 
and involvement with personnel at the corrective action screening committee meetings. 
Inspection Report# : 2002006(pdf)  

Significance:  Dec 29, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Temporary Backup Diesel Air Driven Compressor Installed In The Instrument Air System Without Design Control 
Documents 
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A finding was identified for having installed a backup diesel driven air compressor in the instrument air system without design control 
documents, i.e., without temporary or permanent plant modification documentation. References to this compressor implied it was 
"temporary" even though it had been installed in the plant since approximately 1982. The finding was determined to be of very low 
safety significance because no significant adverse impacts had been experienced during the time period it has been installed and its 
performance was being monitored under the maintenance rule program. 
Inspection Report# : 2001004(pdf)  

Significance: N/A Dec 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure To Process Procedure Revisions In Accordance With Administrative Procedure For Procedure Review And 
Approval 
Technical Specifications 6.8.1.a and Regulatory Guide 1.33, Appendix A, Section 1.e, requires procedures be implemented covering 
the procedure review and approval process. On October 2, 2001, the licensee identified that procedure changes were approved 
without all the applicable provisions of SAP-139, "Procedure Development, Review, Approval and Control," being met. This issue 
has been documented in the licensee's corrective action program under Problem Identification Program reports 0-C-01-1700, 1722 
and 1925. (No Color) 
Inspection Report# : 2001004(pdf)  

Significance:  Mar 23, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Problem Identification and Resolution Annual Inspection 
No findings of significance were identified. The implementation of the corrective action program (CAP) was acceptable with concerns 
noted. Management oversight was evident in all aspects of the program, and trending was extensive with an appropriate focus on 
human performance. The licensee was generally effective at identifying problems and placing them into the CAP. Self-assessment 
by the CAP department was very limited and not well documented. The licensee generally evaluated individual problems and 
established acceptable schedules for implementing corrective actions appropriately. Corrective actions were generally implemented 
in a timely manner. The apparent cause determinations appeared to accurately identify why the equipment problems occurred. The 
inspectors determined that the licensee properly classified discrepant conditions. The inspectors found that the scope and depth of 
corrective actions assigned by the licensee were generally appropriate for the severity and risk significance of the problems 
identified. Two issues identified during this inspection concerned the effectiveness and timeliness of corrective actions associated 
with previous NRC-identified Non-Cited Violations (NCVs). In addition, the inspection team observed that the Primary Identification 
Program (PIP) process was not effectively using the Repetitive Condition portion of the PIP database. The identification of repeat 
problems was dependent on the memories of individuals involved in the PIP process, rather than being retrievable from the PIP 
database. Interviews of plant personnel indicated that they felt free to input safety issues and conditions adverse to quality into the 
CAP. A safety conscious work environment was evident at Summer. 
Inspection Report# : 2001006(pdf)  

Significance:  Dec 23, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FUEL HANDING BUILDING NEGATIVE PRESSURE EXCEEDED TECHNICAL SPECIFICATION REQUIREMENT 
Technical Specfication (TS) 4.9.11.d.3 surveillance requirement states that the spent fuel ventilation shall maintain the spent fuel 
area at a negative pressure greater than or equal to 1/8 inches water gauge relative to the outside atmosphere during irradiated fuel 
movement and during crane operation with loads over the pool. Contrary to that requirement on October 16, 2000, the licensee 
discovered that fuel movement had occurred without the proper fuel handling building negative pressure. The failure to meet this TS 
requirement is documented in the licensee's corrective action program as PIP 0-C-00-1455. 
Inspection Report# : 2000006(pdf)  

Last modified : July 22, 2002 
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Summer 

Initiating Events 

Significance:  Sep 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to perform evaluation required by 10 CFR 50.59, improper screening 
The inspectors identified a non-cited violation that involved the licensee's failure to perform a 10 CFR 50.59 evaluation 
for a procedure change that provided an alternate method to supply reactor makeup water to the reactor coolant system. 
The issue was determined to be of very low safety significance (Green) because although the procedure change was 
approved for use from August 26 until September 24, the licensee never used the new procedure section and the 
licensee subsequently completed a 50.59 evaluation which determined that a license amendment was not required. 
Inspection Report# : 2001003(pdf)  

Significance:  Jun 30, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to establish an adequate annunciator response procedure resulted in exceeding licensed thermal power 
Technical Specification 6.8.1.a and Regulatory Guide 1.33, Revision 2 (in part) requires procedures be established for 
alarm conditions. Contrary to these requirements, the licensee failed to establish an adequate alarm response procedure 
for a feedwater transient alarm. Specifically, Annunciator Response Procedure ARP-001-XCP-627, Revision 11D was 
inadequate for the Feedwater Heater 1, 2, 4 Isolate / Level Hi-Hi alarm, in that, it failed to direct a power reduction for 
an isolated feedwater heater. This inadequate procedure contributed to exceeding the licensed 2900 megawatts thermal 
power limit on May 21, 2001. This item was entered in the licensee's corrective action program as PIP 0-C-01-0616. 
Inspection Report# : 2001002(pdf)  

Significance:  Mar 31, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to include the turbine runback circuitry within the scope of the Maintenance Rule monitoring program
The inspectors identified a non-cited violation for failure to include the turbine runback circuitry within the scope of the 
Maintenance Rule monitoring program as required by 10 CFR 50.65. The turbine runback circuitry is a non-safety 
related system that mitigates an over-power delta temperature or over-temperature delta temperature transient which 
would otherwise result in a reactor trip. The turbine runback circuitry was discovered to be failed and would have been 
unable to performed its function if called upon. The finding was of very low safety significance because the safety-
related reactor protection system also mitigates an over-power delta temperature or over-temperature delta temperature 
transient. 
Inspection Report# : 2000007(pdf)  

Significance:  Mar 31, 2001 
Identified By: Licensee 
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Item Type: NCV NonCited Violation 
Failure to install steam generator vent line support 
10 CFR 50, Appendix B, Criterion III, "Design Control," requires, in part, that design basis requirements be correctly 
translated into specifications, drawings, procedures and instructions. Contrary to those requirements the seismic design 
basis of the plant was not translated into specifications, drawings, procedures and instructions, in that, a support was 
never designed to prevent failure of the B steam generator vent valve line during a seismic event. This item is 
documented in the licensee's corrective action program as PIPs 0-C-00-1019 and 0-C-00-1359. This item was identified 
in inspection report 50-395/00-06 as an apparent violation, AV 50-395/00006-03. This licensee identified non-cited 
violation was characterized as an issue of very low significance. 
Inspection Report# : 2000007(pdf)  

Significance:  Mar 31, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to include five check valves in the in-service test (IST) program 
Technical Specification (TS) 4.0.5 requires, in part, surveillance requirements for inservice testing (IST) of ASME 
Code Class 1 components. The applicable Code required that these components with pressure retaining bolted 
connections be visually inspected for leakage with the insulation removed. Contrary to these requirements, on October 
18, 2000, the licensee discovered that five such Code Class 1 check valves were not being visually inspected for 
leakage with the insulation removed. This item is documented in the licensee's corrective action program as PIP 0-C-
00-1479 and is the subject of Licensee Event Report 50-395/2000010-00. 
Inspection Report# : 2000007(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: refueling outage hot and cold leg weld inspections 
Overall, the team concluded that the examinations performed on the nozzle-to-pipe welds during the current outage 
were of high quality. The examination methods were successfully demonstrated on a mockup with qualified personnel 
and state-of-the-art NDE [nondestructive examination] equipment and procedures. The use of redundant and 
complementary NDE techniques (visual, ultrasonic and eddy current) and the successful demonstrations of these 
techniques provided confidence that a sensitive inspection was conducted. The examinations exceeded the minimum 
requirements of the ASME [American Society of Mechanical Engineers] Section XI Code and NRC Regulatory Guide 
1.150. 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: new weld examinations and repairs 
All welding and NDE [nondestructive examination] activities for the new welds met Code requirements. The gas 
tungsten arc welding (GTAW) process with Alloy 52 material resulted in rejectable weld defects in the new nozzle-to-
pipe weld. A number of repair attempts were required before successful repair using the shielded metal arc welding 
(SMAW) process with Alloy 152 welding material. The team agreed with the licensee's evaluation that the new weld, 
with different, more resistant material and less ID [inside diameter] tensile stress, should be much more resistant to 
PWSCC [primary water stress corrosion cracking] than the old weld. However, based on the fact that PWSCC is not 
totally understood, the team concluded that further evaluations and inspections will be needed before it can be 
concluded that the new weld is totally immune to PWSCC. 
Inspection Report# : 2000008(pdf)  
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Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: Code inspection of new welds 
The inspection team concluded that a comprehensive and effective inspection, that met or exceeded the requirements of 
the ASME [American Society of Mechanical Engineers] Code, was conducted on the replacement nozzle-to-pipe 
dissimilar metal weld (DMW) and the stainless steel pipe-to-pipe weld. 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: boric acid corrosion inspections 
The boric acid corrosion inspections performed in the last two refueling outages (RO) (April 1999 and October 1997) 
were adequately performed, and the pre-entry radiological survey for RO-12 identified the large accumulation of boric 
acid crystals on the reactor building floor that led to the discovery of "A" hot leg RC [reactor coolant] leak. Since some 
details had been deleted from the program, the team concluded that the boric acid corrosion inspection program should 
be enhanced to improve guidelines for early detection of reactor coolant leakage and to expand the scope of inspection 
to include the welds that are susceptible to PWSCC [primary water stress corrosion cracking]. By letter dated 
December 29, 2000, the licensee stated that their boric acid inspection procedures will be enhanced to provide 
additional detail for the inspection and evaluation of RC system leakage, and that specific components and locations to 
be inspected will be listed and guidance provided on methodologies for evaluation. 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: enforcement discretion 
In addition to the unidentified leakage limit, Technical Specifications (TS) do not allow any pressure boundary leakage 
and require shutdown within six hours. This leakage was pressure boundary leakage and existed for several months 
prior to its discovery and therefore constitutes a violation of the Technical Specifications. However, based on the team's 
conclusion that the violation was not avoidable by reasonable licensee quality assurance measures and management 
controls, the NRC is refraining from issuing enforcement action in accordance with section VII.B.6 of the NRC 
Enforcement Policy. [EA-01-071] 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: metallurgical evaluation 
The licencee's metallurgical evaluation of the cracked hot leg loop "A" nozzle weld, including the size measurements 
(length and depth) of the reported UT [ultrasonic test] and ET [eddy current test] indications by destructive 
examinations, was thorough. The licensee adequately characterized the failure mode to be primary water stress 
corrosion cracking (PWSCC). 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: orginal weld quality 
The team's review of original weld fabrication records verified compliance with American Society of Mechanical 
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Engineers (ASME) Code requirements for the original weld. The records were detailed and provided a good weld 
history. No Code compliance issues were identified. However, the records revealed extensive repairs to the ID [inside 
diameter] of the "A" hot leg nozzle-to-pipe weld, which were determined by the root cause analysis to be a contributor 
to the crack by producing high residual tensile stresses at the ID of the weld. The radiographic (RT) film did not reveal 
any fabrication flaws that could have contributed to the through-wall leak. 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: preservice and inservice weld inspections 
The nozzle-to-pipe inspections conducted in 1980 for the preservice inspection (PSI) and in the 1987 and 1993 
inservice inspections (ISI) met the applicable ASME [American Society of Mechanical Engineers] Code requirements. 
These inspections used the state-of-the-art NDE [nondestructive examination] technology that was available at that 
time. No flaws were detected that were unacceptable to the 1977 Edition of the ASME Code including the Summer of 
1978 Addenda. 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: reactor coolant leak practices 
The licensee's leak detection practices generally would not have been expected to identify the small leak on the "A" hot 
leg leak during plant operation. Although 0.3 gallons per minute (gpm) of unidentified reactor coolant leakage was 
present during the operating cycle, as determined by a periodic water inventory balance, this leak rate was not 
considered unusual and was well below the Technical Specification limit of 1 gpm. The licensee plans a number of 
enhancements to their RC [reactor coolant] system leakage detection practices. 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: root cause analysis 
The licensee's root cause analysis was thorough and well-organized and was performed utilizing personnel with 
appropriate expertise. The root causes and contributory factors for the leak and the extent of condition were adequately 
determined. Actions have been established to address the root causes, contributing factors, and the extent of condition. 
The team concluded that the licensee's assessment provided reasonable assurance that structural integrity of the RC 
[reactor coolant] system, from an impending gross failure standpoint, was maintained during past operation. 
Inspection Report# : 2000008(pdf)  

Significance:  Dec 23, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE SURVEILLLANCE TEST AND SYSTEM OPERATING PROCEDURES TO CONTROL 
PRESSURIZER TEMPERATURE LIMITS 
The inspectors identified a non-cited violation for failure to establish adequate procedures, as required by Technical 
Specificiation (TS) 6.8.1, to ensure that the pressurizer temperature heatup and cooldown limits were maintained within 
the requirements of TS 3.4.9.2. As a result during the shutdown for refueling outage 12, the licensee failed to recognize 
that the TS pressurizer temperature heatup and cooldown limits were exceeded for short period of times, i.e., less than 
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the allowed TS action statement time. The finding was of very low safety significance because a licensee's engineering 
evaluation, which included fracture toughness considerations, determined that the pressurizer remained acceptable for 
continued operation. 
Inspection Report# : 2000006(pdf)  

Significance:  Jun 15, 2000 
Identified By: NRC 
Item Type: FIN Finding 
CERTAIN GRID CONDITIONS CAN INCREASE THE LOSS OF OFFSITE POWER INITIATING 
FREQUENCY 
The licensee's Transient Stability Study of the Offsite Power System identified that under certain grid conditions (the 
transmission system lightly loaded, the Fairfield Pumped Storage Plant operating in the pumping mode at ½ or more of 
its rated capacity, and a fault on the 230 kilovolt (KV) offsite power supply bus) a loss of offsite power (LOSP) could 
occur. The licensee's probabilistic risk assessment (PRA) screening analysis of the grid conditions described above 
showed that there would be a slight increase in the LOSP initiation frequency resulting in a change in the core damage 
frequency (CDF) of less than 1.0 x 10-6. A Region II senior reactor analyst reviewed the PRA screening analysis and 
concluded that, based on the change in the LOSP initiation frequency and the change in CDF, this issue was of very 
low safety significance. 
Inspection Report# : 2000003(pdf)  

Mitigating Systems 

Significance:  Mar 30, 2002 
Identified By: NRC 
Item Type: FIN Finding 
Alternative ways to address loss of chill water not evuated 
The inspectors identified a green finding concerning the licensee's failure to evaluate and specify mitigating actions 
appropriate to the circumstances for a loss of chill water. The abnormal operating procedure allowed mitigating actions 
which would block open the steam propagation barrier (SPB) doors to the room containing safeguards activation 
circuitry, thereby increasing risk. Alternative ways to cool the room were available and had not been evaluated for 
implementation rather than opening the SPBs. The safety significance of this finding was very low based upon the low 
likelihood of a steam line break accident during the 30 hours allowed by Technical Specifications to reach cold 
shutdown when chill water is unavailable. 
Inspection Report# : 2001005(pdf)  

Significance:  Dec 29, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Procedures Did Not Demonstrate Ability Of Back Up Air Supply To Open And Maintain Open Alternate 
Cooling Water Valves To The Emergency Diesel Generators 
A finding was identified for procedures not demonstrating the ability of the backup air supply to maintain service water 
valves open to provide cooling to the emergency diesel generators during certain events. This feature is utilized in 
emergency operating procedures involving loss of AC power and in mitigating Appendix R fire scenarios. This finding 
was determined to be of very low safety significance because the potential for a loss of normal instrument air was 
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reduced due to an installed diesel driven air compressor which backs up the normal electrically driven instrument air 
compressors. 
Inspection Report# : 2001004(pdf)  

Significance:  Dec 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure To Follow Procedure For Chemistry Sampling Of Reactor Coolant System 
Technical Specifications 6.8.1.a and Regulatory Guide 1.33, Appendix A, Section 10 requires procedures be 
implemented covering the control of sampling of radioactive liquids. On December 12, 2001, the licensee identified 
that a sample valve was not closed, as required by chemistry procedure CP-903, after reactor coolant system (RCS) 
sampling was completed. Approximately 32 gallons was drained from the RCS during the 2 hours and 10 minutes the 
valve was open. Automatic RCS makeup was in service during this time. This issue has been documented in the 
licensee's corrective action program under Problem Identification Program report 0-C-01-2324. 
Inspection Report# : 2001004(pdf)  

Significance:  Dec 29, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Failure To Follow Procedure During Surveillance Test Results In Inadvertent Start Of B Motor Driven 
Emergency Feedwater Pump 
Technical Specifications 6.8.1.c requires procedures be implemented covering surveillance and test activities of safety-
related equipment. On November 20, 2001, the licensee failed to properly implement surveillance test procedure STP-
120.004, in that, the B Motor Driven Emergency Feedwater Pump was started when the procedure required the pump's 
control switch to be placed in pull-to-lock. This issue has been documented in the licensee's corrective action program 
asProblem Identification Program report 0-C-01-2127. 
Inspection Report# : 2001004(pdf)  

Significance: TBD Nov 28, 2001 
Identified By: NRC 
Item Type: URI Unresolved item 
Decision of When to Enter Fire Emergency Procedure FEP-4.0 and Evacuate the Main Control Room Due to a 
Fire 
A finding was identified, in that, the lack of operator training combined with licensee management's expectations 
regarding when to enter fire emergency procedure (FEP)-4.0, Control Room Evacuation Due to Fire, could result in the 
operators taking actions during a fire in the main control room (MCR) that would not be consistent with the licensee's 
safe shutdown analysis, fire hazards analysis, or procedure FEP-4.0. The operator training program neither addressed 
nor had job performance measures (JPM)/simulator scenarios for MCR operator actions and evacuation due to a fire in 
accordance with procedure FEP-4.0. This finding was determined to have a credible impact on safety because it 
affected the ability of the operators to perform actions (within the times required by the licensee's safe shutdown 
analysis and fire hazards analysis) necessary to achieve and maintain post-fire safe shutdown conditions. Licensee 
management's philosophy and expectations contributed to the operators' performance and slow response in deciding 
whether to enter procedure FEP-4.0 and evacuate the MCR during two simulator scenarios observed by the team. 
Inspection Report# : 2001009(pdf)  

Significance:  Nov 28, 2001 
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Identified By: NRC 
Item Type: NCV NonCited Violation 
Emergency Lighting Installation Deficiencies for Performing Alternative Shutdown Actions 
A non-cited violation of Virgil C. Summer Operating License Condition 2.C. (18), Fire Protection System, was 
identified for failure to install battery pack emergency lighting units, in accordance with the approved V.C. Summer 
Fire Protection Program, in 13 areas (access and egress routes included) where manual operator actions were required 
to support post-fire safe shutdown. This finding had a potential to impact the licensee's ability to shut down the plant in 
the event of a loss of power to normal lighting during a fire. The finding was of very low safety significance because it 
did not affect fire detection, fire suppression, or fire barriers. 
Inspection Report# : 2001009(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Reactor building cooling unit test frequency 
The inspectors identified that the test interval for measuring reactor building cooling unit performance was relatively 
long when compared to that for heat exchangers included in a Generic Letter 89-13, "Service Water System Problems 
Affecting Safety-Related Equipment," program. The finding was of very low safety significance because the reactor 
building cooling units were normally cooled by industrial cooling water which was chemically treated to reduce 
fouling. 
Inspection Report# : 2001002(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failed to follow procedure to enter the B component cooling water heat exchanger in Action Level II and place 
limitations on service water temperature when testing indicated degradation 
The inspectors identified a non-cited violation for failure to follow procedures to restrict service water temperatures 
when testing indicated that the component cooling water heat exchanger performance was degraded. The finding was 
of very low safety significance because service water temperatures never exceeded the more restrictive temperature 
limits. 
Inspection Report# : 2001002(pdf)  

Significance: SL-III Jun 23, 2001 
Identified By: NRC 
Item Type: VIO Violation 
Failure to perform a safety evaluation required by 10 CFR 50.59 
The inspectors identified an apparent violation for not performing a detailed safety evaluation, as required by 10 CFR 
50.59, for a change to the facility as described in the Final Safety Analysis Report which involved a unreviewed safety 
question. The licensee changed the facility by removing the mullion (center divider) in the steam propagation barrier 
(SPB) door at the entrance to the 1DB 7.2 kV AC switchgear room. Disabling the 1DB SPB resulted in the potential 
that a single high energy line break could render emergency AC power to both trains of safety-related equipment 
inoperable. The finding was of low to moderate risk significance based upon the initiating event frequency of a high 
energy line break accident and the cumulative time the 1DB SPB was disabled during 1998 (Section 4OA3). [The 
apparent violation was dispositioned as a Severity Level III violation (Supplement I) by letter entitled "Notice of 
Violation (Virgil C. Summer Nuclear Station - NRC Special Inspection Report No. 50-395/01-08)," dated August 31, 
2001. Following is the Notice of Violation text from enclosure 1 to this letter: 10 CFR 50.59(a)(1) states, in part, that 
the holder of a license authorizing operation of a utilization facility may make changes in the facility as described in the 
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safety analysis report without prior Commission approval, unless the proposed change involves an unreviewed safety 
question. 10 CFR 50.59(a)(2) states, in part, a proposed change shall be deemed to involve an unreviewed safety 
question if the probability of occurrence or the consequences of an accident or malfunction of equipment important to 
safety previously evaluated in the safety analysis report may be increased. 10 CFR 50.59(b)(1) requires, in part, that the 
licensee shall maintain records of changes in the facility to the extent that these changes constitute changes in the 
facility as described in the safety analysis report. These records must include a written safety evaluation which provides 
the bases for the determination that the change does not involve an unreviewed safety question. Final Safety Analysis 
Report Section 3.11.1.1 defines harsh and mild environments and references drawing SS-021-018. The drawing depicts 
the 7.2 Kilovolt 1DA and 1DB emergency switchgear rooms as mild environments and the hallway adjacent to the 1DB 
room as a harsh environment. Fire Protection Procedure FPP-025, "Fire Containment," Revision 1C, allowed steam 
propagation barriers to be disabled, one at a time, for a maximum of 12 hours. Contrary to the above, on March 25, 
1997, the licensee failed to perform an adequate written safety evaluation which provided the bases for the 
determination that a change in the facility did not involve an unreviewed safety question. Specifically, a written safety 
evaluation for revision 1C to procedure FPP-025 failed to adequately evaluate that the licensee's disabling of 
intermediate building door DRIB/315 would change the 1DA and 1DB switchgear rooms from a mild environment to a 
harsh environment. This change in the facility increased the probability of occurrence or the consequences of an 
accident or malfunction of equipment important to safety previously evaluated in the safety analysis report, in that, a 
single high energy line break could potentially result in the loss of both trains of the 7.2 Kilovolt emergency power to 
safety-related equipment. Consequently, the change to the facility involved an unreviewed safety question and was 
made without prior NRC approval. The disabling of the door existed on seven occasions during 1998 for a total of 
approximately 30 hours. The August 31, 2001, letter stated that disabling door DRIB/315 involved an unreviewed 
safety question and was done without prior NRC approval. Disabling the door had no actual safety consequences; 
however, the violation was of concern to the NRC because of the potential for impacting our ability to perform certain 
regulatory functions. Based on NRC review of your corrective actions, as documented in the letter, no civil penalty was 
proposed. The Severity Level III violation was closed in inspection report number 05000395/2001003, dated October 
18, 2001. The August 31, 2001, letter stated that "information regarding the reason for the violation, the corrective 
actions taken and planned to correct the violation and to prevent recurrence, and the date when full compliance was 
achieved is already adequately addressed on the docket."] 
Inspection Report# : 2001003(pdf)  
Inspection Report# : 2001008(pdf)  

Significance: N/A May 24, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Supplemental inspection results for a White Finding and White Performance Indicator 
This supplemental inspection was performed to assess South Carolina Electric & Gas Company's activities associated 
with identification, root cause analysis, and corrective actions for the inoperability of the turbine driven emergency 
feedwater pump (TDEFWP) due to a closed discharge isolation valve. The White Finding was previously characterized 
in NRC Inspection Report 50-395/00-05 and in the NRC's Final Significance Determination for a White Finding and 
Notice of Violation (dated December 28, 2000). Using Inspection Procedure (IP) 95001, "Inspection for One or Two 
White Inputs In a Strategic Performance Area," the inspector concluded that the licensee's problem identification and 
root cause analysis was acceptable. The licensee determined the root cause was due to human error, a failure to open 
the valve coupled with inadequate independent verification. Additionally, the licensee identified four causal factors 
associated with this event. The completed and proposed corrective actions, including actions to prevent recurrence, 
adequately addressed the results of the root cause evaluation. Additionally, IP 95001 was used to assess the licensee's 
evaluation and corrective actions associated with a White Performance Indicator (PI) for safety system unavailability, 
heat removal system (Auxiliary Feedwater). The major contributor for the PI crossing from Green to White 
(unavailability threshold is greater than 2%) was due to the time the TDEFWP was inoperable due to the White Finding 
and the extended time to complete a refueling outage. The licensee reported the White PI to the NRC during the routine 
first quarter 2001 PI submittal. The corrective actions identified to correct the mis-positioning of the TDEFWP 
discharge isolation valve were considered sufficient to address the White PI.
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Inspection Report# : 2001007(pdf)  

Significance:  Dec 23, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
INADEQUATE EMERGENCY OPERATING PROCEDURE FOR TRANSFER TO COLD-LEG 
RECIRCULATION 
Technical Specification 6.8.1.a, requires that written procedures shall be established, implemented and maintained 
covering the activities referenced in Appendix A of Regulatory Guide 1.33, Revision 2, February 1978. Loss of coolant 
accidents are an activity covered in Appendix A, under Section 6, "Procedures for Combating Emergencies and Other 
Significant Events." This requires appropriate procedures to respond to and combat emergencies involving loss of 
coolant accidents and the associated response involving transfer to cold leg recirculation. The licensee failed to 
establish, implement and maintain an adequate Emergency Operating Procedure EOP-2.2, "Transfer to Cold-Leg 
Recirculation," Revisions 0 thru 11, in that, they did not provide the necessary instructions to operators for timely 
actions. This issue is captured in the licensee's corrective action program as PIPs 0-C-99-1026 and 0-C-00-1101. 
Inspection Report# : 2000006(pdf)  

Significance:  Sep 21, 2000 
Identified By: Licensee 
Item Type: VIO Violation 
Failure to follow procedures results in the [turbine-driven emergency feedwater] pump being inoperable for 
approximately 48 days during power operation due to its manual discharge valve being closed 
The licensee's failure to properly position and independently verify the turbine driven emergency feedwater (TDEFW) 
pump discharge isolation valve in accordance with procedures required by Technical Specification (TS) 6.8.1 resulted 
in the failure to comply with TS 3.7.1.2 for TDEFW pump operability. The failure to adhere to these regulatory 
requirements was cited as one violation in a December 28, 2000, letter to the licensee. The two apparent violations, AV 
50-395/000005-01 and 50-395/000005-02 are considered closed. In the December 28, 2000, letter the inspection 
finding was characterized as White (i.e., an issue with low to moderate increased importance to safety). The NRC 
determined that the Human Error Probability methodology, using the Technique for Human Error Rate Prediction 
approach, appropriately estimated the increase in risk associated with the accident sequences containing the TDEFW 
recovery term. The change in core damage frequency was approximately 4x10-6/year. The violation, characterized as 
White, was reviewed and closed in NRC Supplemental Inspection Report No. 50-395/01-07, dated July 10, 2001. The 
supplememtal report Summary of Findings state: "Using Inspection Procedure (IP) 95001, "Inspection for One or Two 
White Inputs In a Strategic Performance Area," the inspector concluded that the licensee's problem identification and 
root cause analysis was acceptable. The licensee determined the root cause was due to human error, a failure to open 
the valve coupled with inadequate independent verification. Additionally, the licensee identified four causal factors 
associated with this event. The completed and proposed corrective actions, including actions to prevent recurrence, 
adequately addressed the results of the root cause evaluation." 
Inspection Report# : 2000007(pdf)  
Inspection Report# : 2001007(pdf)  

Significance:  Jun 24, 2000 
Identified By: NRC 
Item Type: FIN Finding 
PLANT WAS PLACED IN ELEVATED RISK LEVEL 
The licensee removed the B trains of Component Cooling Water (CCW) and charging from service during preventative 
maintenance on a CCW valve without recognizing that this placed the plant in an elevated risk level as defined in the 
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licensee's safety function matrix. As a result, provisions of Operations Administrative Procedure (OAP)-102.1, 
"Conduct of Operations Scheduling Unit," Revision 3, concerning evaluating the configuration and obtaining the 
General Manager‘s approval were not met. Since there was no actual loss of safety function with A train CCW and 
charging available and operable, this issue was determined to be of very low safety significance. No violation occurred 
since the licensee complied within the time constraints of the applicable technical specification limiting conditions for 
operation and the procedure will not be required by regulations until the revised sections of the Maintenance Rule (10 
CFR 50.65) become effective in November 2000. 
Inspection Report# : 2000004(pdf)  

Significance: N/A Jun 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE 10 CFR 50.59 SAFETY EVALUATION 
The licensee's 10 CFR 50.59 safety evaluation performed to incorporate the results of the Transient Stability Study of 
the Offsite Power System into the Updated Final Safety Analysis Report (UFSAR) Section 8.2.2.2 did not provide an 
adequate technical basis to support the determination that an unreviewed safety question did not exist. Specifically, the 
10 CFR 50.59 did not address the increase in the probability of occurrence of a malfunction of the loss of voltage relay 
for Case Study Six of the Transient Stability Study; and it did not provide an adequate technical basis to support the 
conclusion in the UFSAR that the requirements of 10 CFR 50, Appendix A, General Design Criterion 17 would still be 
met for the grid conditions evaluated for Case Study Six. This is a violation of 10 CFR 50.59 and is in the licensee's 
corrective action program as PIP 0-C-00-0569. Based on the changes in the loss of offsite power frequency and core 
damage frequency, this issue was of very low safety significance. 
Inspection Report# : 2000003(pdf)  

Significance:  Jun 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO TRANSLATE INTO APPROPRIATE PROCEDURES DESIGN BASIS LIMITING VALUES 
The licensee failed to translate into appropriate procedures and/or acceptance criteria (1) the 105 F design basis limiting 
value for the diesel generator (DG) intercooler water heat exchanger outlet temperature and (2) the requirement to 
derate the DGs if the intercooler water heat exchanger outlet temperature exceeded the 105 F value. The issue was of 
very low safety significance because the licensee's operability evaluation concluded that, with a derating factor applied, 
the DGs were still operable. This issue was determined to be a violation of 10 CFR 50, Appendix B, Criterion III, 
Design Control and is in the licensee's corrective action program as PIPs 0-C-00-0603 and 0-C-00-0629. 
Inspection Report# : 2000003(pdf)  

Significance:  Jun 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
DESIGN INFORMATION WAS NOT CORRECTLY TRANSLATED INTO A CALCULATION 
Design information (e.g., DG design heat load, instrument uncertainty) was not correctly translated into calculation 
DC07610-002, Revision 1. The calculation incorrectly concluded that one of the two 50% capacity ventilation fans per 
DG could maintain the associated DG rooms below the Technical Specification limit of 120 F during DG operation for 
an outside ambient temperature of up to 95 F. Based on the design heat load, one DG ventilation fan could maintain the 
associated DG rooms below 120 F for an outside ambient temperature of up to only 79.4 F. The issue was of very low 
safety significance because there were no instances identified where one DG ventilation fan was taken out of service 
and the associated DG was still considered to be operable. This issue was determined to be a violation of 10 CFR 50, 
Appendix B, Criterion III, Design Control and is in the licensee's corrective action program as PIP 0-C-00-0570.
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Inspection Report# : 2000003(pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Dec 23, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
IMPROPER IMPLEMENTATION OF TECHNICAL SPECIFICATION RADIATION PROTECTION 
PROGRAM REQUIREMENTS 
The inspectors identified a non-cited violation for failure to adhere to a radiation protection procedure as required by 
TS 6.11, "Radiation Protection Program." On October 26, 2000, electronic dosimeters (ED) were used as radiological 
controls for scaffold construction activities in a residual heat removal heat exchanger room. Contrary to a health 
physics procedure, ED dose rate alarm setpoints were established at 300 millirem per hour (mrem/hr) rather than 
greater than the 400 mrem/hr general work area dose rates adjacent to the residual heat removal heat exchangers. As a 
result workers were not properly responding to dose rate alarms. The finding was of very low safety significance 
because an overexposure did not result, a substantial potential for such an exposure did not exist and the licensee's 
ability to assess worker's dose was not compromised. 
Inspection Report# : 2000006(pdf)  

Public Radiation Safety 

Significance:  Jun 24, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
ATMOSPHERIC EFFLUENT MONITOR CALIBRATIONS DID NOT MEET 10 CFR PART 20.1501(b) 
REQUIREMENTS 
As of April 10, 2000, selected atmospheric effluent process monitor calibrations did not meet 10 CFR Part 20.1501(b) 
requirements. Specifically, secondary calibration sources in-use since the early 1990's for the particulate and gaseous 
channel detectors were not traceable to the original primary detector calibrations. Evaluations of the effect of geometry 
and fabrication differences between the original, vendor-supplied sources and the current secondary calibration sources 
identified a potential 25 percent bias in expected detector response. Based on the identified bias, the current detector 
responses for monitoring radioactive material concentrations and for establishing set-point values were determined to 
be conservative. An additional example of a previously issued non-cited violation (50-395/99006-03) was identified. 
This additional example is in the licensee's corrective action program as CERs 99-1170 and 99-1172. Since effluent 
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releases did not result in doses exceeding Appendix I to10 CFR Part 50 design criteria nor 10 CFR 20.1301 
concentration limits, this finding was considered to be of very low safety significance. 
Inspection Report# : 2000004(pdf)  

Physical Protection 

Miscellaneous 

Significance:  Mar 30, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Contrary to 10 CFR 50.54(a)(4) Final Safety Analysis Report Revision Notice 01-116, which reduced 
commitments in the quality assurance program, was implemented without prior NRC approval 
10 CFR 50.54(a)(4) requires NRC approval prior to making changes which reduce commitments in the quality 
assurance program as presented in the Final Safety Analysis Report. On December 26, 2001, Revision Notice (RN) 01-
116, which reduced commitments, was implemented without prior NRC approval. This issue was entered in the 
corrective action program under CER 0-C-02-0228. 
Inspection Report# : 2001005(pdf)  

Significance:  Mar 01, 2002 
Identified By: NRC 
Item Type: FIN Finding 
Annual Problem Identification and Resolution Inspection Results 
The inspectors concluded that, in general, problems were properly identified, evaluated, and corrected. Improvements 
were noted in the corrective action process since the previous problem identification and resolution inspection. The 
process for classifying issues and the criteria for requiring root cause assessments were now more clearly based upon 
safety significance. The licensee was effectively prioritizing and evaluating issues commensurate with their safety 
significance. Root cause analyses were generally performed when appropriate and problem evaluations considered 
extent of condition and generic implications appropriately. Corrective actions were generally effective in correcting 
problems. Management fostered a safety-conscious work environment by emphasizing safe operations and encouraging 
problem reporting. However, during the inspection, several minor problems were identified. These included: site 
personnel not always generating condition evaluation reports (CERs) at the threshold expected by plant management; 
the corrective action process allowed human performance issues in a CER to go unaddressed when a CER was changed 
to another type of corrective action document which evaluates only technical issues; relationships between the CER 
process and identified peripheral processes were not always clearly established; and several timeliness issues associated 
with due dates. In addition, there were opportunities for increased management involvement in certain activities such as 
increased presence and involvement with personnel at the corrective action screening committee meetings. 
Inspection Report# : 2002006(pdf)  

Significance:  Dec 29, 2001 
Identified By: NRC 
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Item Type: FIN Finding 
Temporary Backup Diesel Air Driven Compressor Installed In The Instrument Air System Without Design 
Control Documents 
A finding was identified for having installed a backup diesel driven air compressor in the instrument air system without 
design control documents, i.e., without temporary or permanent plant modification documentation. References to this 
compressor implied it was "temporary" even though it had been installed in the plant since approximately 1982. The 
finding was determined to be of very low safety significance because no significant adverse impacts had been 
experienced during the time period it has been installed and its performance was being monitored under the 
maintenance rule program. 
Inspection Report# : 2001004(pdf)  

Significance: N/A Dec 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure To Process Procedure Revisions In Accordance With Administrative Procedure For Procedure Review 
And Approval 
Technical Specifications 6.8.1.a and Regulatory Guide 1.33, Appendix A, Section 1.e, requires procedures be 
implemented covering the procedure review and approval process. On October 2, 2001, the licensee identified that 
procedure changes were approved without all the applicable provisions of SAP-139, "Procedure Development, Review, 
Approval and Control," being met. This issue has been documented in the licensee's corrective action program under 
Problem Identification Program reports 0-C-01-1700, 1722 and 1925. (No Color) 
Inspection Report# : 2001004(pdf)  

Significance:  Mar 23, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Problem Identification and Resolution Annual Inspection 
No findings of significance were identified. The implementation of the corrective action program (CAP) was 
acceptable with concerns noted. Management oversight was evident in all aspects of the program, and trending was 
extensive with an appropriate focus on human performance. The licensee was generally effective at identifying 
problems and placing them into the CAP. Self-assessment by the CAP department was very limited and not well 
documented. The licensee generally evaluated individual problems and established acceptable schedules for 
implementing corrective actions appropriately. Corrective actions were generally implemented in a timely manner. The 
apparent cause determinations appeared to accurately identify why the equipment problems occurred. The inspectors 
determined that the licensee properly classified discrepant conditions. The inspectors found that the scope and depth of 
corrective actions assigned by the licensee were generally appropriate for the severity and risk significance of the 
problems identified. Two issues identified during this inspection concerned the effectiveness and timeliness of 
corrective actions associated with previous NRC-identified Non-Cited Violations (NCVs). In addition, the inspection 
team observed that the Primary Identification Program (PIP) process was not effectively using the Repetitive Condition 
portion of the PIP database. The identification of repeat problems was dependent on the memories of individuals 
involved in the PIP process, rather than being retrievable from the PIP database. Interviews of plant personnel indicated 
that they felt free to input safety issues and conditions adverse to quality into the CAP. A safety conscious work 
environment was evident at Summer. 
Inspection Report# : 2001006(pdf)  

Significance:  Dec 23, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
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FUEL HANDING BUILDING NEGATIVE PRESSURE EXCEEDED TECHNICAL SPECIFICATION 
REQUIREMENT 
Technical Specfication (TS) 4.9.11.d.3 surveillance requirement states that the spent fuel ventilation shall maintain the 
spent fuel area at a negative pressure greater than or equal to 1/8 inches water gauge relative to the outside atmosphere 
during irradiated fuel movement and during crane operation with loads over the pool. Contrary to that requirement on 
October 16, 2000, the licensee discovered that fuel movement had occurred without the proper fuel handling building 
negative pressure. The failure to meet this TS requirement is documented in the licensee's corrective action program as 
PIP 0-C-00-1455. 
Inspection Report# : 2000006(pdf)  

Last modified : August 29, 2002 
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Summer 

Initiating Events 

Significance:  Sep 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to perform evaluation required by 10 CFR 50.59, improper screening 
The inspectors identified a non-cited violation that involved the licensee's failure to perform a 10 CFR 50.59 evaluation 
for a procedure change that provided an alternate method to supply reactor makeup water to the reactor coolant system. 
The issue was determined to be of very low safety significance (Green) because although the procedure change was 
approved for use from August 26 until September 24, the licensee never used the new procedure section and the 
licensee subsequently completed a 50.59 evaluation which determined that a license amendment was not required. 
Inspection Report# : 2001003(pdf)  

Significance:  Jun 30, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to establish an adequate annunciator response procedure resulted in exceeding licensed thermal power 
Technical Specification 6.8.1.a and Regulatory Guide 1.33, Revision 2 (in part) requires procedures be established for 
alarm conditions. Contrary to these requirements, the licensee failed to establish an adequate alarm response procedure 
for a feedwater transient alarm. Specifically, Annunciator Response Procedure ARP-001-XCP-627, Revision 11D was 
inadequate for the Feedwater Heater 1, 2, 4 Isolate / Level Hi-Hi alarm, in that, it failed to direct a power reduction for 
an isolated feedwater heater. This inadequate procedure contributed to exceeding the licensed 2900 megawatts thermal 
power limit on May 21, 2001. This item was entered in the licensee's corrective action program as PIP 0-C-01-0616. 
Inspection Report# : 2001002(pdf)  

Significance:  Mar 31, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to include the turbine runback circuitry within the scope of the Maintenance Rule monitoring program
The inspectors identified a non-cited violation for failure to include the turbine runback circuitry within the scope of the 
Maintenance Rule monitoring program as required by 10 CFR 50.65. The turbine runback circuitry is a non-safety 
related system that mitigates an over-power delta temperature or over-temperature delta temperature transient which 
would otherwise result in a reactor trip. The turbine runback circuitry was discovered to be failed and would have been 
unable to performed its function if called upon. The finding was of very low safety significance because the safety-
related reactor protection system also mitigates an over-power delta temperature or over-temperature delta temperature 
transient. 
Inspection Report# : 2000007(pdf)  

Significance:  Mar 31, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to install steam generator vent line support 
10 CFR 50, Appendix B, Criterion III, "Design Control," requires, in part, that design basis requirements be correctly 
translated into specifications, drawings, procedures and instructions. Contrary to those requirements the seismic design 
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basis of the plant was not translated into specifications, drawings, procedures and instructions, in that, a support was 
never designed to prevent failure of the B steam generator vent valve line during a seismic event. This item is 
documented in the licensee's corrective action program as PIPs 0-C-00-1019 and 0-C-00-1359. This item was identified 
in inspection report 50-395/00-06 as an apparent violation, AV 50-395/00006-03. This licensee identified non-cited 
violation was characterized as an issue of very low significance. 
Inspection Report# : 2000007(pdf)  

Significance:  Mar 31, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to include five check valves in the in-service test (IST) program 
Technical Specification (TS) 4.0.5 requires, in part, surveillance requirements for inservice testing (IST) of ASME 
Code Class 1 components. The applicable Code required that these components with pressure retaining bolted 
connections be visually inspected for leakage with the insulation removed. Contrary to these requirements, on October 
18, 2000, the licensee discovered that five such Code Class 1 check valves were not being visually inspected for 
leakage with the insulation removed. This item is documented in the licensee's corrective action program as PIP 0-C-
00-1479 and is the subject of Licensee Event Report 50-395/2000010-00. 
Inspection Report# : 2000007(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: preservice and inservice weld inspections 
The nozzle-to-pipe inspections conducted in 1980 for the preservice inspection (PSI) and in the 1987 and 1993 
inservice inspections (ISI) met the applicable ASME [American Society of Mechanical Engineers] Code requirements. 
These inspections used the state-of-the-art NDE [nondestructive examination] technology that was available at that 
time. No flaws were detected that were unacceptable to the 1977 Edition of the ASME Code including the Summer of 
1978 Addenda. 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: Code inspection of new welds 
The inspection team concluded that a comprehensive and effective inspection, that met or exceeded the requirements of 
the ASME [American Society of Mechanical Engineers] Code, was conducted on the replacement nozzle-to-pipe 
dissimilar metal weld (DMW) and the stainless steel pipe-to-pipe weld. 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: boric acid corrosion inspections 
The boric acid corrosion inspections performed in the last two refueling outages (RO) (April 1999 and October 1997) 
were adequately performed, and the pre-entry radiological survey for RO-12 identified the large accumulation of boric 
acid crystals on the reactor building floor that led to the discovery of "A" hot leg RC [reactor coolant] leak. Since some 
details had been deleted from the program, the team concluded that the boric acid corrosion inspection program should 
be enhanced to improve guidelines for early detection of reactor coolant leakage and to expand the scope of inspection 
to include the welds that are susceptible to PWSCC [primary water stress corrosion cracking]. By letter dated 
December 29, 2000, the licensee stated that their boric acid inspection procedures will be enhanced to provide 
additional detail for the inspection and evaluation of RC system leakage, and that specific components and locations to 
be inspected will be listed and guidance provided on methodologies for evaluation. 
Inspection Report# : 2000008(pdf)  
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Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: enforcement discretion 
In addition to the unidentified leakage limit, Technical Specifications (TS) do not allow any pressure boundary leakage 
and require shutdown within six hours. This leakage was pressure boundary leakage and existed for several months 
prior to its discovery and therefore constitutes a violation of the Technical Specifications. However, based on the team's 
conclusion that the violation was not avoidable by reasonable licensee quality assurance measures and management 
controls, the NRC is refraining from issuing enforcement action in accordance with section VII.B.6 of the NRC 
Enforcement Policy. [EA-01-071] 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: metallurgical evaluation 
The licencee's metallurgical evaluation of the cracked hot leg loop "A" nozzle weld, including the size measurements 
(length and depth) of the reported UT [ultrasonic test] and ET [eddy current test] indications by destructive 
examinations, was thorough. The licensee adequately characterized the failure mode to be primary water stress 
corrosion cracking (PWSCC). 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: new weld examinations and repairs 
All welding and NDE [nondestructive examination] activities for the new welds met Code requirements. The gas 
tungsten arc welding (GTAW) process with Alloy 52 material resulted in rejectable weld defects in the new nozzle-to-
pipe weld. A number of repair attempts were required before successful repair using the shielded metal arc welding 
(SMAW) process with Alloy 152 welding material. The team agreed with the licensee's evaluation that the new weld, 
with different, more resistant material and less ID [inside diameter] tensile stress, should be much more resistant to 
PWSCC [primary water stress corrosion cracking] than the old weld. However, based on the fact that PWSCC is not 
totally understood, the team concluded that further evaluations and inspections will be needed before it can be 
concluded that the new weld is totally immune to PWSCC. 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: orginal weld quality 
The team's review of original weld fabrication records verified compliance with American Society of Mechanical 
Engineers (ASME) Code requirements for the original weld. The records were detailed and provided a good weld 
history. No Code compliance issues were identified. However, the records revealed extensive repairs to the ID [inside 
diameter] of the "A" hot leg nozzle-to-pipe weld, which were determined by the root cause analysis to be a contributor 
to the crack by producing high residual tensile stresses at the ID of the weld. The radiographic (RT) film did not reveal 
any fabrication flaws that could have contributed to the through-wall leak. 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: reactor coolant leak practices 
The licensee's leak detection practices generally would not have been expected to identify the small leak on the "A" hot 
leg leak during plant operation. Although 0.3 gallons per minute (gpm) of unidentified reactor coolant leakage was 
present during the operating cycle, as determined by a periodic water inventory balance, this leak rate was not 

Page 3 of 143Q/2002 Inspection Findings - Summer 



considered unusual and was well below the Technical Specification limit of 1 gpm. The licensee plans a number of 
enhancements to their RC [reactor coolant] system leakage detection practices. 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: refueling outage hot and cold leg weld inspections 
Overall, the team concluded that the examinations performed on the nozzle-to-pipe welds during the current outage 
were of high quality. The examination methods were successfully demonstrated on a mockup with qualified personnel 
and state-of-the-art NDE [nondestructive examination] equipment and procedures. The use of redundant and 
complementary NDE techniques (visual, ultrasonic and eddy current) and the successful demonstrations of these 
techniques provided confidence that a sensitive inspection was conducted. The examinations exceeded the minimum 
requirements of the ASME [American Society of Mechanical Engineers] Section XI Code and NRC Regulatory Guide 
1.150. 
Inspection Report# : 2000008(pdf)  

Significance: N/A Feb 15, 2001 
Identified By: NRC 
Item Type: FIN Finding 
"A" hot leg weld crack: root cause analysis 
The licensee's root cause analysis was thorough and well-organized and was performed utilizing personnel with 
appropriate expertise. The root causes and contributory factors for the leak and the extent of condition were adequately 
determined. Actions have been established to address the root causes, contributing factors, and the extent of condition. 
The team concluded that the licensee's assessment provided reasonable assurance that structural integrity of the RC 
[reactor coolant] system, from an impending gross failure standpoint, was maintained during past operation. 
Inspection Report# : 2000008(pdf)  

Significance:  Dec 23, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE SURVEILLLANCE TEST AND SYSTEM OPERATING PROCEDURES TO CONTROL 
PRESSURIZER TEMPERATURE LIMITS 
The inspectors identified a non-cited violation for failure to establish adequate procedures, as required by Technical 
Specificiation (TS) 6.8.1, to ensure that the pressurizer temperature heatup and cooldown limits were maintained within 
the requirements of TS 3.4.9.2. As a result during the shutdown for refueling outage 12, the licensee failed to recognize 
that the TS pressurizer temperature heatup and cooldown limits were exceeded for short period of times, i.e., less than 
the allowed TS action statement time. The finding was of very low safety significance because a licensee's engineering 
evaluation, which included fracture toughness considerations, determined that the pressurizer remained acceptable for 
continued operation. 
Inspection Report# : 2000006(pdf)  

Significance:  Jun 15, 2000 
Identified By: NRC 
Item Type: FIN Finding 
CERTAIN GRID CONDITIONS CAN INCREASE THE LOSS OF OFFSITE POWER INITIATING 
FREQUENCY 
The licensee's Transient Stability Study of the Offsite Power System identified that under certain grid conditions (the 
transmission system lightly loaded, the Fairfield Pumped Storage Plant operating in the pumping mode at ½ or more of 
its rated capacity, and a fault on the 230 kilovolt (KV) offsite power supply bus) a loss of offsite power (LOSP) could 
occur. The licensee's probabilistic risk assessment (PRA) screening analysis of the grid conditions described above 
showed that there would be a slight increase in the LOSP initiation frequency resulting in a change in the core damage 
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frequency (CDF) of less than 1.0 x 10-6. A Region II senior reactor analyst reviewed the PRA screening analysis and 
concluded that, based on the change in the LOSP initiation frequency and the change in CDF, this issue was of very 
low safety significance. 
Inspection Report# : 2000003(pdf)  

Mitigating Systems 

Significance:  Sep 28, 2002 
Identified By: NRC 
Item Type: FIN Finding 
Engineering Information Request did not properly address American Society of Mechanical Engineers code 
requirements 
The inspectors identified a Green finding concerning the licensee's failure to develop an adequate Engineering 
Information Request which would have resulted in an inadequate post-maintenance test and a failure to meet American 
Society of Mechanical Engineers code requirements. The safety significance of the finding was very low based upon 
the low likelihood of a major component water system break on the B train and the availability of the A train service 
water. 
Inspection Report# : 2002003(pdf)  

Significance:  Sep 28, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Improper control of steam propagation door DRIB/301 
The inspectors identified a non-cited violation of Technical Specification 6.8.1.a for a failure to maintain proper control 
of a steam propagation barrier as required by procedures. During post-maintenance for the A train emergency diesel 
generator jacket water heater replacement, a steam propagation barrier was blocked open. The safety significance of the 
finding was very low due to the low likelihood of a steam or feedwater line break accident and the short duration that 
the condition existed. 
Inspection Report# : 2002003(pdf)  

Significance:  Jun 29, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate design control of the MFW pumps recirculation flow control valve logic 
The inspectors identified one non-cited violation evaluated as having very low safety significance (Green) for 
inadequate design control of the main feedwater pumps recirculation flow control valves logic. The licensee failed to 
implement proper design control through adequate testing of the digital control logic modification in order to fully 
understand the operation of the system. The design change to the circuit logic prevented the control room operators 
from having manual control of the valves which resulted in an automatic reactor trip. Post-modification testing did not 
identify the logic flaw in the recirculation valve controls. The safety significance of the finding was very low because 
the reactor trip response and emergency feedwater system availability were unaffected by the design flaw in the circuit 
logic. 
Inspection Report# : 2002002(pdf)  

Significance:  Mar 30, 2002 
Identified By: NRC 
Item Type: FIN Finding 
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Alternative ways to address loss of chill water not evuated 
The inspectors identified a green finding concerning the licensee's failure to evaluate and specify mitigating actions 
appropriate to the circumstances for a loss of chill water. The abnormal operating procedure allowed mitigating actions 
which would block open the steam propagation barrier (SPB) doors to the room containing safeguards activation 
circuitry, thereby increasing risk. Alternative ways to cool the room were available and had not been evaluated for 
implementation rather than opening the SPBs. The safety significance of this finding was very low based upon the low 
likelihood of a steam line break accident during the 30 hours allowed by Technical Specifications to reach cold 
shutdown when chill water is unavailable. 
Inspection Report# : 2001005(pdf)  

Significance:  Dec 29, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Procedures Did Not Demonstrate Ability Of Back Up Air Supply To Open And Maintain Open Alternate 
Cooling Water Valves To The Emergency Diesel Generators 
A finding was identified for procedures not demonstrating the ability of the backup air supply to maintain service water 
valves open to provide cooling to the emergency diesel generators during certain events. This feature is utilized in 
emergency operating procedures involving loss of AC power and in mitigating Appendix R fire scenarios. This finding 
was determined to be of very low safety significance because the potential for a loss of normal instrument air was 
reduced due to an installed diesel driven air compressor which backs up the normal electrically driven instrument air 
compressors. 
Inspection Report# : 2001004(pdf)  

Significance:  Dec 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure To Follow Procedure For Chemistry Sampling Of Reactor Coolant System 
Technical Specifications 6.8.1.a and Regulatory Guide 1.33, Appendix A, Section 10 requires procedures be 
implemented covering the control of sampling of radioactive liquids. On December 12, 2001, the licensee identified 
that a sample valve was not closed, as required by chemistry procedure CP-903, after reactor coolant system (RCS) 
sampling was completed. Approximately 32 gallons was drained from the RCS during the 2 hours and 10 minutes the 
valve was open. Automatic RCS makeup was in service during this time. This issue has been documented in the 
licensee's corrective action program under Problem Identification Program report 0-C-01-2324. 
Inspection Report# : 2001004(pdf)  

Significance:  Dec 29, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Failure To Follow Procedure During Surveillance Test Results In Inadvertent Start Of B Motor Driven 
Emergency Feedwater Pump 
Technical Specifications 6.8.1.c requires procedures be implemented covering surveillance and test activities of safety-
related equipment. On November 20, 2001, the licensee failed to properly implement surveillance test procedure STP-
120.004, in that, the B Motor Driven Emergency Feedwater Pump was started when the procedure required the pump's 
control switch to be placed in pull-to-lock. This issue has been documented in the licensee's corrective action program 
asProblem Identification Program report 0-C-01-2127. 
Inspection Report# : 2001004(pdf)  

Significance: TBD Nov 28, 2001 
Identified By: NRC 
Item Type: URI Unresolved item 
Decision of When to Enter Fire Emergency Procedure FEP-4.0 and Evacuate the Main Control Room Due to a 
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Fire 
A finding was identified, in that, the lack of operator training combined with licensee management's expectations 
regarding when to enter fire emergency procedure (FEP)-4.0, Control Room Evacuation Due to Fire, could result in the 
operators taking actions during a fire in the main control room (MCR) that would not be consistent with the licensee's 
safe shutdown analysis, fire hazards analysis, or procedure FEP-4.0. The operator training program neither addressed 
nor had job performance measures (JPM)/simulator scenarios for MCR operator actions and evacuation due to a fire in 
accordance with procedure FEP-4.0. This finding was determined to have a credible impact on safety because it 
affected the ability of the operators to perform actions (within the times required by the licensee's safe shutdown 
analysis and fire hazards analysis) necessary to achieve and maintain post-fire safe shutdown conditions. Licensee 
management's philosophy and expectations contributed to the operators' performance and slow response in deciding 
whether to enter procedure FEP-4.0 and evacuate the MCR during two simulator scenarios observed by the team. 
Inspection Report# : 2001009(pdf)  

Significance:  Nov 28, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Emergency Lighting Installation Deficiencies for Performing Alternative Shutdown Actions 
A non-cited violation of Virgil C. Summer Operating License Condition 2.C. (18), Fire Protection System, was 
identified for failure to install battery pack emergency lighting units, in accordance with the approved V.C. Summer 
Fire Protection Program, in 13 areas (access and egress routes included) where manual operator actions were required 
to support post-fire safe shutdown. This finding had a potential to impact the licensee's ability to shut down the plant in 
the event of a loss of power to normal lighting during a fire. The finding was of very low safety significance because it 
did not affect fire detection, fire suppression, or fire barriers. 
Inspection Report# : 2001009(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Reactor building cooling unit test frequency 
The inspectors identified that the test interval for measuring reactor building cooling unit performance was relatively 
long when compared to that for heat exchangers included in a Generic Letter 89-13, "Service Water System Problems 
Affecting Safety-Related Equipment," program. The finding was of very low safety significance because the reactor 
building cooling units were normally cooled by industrial cooling water which was chemically treated to reduce 
fouling. 
Inspection Report# : 2001002(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failed to follow procedure to enter the B component cooling water heat exchanger in Action Level II and place 
limitations on service water temperature when testing indicated degradation 
The inspectors identified a non-cited violation for failure to follow procedures to restrict service water temperatures 
when testing indicated that the component cooling water heat exchanger performance was degraded. The finding was 
of very low safety significance because service water temperatures never exceeded the more restrictive temperature 
limits. 
Inspection Report# : 2001002(pdf)  

Significance: SL-III Jun 23, 2001 
Identified By: NRC 
Item Type: VIO Violation 
Failure to perform a safety evaluation required by 10 CFR 50.59
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The inspectors identified an apparent violation for not performing a detailed safety evaluation, as required by 10 CFR 
50.59, for a change to the facility as described in the Final Safety Analysis Report which involved a unreviewed safety 
question. The licensee changed the facility by removing the mullion (center divider) in the steam propagation barrier 
(SPB) door at the entrance to the 1DB 7.2 kV AC switchgear room. Disabling the 1DB SPB resulted in the potential 
that a single high energy line break could render emergency AC power to both trains of safety-related equipment 
inoperable. The finding was of low to moderate risk significance based upon the initiating event frequency of a high 
energy line break accident and the cumulative time the 1DB SPB was disabled during 1998 (Section 4OA3). [The 
apparent violation was dispositioned as a Severity Level III violation (Supplement I) by letter entitled "Notice of 
Violation (Virgil C. Summer Nuclear Station - NRC Special Inspection Report No. 50-395/01-08)," dated August 31, 
2001. Following is the Notice of Violation text from enclosure 1 to this letter: 10 CFR 50.59(a)(1) states, in part, that 
the holder of a license authorizing operation of a utilization facility may make changes in the facility as described in the 
safety analysis report without prior Commission approval, unless the proposed change involves an unreviewed safety 
question. 10 CFR 50.59(a)(2) states, in part, a proposed change shall be deemed to involve an unreviewed safety 
question if the probability of occurrence or the consequences of an accident or malfunction of equipment important to 
safety previously evaluated in the safety analysis report may be increased. 10 CFR 50.59(b)(1) requires, in part, that the 
licensee shall maintain records of changes in the facility to the extent that these changes constitute changes in the 
facility as described in the safety analysis report. These records must include a written safety evaluation which provides 
the bases for the determination that the change does not involve an unreviewed safety question. Final Safety Analysis 
Report Section 3.11.1.1 defines harsh and mild environments and references drawing SS-021-018. The drawing depicts 
the 7.2 Kilovolt 1DA and 1DB emergency switchgear rooms as mild environments and the hallway adjacent to the 1DB 
room as a harsh environment. Fire Protection Procedure FPP-025, "Fire Containment," Revision 1C, allowed steam 
propagation barriers to be disabled, one at a time, for a maximum of 12 hours. Contrary to the above, on March 25, 
1997, the licensee failed to perform an adequate written safety evaluation which provided the bases for the 
determination that a change in the facility did not involve an unreviewed safety question. Specifically, a written safety 
evaluation for revision 1C to procedure FPP-025 failed to adequately evaluate that the licensee's disabling of 
intermediate building door DRIB/315 would change the 1DA and 1DB switchgear rooms from a mild environment to a 
harsh environment. This change in the facility increased the probability of occurrence or the consequences of an 
accident or malfunction of equipment important to safety previously evaluated in the safety analysis report, in that, a 
single high energy line break could potentially result in the loss of both trains of the 7.2 Kilovolt emergency power to 
safety-related equipment. Consequently, the change to the facility involved an unreviewed safety question and was 
made without prior NRC approval. The disabling of the door existed on seven occasions during 1998 for a total of 
approximately 30 hours. The August 31, 2001, letter stated that disabling door DRIB/315 involved an unreviewed 
safety question and was done without prior NRC approval. Disabling the door had no actual safety consequences; 
however, the violation was of concern to the NRC because of the potential for impacting our ability to perform certain 
regulatory functions. Based on NRC review of your corrective actions, as documented in the letter, no civil penalty was 
proposed. The Severity Level III violation was closed in inspection report number 05000395/2001003, dated October 
18, 2001. The August 31, 2001, letter stated that "information regarding the reason for the violation, the corrective 
actions taken and planned to correct the violation and to prevent recurrence, and the date when full compliance was 
achieved is already adequately addressed on the docket."] 
Inspection Report# : 2001003(pdf)  
Inspection Report# : 2001008(pdf)  

Significance: N/A May 24, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Supplemental inspection results for a White Finding and White Performance Indicator 
This supplemental inspection was performed to assess South Carolina Electric & Gas Company's activities associated 
with identification, root cause analysis, and corrective actions for the inoperability of the turbine driven emergency 
feedwater pump (TDEFWP) due to a closed discharge isolation valve. The White Finding was previously characterized 
in NRC Inspection Report 50-395/00-05 and in the NRC's Final Significance Determination for a White Finding and 
Notice of Violation (dated December 28, 2000). Using Inspection Procedure (IP) 95001, "Inspection for One or Two 
White Inputs In a Strategic Performance Area," the inspector concluded that the licensee's problem identification and 
root cause analysis was acceptable. The licensee determined the root cause was due to human error, a failure to open 
the valve coupled with inadequate independent verification. Additionally, the licensee identified four causal factors 
associated with this event. The completed and proposed corrective actions, including actions to prevent recurrence, 
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adequately addressed the results of the root cause evaluation. Additionally, IP 95001 was used to assess the licensee's 
evaluation and corrective actions associated with a White Performance Indicator (PI) for safety system unavailability, 
heat removal system (Auxiliary Feedwater). The major contributor for the PI crossing from Green to White 
(unavailability threshold is greater than 2%) was due to the time the TDEFWP was inoperable due to the White Finding 
and the extended time to complete a refueling outage. The licensee reported the White PI to the NRC during the routine 
first quarter 2001 PI submittal. The corrective actions identified to correct the mis-positioning of the TDEFWP 
discharge isolation valve were considered sufficient to address the White PI. 
Inspection Report# : 2001007(pdf)  

Significance:  Dec 23, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
INADEQUATE EMERGENCY OPERATING PROCEDURE FOR TRANSFER TO COLD-LEG 
RECIRCULATION 
Technical Specification 6.8.1.a, requires that written procedures shall be established, implemented and maintained 
covering the activities referenced in Appendix A of Regulatory Guide 1.33, Revision 2, February 1978. Loss of coolant 
accidents are an activity covered in Appendix A, under Section 6, "Procedures for Combating Emergencies and Other 
Significant Events." This requires appropriate procedures to respond to and combat emergencies involving loss of 
coolant accidents and the associated response involving transfer to cold leg recirculation. The licensee failed to 
establish, implement and maintain an adequate Emergency Operating Procedure EOP-2.2, "Transfer to Cold-Leg 
Recirculation," Revisions 0 thru 11, in that, they did not provide the necessary instructions to operators for timely 
actions. This issue is captured in the licensee's corrective action program as PIPs 0-C-99-1026 and 0-C-00-1101. 
Inspection Report# : 2000006(pdf)  

Significance:  Sep 21, 2000 
Identified By: Licensee 
Item Type: VIO Violation 
Failure to follow procedures results in the [turbine-driven emergency feedwater] pump being inoperable for 
approximately 48 days during power operation due to its manual discharge valve being closed 
The licensee's failure to properly position and independently verify the turbine driven emergency feedwater (TDEFW) 
pump discharge isolation valve in accordance with procedures required by Technical Specification (TS) 6.8.1 resulted 
in the failure to comply with TS 3.7.1.2 for TDEFW pump operability. The failure to adhere to these regulatory 
requirements was cited as one violation in a December 28, 2000, letter to the licensee. The two apparent violations, AV 
50-395/000005-01 and 50-395/000005-02 are considered closed. In the December 28, 2000, letter the inspection 
finding was characterized as White (i.e., an issue with low to moderate increased importance to safety). The NRC 
determined that the Human Error Probability methodology, using the Technique for Human Error Rate Prediction 
approach, appropriately estimated the increase in risk associated with the accident sequences containing the TDEFW 
recovery term. The change in core damage frequency was approximately 4x10-6/year. The violation, characterized as 
White, was reviewed and closed in NRC Supplemental Inspection Report No. 50-395/01-07, dated July 10, 2001. The 
supplememtal report Summary of Findings state: "Using Inspection Procedure (IP) 95001, "Inspection for One or Two 
White Inputs In a Strategic Performance Area," the inspector concluded that the licensee's problem identification and 
root cause analysis was acceptable. The licensee determined the root cause was due to human error, a failure to open 
the valve coupled with inadequate independent verification. Additionally, the licensee identified four causal factors 
associated with this event. The completed and proposed corrective actions, including actions to prevent recurrence, 
adequately addressed the results of the root cause evaluation." 
Inspection Report# : 2000007(pdf)  
Inspection Report# : 2001007(pdf)  

Significance:  Jun 24, 2000 
Identified By: NRC 
Item Type: FIN Finding 
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PLANT WAS PLACED IN ELEVATED RISK LEVEL 
The licensee removed the B trains of Component Cooling Water (CCW) and charging from service during preventative 
maintenance on a CCW valve without recognizing that this placed the plant in an elevated risk level as defined in the 
licensee's safety function matrix. As a result, provisions of Operations Administrative Procedure (OAP)-102.1, 
"Conduct of Operations Scheduling Unit," Revision 3, concerning evaluating the configuration and obtaining the 
General Manager‘s approval were not met. Since there was no actual loss of safety function with A train CCW and 
charging available and operable, this issue was determined to be of very low safety significance. No violation occurred 
since the licensee complied within the time constraints of the applicable technical specification limiting conditions for 
operation and the procedure will not be required by regulations until the revised sections of the Maintenance Rule (10 
CFR 50.65) become effective in November 2000. 
Inspection Report# : 2000004(pdf)  

Significance: N/A Jun 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE 10 CFR 50.59 SAFETY EVALUATION 
The licensee's 10 CFR 50.59 safety evaluation performed to incorporate the results of the Transient Stability Study of 
the Offsite Power System into the Updated Final Safety Analysis Report (UFSAR) Section 8.2.2.2 did not provide an 
adequate technical basis to support the determination that an unreviewed safety question did not exist. Specifically, the 
10 CFR 50.59 did not address the increase in the probability of occurrence of a malfunction of the loss of voltage relay 
for Case Study Six of the Transient Stability Study; and it did not provide an adequate technical basis to support the 
conclusion in the UFSAR that the requirements of 10 CFR 50, Appendix A, General Design Criterion 17 would still be 
met for the grid conditions evaluated for Case Study Six. This is a violation of 10 CFR 50.59 and is in the licensee's 
corrective action program as PIP 0-C-00-0569. Based on the changes in the loss of offsite power frequency and core 
damage frequency, this issue was of very low safety significance. 
Inspection Report# : 2000003(pdf)  

Significance:  Jun 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO TRANSLATE INTO APPROPRIATE PROCEDURES DESIGN BASIS LIMITING VALUES 
The licensee failed to translate into appropriate procedures and/or acceptance criteria (1) the 105 F design basis limiting 
value for the diesel generator (DG) intercooler water heat exchanger outlet temperature and (2) the requirement to 
derate the DGs if the intercooler water heat exchanger outlet temperature exceeded the 105 F value. The issue was of 
very low safety significance because the licensee's operability evaluation concluded that, with a derating factor applied, 
the DGs were still operable. This issue was determined to be a violation of 10 CFR 50, Appendix B, Criterion III, 
Design Control and is in the licensee's corrective action program as PIPs 0-C-00-0603 and 0-C-00-0629. 
Inspection Report# : 2000003(pdf)  

Significance:  Jun 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
DESIGN INFORMATION WAS NOT CORRECTLY TRANSLATED INTO A CALCULATION 
Design information (e.g., DG design heat load, instrument uncertainty) was not correctly translated into calculation 
DC07610-002, Revision 1. The calculation incorrectly concluded that one of the two 50% capacity ventilation fans per 
DG could maintain the associated DG rooms below the Technical Specification limit of 120 F during DG operation for 
an outside ambient temperature of up to 95 F. Based on the design heat load, one DG ventilation fan could maintain the 
associated DG rooms below 120 F for an outside ambient temperature of up to only 79.4 F. The issue was of very low 
safety significance because there were no instances identified where one DG ventilation fan was taken out of service 
and the associated DG was still considered to be operable. This issue was determined to be a violation of 10 CFR 50, 
Appendix B, Criterion III, Design Control and is in the licensee's corrective action program as PIP 0-C-00-0570. 
Inspection Report# : 2000003(pdf)  
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Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Dec 23, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
IMPROPER IMPLEMENTATION OF TECHNICAL SPECIFICATION RADIATION PROTECTION 
PROGRAM REQUIREMENTS 
The inspectors identified a non-cited violation for failure to adhere to a radiation protection procedure as required by 
TS 6.11, "Radiation Protection Program." On October 26, 2000, electronic dosimeters (ED) were used as radiological 
controls for scaffold construction activities in a residual heat removal heat exchanger room. Contrary to a health 
physics procedure, ED dose rate alarm setpoints were established at 300 millirem per hour (mrem/hr) rather than 
greater than the 400 mrem/hr general work area dose rates adjacent to the residual heat removal heat exchangers. As a 
result workers were not properly responding to dose rate alarms. The finding was of very low safety significance 
because an overexposure did not result, a substantial potential for such an exposure did not exist and the licensee's 
ability to assess worker's dose was not compromised. 
Inspection Report# : 2000006(pdf)  

Public Radiation Safety 

Significance:  Jun 24, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
ATMOSPHERIC EFFLUENT MONITOR CALIBRATIONS DID NOT MEET 10 CFR PART 20.1501(b) 
REQUIREMENTS 
As of April 10, 2000, selected atmospheric effluent process monitor calibrations did not meet 10 CFR Part 20.1501(b) 
requirements. Specifically, secondary calibration sources in-use since the early 1990's for the particulate and gaseous 
channel detectors were not traceable to the original primary detector calibrations. Evaluations of the effect of geometry 
and fabrication differences between the original, vendor-supplied sources and the current secondary calibration sources 
identified a potential 25 percent bias in expected detector response. Based on the identified bias, the current detector 
responses for monitoring radioactive material concentrations and for establishing set-point values were determined to 
be conservative. An additional example of a previously issued non-cited violation (50-395/99006-03) was identified. 
This additional example is in the licensee's corrective action program as CERs 99-1170 and 99-1172. Since effluent 
releases did not result in doses exceeding Appendix I to10 CFR Part 50 design criteria nor 10 CFR 20.1301 
concentration limits, this finding was considered to be of very low safety significance. 
Inspection Report# : 2000004(pdf)  
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Physical Protection 
Significance: N/A Jun 24, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Failure of Fitness for Duty Procedures to adequately require for cause testing after accidents involving a failure 
in individual performance 
The inspectors identified a violation for failure to establish a fitness for duty procedure consistent with 10 CFR 26.24 
requirements. Based on prompt corrective action, the apparent generic nature of the issue, and conflicting NRC 
guidance regarding the 10 CFR 26.24 requirements, the NRC has determined that the exercise of enforcement 
discretion is warranted in accordance with Section VII.B.6 of the Enforcement Policy. 
Inspection Report# : 2000004(pdf)  
Inspection Report# : 2002002(pdf)  

Miscellaneous 

Significance:  Mar 30, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Contrary to 10 CFR 50.54(a)(4) Final Safety Analysis Report Revision Notice 01-116, which reduced 
commitments in the quality assurance program, was implemented without prior NRC approval 
10 CFR 50.54(a)(4) requires NRC approval prior to making changes which reduce commitments in the quality 
assurance program as presented in the Final Safety Analysis Report. On December 26, 2001, Revision Notice (RN) 01-
116, which reduced commitments, was implemented without prior NRC approval. This issue was entered in the 
corrective action program under CER 0-C-02-0228. 
Inspection Report# : 2001005(pdf)  

Significance:  Mar 01, 2002 
Identified By: NRC 
Item Type: FIN Finding 
Annual Problem Identification and Resolution Inspection Results 
The inspectors concluded that, in general, problems were properly identified, evaluated, and corrected. Improvements 
were noted in the corrective action process since the previous problem identification and resolution inspection. The 
process for classifying issues and the criteria for requiring root cause assessments were now more clearly based upon 
safety significance. The licensee was effectively prioritizing and evaluating issues commensurate with their safety 
significance. Root cause analyses were generally performed when appropriate and problem evaluations considered 
extent of condition and generic implications appropriately. Corrective actions were generally effective in correcting 
problems. Management fostered a safety-conscious work environment by emphasizing safe operations and encouraging 
problem reporting. However, during the inspection, several minor problems were identified. These included: site 
personnel not always generating condition evaluation reports (CERs) at the threshold expected by plant management; 
the corrective action process allowed human performance issues in a CER to go unaddressed when a CER was changed 
to another type of corrective action document which evaluates only technical issues; relationships between the CER 
process and identified peripheral processes were not always clearly established; and several timeliness issues associated 
with due dates. In addition, there were opportunities for increased management involvement in certain activities such as 
increased presence and involvement with personnel at the corrective action screening committee meetings. 
Inspection Report# : 2002006(pdf)  

Significance:  Dec 29, 2001 
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Identified By: NRC 
Item Type: FIN Finding 
Temporary Backup Diesel Air Driven Compressor Installed In The Instrument Air System Without Design 
Control Documents 
A finding was identified for having installed a backup diesel driven air compressor in the instrument air system without 
design control documents, i.e., without temporary or permanent plant modification documentation. References to this 
compressor implied it was "temporary" even though it had been installed in the plant since approximately 1982. The 
finding was determined to be of very low safety significance because no significant adverse impacts had been 
experienced during the time period it has been installed and its performance was being monitored under the 
maintenance rule program. 
Inspection Report# : 2001004(pdf)  

Significance: N/A Dec 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure To Process Procedure Revisions In Accordance With Administrative Procedure For Procedure Review 
And Approval 
Technical Specifications 6.8.1.a and Regulatory Guide 1.33, Appendix A, Section 1.e, requires procedures be 
implemented covering the procedure review and approval process. On October 2, 2001, the licensee identified that 
procedure changes were approved without all the applicable provisions of SAP-139, "Procedure Development, Review, 
Approval and Control," being met. This issue has been documented in the licensee's corrective action program under 
Problem Identification Program reports 0-C-01-1700, 1722 and 1925. (No Color) 
Inspection Report# : 2001004(pdf)  

Significance:  Mar 23, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Problem Identification and Resolution Annual Inspection 
No findings of significance were identified. The implementation of the corrective action program (CAP) was 
acceptable with concerns noted. Management oversight was evident in all aspects of the program, and trending was 
extensive with an appropriate focus on human performance. The licensee was generally effective at identifying 
problems and placing them into the CAP. Self-assessment by the CAP department was very limited and not well 
documented. The licensee generally evaluated individual problems and established acceptable schedules for 
implementing corrective actions appropriately. Corrective actions were generally implemented in a timely manner. The 
apparent cause determinations appeared to accurately identify why the equipment problems occurred. The inspectors 
determined that the licensee properly classified discrepant conditions. The inspectors found that the scope and depth of 
corrective actions assigned by the licensee were generally appropriate for the severity and risk significance of the 
problems identified. Two issues identified during this inspection concerned the effectiveness and timeliness of 
corrective actions associated with previous NRC-identified Non-Cited Violations (NCVs). In addition, the inspection 
team observed that the Primary Identification Program (PIP) process was not effectively using the Repetitive Condition 
portion of the PIP database. The identification of repeat problems was dependent on the memories of individuals 
involved in the PIP process, rather than being retrievable from the PIP database. Interviews of plant personnel indicated 
that they felt free to input safety issues and conditions adverse to quality into the CAP. A safety conscious work 
environment was evident at Summer. 
Inspection Report# : 2001006(pdf)  

Significance:  Dec 23, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FUEL HANDING BUILDING NEGATIVE PRESSURE EXCEEDED TECHNICAL SPECIFICATION 
REQUIREMENT 
Technical Specfication (TS) 4.9.11.d.3 surveillance requirement states that the spent fuel ventilation shall maintain the 
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spent fuel area at a negative pressure greater than or equal to 1/8 inches water gauge relative to the outside atmosphere 
during irradiated fuel movement and during crane operation with loads over the pool. Contrary to that requirement on 
October 16, 2000, the licensee discovered that fuel movement had occurred without the proper fuel handling building 
negative pressure. The failure to meet this TS requirement is documented in the licensee's corrective action program as 
PIP 0-C-00-1455. 
Inspection Report# : 2000006(pdf)  

Last modified : December 02, 2002 
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Summer 

Initiating Events 

Mitigating Systems 

Significance:  Dec 31, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
failure to properly test the component cooling water valves resulting in preconditioning 
Performing a system re-alignment prior to stroke time testing two component cooling water valves resulted in the valves being preconditioned, 
i.e., not being tested under as-found conditions. An inspector-identified non-cited violation of 10 CFR 50 Appendix B, Criterion XI was 
identified. This finding is more than minor because preconditioning can mask the as-found condition of the valves and any potential 
performance issues. The finding is of very low safety significance due to the limited impact that the preconditioning had on the valve stroke 
times 
Inspection Report# : 2002004(pdf)  

Significance:  Dec 31, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
failure to take timely corrective action on A train emergency diesel generator high lube oil strainer differential pressure condition 
After May 12, 2002, the licensee failed to take corrective actions to preclude repetition of high strainer differential pressure on the lube oil 
strainer for A emergency diesel generator (EDG). As a result, high strainer differential pressure re-occurred in September, October and 
November 2002. The EDG was declared inoperable in November due to the high strainer differential pressure. An inspector-identified non-
cited violation of 10 CFR 50, Appendix B was identified. The finding is more than minor because it affected the capability of the EDG to 
respond to initiating events i.e., loss of offsite power. The finding is of very low safety significance because of the low likelihood that a loss of 
offsite power event would occur and that the B train EDG was available and operable to supply onsite electrical power. 
Inspection Report# : 2002004(pdf)  

Significance:  Dec 31, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
failure to take adequate corrective actions to perform an evaluation of the impact of increased system pressure on flooding within 
buildings other than the emergency diesel generator building 
Corrective actions to evaluate increased service water system pressure on internal flooding calculations addressed only the emergency diesel 
generator buildings. Other flooding calculations were not evaluated involving other cooling water systems, affected buildings, and other areas 
containing safety-related equipment which could also be impacted by increased flooding levels or spray. An inspector-identified non-cited 
violation of 10 CFR 50, Appendix B, Criterion XVI was identified. The finding is more than minor because it affected the cornerstone 
objective to ensure the availability, reliability and capability of safety-related equipment in areas, other than the EDG building, from the effects 
of internal flooding. The finding is of very low safety significance because the increase in flood levels in other areas did not adversely impact 
affected equipment or render them unable to perform their intended safety function. 
Inspection Report# : 2002004(pdf)  

Significance:  Sep 28, 2002 
Identified By: NRC 
Item Type: FIN Finding 
Engineering Information Request did not properly address American Society of Mechanical Engineers code requirements 
The inspectors identified a Green finding concerning the licensee's failure to develop an adequate Engineering Information Request which 
would have resulted in an inadequate post-maintenance test and a failure to meet American Society of Mechanical Engineers code 
requirements. The safety significance of the finding was very low based upon the low likelihood of a major component water system break on 
the B train and the availability of the A train service water.
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Inspection Report# : 2002003(pdf)  

Significance:  Sep 28, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Improper control of steam propagation door DRIB/301 
The inspectors identified a non-cited violation of Technical Specification 6.8.1.a for a failure to maintain proper control of a steam propagation 
barrier as required by procedures. During post-maintenance for the A train emergency diesel generator jacket water heater replacement, a steam 
propagation barrier was blocked open. The safety significance of the finding was very low due to the low likelihood of a steam or feedwater 
line break accident and the short duration that the condition existed. 
Inspection Report# : 2002003(pdf)  

Significance:  Jun 29, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate design control of the MFW pumps recirculation flow control valve logic 
The inspectors identified one non-cited violation evaluated as having very low safety significance (Green) for inadequate design control of the 
main feedwater pumps recirculation flow control valves logic. The licensee failed to implement proper design control through adequate testing 
of the digital control logic modification in order to fully understand the operation of the system. The design change to the circuit logic 
prevented the control room operators from having manual control of the valves which resulted in an automatic reactor trip. Post-modification 
testing did not identify the logic flaw in the recirculation valve controls. The safety significance of the finding was very low because the reactor 
trip response and emergency feedwater system availability were unaffected by the design flaw in the circuit logic. 
Inspection Report# : 2002002(pdf)  

Significance:  Mar 30, 2002 
Identified By: NRC 
Item Type: FIN Finding 
Alternative ways to address loss of chill water not evuated 
The inspectors identified a green finding concerning the licensee's failure to evaluate and specify mitigating actions appropriate to the 
circumstances for a loss of chill water. The abnormal operating procedure allowed mitigating actions which would block open the steam 
propagation barrier (SPB) doors to the room containing safeguards activation circuitry, thereby increasing risk. Alternative ways to cool the 
room were available and had not been evaluated for implementation rather than opening the SPBs. The safety significance of this finding was 
very low based upon the low likelihood of a steam line break accident during the 30 hours allowed by Technical Specifications to reach cold 
shutdown when chill water is unavailable. 
Inspection Report# : 2001005(pdf)  

Significance: TBD Nov 28, 2001 
Identified By: NRC 
Item Type: URI Unresolved item 
Decision of When to Enter Fire Emergency Procedure FEP-4.0 and Evacuate the Main Control Room Due to a Fire 
A finding was identified, in that, the lack of operator training combined with licensee management's expectations regarding when to enter fire 
emergency procedure (FEP)-4.0, Control Room Evacuation Due to Fire, could result in the operators taking actions during a fire in the main 
control room (MCR) that would not be consistent with the licensee's safe shutdown analysis, fire hazards analysis, or procedure FEP-4.0. The 
operator training program neither addressed nor had job performance measures (JPM)/simulator scenarios for MCR operator actions and 
evacuation due to a fire in accordance with procedure FEP-4.0. This finding was determined to have a credible impact on safety because it 
affected the ability of the operators to perform actions (within the times required by the licensee's safe shutdown analysis and fire hazards 
analysis) necessary to achieve and maintain post-fire safe shutdown conditions. Licensee management's philosophy and expectations 
contributed to the operators' performance and slow response in deciding whether to enter procedure FEP-4.0 and evacuate the MCR during two 
simulator scenarios observed by the team. 
Inspection Report# : 2001009(pdf)  

Barrier Integrity 
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Emergency Preparedness 

Significance:  Dec 31, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
failure to take timely corrective action to address emergency preparedness procedure detection methods deficiencies 
The licensee failed to take timely corrective action to address emergency preparedness procedure deficiencies which resulted in an emergency 
classification mis-classification of an event during training. The licensee had identified the issue in April 2001; however, corrective actions 
were not implement to preclude similar mis-classification errors during training sessions in September and October 2002. An inspector-
identified non-cited violation of 10 CFR 50, Appendix B, Criterion XVI was identified. The finding is more than minor because it affected the 
licensee's capability to properly classify an event. The finding is of very low safety significance because the mis-classification of the different 
events was identified during training scenarios and the performance indicator for drill / exercise performance did not change thresholds. 
Inspection Report# : 2002004(pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Miscellaneous 

Significance:  Mar 30, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Contrary to 10 CFR 50.54(a)(4) Final Safety Analysis Report Revision Notice 01-116, which reduced commitments in the quality 
assurance program, was implemented without prior NRC approval 
10 CFR 50.54(a)(4) requires NRC approval prior to making changes which reduce commitments in the quality assurance program as presented 
in the Final Safety Analysis Report. On December 26, 2001, Revision Notice (RN) 01-116, which reduced commitments, was implemented 
without prior NRC approval. This issue was entered in the corrective action program under CER 0-C-02-0228. 
Inspection Report# : 2001005(pdf)  

Significance: N/A Mar 01, 2002 
Identified By: NRC 
Item Type: FIN Finding 
Annual Problem Identification and Resolution Inspection Results 
The inspectors concluded that, in general, problems were properly identified, evaluated, and corrected. Improvements were noted in the 
corrective action process since the previous problem identification and resolution inspection. The process for classifying issues and the criteria 
for requiring root cause assessments were now more clearly based upon safety significance. The licensee was effectively prioritizing and 
evaluating issues commensurate with their safety significance. Root cause analyses were generally performed when appropriate and problem 
evaluations considered extent of condition and generic implications appropriately. Corrective actions were generally effective in correcting 
problems. Management fostered a safety-conscious work environment by emphasizing safe operations and encouraging problem reporting. 
However, during the inspection, several minor problems were identified. These included: site personnel not always generating condition 
evaluation reports (CERs) at the threshold expected by plant management; the corrective action process allowed human performance issues in a 
CER to go unaddressed when a CER was changed to another type of corrective action document which evaluates only technical issues; 
relationships between the CER process and identified peripheral processes were not always clearly established; and several timeliness issues 
associated with due dates. In addition, there were opportunities for increased management involvement in certain activities such as increased 
presence and involvement with personnel at the corrective action screening committee meetings.
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Inspection Report# : 2002006(pdf)  

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

Initiating Events 

Mitigating Systems 

Significance:  Dec 31, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
failure to properly test the component cooling water valves resulting in preconditioning 
Performing a system re-alignment prior to stroke time testing two component cooling water valves resulted in the 
valves being preconditioned, i.e., not being tested under as-found conditions. An inspector-identified non-cited 
violation of 10 CFR 50 Appendix B, Criterion XI was identified. This finding is more than minor because 
preconditioning can mask the as-found condition of the valves and any potential performance issues. The finding is of 
very low safety significance due to the limited impact that the preconditioning had on the valve stroke times 
Inspection Report# : 2002004(pdf)  

Significance:  Dec 31, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
failure to take timely corrective action on A train emergency diesel generator high lube oil strainer differential 
pressure condition 
After May 12, 2002, the licensee failed to take corrective actions to preclude repetition of high strainer differential 
pressure on the lube oil strainer for A emergency diesel generator (EDG). As a result, high strainer differential pressure 
re-occurred in September, October and November 2002. The EDG was declared inoperable in November due to the 
high strainer differential pressure. An inspector-identified non-cited violation of 10 CFR 50, Appendix B was 
identified. The finding is more than minor because it affected the capability of the EDG to respond to initiating events 
i.e., loss of offsite power. The finding is of very low safety significance because of the low likelihood that a loss of 
offsite power event would occur and that the B train EDG was available and operable to supply onsite electrical power.
Inspection Report# : 2002004(pdf)  

Significance:  Dec 31, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
failure to take adequate corrective actions to perform an evaluation of the impact of increased system pressure 
on flooding within buildings other than the emergency diesel generator building 
Corrective actions to evaluate increased service water system pressure on internal flooding calculations addressed only 
the emergency diesel generator buildings. Other flooding calculations were not evaluated involving other cooling water 
systems, affected buildings, and other areas containing safety-related equipment which could also be impacted by 
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increased flooding levels or spray. An inspector-identified non-cited violation of 10 CFR 50, Appendix B, Criterion 
XVI was identified. The finding is more than minor because it affected the cornerstone objective to ensure the 
availability, reliability and capability of safety-related equipment in areas, other than the EDG building, from the 
effects of internal flooding. The finding is of very low safety significance because the increase in flood levels in other 
areas did not adversely impact affected equipment or render them unable to perform their intended safety function. 
Inspection Report# : 2002004(pdf)  

Significance:  Sep 28, 2002 
Identified By: NRC 
Item Type: FIN Finding 
Engineering Information Request did not properly address American Society of Mechanical Engineers code 
requirements 
The inspectors identified a Green finding concerning the licensee's failure to develop an adequate Engineering 
Information Request which would have resulted in an inadequate post-maintenance test and a failure to meet American 
Society of Mechanical Engineers code requirements. The safety significance of the finding was very low based upon 
the low likelihood of a major component water system break on the B train and the availability of the A train service 
water. 
Inspection Report# : 2002003(pdf)  

Significance:  Sep 28, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Improper control of steam propagation door DRIB/301 
The inspectors identified a non-cited violation of Technical Specification 6.8.1.a for a failure to maintain proper control 
of a steam propagation barrier as required by procedures. During post-maintenance for the A train emergency diesel 
generator jacket water heater replacement, a steam propagation barrier was blocked open. The safety significance of the 
finding was very low due to the low likelihood of a steam or feedwater line break accident and the short duration that 
the condition existed. 
Inspection Report# : 2002003(pdf)  

Significance:  Jun 29, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate design control of the MFW pumps recirculation flow control valve logic 
The inspectors identified one non-cited violation evaluated as having very low safety significance (Green) for 
inadequate design control of the main feedwater pumps recirculation flow control valves logic. The licensee failed to 
implement proper design control through adequate testing of the digital control logic modification in order to fully 
understand the operation of the system. The design change to the circuit logic prevented the control room operators 
from having manual control of the valves which resulted in an automatic reactor trip. Post-modification testing did not 
identify the logic flaw in the recirculation valve controls. The safety significance of the finding was very low because 
the reactor trip response and emergency feedwater system availability were unaffected by the design flaw in the circuit 
logic. 
Inspection Report# : 2002002(pdf)  
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Barrier Integrity 

Emergency Preparedness 

Significance:  Dec 31, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
failure to take timely corrective action to address emergency preparedness procedure detection methods 
deficiencies 
The licensee failed to take timely corrective action to address emergency preparedness procedure deficiencies which 
resulted in an emergency classification mis-classification of an event during training. The licensee had identified the 
issue in April 2001; however, corrective actions were not implement to preclude similar mis-classification errors during 
training sessions in September and October 2002. An inspector-identified non-cited violation of 10 CFR 50, Appendix 
B, Criterion XVI was identified. The finding is more than minor because it affected the licensee's capability to properly 
classify an event. The finding is of very low safety significance because the mis-classification of the different events 
was identified during training scenarios and the performance indicator for drill / exercise performance did not change 
thresholds. 
Inspection Report# : 2002004(pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

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

Initiating Events 

Significance:  Apr 05, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Assess and Manage the Increase in Risk of High Voltage Switchyard Activity on Planned EDG 
Maintenance 
The licensee failed to assess and manage the increase in risk of high voltage switchyard activity on planned emergency 
diesel generator (EDG) maintenance. An inspector-identified non-cited violation of 10 CFR 50.65(a)(4) was identified. 
The finding is more than minor because the failure to properly manage the increase in risk could have had a credible 
impact on the initiating event cornerstone for challenges to critical safety functions. The finding was determined to be 
of very low safety significance because no actual loss of safety function occurred and the B train EDG was available 
for onsite power. 
Inspection Report# : 2003002(pdf)  

Mitigating Systems 

Significance:  Jun 28, 2003 
Identified By: NRC 
Item Type: FIN Finding 
Incomplete Inspections of Portions of the Service Water System 
One finding was identified involving inadequate maintenance or testing procedures resulting in an incomplete 
inspection of the Service Water piping to the Emergency Feedwater system. No violation of regulatory requirements 
was identified. The finding was greater than minor due the potential to have a degraded safety-related water supply to 
the Emergency Feedwater System. The finding is of very low safety significance because an actual loss of safety 
function was not identified. 
Inspection Report# : 2003003(pdf)  

Significance:  Jun 28, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Appropriate Corrective Action for Maintenance Rule 10 CFR 50.65(a)(1) Goals Not Being Met 
For Chill Water System 
The licensee failed to take appropriate corrective actions when established maintenance rule 10 CFR 50.65(a)(1) goals 
were not met for the safety-related heating ventilation and air conditioning chill water system. An inspector-identified 
non-cited violation of 10 CFR 50.65(a)(1) was identified. The failure to take corrective actions when Maintenance Rule 
performance or condition goals were not met was considered more than minor because if the finding was left 
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uncorrected the unavailability or unreliability of the chiller units would result in the inability to maintain main control 
room temperatures within technical specifications limits. The finding was determined to be of very low safety 
significance since one chiller train was operable throughout the time the unavailability performance criteria and (a)(1) 
goals were exceeded. 
Inspection Report# : 2003003(pdf)  

Significance:  Jun 28, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Adequate Corrective Actions to Address a Non-Conservative Technical Specification Action 
Statement 
The licensee failed to take adequate corrective action to inform operations staff and issue administrative guidance to 
limit the time of a technical specification action statement for emergency feed water instrumentation. Approximately 
six weeks after initial identification of the finding the licensee had not taken actions to address the deficiency and on-
shift operations personnel were unaware of the need to limit the time the instrumentation was removed from service. 
An inspector-identified non-cited violation of 10 CFR 50, Appendix B, Criterion XVI was identified. The finding is 
more than minor because if the issue was left uncorrected the finding would become a more significant safety concern, 
in that, the amount of time that the instruments were removed from service would increase the plant's susceptibility to 
an inadvertent actuation of the system. The finding is of very low safety significance as a result of the licensee's 
immediate action to issue administrative guidance to operations staff which would have the instrumentation returned to 
service within a six-hour action statement. 
Inspection Report# : 2003003(pdf)  

Significance:  Jun 28, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Adequate Corrective Actions to Preclude Repetition of Blocking Open a Steam Propagation 
Door 
After August 23, 2002, the licensee failed to take adequate corrective actions to preclude repetition of a significant 
conditions adverse to quality concerning the control of steam propagation barrier (SPB) doors. As a result on April 22, 
2003, the SPB door for the C train chill water unit was not properly controlled during maintenance activities and was 
blocked open contrary to station procedures. An inspector-identified non-cited violation of 10 CFR 50, Appendix B, 
Criterion XVI was identified. The finding is more than minor because if the issue was left uncorrected the finding 
would become a more significant safety concern, in that, with the SPB door blocked open the unit was susceptible to a 
high energy line break (i.e., steam or feedwater) that would render both trains of chill water inoperable. The finding is 
of very low safety significance due to the low likelihood of a steam or feedwater line break accident and due to the 
time-delayed impact that a loss of all chillers units would have before control room ventilation temperature limits 
would be exceeded. 
Inspection Report# : 2003003(pdf)  

Significance:  Apr 05, 2003 
Identified By: NRC 
Item Type: FIN Finding 
Aministrative Controls Associated With A Technical Specification Amendment Request Were Not Implemented
The licensee failed to ensure that appropriate administrative controls, which were established in accordance with NRC 
Administrative Letter 98-10, "Dispositioning of Technical Specifications That Are Insufficient To Assure Plant 
Safety," were implemented. As a result, the licensee failed to recognize the need for more restrictive administrative 
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controls when an emergency feedwater instrument was removed from service. The appropriate administrative controls 
were implemented after the issue was raised by the inspectors. An inspector-identified finding was identified. The 
finding is more than minor because if the issue was left uncorrected the finding would become a more significant safety 
concern, in that, the amount of time that the instruments were removed from service would increase the plant's 
susceptibility to a unit trip. The finding is of very low safety significance since the licensee took conservative actions 
and returned the instrumentation to service within the six-hour proposed action statement. 
Inspection Report# : 2003002(pdf)  

Significance:  Apr 05, 2003 
Identified By: NRC 
Item Type: FIN Finding 
An Incorrect Initial Root Cause and an Inadequate Troubleshooting Effort Resulted in Unplanned 
Unavailability of An Emergency Diesel Generator 
The licensee did not conduct a thorough problem identification and resolution effort in that an incorrect initial root 
cause and an inadequate troubleshooting effort resulted in unplanned unavailability of the B train emergency diesel 
generator (EDG). An inspector-identified finding was identified. The failure to properly conduct a thorough root cause 
effort was considered more than minor because the finding is associated with the mitigating systems cornerstone and 
affected the cornerstone objective to ensure availability of the B train EDG. The finding was determined to be of very 
low safety significance due to the availability of A train EDG for onsite power. 
Inspection Report# : 2003002(pdf)  

Significance:  Apr 05, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Adequate Corrective Actions to Preclude Repetitive Freezing of a Safety-Related CST Level 
Transmitter Sensing Line 
After January 23, 2003, the licensee failed to take adequate corrective actions to preclude repetition of a significant 
condition adverse to quality concerning cold weather protection of the condensate storage tank (CST) level 
instrumentation. As a result the same sensing line froze on February 17, 2003. An inspector-identified non-cited 
violation of 10 CFR 50, Appendix B, Criterion XVI was identified. The finding is more than minor, in that, the safety-
related level transmitter affected a mitigating system cornerstone attribute and could affect the cornerstone objective to 
ensure availability, reliability and capability of safety-related instrumentation for the emergency feedwater system. The 
finding is of very low safety significance because the actual level of the CST was properly maintained and a redundant 
level indicator was available. 
Inspection Report# : 2003002(pdf)  

Significance:  Dec 31, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
failure to properly test the component cooling water valves resulting in preconditioning 
Performing a system re-alignment prior to stroke time testing two component cooling water valves resulted in the 
valves being preconditioned, i.e., not being tested under as-found conditions. An inspector-identified non-cited 
violation of 10 CFR 50 Appendix B, Criterion XI was identified. This finding is more than minor because 
preconditioning can mask the as-found condition of the valves and any potential performance issues. The finding is of 
very low safety significance due to the limited impact that the preconditioning had on the valve stroke times 
Inspection Report# : 2002004(pdf)  
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Significance:  Dec 31, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
failure to take timely corrective action on A train emergency diesel generator high lube oil strainer differential 
pressure condition 
After May 12, 2002, the licensee failed to take corrective actions to preclude repetition of high strainer differential 
pressure on the lube oil strainer for A emergency diesel generator (EDG). As a result, high strainer differential pressure 
re-occurred in September, October and November 2002. The EDG was declared inoperable in November due to the 
high strainer differential pressure. An inspector-identified non-cited violation of 10 CFR 50, Appendix B was 
identified. The finding is more than minor because it affected the capability of the EDG to respond to initiating events 
i.e., loss of offsite power. The finding is of very low safety significance because of the low likelihood that a loss of 
offsite power event would occur and that the B train EDG was available and operable to supply onsite electrical power.
Inspection Report# : 2002004(pdf)  

Significance:  Dec 31, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
failure to take adequate corrective actions to perform an evaluation of the impact of increased system pressure 
on flooding within buildings other than the emergency diesel generator building 
Corrective actions to evaluate increased service water system pressure on internal flooding calculations addressed only 
the emergency diesel generator buildings. Other flooding calculations were not evaluated involving other cooling water 
systems, affected buildings, and other areas containing safety-related equipment which could also be impacted by 
increased flooding levels or spray. An inspector-identified non-cited violation of 10 CFR 50, Appendix B, Criterion 
XVI was identified. The finding is more than minor because it affected the cornerstone objective to ensure the 
availability, reliability and capability of safety-related equipment in areas, other than the EDG building, from the 
effects of internal flooding. The finding is of very low safety significance because the increase in flood levels in other 
areas did not adversely impact affected equipment or render them unable to perform their intended safety function. 
Inspection Report# : 2002004(pdf)  

Significance:  Sep 28, 2002 
Identified By: NRC 
Item Type: FIN Finding 
Engineering Information Request did not properly address American Society of Mechanical Engineers code 
requirements 
The inspectors identified a Green finding concerning the licensee's failure to develop an adequate Engineering 
Information Request which would have resulted in an inadequate post-maintenance test and a failure to meet American 
Society of Mechanical Engineers code requirements. The safety significance of the finding was very low based upon 
the low likelihood of a major component water system break on the B train and the availability of the A train service 
water. 
Inspection Report# : 2002003(pdf)  

Significance:  Sep 28, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Improper control of steam propagation door DRIB/301
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The inspectors identified a non-cited violation of Technical Specification 6.8.1.a for a failure to maintain proper control 
of a steam propagation barrier as required by procedures. During post-maintenance for the A train emergency diesel 
generator jacket water heater replacement, a steam propagation barrier was blocked open. The safety significance of the 
finding was very low due to the low likelihood of a steam or feedwater line break accident and the short duration that 
the condition existed. 
Inspection Report# : 2002003(pdf)  

Barrier Integrity 

Emergency Preparedness 

Significance:  Dec 31, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
failure to take timely corrective action to address emergency preparedness procedure detection methods 
deficiencies 
The licensee failed to take timely corrective action to address emergency preparedness procedure deficiencies which 
resulted in an emergency classification mis-classification of an event during training. The licensee had identified the 
issue in April 2001; however, corrective actions were not implement to preclude similar mis-classification errors during 
training sessions in September and October 2002. An inspector-identified non-cited violation of 10 CFR 50, Appendix 
B, Criterion XVI was identified. The finding is more than minor because it affected the licensee's capability to properly 
classify an event. The finding is of very low safety significance because the mis-classification of the different events 
was identified during training scenarios and the performance indicator for drill / exercise performance did not change 
thresholds. 
Inspection Report# : 2002004(pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Jun 28, 2003 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Maintain Meteorological Tower Data Recovery Greater Than the 90 Percent as Described in the Final 
Safety Analysis Report 
The inspectors identified a finding regarding the licensee's failure to maintain the meteorological tower data recovery 
greater than 90 percent as described in Section 2.3.3.2.4 of Updated Final Safety Analysis Report. This finding is 
greater than minor because the elevated incidence of out of service meteorological monitoring instrumentation and 
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reduced frequency of meteorological data recovery affected the offsite dose monitoring attribute of the public radiation 
safety cornerstone. The finding is of very low safety significance in that no instances were identified when planned 
effluent releases were made with the required meteorological sensors inoperable. Further, the impact on the licensee's 
ability to assess dose to a maximally exposed offsite individual using the five year average meteorological monitoring 
data was negligible, and plant effluent releases were within the design criteria specified in 10 CFR 50, Appendix I, for 
the period of interest. 
Inspection Report# : 2003003(pdf)  

Physical Protection 

Significance:  Jun 28, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Improperly Transmitted Safeguards Information 
On April 11, 2003, the licensee improperly transmitted Safeguard Information externally over unapproved and 
unprotected telecommunication circuits. An inspector-identified non-cited violation of 10 CFR 73.21(g)(3) was 
identified. The finding is more than minor because the finding is associated with the physical protection cornerstone 
and affects the cornerstone objective to ensure that the physical protection system can protect against a design basis 
threat. Specifically, the cornerstone attribute in the area of response to contingency events for implementation of the 
protective strategy, including mitigating actions, would be vulnerable as a result of improperly transmitted Safeguards 
Information. The finding was determined to be of very low safety significance because no similar finding had been 
identified during the previous four quarters. 
Inspection Report# : 2003003(pdf)  

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

Initiating Events 

Significance:  May 12, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Preventive Maintenenace Results in a Reactor Trip 
A self-revealing non-cited violation was identified for inadequate preventative maintenance (PM) resulting in a reactor 
trip. 10 CFR 50, Appendix B, Criterion V, "Instructions, Procedures and Drawings," requires, in part, that procedures 
shall include appropriate qualitative acceptance criteria for determining that important activities have been 
satisfactorily accomplished." The licensee failed to establish an adequate Electrical Maintenance Procedure (EMP)-
245.005, "Main Generator and Alterrex Refueling Preventative Maintenance," to preclude a condition that resulted in a 
reactor trip.  
 
The finding is more than minor because it resulted in a reactor trip. The self-revealing finding is of very low safety 
significance since the event did not contribute to the likelihood of a primary or a secondary system loss of coolant 
accident (LOCA) initiator, did not contribute to a loss of mitigation equipment functions, and did not increase the 
likelihood of a fire or internal / external flood. 
Inspection Report# : 2003004(pdf)  

Significance:  Apr 05, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Assess and Manage the Increase in Risk of High Voltage Switchyard Activity on Planned EDG 
Maintenance 
The licensee failed to assess and manage the increase in risk of high voltage switchyard activity on planned emergency 
diesel generator (EDG) maintenance.  
 
An inspector-identified non-cited violation of 10 CFR 50.65(a)(4) was identified. The finding is more than minor 
because the failure to properly manage the increase in risk could have had a credible impact on the initiating event 
cornerstone for challenges to critical safety functions. The finding was determined to be of very low safety significance 
because no actual loss of safety function occurred and the B train EDG was available for onsite power. 
Inspection Report# : 2003002(pdf)  

Mitigating Systems 

Significance:  Jun 28, 2003 
Identified By: NRC 
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Item Type: FIN Finding 
Incomplete Inspections of Portions of the Service Water System 
One finding was identified involving inadequate maintenance or testing procedures resulting in an incomplete 
inspection of the Service Water piping to the Emergency Feedwater system.  
 
No violation of regulatory requirements was identified. The finding was greater than minor due the potential to have a 
degraded safety-related water supply to the Emergency Feedwater System. The finding is of very low safety 
significance because an actual loss of safety function was not identified. 
Inspection Report# : 2003003(pdf)  

Significance:  Jun 28, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Appropriate Corrective Action for Maintenance Rule 10 CFR 50.65(a)(1) Goals Not Being Met 
For Chill Water System 
The licensee failed to take appropriate corrective actions when established maintenance rule 10 CFR 50.65(a)(1) goals 
were not met for the safety-related heating ventilation and air conditioning chill water system.  
 
An inspector-identified non-cited violation of 10 CFR 50.65(a)(1) was identified. The failure to take corrective actions 
when Maintenance Rule performance or condition goals were not met was considered more than minor because if the 
finding was left uncorrected the unavailability or unreliability of the chiller units would result in the inability to 
maintain main control room temperatures within technical specifications limits. The finding was determined to be of 
very low safety significance since one chiller train was operable throughout the time the unavailability performance 
criteria and (a)(1) goals were exceeded. 
Inspection Report# : 2003003(pdf)  

Significance:  Jun 28, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Adequate Corrective Actions to Address a Non-Conservative Technical Specification Action 
Statement 
The licensee failed to take adequate corrective action to inform operations staff and issue administrative guidance to 
limit the time of a technical specification action statement for emergency feed water instrumentation. Approximately 
six weeks after initial identification of the finding the licensee had not taken actions to address the deficiency and on-
shift operations personnel were unaware of the need to limit the time the instrumentation was removed from service.  
 
An inspector-identified non-cited violation of 10 CFR 50, Appendix B, Criterion XVI was identified. The finding is 
more than minor because if the issue was left uncorrected the finding would become a more significant safety concern, 
in that, the amount of time that the instruments were removed from service would increase the plant's susceptibility to 
an inadvertent actuation of the system. The finding is of very low safety significance as a result of the licensee's 
immediate action to issue administrative guidance to operations staff which would have the instrumentation returned to 
service within a six-hour action statement. 
Inspection Report# : 2003003(pdf)  

Significance:  Jun 28, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
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Failure to Take Adequate Corrective Actions to Preclude Repetition of Blocking Open a Steam Propagation 
Door 
After August 23, 2002, the licensee failed to take adequate corrective actions to preclude repetition of a significant 
conditions adverse to quality concerning the control of steam propagation barrier (SPB) doors. As a result on  
April 22, 2003, the SPB door for the C train chill water unit was not properly controlled during maintenance activities 
and was blocked open contrary to station procedures.  
 
An inspector-identified non-cited violation of 10 CFR 50, Appendix B, Criterion XVI was identified. The finding is 
more than minor because if the issue was left uncorrected the finding would become a more significant safety concern, 
in that, with the SPB door blocked open the unit was susceptible to a high energy line break (i.e., steam or feedwater) 
that would render both trains of chill water inoperable. The finding is of very low safety significance due to the low 
likelihood of a steam or feedwater line break accident and due to the time-delayed impact that a loss of all chillers units 
would have before control room ventilation temperature limits would be exceeded. 
Inspection Report# : 2003003(pdf)  

Significance:  Apr 05, 2003 
Identified By: NRC 
Item Type: FIN Finding 
Aministrative Controls Associated With A Technical Specification Amendment Request Were Not Implemented
The licensee failed to ensure that appropriate administrative controls, which were established in accordance with NRC 
Administrative Letter 98-10, "Dispositioning of Technical Specifications That Are Insufficient To Assure Plant 
Safety," were implemented. As a result, the licensee failed to recognize the need for more restrictive administrative 
controls when an emergency feedwater instrument was removed from service. The appropriate administrative controls 
were implemented after the issue was raised by the inspectors.  
 
An inspector-identified finding was identified. The finding is more than minor because if the issue was left uncorrected 
the finding would become a more significant safety concern, in that, the amount of time that the instruments were 
removed from service would increase the plant's susceptibility to a unit trip. The finding is of very low safety 
significance since the licensee took conservative actions and returned the instrumentation to service within the six-hour 
proposed action statement. 
Inspection Report# : 2003002(pdf)  

Significance:  Apr 05, 2003 
Identified By: NRC 
Item Type: FIN Finding 
An Incorrect Initial Root Cause and an Inadequate Troubleshooting Effort Resulted in Unplanned 
Unavailability of An Emergency Diesel Generator 
The licensee did not conduct a thorough problem identification and resolution effort in that an incorrect initial root 
cause and an inadequate troubleshooting effort resulted in unplanned unavailability of the B train emergency diesel 
generator (EDG).  
 
An inspector-identified finding was identified. The failure to properly conduct a thorough root cause effort was 
considered more than minor because the finding is associated with the mitigating systems cornerstone and affected the 
cornerstone objective to ensure availability of the B train EDG. The finding was determined to be of very low safety 
significance due to the availability of A train EDG for onsite power. 
Inspection Report# : 2003002(pdf)  
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Significance:  Apr 05, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Adequate Corrective Actions to Preclude Repetitive Freezing of a Safety-Related CST Level 
Transmitter Sensing Line 
After January 23, 2003, the licensee failed to take adequate corrective actions to preclude repetition of a significant 
condition adverse to quality concerning cold weather protection of the condensate storage tank (CST) level 
instrumentation. As a result the same sensing line froze on February 17, 2003.  
 
An inspector-identified non-cited violation of 10 CFR 50, Appendix B, Criterion XVI was identified. The finding is 
more than minor, in that, the safety-related level transmitter affected a mitigating system cornerstone attribute and 
could affect the cornerstone objective to ensure availability, reliability and capability of safety-related instrumentation 
for the emergency feedwater system. The finding is of very low safety significance because the actual level of the CST 
was properly maintained and a redundant level indicator was available. 
Inspection Report# : 2003002(pdf)  

Significance:  Dec 31, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
failure to properly test the component cooling water valves resulting in preconditioning 
Performing a system re-alignment prior to stroke time testing two component cooling water valves resulted in the 
valves being preconditioned, i.e., not being tested under as-found conditions.  
 
An inspector-identified non-cited violation of 10 CFR 50 Appendix B, Criterion XI was identified. This finding is more 
than minor because preconditioning can mask the as-found condition of the valves and any potential performance 
issues. The finding is of very low safety significance due to the limited impact that the preconditioning had on the valve 
stroke times 
Inspection Report# : 2002004(pdf)  

Significance:  Dec 31, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
failure to take timely corrective action on A train emergency diesel generator high lube oil strainer differential 
pressure condition 
After May 12, 2002, the licensee failed to take corrective actions to preclude repetition of high strainer differential 
pressure on the lube oil strainer for A emergency diesel generator (EDG). As a result, high strainer differential pressure 
re-occurred in September, October and November 2002. The EDG was declared inoperable in November due to the 
high strainer differential pressure.  
 
An inspector-identified non-cited violation of 10 CFR 50, Appendix B was identified. The finding is more than minor 
because it affected the capability of the EDG to respond to initiating events i.e., loss of offsite power. The finding is of 
very low safety significance because of the low likelihood that a loss of offsite power event would occur and that the B 
train EDG was available and operable to supply onsite electrical power. 
Inspection Report# : 2002004(pdf)  
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Significance:  Dec 31, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
failure to take adequate corrective actions to perform an evaluation of the impact of increased system pressure 
on flooding within buildings other than the emergency diesel generator building 
Corrective actions to evaluate increased service water system pressure on internal flooding calculations addressed only 
the emergency diesel generator buildings. Other flooding calculations were not evaluated involving other cooling water 
systems, affected buildings, and other areas containing safety-related equipment which could also be impacted by 
increased flooding levels or spray.  
 
An inspector-identified non-cited violation of 10 CFR 50, Appendix B, Criterion XVI was identified. The finding is 
more than minor because it affected the cornerstone objective to ensure the availability, reliability and capability of 
safety-related equipment in areas, other than the EDG building, from the effects of internal flooding. The finding is of 
very low safety significance because the increase in flood levels in other areas did not adversely impact affected 
equipment or render them unable to perform their intended safety function. 
Inspection Report# : 2002004(pdf)  

Barrier Integrity 

Emergency Preparedness 

Significance:  Dec 31, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
failure to take timely corrective action to address emergency preparedness procedure detection methods 
deficiencies 
The licensee failed to take timely corrective action to address emergency preparedness procedure deficiencies which 
resulted in an emergency classification mis-classification of an event during training. The licensee had identified the 
issue in April 2001; however, corrective actions were not implement to preclude similar mis-classification errors during 
training sessions in September and October 2002.  
 
An inspector-identified non-cited violation of 10 CFR 50, Appendix B, Criterion XVI was identified. The finding is 
more than minor because it affected the licensee's capability to properly classify an event. The finding is of very low 
safety significance because the mis-classification of the different events was identified during training scenarios and the 
performance indicator for drill / exercise performance did not change thresholds. 
Inspection Report# : 2002004(pdf)  

Occupational Radiation Safety 
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Public Radiation Safety 

Significance:  Jun 28, 2003 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Maintain Meteorological Tower Data Recovery Greater Than the 90 Percent as Described in the Final 
Safety Analysis Report 
The inspectors identified a finding regarding the licensee's failure to maintain the meteorological tower data recovery 
greater than 90 percent as described in Section 2.3.3.2.4 of Updated Final Safety Analysis Report.  
 
This finding is greater than minor because the elevated incidence of out of service meteorological monitoring 
instrumentation and reduced frequency of meteorological data recovery affected the offsite dose monitoring attribute of 
the public radiation safety cornerstone. The finding is of very low safety significance in that no instances were 
identified when planned effluent releases were made with the required meteorological sensors inoperable. Further, the 
impact on the licensee's ability to assess dose to a maximally exposed offsite individual using the five year average 
meteorological monitoring data was negligible, and plant effluent releases were within the design criteria specified in 
10 CFR 50, Appendix I, for the period of interest. 
Inspection Report# : 2003003(pdf)  

Physical Protection 

Significance:  Jun 28, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Improperly Transmitted Safeguards Information 
On April 11, 2003, the licensee improperly transmitted Safeguard Information externally over unapproved and 
unprotected telecommunication circuits.  
 
An inspector-identified non-cited violation of 10 CFR 73.21(g)(3) was identified. The finding is more than minor 
because the finding is associated with the physical protection cornerstone and affects the cornerstone objective to 
ensure that the physical protection system can protect against a design basis threat. Specifically, the cornerstone 
attribute in the area of response to contingency events for implementation of the protective strategy, including 
mitigating actions, would be vulnerable as a result of improperly transmitted Safeguards Information. The finding was 
determined to be of very low safety significance because no similar finding had been identified during the previous four 
quarters. 
Inspection Report# : 2003003(pdf)  

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

Initiating Events 

Significance:  May 12, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Preventive Maintenenace Results in a Reactor Trip 
A self-revealing non-cited violation was identified for inadequate preventative maintenance (PM) resulting in a reactor 
trip. 10 CFR 50, Appendix B, Criterion V, "Instructions, Procedures and Drawings," requires, in part, that procedures 
shall include appropriate qualitative acceptance criteria for determining that important activities have been 
satisfactorily accomplished." The licensee failed to establish an adequate Electrical Maintenance Procedure (EMP)-
245.005, "Main Generator and Alterrex Refueling Preventative Maintenance," to preclude a condition that resulted in a 
reactor trip.  
 
The finding is more than minor because it resulted in a reactor trip. The self-revealing finding is of very low safety 
significance since the event did not contribute to the likelihood of a primary or a secondary system loss of coolant 
accident (LOCA) initiator, did not contribute to a loss of mitigation equipment functions, and did not increase the 
likelihood of a fire or internal / external flood. 
Inspection Report# : 2003004(pdf)  

Significance:  Apr 05, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Assess and Manage the Increase in Risk of High Voltage Switchyard Activity on Planned EDG 
Maintenance 
The licensee failed to assess and manage the increase in risk of high voltage switchyard activity on planned emergency 
diesel generator (EDG) maintenance.  
 
An inspector-identified non-cited violation of 10 CFR 50.65(a)(4) was identified. The finding is more than minor 
because the failure to properly manage the increase in risk could have had a credible impact on the initiating event 
cornerstone for challenges to critical safety functions. The finding was determined to be of very low safety significance 
because no actual loss of safety function occurred and the B train EDG was available for onsite power. 
Inspection Report# : 2003002(pdf)  

Mitigating Systems 

Significance:  Jun 28, 2003 
Identified By: NRC 

Page 1 of 54Q/2003 Inspection Findings - Summer

04/22/2004file://C:\RROP\NRR\OVERSIGHT\ASSESS\SUM\sum_pim.html



Item Type: FIN Finding 
Incomplete Inspections of Portions of the Service Water System 
One finding was identified involving inadequate maintenance or testing procedures resulting in an incomplete 
inspection of the Service Water piping to the Emergency Feedwater system.  
 
No violation of regulatory requirements was identified. The finding was greater than minor due the potential to have a 
degraded safety-related water supply to the Emergency Feedwater System. The finding is of very low safety 
significance because an actual loss of safety function was not identified. 
Inspection Report# : 2003003(pdf)  

Significance:  Jun 28, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Appropriate Corrective Action for Maintenance Rule 10 CFR 50.65(a)(1) Goals Not Being Met 
For Chill Water System 
The licensee failed to take appropriate corrective actions when established maintenance rule 10 CFR 50.65(a)(1) goals 
were not met for the safety-related heating ventilation and air conditioning chill water system.  
 
An inspector-identified non-cited violation of 10 CFR 50.65(a)(1) was identified. The failure to take corrective actions 
when Maintenance Rule performance or condition goals were not met was considered more than minor because if the 
finding was left uncorrected the unavailability or unreliability of the chiller units would result in the inability to 
maintain main control room temperatures within technical specifications limits. The finding was determined to be of 
very low safety significance since one chiller train was operable throughout the time the unavailability performance 
criteria and (a)(1) goals were exceeded. 
Inspection Report# : 2003003(pdf)  

Significance:  Jun 28, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Adequate Corrective Actions to Address a Non-Conservative Technical Specification Action 
Statement 
The licensee failed to take adequate corrective action to inform operations staff and issue administrative guidance to 
limit the time of a technical specification action statement for emergency feed water instrumentation. Approximately 
six weeks after initial identification of the finding the licensee had not taken actions to address the deficiency and on-
shift operations personnel were unaware of the need to limit the time the instrumentation was removed from service.  
 
An inspector-identified non-cited violation of 10 CFR 50, Appendix B, Criterion XVI was identified. The finding is 
more than minor because if the issue was left uncorrected the finding would become a more significant safety concern, 
in that, the amount of time that the instruments were removed from service would increase the plant's susceptibility to 
an inadvertent actuation of the system. The finding is of very low safety significance as a result of the licensee's 
immediate action to issue administrative guidance to operations staff which would have the instrumentation returned to 
service within a six-hour action statement. 
Inspection Report# : 2003003(pdf)  

Significance:  Jun 28, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
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Failure to Take Adequate Corrective Actions to Preclude Repetition of Blocking Open a Steam Propagation 
Door 
After August 23, 2002, the licensee failed to take adequate corrective actions to preclude repetition of a significant 
conditions adverse to quality concerning the control of steam propagation barrier (SPB) doors. As a result on  
April 22, 2003, the SPB door for the C train chill water unit was not properly controlled during maintenance activities 
and was blocked open contrary to station procedures.  
 
An inspector-identified non-cited violation of 10 CFR 50, Appendix B, Criterion XVI was identified. The finding is 
more than minor because if the issue was left uncorrected the finding would become a more significant safety concern, 
in that, with the SPB door blocked open the unit was susceptible to a high energy line break (i.e., steam or feedwater) 
that would render both trains of chill water inoperable. The finding is of very low safety significance due to the low 
likelihood of a steam or feedwater line break accident and due to the time-delayed impact that a loss of all chillers units 
would have before control room ventilation temperature limits would be exceeded. 
Inspection Report# : 2003003(pdf)  

Significance:  Apr 05, 2003 
Identified By: NRC 
Item Type: FIN Finding 
Aministrative Controls Associated With A Technical Specification Amendment Request Were Not Implemented
The licensee failed to ensure that appropriate administrative controls, which were established in accordance with NRC 
Administrative Letter 98-10, "Dispositioning of Technical Specifications That Are Insufficient To Assure Plant 
Safety," were implemented. As a result, the licensee failed to recognize the need for more restrictive administrative 
controls when an emergency feedwater instrument was removed from service. The appropriate administrative controls 
were implemented after the issue was raised by the inspectors.  
 
An inspector-identified finding was identified. The finding is more than minor because if the issue was left uncorrected 
the finding would become a more significant safety concern, in that, the amount of time that the instruments were 
removed from service would increase the plant's susceptibility to a unit trip. The finding is of very low safety 
significance since the licensee took conservative actions and returned the instrumentation to service within the six-hour 
proposed action statement. 
Inspection Report# : 2003002(pdf)  

Significance:  Apr 05, 2003 
Identified By: NRC 
Item Type: FIN Finding 
An Incorrect Initial Root Cause and an Inadequate Troubleshooting Effort Resulted in Unplanned 
Unavailability of An Emergency Diesel Generator 
The licensee did not conduct a thorough problem identification and resolution effort in that an incorrect initial root 
cause and an inadequate troubleshooting effort resulted in unplanned unavailability of the B train emergency diesel 
generator (EDG).  
 
An inspector-identified finding was identified. The failure to properly conduct a thorough root cause effort was 
considered more than minor because the finding is associated with the mitigating systems cornerstone and affected the 
cornerstone objective to ensure availability of the B train EDG. The finding was determined to be of very low safety 
significance due to the availability of A train EDG for onsite power. 
Inspection Report# : 2003002(pdf)  
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Significance:  Apr 05, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Adequate Corrective Actions to Preclude Repetitive Freezing of a Safety-Related CST Level 
Transmitter Sensing Line 
After January 23, 2003, the licensee failed to take adequate corrective actions to preclude repetition of a significant 
condition adverse to quality concerning cold weather protection of the condensate storage tank (CST) level 
instrumentation. As a result the same sensing line froze on February 17, 2003.  
 
An inspector-identified non-cited violation of 10 CFR 50, Appendix B, Criterion XVI was identified. The finding is 
more than minor, in that, the safety-related level transmitter affected a mitigating system cornerstone attribute and 
could affect the cornerstone objective to ensure availability, reliability and capability of safety-related instrumentation 
for the emergency feedwater system. The finding is of very low safety significance because the actual level of the CST 
was properly maintained and a redundant level indicator was available. 
Inspection Report# : 2003002(pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Jun 28, 2003 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Maintain Meteorological Tower Data Recovery Greater Than the 90 Percent as Described in the Final 
Safety Analysis Report 
The inspectors identified a finding regarding the licensee's failure to maintain the meteorological tower data recovery 
greater than 90 percent as described in Section 2.3.3.2.4 of Updated Final Safety Analysis Report.  
 
This finding is greater than minor because the elevated incidence of out of service meteorological monitoring 
instrumentation and reduced frequency of meteorological data recovery affected the offsite dose monitoring attribute of 
the public radiation safety cornerstone. The finding is of very low safety significance in that no instances were 
identified when planned effluent releases were made with the required meteorological sensors inoperable. Further, the 
impact on the licensee's ability to assess dose to a maximally exposed offsite individual using the five year average 
meteorological monitoring data was negligible, and plant effluent releases were within the design criteria specified in 
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10 CFR 50, Appendix I, for the period of interest. 
Inspection Report# : 2003003(pdf)  

Physical Protection 

Significance:  Jun 28, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Improperly Transmitted Safeguards Information 
On April 11, 2003, the licensee improperly transmitted Safeguard Information externally over unapproved and 
unprotected telecommunication circuits.  
 
An inspector-identified non-cited violation of 10 CFR 73.21(g)(3) was identified. The finding is more than minor 
because the finding is associated with the physical protection cornerstone and affects the cornerstone objective to 
ensure that the physical protection system can protect against a design basis threat. Specifically, the cornerstone 
attribute in the area of response to contingency events for implementation of the protective strategy, including 
mitigating actions, would be vulnerable as a result of improperly transmitted Safeguards Information. The finding was 
determined to be of very low safety significance because no similar finding had been identified during the previous four 
quarters. 
Inspection Report# : 2003003(pdf)  

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

Initiating Events 

Significance:  May 12, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Preventive Maintenenace Results in a Reactor Trip 
A self-revealing non-cited violation was identified for inadequate preventative maintenance (PM) resulting in a reactor trip. 10 CFR 50, 
Appendix B, Criterion V, "Instructions, Procedures and Drawings," requires, in part, that procedures shall include appropriate qualitative 
acceptance criteria for determining that important activities have been satisfactorily accomplished." The licensee failed to establish an adequate 
Electrical Maintenance Procedure (EMP)-245.005, "Main Generator and Alterrex Refueling Preventative Maintenance," to preclude a 
condition that resulted in a reactor trip.  
 
The finding is more than minor because it resulted in a reactor trip. The self-revealing finding is of very low safety significance since the event 
did not contribute to the likelihood of a primary or a secondary system loss of coolant accident (LOCA) initiator, did not contribute to a loss of 
mitigation equipment functions, and did not increase the likelihood of a fire or internal / external flood. 
Inspection Report# : 2003004(pdf)  

Significance:  Apr 05, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Assess and Manage the Increase in Risk of High Voltage Switchyard Activity on Planned EDG Maintenance 
The licensee failed to assess and manage the increase in risk of high voltage switchyard activity on planned emergency diesel generator (EDG) 
maintenance.  
 
An inspector-identified non-cited violation of 10 CFR 50.65(a)(4) was identified. The finding is more than minor because the failure to 
properly manage the increase in risk could have had a credible impact on the initiating event cornerstone for challenges to critical safety 
functions. The finding was determined to be of very low safety significance because no actual loss of safety function occurred and the B train 
EDG was available for onsite power. 
Inspection Report# : 2003002(pdf)  

Mitigating Systems 

Significance:  Jun 28, 2003 
Identified By: NRC 
Item Type: FIN Finding 
Incomplete Inspections of Portions of the Service Water System 
One finding was identified involving inadequate maintenance or testing procedures resulting in an incomplete inspection of the Service Water 
piping to the Emergency Feedwater system.  
 
No violation of regulatory requirements was identified. The finding was greater than minor due the potential to have a degraded safety-related 
water supply to the Emergency Feedwater System. The finding is of very low safety significance because an actual loss of safety function was 
not identified. 
Inspection Report# : 2003003(pdf)  

Significance:  Jun 28, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Appropriate Corrective Action for Maintenance Rule 10 CFR 50.65(a)(1) Goals Not Being Met For Chill Water 
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System 
The licensee failed to take appropriate corrective actions when established maintenance rule 10 CFR 50.65(a)(1) goals were not met for the 
safety-related heating ventilation and air conditioning chill water system.  
 
An inspector-identified non-cited violation of 10 CFR 50.65(a)(1) was identified. The failure to take corrective actions when Maintenance Rule 
performance or condition goals were not met was considered more than minor because if the finding was left uncorrected the unavailability or 
unreliability of the chiller units would result in the inability to maintain main control room temperatures within technical specifications limits. 
The finding was determined to be of very low safety significance since one chiller train was operable throughout the time the unavailability 
performance criteria and (a)(1) goals were exceeded. 
Inspection Report# : 2003003(pdf)  

Significance:  Jun 28, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Adequate Corrective Actions to Address a Non-Conservative Technical Specification Action Statement 
The licensee failed to take adequate corrective action to inform operations staff and issue administrative guidance to limit the time of a 
technical specification action statement for emergency feed water instrumentation. Approximately six weeks after initial identification of the 
finding the licensee had not taken actions to address the deficiency and on-shift operations personnel were unaware of the need to limit the time 
the instrumentation was removed from service.  
 
An inspector-identified non-cited violation of 10 CFR 50, Appendix B, Criterion XVI was identified. The finding is more than minor because if 
the issue was left uncorrected the finding would become a more significant safety concern, in that, the amount of time that the instruments were 
removed from service would increase the plant's susceptibility to an inadvertent actuation of the system. The finding is of very low safety 
significance as a result of the licensee's immediate action to issue administrative guidance to operations staff which would have the 
instrumentation returned to service within a six-hour action statement. 
Inspection Report# : 2003003(pdf)  

Significance:  Jun 28, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Adequate Corrective Actions to Preclude Repetition of Blocking Open a Steam Propagation Door 
After August 23, 2002, the licensee failed to take adequate corrective actions to preclude repetition of a significant conditions adverse to 
quality concerning the control of steam propagation barrier (SPB) doors. As a result on  
April 22, 2003, the SPB door for the C train chill water unit was not properly controlled during maintenance activities and was blocked open 
contrary to station procedures.  
 
An inspector-identified non-cited violation of 10 CFR 50, Appendix B, Criterion XVI was identified. The finding is more than minor because if 
the issue was left uncorrected the finding would become a more significant safety concern, in that, with the SPB door blocked open the unit 
was susceptible to a high energy line break (i.e., steam or feedwater) that would render both trains of chill water inoperable. The finding is of 
very low safety significance due to the low likelihood of a steam or feedwater line break accident and due to the time-delayed impact that a loss 
of all chillers units would have before control room ventilation temperature limits would be exceeded. 
Inspection Report# : 2003003(pdf)  

Significance:  Apr 05, 2003 
Identified By: NRC 
Item Type: FIN Finding 
Aministrative Controls Associated With A Technical Specification Amendment Request Were Not Implemented 
The licensee failed to ensure that appropriate administrative controls, which were established in accordance with NRC Administrative Letter 
98-10, "Dispositioning of Technical Specifications That Are Insufficient To Assure Plant Safety," were implemented. As a result, the licensee 
failed to recognize the need for more restrictive administrative controls when an emergency feedwater instrument was removed from service. 
The appropriate administrative controls were implemented after the issue was raised by the inspectors.  
 
An inspector-identified finding was identified. The finding is more than minor because if the issue was left uncorrected the finding would 
become a more significant safety concern, in that, the amount of time that the instruments were removed from service would increase the 
plant's susceptibility to a unit trip. The finding is of very low safety significance since the licensee took conservative actions and returned the 
instrumentation to service within the six-hour proposed action statement. 
Inspection Report# : 2003002(pdf)  

Significance:  Apr 05, 2003 
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Identified By: NRC 
Item Type: FIN Finding 
An Incorrect Initial Root Cause and an Inadequate Troubleshooting Effort Resulted in Unplanned Unavailability of An Emergency 
Diesel Generator 
The licensee did not conduct a thorough problem identification and resolution effort in that an incorrect initial root cause and an inadequate 
troubleshooting effort resulted in unplanned unavailability of the B train emergency diesel generator (EDG).  
 
An inspector-identified finding was identified. The failure to properly conduct a thorough root cause effort was considered more than minor 
because the finding is associated with the mitigating systems cornerstone and affected the cornerstone objective to ensure availability of the B 
train EDG. The finding was determined to be of very low safety significance due to the availability of A train EDG for onsite power. 
Inspection Report# : 2003002(pdf)  

Significance:  Apr 05, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Adequate Corrective Actions to Preclude Repetitive Freezing of a Safety-Related CST Level Transmitter Sensing Line
After January 23, 2003, the licensee failed to take adequate corrective actions to preclude repetition of a significant condition adverse to quality 
concerning cold weather protection of the condensate storage tank (CST) level instrumentation. As a result the same sensing line froze on 
February 17, 2003.  
 
An inspector-identified non-cited violation of 10 CFR 50, Appendix B, Criterion XVI was identified. The finding is more than minor, in that, 
the safety-related level transmitter affected a mitigating system cornerstone attribute and could affect the cornerstone objective to ensure 
availability, reliability and capability of safety-related instrumentation for the emergency feedwater system. The finding is of very low safety 
significance because the actual level of the CST was properly maintained and a redundant level indicator was available. 
Inspection Report# : 2003002(pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Jun 28, 2003 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Maintain Meteorological Tower Data Recovery Greater Than the 90 Percent as Described in the Final Safety Analysis 
Report 
The inspectors identified a finding regarding the licensee's failure to maintain the meteorological tower data recovery greater than 90 percent as 
described in Section 2.3.3.2.4 of Updated Final Safety Analysis Report.  
 
This finding is greater than minor because the elevated incidence of out of service meteorological monitoring instrumentation and reduced 
frequency of meteorological data recovery affected the offsite dose monitoring attribute of the public radiation safety cornerstone. The finding 
is of very low safety significance in that no instances were identified when planned effluent releases were made with the required 
meteorological sensors inoperable. Further, the impact on the licensee's ability to assess dose to a maximally exposed offsite individual using 
the five year average meteorological monitoring data was negligible, and plant effluent releases were within the design criteria specified in 10 
CFR 50, Appendix I, for the period of interest. 
Inspection Report# : 2003003(pdf)  
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Physical Protection 

Significance:  Jun 28, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Improperly Transmitted Safeguards Information 
On April 11, 2003, the licensee improperly transmitted Safeguard Information externally over unapproved and unprotected telecommunication 
circuits.  
 
An inspector-identified non-cited violation of 10 CFR 73.21(g)(3) was identified. The finding is more than minor because the finding is 
associated with the physical protection cornerstone and affects the cornerstone objective to ensure that the physical protection system can 
protect against a design basis threat. Specifically, the cornerstone attribute in the area of response to contingency events for implementation of 
the protective strategy, including mitigating actions, would be vulnerable as a result of improperly transmitted Safeguards Information. The 
finding was determined to be of very low safety significance because no similar finding had been identified during the previous four quarters. 
Inspection Report# : 2003003(pdf)  

Miscellaneous 

Last modified : May 05, 2004 
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Summer 
2Q/2004 Plant Inspection Findings 

Initiating Events 

Significance:  May 14, 2004 
Identified By: NRC 
Item Type: FIN Finding 
Ineffective Incorporation of Operating Experience into the Corrective Action Program 
A self-revealing finding was identified for ineffective incorporation of operating experience (OE) into the corrective action program. A November 2003 
operating experience report had identified an issue regarding the feedwater regulating valve positioners. However, because the licensee reviewer 
inappropriately assumed that the positioners were being replaced every outage and that this action was sufficient, no additional actions were taken or 
planned. As a result of a reactor trip on March 30, 2004, the licensee performed a root cause evaluation. The licensee identified that the positioners were 
the root cause and that the OE information, if incorporated properly into the corrective action program, could have precluded this reactor trip.  
 
The team determined this finding was more than minor because failing to properly screen this OE and implement corrective actions would eventually 
have resulted in a feedwater transient and a potential for causing a reactor trip. The finding was of very low safety significance because, although it 
would cause a feedwater transient/reactor trip, it did not increase the likelihood of a primary or secondary system loss of coolant accident initiator, did 
not contribute to a combination of a reactor trip and loss of mitigation equipment functions, and did not increase the likelihood of a fire or 
internal/external flood. The finding was not a violation of regulatory requirements because it involved non-safety related secondary plant equipment and 
procedures. 
Inspection Report# : 2004006(pdf)  

Significance:  Oct 01, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Inadequate Preventive Maintenenace Results in a Reactor Trip 
A self-revealing non-cited violation was identified for inadequate preventative maintenance (PM) resulting in a reactor trip. 10 CFR 50, Appendix B, 
Criterion V, "Instructions, Procedures and Drawings," requires, in part, that procedures shall include appropriate qualitative acceptance criteria for 
determining that important activities have been satisfactorily accomplished." The licensee failed to establish an adequate Electrical Maintenance 
Procedure (EMP)-245.005, "Main Generator and Alterrex Refueling Preventative Maintenance," to preclude a condition that resulted in a reactor trip.  
 
The finding is more than minor because it resulted in a reactor trip. The self-revealing finding is of very low safety significance since the event did not 
contribute to the likelihood of a primary or a secondary system loss of coolant accident (LOCA) initiator, did not contribute to a loss of mitigation 
equipment functions, and did not increase the likelihood of a fire or internal / external flood. 
Inspection Report# : 2003004(pdf)  

Mitigating Systems 

Significance:  Jun 25, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Provide Portable Smoke Ejectors Capable of Operation During a Loss of Offsite Electrical Power 
A non-cited violation of V.C. Summer Facility Operating License NFP-12, Condition 2.C.(18), was identified for failure to provide the fire brigade with 
portable smoke ejectors capable of operation during a loss of offsite electrical power. The licensee acquired portable, gasoline-powered electrical 
generators to resolve the problem.  
 
The finding adversely affected the defense-in-depth element for fire brigade manual fire suppression capability. The finding is greater than minor 
because it is associated with the protection against external factors attribute and degraded the reactor safety mitigating systems cornerstone objective. 
Because this finding only impacted the effectiveness of the fire brigade while other fire protection features, such as passive fire barriers, physical 
separation, and safe shutdown capability remained available to mitigate a fire, the finding was determined to have very low safety significance 
Inspection Report# : 2004007(pdf)  

Barrier Integrity 
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Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 
Physical Protection information not publicly available. 

Miscellaneous 
Significance: N/A May 14, 2004 
Identified By: NRC 
Item Type: FIN Finding 
Biennial Problem Identification and Resolution Inspection Results 
Overall, the licensee maintained an effective program for the identification and correction of conditions adverse to quality. However, during the 
inspection, several minor problems were identified. The licensee was generally effective at identifying problems at a low threshold and entering them 
into the Corrective Action Program (CAP). However, a few instances of failing to enter or delaying entry of issues into the CAP were identified. The 
licensee consistently prioritized issues in accordance with their CAP and routinely performed adequate evaluations that were technically accurate and of 
sufficient depth. Improvements were noted in the corrective action process since the previous problem identification and resolution inspection including 
increased management involvement and improved management review through the use of Management Review Team meetings. Root cause analyses 
were performed when appropriate and problem evaluations considered extent of condition and generic implications appropriately. Corrective actions 
were effective in correcting problems. However, in a few cases the licensee continued to experience problems with corrective actions for issues such as 
ensuring closure of the steam propagation and fire doors. Management fostered a safety-conscious work environment by emphasizing safe operations 
and encouraging problem reporting. However, during the inspection, the NRC identified that the licensee had narrowly focused corrective actions 
associated with a safety-conscious work environment issue. 
Inspection Report# : 2004006(pdf)  

Last modified : September 08, 2004 
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Summer 
3Q/2004 Plant Inspection Findings 

Initiating Events 

Significance:  Jun 26, 2004 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Inadequate Corrective Action Associated with Weld Repairs on C RCP Seal Injection Line 
A self-revealing non-cited violation (NCV) regarding inadequate corrective action associated with weld repairs on the C reactor coolant pump 
seal injection line was identified.  
 
This finding was a violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action. This finding is more than minor because it affected 
the initiating event cornerstone objective and the respective attribute of equipment performance. The finding is of very low safety significance 
because the axial orientation of the crack in the seal injection line did not contribute significantly to the likelihood of a primary loss of coolant 
accident and the likelihood of both a reactor trip and the loss of mitigating functions. 
Inspection Report# : 2004003(pdf)  

Significance:  May 14, 2004 
Identified By: NRC 
Item Type: FIN Finding 
Ineffective Incorporation of Operating Experience into the Corrective Action Program 
A self-revealing finding was identified for ineffective incorporation of operating experience (OE) into the corrective action program. A 
November 2003 operating experience report had identified an issue regarding the feedwater regulating valve positioners. However, because the 
licensee reviewer inappropriately assumed that the positioners were being replaced every outage and that this action was sufficient, no 
additional actions were taken or planned. As a result of a reactor trip on March 30, 2004, the licensee performed a root cause evaluation. The 
licensee identified that the positioners were the root cause and that the OE information, if incorporated properly into the corrective action 
program, could have precluded this reactor trip.  
 
The team determined this finding was more than minor because failing to properly screen this OE and implement corrective actions would 
eventually have resulted in a feedwater transient and a potential for causing a reactor trip. The finding was of very low safety significance 
because, although it would cause a feedwater transient/reactor trip, it did not increase the likelihood of a primary or secondary system loss of 
coolant accident initiator, did not contribute to a combination of a reactor trip and loss of mitigation equipment functions, and did not increase 
the likelihood of a fire or internal/external flood. The finding was not a violation of regulatory requirements because it involved non-safety 
related secondary plant equipment and procedures. 
Inspection Report# : 2004006(pdf)  

Significance:  Oct 01, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Inadequate Preventive Maintenenace Results in a Reactor Trip 
A self-revealing non-cited violation was identified for inadequate preventative maintenance (PM) resulting in a reactor trip. 10 CFR 50, 
Appendix B, Criterion V, "Instructions, Procedures and Drawings," requires, in part, that procedures shall include appropriate qualitative 
acceptance criteria for determining that important activities have been satisfactorily accomplished." The licensee failed to establish an adequate 
Electrical Maintenance Procedure (EMP)-245.005, "Main Generator and Alterrex Refueling Preventative Maintenance," to preclude a 
condition that resulted in a reactor trip.  
 
The finding is more than minor because it resulted in a reactor trip. The self-revealing finding is of very low safety significance since the event 
did not contribute to the likelihood of a primary or a secondary system loss of coolant accident (LOCA) initiator, did not contribute to a loss of 
mitigation equipment functions, and did not increase the likelihood of a fire or internal / external flood. 
Inspection Report# : 2003004(pdf)  

Mitigating Systems 
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Significance:  Jun 26, 2004 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Inadequate Control of Quality Related Drawings Results in Loss of RCS Pressurizer Heater Control 
A self-revealing non-cited violation (NCV) regarding inadequate control of quality related drawings resulting in the loss of reactor coolant 
system pressurizer heater control was identified.  
 
This finding was a violation 10 CFR Part 50, Appendix B, Criterion VI, Document Control. This finding is more than minor because if left 
uncorrected it would become a more significant safety concern due to the extensive use of quality related controlled drawings in the process of 
maintenance involving safety-related structures, systems and components. The finding is of very low safety significance due to the brief period 
pressurizer heater control was lost, the availability of an alternate pressurizer heater control circuit, and no actual loss of safety function 
occurred. 
Inspection Report# : 2004003(pdf)  

Significance:  Jun 25, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Provide Portable Smoke Ejectors Capable of Operation During a Loss of Offsite Electrical Power 
A non-cited violation of V.C. Summer Facility Operating License NFP-12, Condition 2.C.(18), was identified for failure to provide the fire 
brigade with portable smoke ejectors capable of operation during a loss of offsite electrical power. The licensee acquired portable, gasoline-
powered electrical generators to resolve the problem.  
 
The finding adversely affected the defense-in-depth element for fire brigade manual fire suppression capability. The finding is greater than 
minor because it is associated with the protection against external factors attribute and degraded the reactor safety mitigating systems 
cornerstone objective. Because this finding only impacted the effectiveness of the fire brigade while other fire protection features, such as 
passive fire barriers, physical separation, and safe shutdown capability remained available to mitigate a fire, the finding was determined to have 
very low safety significance 
Inspection Report# : 2004007(pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

Significance: N/A May 14, 2004 
Identified By: NRC 
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Item Type: FIN Finding 
Biennial Problem Identification and Resolution Inspection Results 
Overall, the licensee maintained an effective program for the identification and correction of conditions adverse to quality. However, during the 
inspection, several minor problems were identified. The licensee was generally effective at identifying problems at a low threshold and entering 
them into the Corrective Action Program (CAP). However, a few instances of failing to enter or delaying entry of issues into the CAP were 
identified. The licensee consistently prioritized issues in accordance with their CAP and routinely performed adequate evaluations that were 
technically accurate and of sufficient depth. Improvements were noted in the corrective action process since the previous problem identification 
and resolution inspection including increased management involvement and improved management review through the use of Management 
Review Team meetings. Root cause analyses were performed when appropriate and problem evaluations considered extent of condition and 
generic implications appropriately. Corrective actions were effective in correcting problems. However, in a few cases the licensee continued to 
experience problems with corrective actions for issues such as ensuring closure of the steam propagation and fire doors. Management fostered a 
safety-conscious work environment by emphasizing safe operations and encouraging problem reporting. However, during the inspection, the 
NRC identified that the licensee had narrowly focused corrective actions associated with a safety-conscious work environment issue. 
Inspection Report# : 2004006(pdf)  

Last modified : December 29, 2004 

Page 3 of 33Q/2004 Inspection Findings - Summer



Summer 
4Q/2004 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 31, 2004 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure for Resetting ESF Load Sequencer Results in Inadvertent Safety-Related Bus Deenergization 
A self-revealing non-cited violation of Technical Specification (TS) 6.8.1.a was identified for an operator's failure to follow procedures while 
resetting the "A" train engineered safety features (ESF) loading sequencer self-test circuitry. This resulted in a loss of power to a safety-related 
emergency bus and the automatic starting of ESF equipment, including an emergency diesel generator to repower the bus.  
 
This finding is more than minor because it affected the initiating events cornerstone attribute of configuration control and affected the 
cornerstone objective of limiting the likelihood of those events that upset plant stability and challenge critical safety functions by deenergizing 
a safety-related electrical switchgear bus. The finding is of very low safety significance because the affected mitigating systems were able to 
perform their safety functions since the redundant train of ESF components was available and the affected ESF equipment responded by 
aligning to their accident state as expected for the initiating condition. The direct cause of this finding involved the cross-cutting area of Human 
Performance. 
Inspection Report# : 2004005(pdf)  

Significance:  Jun 26, 2004 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Inadequate Corrective Action Associated with Weld Repairs on C RCP Seal Injection Line 
A self-revealing non-cited violation (NCV) regarding inadequate corrective action associated with weld repairs on the C reactor coolant pump 
seal injection line was identified.  
 
This finding was a violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action. This finding is more than minor because it affected 
the initiating event cornerstone objective and the respective attribute of equipment performance. The finding is of very low safety significance 
because the axial orientation of the crack in the seal injection line did not contribute significantly to the likelihood of a primary loss of coolant 
accident and the likelihood of both a reactor trip and the loss of mitigating functions. 
Inspection Report# : 2004003(pdf)  

Significance:  May 14, 2004 
Identified By: NRC 
Item Type: FIN Finding 
Ineffective Incorporation of Operating Experience into the Corrective Action Program 
A self-revealing finding was identified for ineffective incorporation of operating experience (OE) into the corrective action program. A 
November 2003 operating experience report had identified an issue regarding the feedwater regulating valve positioners. However, because the 
licensee reviewer inappropriately assumed that the positioners were being replaced every outage and that this action was sufficient, no 
additional actions were taken or planned. As a result of a reactor trip on March 30, 2004, the licensee performed a root cause evaluation. The 
licensee identified that the positioners were the root cause and that the OE information, if incorporated properly into the corrective action 
program, could have precluded this reactor trip.  
 
The team determined this finding was more than minor because failing to properly screen this OE and implement corrective actions would 
eventually have resulted in a feedwater transient and a potential for causing a reactor trip. The finding was of very low safety significance 
because, although it would cause a feedwater transient/reactor trip, it did not increase the likelihood of a primary or secondary system loss of 
coolant accident initiator, did not contribute to a combination of a reactor trip and loss of mitigation equipment functions, and did not increase 
the likelihood of a fire or internal/external flood. The finding was not a violation of regulatory requirements because it involved non-safety 
related secondary plant equipment and procedures. 
Inspection Report# : 2004006(pdf)  

Mitigating Systems 
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Significance:  Nov 19, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedures to Test Non-Emergency Diesel Generator Trip Bypass Relays 
The team identified a non-cited violation (NCV) of TS 6.8.1.c, Procedures and Programs, for failure to include the proper testing methodology 
in procedures to meet Technical Specification Surveillance Requirement 4.8.1.1.2.g.6.c. Technical Specification 4.8.1.1.2.g.6.c required testing 
to demonstrate that all emergency diesel generator trips other than overspeed, generator differential, and low lube oil pressure were 
automatically bypassed upon loss of voltage on the associated emergency bus concurrent with a safety injection signal. Procedures STP-0125-
010 and STP-0125-011 did not provide for adequate testing of the bypass function as intended, and no other procedures were identified that 
satisfied the requirement. This resulted in the failure to test the bypass function since November 1996, when a similar test deficiency was 
discovered by the licensee and addressed by a temporary procedure change. The licensee performed testing, subsequent to the inspection, 
which demonstrated this feature operated properly and entered it into the corrective action program.  
 
This finding is greater than minor because it is associated with the procedure quality attribute of the Mitigating Systems cornerstone and 
affected the cornerstone objective of ensuring reliable, available, and capable systems that respond to initiating events. This finding is of very 
low safety significance because no loss of safety function occurred and it is not related to an event external to the plant. This finding has been 
entered into the licensee's corrective action program as CER 0-C-04-3626. This finding has cross-cutting aspects related to problem 
identification and resolution. 
Inspection Report# : 2004009(pdf)  

Significance:  Nov 19, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Timely Corrective Action to Address Operator Timeline Response Deficiencies 
The team identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action. The licensee failed to take timely 
action to correct the inability of plant operators to terminate safety injection after an inadvertent emergency core cooling system (ECCS) 
actuation at power within the time assumed in the plant design and licensing basis. This issue was initially identified in 1993 and had not been 
corrected as of the date of this inspection.  
 
This finding is greater than minor because the inability to meet the design basis timeline is associated with the procedure quality and design 
control attributes of the mitigating systems cornerstone and affects the cornerstone objective of ensuring the capability that operators would be 
able to properly respond to an initiating event to prevent undesirable consequences. This finding was determined to be of very low safety 
significance because the design or qualification deficiency did not result in a loss of function per Generic Letter 91-18, Information to 
Licensees Regarding NRC Inspection Manual Section on Resolution of Degraded and Nonconforming Conditions, Revision 1. This finding has 
been entered into the licensee's corrective action program as CER 0-C-04-3250. This finding has cross-cutting aspects related to problem 
identification and resolution. 
Inspection Report# : 2004009(pdf)  

Significance:  Jun 26, 2004 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Inadequate Control of Quality Related Drawings Results in Loss of RCS Pressurizer Heater Control 
A self-revealing non-cited violation (NCV) regarding inadequate control of quality related drawings resulting in the loss of reactor coolant 
system pressurizer heater control was identified.  
 
This finding was a violation 10 CFR Part 50, Appendix B, Criterion VI, Document Control. This finding is more than minor because if left 
uncorrected it would become a more significant safety concern due to the extensive use of quality related controlled drawings in the process of 
maintenance involving safety-related structures, systems and components. The finding is of very low safety significance due to the brief period 
pressurizer heater control was lost, the availability of an alternate pressurizer heater control circuit, and no actual loss of safety function 
occurred. 
Inspection Report# : 2004003(pdf)  

Significance:  Jun 25, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Provide Portable Smoke Ejectors Capable of Operation During a Loss of Offsite Electrical Power 
A non-cited violation of V.C. Summer Facility Operating License NFP-12, Condition 2.C.(18), was identified for failure to provide the fire 
brigade with portable smoke ejectors capable of operation during a loss of offsite electrical power. The licensee acquired portable, gasoline-
powered electrical generators to resolve the problem.  
 
The finding adversely affected the defense-in-depth element for fire brigade manual fire suppression capability. The finding is greater than 
minor because it is associated with the protection against external factors attribute and degraded the reactor safety mitigating systems 
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cornerstone objective. Because this finding only impacted the effectiveness of the fire brigade while other fire protection features, such as 
passive fire barriers, physical separation, and safe shutdown capability remained available to mitigate a fire, the finding was determined to have 
very low safety significance 
Inspection Report# : 2004007(pdf)  

Barrier Integrity 

Significance:  Dec 31, 2004 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure for Adjusting Close Latch Release Rod of "A" Train RHR Pump Motor Breaker Resulting in Breaker 
Failure to Close 
A self-revealing non-cited violation of TS 6.8.1.a was identified for maintenance personnel's failure to properly adjust the close latch release 
rod associated with the "A" residual heat removal (RHR) pump motor breaker. As a consequence, the pump failed to start on October 13, 2004, 
during routine plant operations.  
 
This finding is more than minor because it affected the mitigating systems cornerstone attribute of equipment performance and affected the 
cornerstone objective of ensuring the availability, reliability and capability of systems that respond to initiating events to prevent undesirable 
consequences by rendering inoperable safety-related equipment for removing reactor core heat. A Significance Determination Process Phase 2 
analysis determined that the finding is of very low significance because the "A" RHR pump could have been placed in service to perform its 
safety functions by operator actions. The pump breaker could be manually closed prior to exceeding the time of bulk boiling in the reactor 
vessel during accident conditions. The direct cause of this finding involved the cross-cutting area of Human Performance 
Inspection Report# : 2004005(pdf)  

Significance:  Dec 31, 2004 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Failure to Take Adequate Corrective Actions to Preclude Repetitive Inoperability of Containment Pressure Transmitter IPT00950 
A self-revealing non-cited violation of 10 CFR Part 50, Appendix B, Criterion XVI, "Corrective Action," was identified for the failure to take 
timely and adequate corrective actions to preclude repetition of a significant condition adverse to quality concerning the inoperability of reactor 
containment pressure transmitter IPT00950.  
 
This finding is more than minor because it affected the barrier integrity cornerstone attribute of containment pressure control equipment 
performance (i.e., reactor building spray system) and adversely affected the cornerstone objective to provide reasonable assurance that the 
containment barrier protect the public from radionuclide releases caused by accidents or events. The finding is of very low safety significance 
because the event did not involve an actual reduction in the defense-in-depth for atmospheric pressure control of the reactor containment since 
the three redundant containment pressure instruments remained available to initiate the reactor building spray safety functions. The direct cause 
of this finding involved the cross-cutting area of Problem Identification and Resolution. 
Inspection Report# : 2004005(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Dec 31, 2004 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Failure to Perform Adequate Surveys and Properly Control Licensed Material
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A self-revealing non-cited violation of 10 CFR 20.1501 and 20.1802 was identified concerning the licensee's failure to adequately survey the 
content of a metal box prior to its release from the restricted area and the resulting loss of control of licensed material. The box was sold to a 
licensee employee and was taken to the employee's residence. When the box was later opened, an assortment of tools and material were found 
to be contaminated with low-level byproduct material.  
 
This finding was more than minor because it was associated with the cornerstone attribute of material release and it affected the cornerstone 
objective to ensure adequate protection of public health and safety from exposure to radioactive materials released into the public domain. The 
finding involving radioactive material control was determined to be of very low safety significance because it did not result in a dose to the 
public greater than 0.005 rem. 
Inspection Report# : 2004005(pdf)  

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

Significance: N/A Nov 19, 2004 
Identified By: NRC 
Item Type: FIN Finding 
Integrated Assessment for Temporary Instruction 2515/158, Functional Review of Low Margin/Risk/Significant Components and 
Operator Actions, Inspection 
The components and systems reviewed were found to be capable of performing their intended safety functions. Generally, design controls were 
sufficient in areas examined by the team. The licensee's historical response to some conditions adverse to quality was not adequate. 
Specifically, the engineering solutions to potential emergency feedwater control valve plugging (Section 4OA5.2.1.1), inadequate emergency 
diesel generator testing (Section 4OA5.2.1.19), and potential inadequacies in the operator response timeline to an inadvertent ECCS actuation 
(Section 4OA5.3.1) were not comprehensive or timely. 
Inspection Report# : 2004009(pdf)  

Significance: N/A May 14, 2004 
Identified By: NRC 
Item Type: FIN Finding 
Biennial Problem Identification and Resolution Inspection Results 
Overall, the licensee maintained an effective program for the identification and correction of conditions adverse to quality. However, during the 
inspection, several minor problems were identified. The licensee was generally effective at identifying problems at a low threshold and entering 
them into the Corrective Action Program (CAP). However, a few instances of failing to enter or delaying entry of issues into the CAP were 
identified. The licensee consistently prioritized issues in accordance with their CAP and routinely performed adequate evaluations that were 
technically accurate and of sufficient depth. Improvements were noted in the corrective action process since the previous problem identification 
and resolution inspection including increased management involvement and improved management review through the use of Management 
Review Team meetings. Root cause analyses were performed when appropriate and problem evaluations considered extent of condition and 
generic implications appropriately. Corrective actions were effective in correcting problems. However, in a few cases the licensee continued to 
experience problems with corrective actions for issues such as ensuring closure of the steam propagation and fire doors. Management fostered a 
safety-conscious work environment by emphasizing safe operations and encouraging problem reporting. However, during the inspection, the 
NRC identified that the licensee had narrowly focused corrective actions associated with a safety-conscious work environment issue. 
Inspection Report# : 2004006(pdf)  

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

Initiating Events 

Significance:  Dec 31, 2004 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure for Resetting ESF Load Sequencer Results in Inadvertent Safety-Related Bus Deenergization 
A self-revealing non-cited violation of Technical Specification (TS) 6.8.1.a was identified for an operator's failure to follow procedures while 
resetting the "A" train engineered safety features (ESF) loading sequencer self-test circuitry. This resulted in a loss of power to a safety-related 
emergency bus and the automatic starting of ESF equipment, including an emergency diesel generator to repower the bus.  
 
This finding is more than minor because it affected the initiating events cornerstone attribute of configuration control and affected the 
cornerstone objective of limiting the likelihood of those events that upset plant stability and challenge critical safety functions by deenergizing 
a safety-related electrical switchgear bus. The finding is of very low safety significance because the affected mitigating systems were able to 
perform their safety functions since the redundant train of ESF components was available and the affected ESF equipment responded by 
aligning to their accident state as expected for the initiating condition. The direct cause of this finding involved the cross-cutting area of Human 
Performance. 
Inspection Report# : 2004005(pdf)  

Significance:  Jun 26, 2004 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Inadequate Corrective Action Associated with Weld Repairs on C RCP Seal Injection Line 
A self-revealing non-cited violation (NCV) regarding inadequate corrective action associated with weld repairs on the C reactor coolant pump 
seal injection line was identified.  
 
This finding was a violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action. This finding is more than minor because it affected 
the initiating event cornerstone objective and the respective attribute of equipment performance. The finding is of very low safety significance 
because the axial orientation of the crack in the seal injection line did not contribute significantly to the likelihood of a primary loss of coolant 
accident and the likelihood of both a reactor trip and the loss of mitigating functions. 
Inspection Report# : 2004003(pdf)  

Significance:  May 14, 2004 
Identified By: NRC 
Item Type: FIN Finding 
Ineffective Incorporation of Operating Experience into the Corrective Action Program 
A self-revealing finding was identified for ineffective incorporation of operating experience (OE) into the corrective action program. A 
November 2003 operating experience report had identified an issue regarding the feedwater regulating valve positioners. However, because the 
licensee reviewer inappropriately assumed that the positioners were being replaced every outage and that this action was sufficient, no 
additional actions were taken or planned. As a result of a reactor trip on March 30, 2004, the licensee performed a root cause evaluation. The 
licensee identified that the positioners were the root cause and that the OE information, if incorporated properly into the corrective action 
program, could have precluded this reactor trip.  
 
The team determined this finding was more than minor because failing to properly screen this OE and implement corrective actions would 
eventually have resulted in a feedwater transient and a potential for causing a reactor trip. The finding was of very low safety significance 
because, although it would cause a feedwater transient/reactor trip, it did not increase the likelihood of a primary or secondary system loss of 
coolant accident initiator, did not contribute to a combination of a reactor trip and loss of mitigation equipment functions, and did not increase 
the likelihood of a fire or internal/external flood. The finding was not a violation of regulatory requirements because it involved non-safety 
related secondary plant equipment and procedures. 
Inspection Report# : 2004006(pdf)  

Mitigating Systems 
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Significance:  Mar 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Establish Procedures for Responding to a Loss of Control Room Annunciators Emergency Event (Section 1R14) 
A Non Cited Violation of Technical Specification (TS) 6.8.1.a was identified by the NRC for the failure to establish and implement procedures 
for events involving the loss of control room annunciators. This resulted in delays in implementing appropriate compensatory actions during an 
actual event involving partial loss of control room annunciators.  
 
The inspectors determined that the licensee's failure to establish and implement written procedures for responding to loss of control room 
annunciators was a performance deficiency because the licensee is expected to meet TS requirements for having procedures for abnormal or 
emergency conditions. This finding is not suitable for Significance Determination Process (SDP) evaluation, however, this issue has been 
reviewed by NRC management and is determined to be a Green finding of very low safety significance because the annunciators are an aid to 
control room operators to enhance human performance and the lack of specific response procedures could adversely affect the licensee's ability 
to monitor and control the response of mitigating system equipment. The loss of annunciators was limited to only one train of safety 
equipment, there was no actual loss of mitigating system equipment, and no other plant transients occurred during the time period the 
annunciators were inoperable (Section 1R14). 
Inspection Report# : 2005002(pdf)  

Significance:  Mar 10, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to appropriately design the Emergency Feedwater System to prevent a common mode failure of the flow control valves when 
the backup service water supply source is used 
An NRC identified, non-cited violation of 10 CFR 50, Appendix B, Criterion III, Design Control, was identified in that the licensee failed to 
adequately select and review for suitability, the application of materials, parts, equipment and processes that are essential to the safety-related 
functions of the Emergency Feedwater (EFW) System. Specifically, under certain conditions, the EFW flow control valves could become 
plugged from tubercles or other debris when aligned to the backup service water supply.  
 
This finding is greater than minor because it affected the Mitigating System Cornerstone objective of equipment reliability, in that, potential 
plugging of the EFW flow control valves could result in a common mode failure of the EFW System. The finding is of very low significance 
because of the low likelihood of an event requiring the use of the backup service water supply source to the EFW pumps. 
Inspection Report# : 2005007(pdf)  

Significance:  Mar 10, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure of corrective actions to adequately resolve a design vulnerability of the Emergency Feedwater System 
An NRC identified, non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, was identified, in that, corrective actions 
taken since 1986 failed to adequately resolve a design vulnerability of the Emergency Feedwater (EFW) System. Specifically, tubercles and 
other debris from the backup service water source could plug the EFW flow control valves.  
 
This finding is greater than minor because it affected the Mitigating System Cornerstone objective of equipment reliability, in that, potential 
plugging of the EFW flow control valves could result in a common mode failure of the EFW system. The finding is of very low significance 
because of the low likelihood of an event requiring the use of the backup service water suction source to the EFW pumps. This finding has 
cross-cutting aspects related to problem identification and resolution. 
Inspection Report# : 2005007(pdf)  

Significance:  Nov 19, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedures to Test Non-Emergency Diesel Generator Trip Bypass Relays 
The team identified a non-cited violation (NCV) of TS 6.8.1.c, Procedures and Programs, for failure to include the proper testing methodology 
in procedures to meet Technical Specification Surveillance Requirement 4.8.1.1.2.g.6.c. Technical Specification 4.8.1.1.2.g.6.c required testing 
to demonstrate that all emergency diesel generator trips other than overspeed, generator differential, and low lube oil pressure were 
automatically bypassed upon loss of voltage on the associated emergency bus concurrent with a safety injection signal. Procedures STP-0125-
010 and STP-0125-011 did not provide for adequate testing of the bypass function as intended, and no other procedures were identified that 
satisfied the requirement. This resulted in the failure to test the bypass function since November 1996, when a similar test deficiency was 
discovered by the licensee and addressed by a temporary procedure change. The licensee performed testing, subsequent to the inspection, 
which demonstrated this feature operated properly and entered it into the corrective action program.  
 
This finding is greater than minor because it is associated with the procedure quality attribute of the Mitigating Systems cornerstone and 
affected the cornerstone objective of ensuring reliable, available, and capable systems that respond to initiating events. This finding is of very 
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low safety significance because no loss of safety function occurred and it is not related to an event external to the plant. This finding has been 
entered into the licensee's corrective action program as CER 0-C-04-3626. This finding has cross-cutting aspects related to problem 
identification and resolution. 
Inspection Report# : 2004009(pdf)  

Significance:  Nov 19, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Timely Corrective Action to Address Operator Timeline Response Deficiencies 
The team identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action. The licensee failed to take timely 
action to correct the inability of plant operators to terminate safety injection after an inadvertent emergency core cooling system (ECCS) 
actuation at power within the time assumed in the plant design and licensing basis. This issue was initially identified in 1993 and had not been 
corrected as of the date of this inspection.  
 
This finding is greater than minor because the inability to meet the design basis timeline is associated with the procedure quality and design 
control attributes of the mitigating systems cornerstone and affects the cornerstone objective of ensuring the capability that operators would be 
able to properly respond to an initiating event to prevent undesirable consequences. This finding was determined to be of very low safety 
significance because the design or qualification deficiency did not result in a loss of function per Generic Letter 91-18, Information to 
Licensees Regarding NRC Inspection Manual Section on Resolution of Degraded and Nonconforming Conditions, Revision 1. This finding has 
been entered into the licensee's corrective action program as CER 0-C-04-3250. This finding has cross-cutting aspects related to problem 
identification and resolution. 
Inspection Report# : 2004009(pdf)  

Significance:  Jun 26, 2004 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Inadequate Control of Quality Related Drawings Results in Loss of RCS Pressurizer Heater Control 
A self-revealing non-cited violation (NCV) regarding inadequate control of quality related drawings resulting in the loss of reactor coolant 
system pressurizer heater control was identified.  
 
This finding was a violation 10 CFR Part 50, Appendix B, Criterion VI, Document Control. This finding is more than minor because if left 
uncorrected it would become a more significant safety concern due to the extensive use of quality related controlled drawings in the process of 
maintenance involving safety-related structures, systems and components. The finding is of very low safety significance due to the brief period 
pressurizer heater control was lost, the availability of an alternate pressurizer heater control circuit, and no actual loss of safety function 
occurred. 
Inspection Report# : 2004003(pdf)  

Significance:  Jun 25, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Provide Portable Smoke Ejectors Capable of Operation During a Loss of Offsite Electrical Power 
A non-cited violation of V.C. Summer Facility Operating License NFP-12, Condition 2.C.(18), was identified for failure to provide the fire 
brigade with portable smoke ejectors capable of operation during a loss of offsite electrical power. The licensee acquired portable, gasoline-
powered electrical generators to resolve the problem.  
 
The finding adversely affected the defense-in-depth element for fire brigade manual fire suppression capability. The finding is greater than 
minor because it is associated with the protection against external factors attribute and degraded the reactor safety mitigating systems 
cornerstone objective. Because this finding only impacted the effectiveness of the fire brigade while other fire protection features, such as 
passive fire barriers, physical separation, and safe shutdown capability remained available to mitigate a fire, the finding was determined to have 
very low safety significance 
Inspection Report# : 2004007(pdf)  

Barrier Integrity 

Significance:  Dec 31, 2004 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure for Adjusting Close Latch Release Rod of "A" Train RHR Pump Motor Breaker Resulting in Breaker 
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Failure to Close 
A self-revealing non-cited violation of TS 6.8.1.a was identified for maintenance personnel's failure to properly adjust the close latch release 
rod associated with the "A" residual heat removal (RHR) pump motor breaker. As a consequence, the pump failed to start on October 13, 2004, 
during routine plant operations.  
 
This finding is more than minor because it affected the mitigating systems cornerstone attribute of equipment performance and affected the 
cornerstone objective of ensuring the availability, reliability and capability of systems that respond to initiating events to prevent undesirable 
consequences by rendering inoperable safety-related equipment for removing reactor core heat. A Significance Determination Process Phase 2 
analysis determined that the finding is of very low significance because the "A" RHR pump could have been placed in service to perform its 
safety functions by operator actions. The pump breaker could be manually closed prior to exceeding the time of bulk boiling in the reactor 
vessel during accident conditions. The direct cause of this finding involved the cross-cutting area of Human Performance 
Inspection Report# : 2004005(pdf)  

Significance:  Dec 31, 2004 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Failure to Take Adequate Corrective Actions to Preclude Repetitive Inoperability of Containment Pressure Transmitter IPT00950 
A self-revealing non-cited violation of 10 CFR Part 50, Appendix B, Criterion XVI, "Corrective Action," was identified for the failure to take 
timely and adequate corrective actions to preclude repetition of a significant condition adverse to quality concerning the inoperability of reactor 
containment pressure transmitter IPT00950.  
 
This finding is more than minor because it affected the barrier integrity cornerstone attribute of containment pressure control equipment 
performance (i.e., reactor building spray system) and adversely affected the cornerstone objective to provide reasonable assurance that the 
containment barrier protect the public from radionuclide releases caused by accidents or events. The finding is of very low safety significance 
because the event did not involve an actual reduction in the defense-in-depth for atmospheric pressure control of the reactor containment since 
the three redundant containment pressure instruments remained available to initiate the reactor building spray safety functions. The direct cause 
of this finding involved the cross-cutting area of Problem Identification and Resolution. 
Inspection Report# : 2004005(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Dec 31, 2004 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Failure to Perform Adequate Surveys and Properly Control Licensed Material 
A self-revealing non-cited violation of 10 CFR 20.1501 and 20.1802 was identified concerning the licensee's failure to adequately survey the 
content of a metal box prior to its release from the restricted area and the resulting loss of control of licensed material. The box was sold to a 
licensee employee and was taken to the employee's residence. When the box was later opened, an assortment of tools and material were found 
to be contaminated with low-level byproduct material.  
 
This finding was more than minor because it was associated with the cornerstone attribute of material release and it affected the cornerstone 
objective to ensure adequate protection of public health and safety from exposure to radioactive materials released into the public domain. The 
finding involving radioactive material control was determined to be of very low safety significance because it did not result in a dose to the 
public greater than 0.005 rem. 
Inspection Report# : 2004005(pdf)  

Physical Protection 
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Physical Protection information not publicly available. 

Miscellaneous 

Significance: N/A Nov 19, 2004 
Identified By: NRC 
Item Type: FIN Finding 
Integrated Assessment for Temporary Instruction 2515/158, Functional Review of Low Margin/Risk/Significant Components and 
Operator Actions, Inspection 
The components and systems reviewed were found to be capable of performing their intended safety functions. Generally, design controls were 
sufficient in areas examined by the team. The licensee's historical response to some conditions adverse to quality was not adequate. 
Specifically, the engineering solutions to potential emergency feedwater control valve plugging (Section 4OA5.2.1.1), inadequate emergency 
diesel generator testing (Section 4OA5.2.1.19), and potential inadequacies in the operator response timeline to an inadvertent ECCS actuation 
(Section 4OA5.3.1) were not comprehensive or timely. 
Inspection Report# : 2004009(pdf)  

Significance: N/A May 14, 2004 
Identified By: NRC 
Item Type: FIN Finding 
Biennial Problem Identification and Resolution Inspection Results 
Overall, the licensee maintained an effective program for the identification and correction of conditions adverse to quality. However, during the 
inspection, several minor problems were identified. The licensee was generally effective at identifying problems at a low threshold and entering 
them into the Corrective Action Program (CAP). However, a few instances of failing to enter or delaying entry of issues into the CAP were 
identified. The licensee consistently prioritized issues in accordance with their CAP and routinely performed adequate evaluations that were 
technically accurate and of sufficient depth. Improvements were noted in the corrective action process since the previous problem identification 
and resolution inspection including increased management involvement and improved management review through the use of Management 
Review Team meetings. Root cause analyses were performed when appropriate and problem evaluations considered extent of condition and 
generic implications appropriately. Corrective actions were effective in correcting problems. However, in a few cases the licensee continued to 
experience problems with corrective actions for issues such as ensuring closure of the steam propagation and fire doors. Management fostered a 
safety-conscious work environment by emphasizing safe operations and encouraging problem reporting. However, during the inspection, the 
NRC identified that the licensee had narrowly focused corrective actions associated with a safety-conscious work environment issue. 
Inspection Report# : 2004006(pdf)  

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

Initiating Events 

Significance:  Jun 30, 2005 
Identified By: Self Disclosing 
Item Type: FIN Finding 
Failure of 1" Extraction Steam Line Due to Inadequate On-Line Leak Repair Procedure 
A self-revealing finding was identified for the use of an inadequate on-line leak repair procedure, which resulted in the line break of a 1" 
diameter Main Steam Turbine Casing Drain / 3rd Stage Extraction Steam Equalization Line. The on-line leak repair procedure, MMP-105.005, 
did not contain any instruction to verify that the subject piping maintained adequate wall thickness prior to installation of the leak sealant 
enclosure cavity. The licensee has performed a root cause investigation of the line failure and has entered the results into their corrective action 
program.  
 
This finding is greater than minor because the procedure, if left uncorrected, could be applied to more safety significant piping systems where a 
similar failure could initiate a plant transient or cause complications such as loss of normal heat sink. The finding is considered to be of very 
low safety significance because it did not contribute to both the likelihood of a reactor trip and the likelihood that mitigation equipment would 
not be available. The cause of this finding was an evaluation issue of the cross-cutting aspect of Problem Identification and Resolution. 
Inspection Report# : 2005003(pdf)  

Significance:  Jun 30, 2005 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Failure to Adequately Review and Understand the Impact of Relay Maintenance Resulting in Loss of Class 1E "B" Train Power and 
Automatic Start of "B" EDG and ESF Loading Sequencer 
A self-revealing non-cited violation of Technical Specification 6.8.1.a was identified for the failure to adequately review and understand the 
impact of protective relay maintenance/testing on the plant prior to allowing the work to commence.  
 
This finding is greater than minor because it affected the human performance attribute of the Initiating Events cornerstone and affected the 
cornerstone objective, in that, the failure to adequately review and understand the impact of the work activity resulted in a perturbation in plant 
stability by causing a loss of power to the Class 1E "B" train vital safeguards bus (1DB), loss of power to all balance of plant buses, and 
automatic start of the "B" train emergency diesel generator and actuation of the Engineered Safety Features (ESF) loading sequencer. The 
finding is of very low safety significance because all necessary plant safety equipment responded as designed to the loss of power event, 
shutdown cooling flow was restored within 20 seconds without any appreciable reactor coolant system (RCS) heatup, and all "A" train 
redundant ESF equipment remained functional during the period. The direct cause of this finding was an organizational issue of the cross-
cutting aspect of Human Performance. 
Inspection Report# : 2005003(pdf)  

Significance:  Dec 31, 2004 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure for Resetting ESF Load Sequencer Results in Inadvertent Safety-Related Bus Deenergization 
A self-revealing non-cited violation of Technical Specification (TS) 6.8.1.a was identified for an operator's failure to follow procedures while 
resetting the "A" train engineered safety features (ESF) loading sequencer self-test circuitry. This resulted in a loss of power to a safety-related 
emergency bus and the automatic starting of ESF equipment, including an emergency diesel generator to repower the bus.  
 
This finding is more than minor because it affected the initiating events cornerstone attribute of configuration control and affected the 
cornerstone objective of limiting the likelihood of those events that upset plant stability and challenge critical safety functions by deenergizing 
a safety-related electrical switchgear bus. The finding is of very low safety significance because the affected mitigating systems were able to 
perform their safety functions since the redundant train of ESF components was available and the affected ESF equipment responded by 
aligning to their accident state as expected for the initiating condition. The direct cause of this finding involved the cross-cutting area of Human 
Performance. 
Inspection Report# : 2004005(pdf)  
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Mitigating Systems 

Significance:  Jun 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Startup Procedure for Aligning RHR System During Plant Heatup 
The NRC identified a non-cited violation of Technical Specification 6.8.1.a for the failure to place the "B" train Residual Heat Removal (RHR) 
pump control switch in pull-to-lock (PTL) prior to heating up the reactor coolant system (RCS) greater than 250 F during plant restart from the 
refueling outage.  
 
This finding is more than minor because if left uncorrected, it could have resulted in a more significant safety concern, in that, had RCS heatup 
continued without the "B" RHR pump in PTL, it could have resulted in the pump being incapable of performing its design safety function 
during shutdown accident conditions. The finding is of very low safety significance because after being alerted by the NRC, the condition was 
corrected prior to the RCS exceeding temperatures that could have allowed flashing to occur in the "B" RHR pump suction piping had the 
pump automatically started and aligned to the refueling water storage tank. The direct cause of this finding was an attention issue of the cross-
cutting aspect of Human Performance. 
Inspection Report# : 2005003(pdf)  

Significance:  Mar 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Establish Procedures for Responding to a Loss of Control Room Annunciators Emergency Event (Section 1R14) 
A Non Cited Violation of Technical Specification (TS) 6.8.1.a was identified by the NRC for the failure to establish and implement procedures 
for events involving the loss of control room annunciators. This resulted in delays in implementing appropriate compensatory actions during an 
actual event involving partial loss of control room annunciators.  
 
The inspectors determined that the licensee's failure to establish and implement written procedures for responding to loss of control room 
annunciators was a performance deficiency because the licensee is expected to meet TS requirements for having procedures for abnormal or 
emergency conditions. This finding is not suitable for Significance Determination Process (SDP) evaluation, however, this issue has been 
reviewed by NRC management and is determined to be a Green finding of very low safety significance because the annunciators are an aid to 
control room operators to enhance human performance and the lack of specific response procedures could adversely affect the licensee's ability 
to monitor and control the response of mitigating system equipment. The loss of annunciators was limited to only one train of safety 
equipment, there was no actual loss of mitigating system equipment, and no other plant transients occurred during the time period the 
annunciators were inoperable (Section 1R14). 
Inspection Report# : 2005002(pdf)  

Significance:  Mar 10, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to appropriately design the Emergency Feedwater System to prevent a common mode failure of the flow control valves when 
the backup service water supply source is used 
An NRC identified, non-cited violation of 10 CFR 50, Appendix B, Criterion III, Design Control, was identified in that the licensee failed to 
adequately select and review for suitability, the application of materials, parts, equipment and processes that are essential to the safety-related 
functions of the Emergency Feedwater (EFW) System. Specifically, under certain conditions, the EFW flow control valves could become 
plugged from tubercles or other debris when aligned to the backup service water supply.  
 
This finding is greater than minor because it affected the Mitigating System Cornerstone objective of equipment reliability, in that, potential 
plugging of the EFW flow control valves could result in a common mode failure of the EFW System. The finding is of very low significance 
because of the low likelihood of an event requiring the use of the backup service water supply source to the EFW pumps. 
Inspection Report# : 2005007(pdf)  

Significance:  Mar 10, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure of corrective actions to adequately resolve a design vulnerability of the Emergency Feedwater System 
An NRC identified, non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, was identified, in that, corrective actions 
taken since 1986 failed to adequately resolve a design vulnerability of the Emergency Feedwater (EFW) System. Specifically, tubercles and 
other debris from the backup service water source could plug the EFW flow control valves.  
 
This finding is greater than minor because it affected the Mitigating System Cornerstone objective of equipment reliability, in that, potential 
plugging of the EFW flow control valves could result in a common mode failure of the EFW system. The finding is of very low significance 
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because of the low likelihood of an event requiring the use of the backup service water suction source to the EFW pumps. This finding has 
cross-cutting aspects related to problem identification and resolution. 
Inspection Report# : 2005007(pdf)  

Significance:  Nov 19, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedures to Test Non-Emergency Diesel Generator Trip Bypass Relays 
The team identified a non-cited violation (NCV) of TS 6.8.1.c, Procedures and Programs, for failure to include the proper testing methodology 
in procedures to meet Technical Specification Surveillance Requirement 4.8.1.1.2.g.6.c. Technical Specification 4.8.1.1.2.g.6.c required testing 
to demonstrate that all emergency diesel generator trips other than overspeed, generator differential, and low lube oil pressure were 
automatically bypassed upon loss of voltage on the associated emergency bus concurrent with a safety injection signal. Procedures STP-0125-
010 and STP-0125-011 did not provide for adequate testing of the bypass function as intended, and no other procedures were identified that 
satisfied the requirement. This resulted in the failure to test the bypass function since November 1996, when a similar test deficiency was 
discovered by the licensee and addressed by a temporary procedure change. The licensee performed testing, subsequent to the inspection, 
which demonstrated this feature operated properly and entered it into the corrective action program.  
 
This finding is greater than minor because it is associated with the procedure quality attribute of the Mitigating Systems cornerstone and 
affected the cornerstone objective of ensuring reliable, available, and capable systems that respond to initiating events. This finding is of very 
low safety significance because no loss of safety function occurred and it is not related to an event external to the plant. This finding has been 
entered into the licensee's corrective action program as CER 0-C-04-3626. This finding has cross-cutting aspects related to problem 
identification and resolution. 
Inspection Report# : 2004009(pdf)  

Significance:  Nov 19, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Timely Corrective Action to Address Operator Timeline Response Deficiencies 
The team identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action. The licensee failed to take timely 
action to correct the inability of plant operators to terminate safety injection after an inadvertent emergency core cooling system (ECCS) 
actuation at power within the time assumed in the plant design and licensing basis. This issue was initially identified in 1993 and had not been 
corrected as of the date of this inspection.  
 
This finding is greater than minor because the inability to meet the design basis timeline is associated with the procedure quality and design 
control attributes of the mitigating systems cornerstone and affects the cornerstone objective of ensuring the capability that operators would be 
able to properly respond to an initiating event to prevent undesirable consequences. This finding was determined to be of very low safety 
significance because the design or qualification deficiency did not result in a loss of function per Generic Letter 91-18, Information to 
Licensees Regarding NRC Inspection Manual Section on Resolution of Degraded and Nonconforming Conditions, Revision 1. This finding has 
been entered into the licensee's corrective action program as CER 0-C-04-3250. This finding has cross-cutting aspects related to problem 
identification and resolution. 
Inspection Report# : 2004009(pdf)  

Barrier Integrity 

Significance:  Dec 31, 2004 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure for Adjusting Close Latch Release Rod of "A" Train RHR Pump Motor Breaker Resulting in Breaker 
Failure to Close 
A self-revealing non-cited violation of TS 6.8.1.a was identified for maintenance personnel's failure to properly adjust the close latch release 
rod associated with the "A" residual heat removal (RHR) pump motor breaker. As a consequence, the pump failed to start on October 13, 2004, 
during routine plant operations.  
 
This finding is more than minor because it affected the mitigating systems cornerstone attribute of equipment performance and affected the 
cornerstone objective of ensuring the availability, reliability and capability of systems that respond to initiating events to prevent undesirable 
consequences by rendering inoperable safety-related equipment for removing reactor core heat. A Significance Determination Process Phase 2 
analysis determined that the finding is of very low significance because the "A" RHR pump could have been placed in service to perform its 
safety functions by operator actions. The pump breaker could be manually closed prior to exceeding the time of bulk boiling in the reactor 
vessel during accident conditions. The direct cause of this finding involved the cross-cutting area of Human Performance 
Inspection Report# : 2004005(pdf)  
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Significance:  Dec 31, 2004 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Failure to Take Adequate Corrective Actions to Preclude Repetitive Inoperability of Containment Pressure Transmitter IPT00950 
A self-revealing non-cited violation of 10 CFR Part 50, Appendix B, Criterion XVI, "Corrective Action," was identified for the failure to take 
timely and adequate corrective actions to preclude repetition of a significant condition adverse to quality concerning the inoperability of reactor 
containment pressure transmitter IPT00950.  
 
This finding is more than minor because it affected the barrier integrity cornerstone attribute of containment pressure control equipment 
performance (i.e., reactor building spray system) and adversely affected the cornerstone objective to provide reasonable assurance that the 
containment barrier protect the public from radionuclide releases caused by accidents or events. The finding is of very low safety significance 
because the event did not involve an actual reduction in the defense-in-depth for atmospheric pressure control of the reactor containment since 
the three redundant containment pressure instruments remained available to initiate the reactor building spray safety functions. The direct cause 
of this finding involved the cross-cutting area of Problem Identification and Resolution. 
Inspection Report# : 2004005(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Dec 31, 2004 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Failure to Perform Adequate Surveys and Properly Control Licensed Material 
A self-revealing non-cited violation of 10 CFR 20.1501 and 20.1802 was identified concerning the licensee's failure to adequately survey the 
content of a metal box prior to its release from the restricted area and the resulting loss of control of licensed material. The box was sold to a 
licensee employee and was taken to the employee's residence. When the box was later opened, an assortment of tools and material were found 
to be contaminated with low-level byproduct material.  
 
This finding was more than minor because it was associated with the cornerstone attribute of material release and it affected the cornerstone 
objective to ensure adequate protection of public health and safety from exposure to radioactive materials released into the public domain. The 
finding involving radioactive material control was determined to be of very low safety significance because it did not result in a dose to the 
public greater than 0.005 rem. 
Inspection Report# : 2004005(pdf)  

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

Significance: N/A Nov 19, 2004 
Identified By: NRC 
Item Type: FIN Finding 
Integrated Assessment for Temporary Instruction 2515/158, Functional Review of Low Margin/Risk/Significant Components and 
Operator Actions, Inspection 
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The components and systems reviewed were found to be capable of performing their intended safety functions. Generally, design controls were 
sufficient in areas examined by the team. The licensee's historical response to some conditions adverse to quality was not adequate. 
Specifically, the engineering solutions to potential emergency feedwater control valve plugging (Section 4OA5.2.1.1), inadequate emergency 
diesel generator testing (Section 4OA5.2.1.19), and potential inadequacies in the operator response timeline to an inadvertent ECCS actuation 
(Section 4OA5.3.1) were not comprehensive or timely. 
Inspection Report# : 2004009(pdf)  

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

Initiating Events 

Significance:  Jun 30, 2005 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Failure of 1" Extraction Steam Line Due to Inadequate On-Line Leak Repair Procedure 
A self-revealing finding was identified for the use of an inadequate on-line leak repair procedure, which resulted in the line break of a 1" 
diameter Main Steam Turbine Casing Drain / 3rd Stage Extraction Steam Equalization Line. The on-line leak repair procedure, MMP-105.005, 
did not contain any instruction to verify that the subject piping maintained adequate wall thickness prior to installation of the leak sealant 
enclosure cavity. The licensee has performed a root cause investigation of the line failure and has entered the results into their corrective action 
program.  
 
This finding is greater than minor because the procedure, if left uncorrected, could be applied to more safety significant piping systems where a 
similar failure could initiate a plant transient or cause complications such as loss of normal heat sink. The finding is considered to be of very 
low safety significance because it did not contribute to both the likelihood of a reactor trip and the likelihood that mitigation equipment would 
not be available. The cause of this finding was an evaluation issue of the cross-cutting aspect of Problem Identification and Resolution. 
Inspection Report# : 2005003(pdf)  

Significance:  Jun 30, 2005 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Adequately Review and Understand the Impact of Relay Maintenance Resulting in Loss of Class 1E "B" Train Power and 
Automatic Start of "B" EDG and ESF Loading Sequencer 
A self-revealing non-cited violation of Technical Specification 6.8.1.a was identified for the failure to adequately review and understand the 
impact of protective relay maintenance/testing on the plant prior to allowing the work to commence.  
 
This finding is greater than minor because it affected the human performance attribute of the Initiating Events cornerstone and affected the 
cornerstone objective, in that, the failure to adequately review and understand the impact of the work activity resulted in a perturbation in plant 
stability by causing a loss of power to the Class 1E "B" train vital safeguards bus (1DB), loss of power to all balance of plant buses, and 
automatic start of the "B" train emergency diesel generator and actuation of the Engineered Safety Features (ESF) loading sequencer. The 
finding is of very low safety significance because all necessary plant safety equipment responded as designed to the loss of power event, 
shutdown cooling flow was restored within 20 seconds without any appreciable reactor coolant system (RCS) heatup, and all "A" train 
redundant ESF equipment remained functional during the period. The direct cause of this finding was an organizational issue of the cross-
cutting aspect of Human Performance. 
Inspection Report# : 2005003(pdf)  

Significance:  Dec 31, 2004 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure for Resetting ESF Load Sequencer Results in Inadvertent Safety-Related Bus Deenergization 
A self-revealing non-cited violation of Technical Specification (TS) 6.8.1.a was identified for an operator's failure to follow procedures while 
resetting the "A" train engineered safety features (ESF) loading sequencer self-test circuitry. This resulted in a loss of power to a safety-related 
emergency bus and the automatic starting of ESF equipment, including an emergency diesel generator to repower the bus.  
 
This finding is more than minor because it affected the initiating events cornerstone attribute of configuration control and affected the 
cornerstone objective of limiting the likelihood of those events that upset plant stability and challenge critical safety functions by deenergizing 
a safety-related electrical switchgear bus. The finding is of very low safety significance because the affected mitigating systems were able to 
perform their safety functions since the redundant train of ESF components was available and the affected ESF equipment responded by 
aligning to their accident state as expected for the initiating condition. The direct cause of this finding involved the cross-cutting area of Human 
Performance. 
Inspection Report# : 2004005(pdf)  
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Mitigating Systems 

Significance:  Aug 26, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Prevent Spurious Operation of Charging Pump Suction From Volume Control Tank Valves LCV-115C and LCV-115E 
A non-cited violation of V.C. Summer Facility Operating License No. NFP-12, Condition 2.C.(18) and 10 CFR 50, Appendix R, Section 
III.G.2, was identified for failure to protect the control circuits for level control valves (LCV) LCV-115C and LCV-115E, (charging pump 
suction valves from the Volume Control Tank), to prevent spurious operation during a severe fire.  
 
The finding adversely impacted the reliability and capability of equipment required to achieve and maintain a safe shutdown condition 
following a severe fire. The finding is greater than minor because it is associated with the protection against external factors attribute and 
degraded the reactor safety mitigating systems cornerstone objective. The finding degraded the defense-in-depth for fire protection. The safety 
significance of this finding was not more than very low because of the installed spare charging pump, redundancy in reactor coolant pump seal 
cooling, limited ignition sources, and current protection transformers. 
Inspection Report# : 2005009(pdf)  

Significance:  Aug 26, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Fire Emergency Procedure Implementation Not Timely To Maintain Pressurizer Level In Indicating Range 
A non-cited violation of V.C. Summer Facility Operating License No. NFP-12, Condition 2.C.(18) and 10 CFR 50, Appendix R, Sections III.G 
and III.L. was identified for failure to establish timely performance of key steps in the fire emergency procedures to ensure that pressurizer 
level would be maintained in the indicating range during plant fires that involved evacuation of the control room and use of alternative 
shutdown methods.  
 
The finding adversely impacted the reliability and capability of equipment required to achieve and maintain a safe shutdown condition 
following a severe fire. The finding is greater than minor because it is associated with the protection against external factors attribute and 
degraded the reactor safety mitigating systems cornerstone objective. The finding degraded the defense-in-depth for fire protection. The safety 
significance of this finding was not more than very low because of the operator action timelines and thermo-dynamic analysis.  
 
Inspection Report# : 2005009(pdf)  

Significance:  Aug 26, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Post-Fire Operator Actions For Reactor Coolant Pump Seal Cooling Were Not Adequate 
A non-cited violation of V.C. Summer Technical Specification 6.8.1 regarding written procudures was identified for failure to ensure that 
vendor recommendations related to operation of reactor coolant pump seals would be followed during a severe fire.  
 
The finding adversely impacted the reliability and capability of equipment required to achieve and maintain a safe shutdown condition 
following a severe fire. The finding is greater than minor because it is associated with the protection against external factors attribute and 
degraded the reactor safety mitigating systems cornerstone objective. The finding degraded the defense-in-depth for fire protection. The safety 
significance of this finding was not more than very low because of the redundancy in reactor coolant pump seal cooling, limited amounts of 
ignition sources, and current protection transformers. 
Inspection Report# : 2005009(pdf)  

Significance:  Jun 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Startup Procedure for Aligning RHR System During Plant Heatup 
The NRC identified a non-cited violation of Technical Specification 6.8.1.a for the failure to place the "B" train Residual Heat Removal (RHR) 
pump control switch in pull-to-lock (PTL) prior to heating up the reactor coolant system (RCS) greater than 250 F during plant restart from the 
refueling outage.  
 
This finding is more than minor because if left uncorrected, it could have resulted in a more significant safety concern, in that, had RCS heatup 
continued without the "B" RHR pump in PTL, it could have resulted in the pump being incapable of performing its design safety function 
during shutdown accident conditions. The finding is of very low safety significance because after being alerted by the NRC, the condition was 
corrected prior to the RCS exceeding temperatures that could have allowed flashing to occur in the "B" RHR pump suction piping had the 
pump automatically started and aligned to the refueling water storage tank. The direct cause of this finding was an attention issue of the cross-
cutting aspect of Human Performance. 
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Inspection Report# : 2005003(pdf)  

Significance:  Mar 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Establish Procedures for Responding to a Loss of Control Room Annunciators Emergency Event (Section 1R14) 
A Non Cited Violation of Technical Specification (TS) 6.8.1.a was identified by the NRC for the failure to establish and implement procedures 
for events involving the loss of control room annunciators. This resulted in delays in implementing appropriate compensatory actions during an 
actual event involving partial loss of control room annunciators.  
 
The inspectors determined that the licensee's failure to establish and implement written procedures for responding to loss of control room 
annunciators was a performance deficiency because the licensee is expected to meet TS requirements for having procedures for abnormal or 
emergency conditions. This finding is not suitable for Significance Determination Process (SDP) evaluation, however, this issue has been 
reviewed by NRC management and is determined to be a Green finding of very low safety significance because the annunciators are an aid to 
control room operators to enhance human performance and the lack of specific response procedures could adversely affect the licensee's ability 
to monitor and control the response of mitigating system equipment. The loss of annunciators was limited to only one train of safety 
equipment, there was no actual loss of mitigating system equipment, and no other plant transients occurred during the time period the 
annunciators were inoperable (Section 1R14). 
Inspection Report# : 2005002(pdf)  

Significance:  Mar 10, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to appropriately design the Emergency Feedwater System to prevent a common mode failure of the flow control valves when 
the backup service water supply source is used 
An NRC identified, non-cited violation of 10 CFR 50, Appendix B, Criterion III, Design Control, was identified in that the licensee failed to 
adequately select and review for suitability, the application of materials, parts, equipment and processes that are essential to the safety-related 
functions of the Emergency Feedwater (EFW) System. Specifically, under certain conditions, the EFW flow control valves could become 
plugged from tubercles or other debris when aligned to the backup service water supply.  
 
This finding is greater than minor because it affected the Mitigating System Cornerstone objective of equipment reliability, in that, potential 
plugging of the EFW flow control valves could result in a common mode failure of the EFW System. The finding is of very low significance 
because of the low likelihood of an event requiring the use of the backup service water supply source to the EFW pumps. 
Inspection Report# : 2005007(pdf)  

Significance:  Mar 10, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure of corrective actions to adequately resolve a design vulnerability of the Emergency Feedwater System 
An NRC identified, non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, was identified, in that, corrective actions 
taken since 1986 failed to adequately resolve a design vulnerability of the Emergency Feedwater (EFW) System. Specifically, tubercles and 
other debris from the backup service water source could plug the EFW flow control valves.  
 
This finding is greater than minor because it affected the Mitigating System Cornerstone objective of equipment reliability, in that, potential 
plugging of the EFW flow control valves could result in a common mode failure of the EFW system. The finding is of very low significance 
because of the low likelihood of an event requiring the use of the backup service water suction source to the EFW pumps. This finding has 
cross-cutting aspects related to problem identification and resolution. 
Inspection Report# : 2005007(pdf)  

Significance:  Nov 19, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedures to Test Non-Emergency Diesel Generator Trip Bypass Relays 
The team identified a non-cited violation (NCV) of TS 6.8.1.c, Procedures and Programs, for failure to include the proper testing methodology 
in procedures to meet Technical Specification Surveillance Requirement 4.8.1.1.2.g.6.c. Technical Specification 4.8.1.1.2.g.6.c required testing 
to demonstrate that all emergency diesel generator trips other than overspeed, generator differential, and low lube oil pressure were 
automatically bypassed upon loss of voltage on the associated emergency bus concurrent with a safety injection signal. Procedures STP-0125-
010 and STP-0125-011 did not provide for adequate testing of the bypass function as intended, and no other procedures were identified that 
satisfied the requirement. This resulted in the failure to test the bypass function since November 1996, when a similar test deficiency was 
discovered by the licensee and addressed by a temporary procedure change. The licensee performed testing, subsequent to the inspection, 
which demonstrated this feature operated properly and entered it into the corrective action program. 
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This finding is greater than minor because it is associated with the procedure quality attribute of the Mitigating Systems cornerstone and 
affected the cornerstone objective of ensuring reliable, available, and capable systems that respond to initiating events. This finding is of very 
low safety significance because no loss of safety function occurred and it is not related to an event external to the plant. This finding has been 
entered into the licensee's corrective action program as CER 0-C-04-3626. This finding has cross-cutting aspects related to problem 
identification and resolution. 
Inspection Report# : 2004009(pdf)  

Significance:  Nov 19, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Timely Corrective Action to Address Operator Timeline Response Deficiencies 
The team identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action. The licensee failed to take timely 
action to correct the inability of plant operators to terminate safety injection after an inadvertent emergency core cooling system (ECCS) 
actuation at power within the time assumed in the plant design and licensing basis. This issue was initially identified in 1993 and had not been 
corrected as of the date of this inspection.  
 
This finding is greater than minor because the inability to meet the design basis timeline is associated with the procedure quality and design 
control attributes of the mitigating systems cornerstone and affects the cornerstone objective of ensuring the capability that operators would be 
able to properly respond to an initiating event to prevent undesirable consequences. This finding was determined to be of very low safety 
significance because the design or qualification deficiency did not result in a loss of function per Generic Letter 91-18, Information to 
Licensees Regarding NRC Inspection Manual Section on Resolution of Degraded and Nonconforming Conditions, Revision 1. This finding has 
been entered into the licensee's corrective action program as CER 0-C-04-3250. This finding has cross-cutting aspects related to problem 
identification and resolution. 
Inspection Report# : 2004009(pdf)  

Barrier Integrity 

Significance:  Dec 31, 2004 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure for Adjusting Close Latch Release Rod of "A" Train RHR Pump Motor Breaker Resulting in Breaker 
Failure to Close 
A self-revealing non-cited violation of TS 6.8.1.a was identified for maintenance personnel's failure to properly adjust the close latch release 
rod associated with the "A" residual heat removal (RHR) pump motor breaker. As a consequence, the pump failed to start on October 13, 2004, 
during routine plant operations.  
 
This finding is more than minor because it affected the mitigating systems cornerstone attribute of equipment performance and affected the 
cornerstone objective of ensuring the availability, reliability and capability of systems that respond to initiating events to prevent undesirable 
consequences by rendering inoperable safety-related equipment for removing reactor core heat. A Significance Determination Process Phase 2 
analysis determined that the finding is of very low significance because the "A" RHR pump could have been placed in service to perform its 
safety functions by operator actions. The pump breaker could be manually closed prior to exceeding the time of bulk boiling in the reactor 
vessel during accident conditions. The direct cause of this finding involved the cross-cutting area of Human Performance 
Inspection Report# : 2004005(pdf)  

Significance:  Dec 31, 2004 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Take Adequate Corrective Actions to Preclude Repetitive Inoperability of Containment Pressure Transmitter IPT00950 
A self-revealing non-cited violation of 10 CFR Part 50, Appendix B, Criterion XVI, "Corrective Action," was identified for the failure to take 
timely and adequate corrective actions to preclude repetition of a significant condition adverse to quality concerning the inoperability of reactor 
containment pressure transmitter IPT00950.  
 
This finding is more than minor because it affected the barrier integrity cornerstone attribute of containment pressure control equipment 
performance (i.e., reactor building spray system) and adversely affected the cornerstone objective to provide reasonable assurance that the 
containment barrier protect the public from radionuclide releases caused by accidents or events. The finding is of very low safety significance 
because the event did not involve an actual reduction in the defense-in-depth for atmospheric pressure control of the reactor containment since 
the three redundant containment pressure instruments remained available to initiate the reactor building spray safety functions. The direct cause 
of this finding involved the cross-cutting area of Problem Identification and Resolution. 
Inspection Report# : 2004005(pdf)  
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Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Dec 31, 2004 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Perform Adequate Surveys and Properly Control Licensed Material 
A self-revealing non-cited violation of 10 CFR 20.1501 and 20.1802 was identified concerning the licensee's failure to adequately survey the 
content of a metal box prior to its release from the restricted area and the resulting loss of control of licensed material. The box was sold to a 
licensee employee and was taken to the employee's residence. When the box was later opened, an assortment of tools and material were found 
to be contaminated with low-level byproduct material.  
 
This finding was more than minor because it was associated with the cornerstone attribute of material release and it affected the cornerstone 
objective to ensure adequate protection of public health and safety from exposure to radioactive materials released into the public domain. The 
finding involving radioactive material control was determined to be of very low safety significance because it did not result in a dose to the 
public greater than 0.005 rem. 
Inspection Report# : 2004005(pdf)  

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

Significance: N/A Nov 19, 2004 
Identified By: NRC 
Item Type: FIN Finding 
Integrated Assessment for Temporary Instruction 2515/158, Functional Review of Low Margin/Risk/Significant Components and 
Operator Actions, Inspection 
The components and systems reviewed were found to be capable of performing their intended safety functions. Generally, design controls were 
sufficient in areas examined by the team. The licensee's historical response to some conditions adverse to quality was not adequate. 
Specifically, the engineering solutions to potential emergency feedwater control valve plugging (Section 4OA5.2.1.1), inadequate emergency 
diesel generator testing (Section 4OA5.2.1.19), and potential inadequacies in the operator response timeline to an inadvertent ECCS actuation 
(Section 4OA5.3.1) were not comprehensive or timely. 
Inspection Report# : 2004009(pdf)  

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

Initiating Events 

Significance:  Jun 30, 2005 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Failure of 1" Extraction Steam Line Due to Inadequate On-Line Leak Repair Procedure 
A self-revealing finding was identified for the use of an inadequate on-line leak repair procedure, which resulted in the line break of a 1" 
diameter Main Steam Turbine Casing Drain / 3rd Stage Extraction Steam Equalization Line. The on-line leak repair procedure, MMP-105.005, 
did not contain any instruction to verify that the subject piping maintained adequate wall thickness prior to installation of the leak sealant 
enclosure cavity. The licensee has performed a root cause investigation of the line failure and has entered the results into their corrective action 
program.  
 
This finding is greater than minor because the procedure, if left uncorrected, could be applied to more safety significant piping systems where a 
similar failure could initiate a plant transient or cause complications such as loss of normal heat sink. The finding is considered to be of very 
low safety significance because it did not contribute to both the likelihood of a reactor trip and the likelihood that mitigation equipment would 
not be available. The cause of this finding was an evaluation issue of the cross-cutting aspect of Problem Identification and Resolution. 
Inspection Report# : 2005003(pdf)  

Significance:  Jun 30, 2005 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Adequately Review and Understand the Impact of Relay Maintenance Resulting in Loss of Class 1E "B" Train Power and 
Automatic Start of "B" EDG and ESF Loading Sequencer 
A self-revealing non-cited violation of Technical Specification 6.8.1.a was identified for the failure to adequately review and understand the 
impact of protective relay maintenance/testing on the plant prior to allowing the work to commence.  
 
This finding is greater than minor because it affected the human performance attribute of the Initiating Events cornerstone and affected the 
cornerstone objective, in that, the failure to adequately review and understand the impact of the work activity resulted in a perturbation in plant 
stability by causing a loss of power to the Class 1E "B" train vital safeguards bus (1DB), loss of power to all balance of plant buses, and 
automatic start of the "B" train emergency diesel generator and actuation of the Engineered Safety Features (ESF) loading sequencer. The 
finding is of very low safety significance because all necessary plant safety equipment responded as designed to the loss of power event, 
shutdown cooling flow was restored within 20 seconds without any appreciable reactor coolant system (RCS) heatup, and all "A" train 
redundant ESF equipment remained functional during the period. The direct cause of this finding was an organizational issue of the cross-
cutting aspect of Human Performance. 
Inspection Report# : 2005003(pdf)  

Mitigating Systems 

Significance:  Aug 26, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Prevent Spurious Operation of Charging Pump Suction From Volume Control Tank Valves LCV-115C and LCV-115E 
A non-cited violation of V.C. Summer Facility Operating License No. NFP-12, Condition 2.C.(18) and 10 CFR 50, Appendix R, Section 
III.G.2, was identified for failure to protect the control circuits for level control valves (LCV) LCV-115C and LCV-115E, (charging pump 
suction valves from the Volume Control Tank), to prevent spurious operation during a severe fire.  
 
The finding adversely impacted the reliability and capability of equipment required to achieve and maintain a safe shutdown condition 
following a severe fire. The finding is greater than minor because it is associated with the protection against external factors attribute and 
degraded the reactor safety mitigating systems cornerstone objective. The finding degraded the defense-in-depth for fire protection. The safety 
significance of this finding was not more than very low because of the installed spare charging pump, redundancy in reactor coolant pump seal 
cooling, limited ignition sources, and current protection transformers. 
Inspection Report# : 2005009(pdf)  
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Significance:  Aug 26, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Fire Emergency Procedure Implementation Not Timely To Maintain Pressurizer Level In Indicating Range 
A non-cited violation of V.C. Summer Facility Operating License No. NFP-12, Condition 2.C.(18) and 10 CFR 50, Appendix R, Sections III.G 
and III.L. was identified for failure to establish timely performance of key steps in the fire emergency procedures to ensure that pressurizer 
level would be maintained in the indicating range during plant fires that involved evacuation of the control room and use of alternative 
shutdown methods.  
 
The finding adversely impacted the reliability and capability of equipment required to achieve and maintain a safe shutdown condition 
following a severe fire. The finding is greater than minor because it is associated with the protection against external factors attribute and 
degraded the reactor safety mitigating systems cornerstone objective. The finding degraded the defense-in-depth for fire protection. The safety 
significance of this finding was not more than very low because of the operator action timelines and thermo-dynamic analysis.  
 
Inspection Report# : 2005009(pdf)  

Significance:  Aug 26, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Post-Fire Operator Actions For Reactor Coolant Pump Seal Cooling Were Not Adequate 
A non-cited violation of V.C. Summer Technical Specification 6.8.1 regarding written procudures was identified for failure to ensure that 
vendor recommendations related to operation of reactor coolant pump seals would be followed during a severe fire.  
 
The finding adversely impacted the reliability and capability of equipment required to achieve and maintain a safe shutdown condition 
following a severe fire. The finding is greater than minor because it is associated with the protection against external factors attribute and 
degraded the reactor safety mitigating systems cornerstone objective. The finding degraded the defense-in-depth for fire protection. The safety 
significance of this finding was not more than very low because of the redundancy in reactor coolant pump seal cooling, limited amounts of 
ignition sources, and current protection transformers. 
Inspection Report# : 2005009(pdf)  

Significance:  Jun 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Startup Procedure for Aligning RHR System During Plant Heatup 
The NRC identified a non-cited violation of Technical Specification 6.8.1.a for the failure to place the "B" train Residual Heat Removal (RHR) 
pump control switch in pull-to-lock (PTL) prior to heating up the reactor coolant system (RCS) greater than 250 F during plant restart from the 
refueling outage.  
 
This finding is more than minor because if left uncorrected, it could have resulted in a more significant safety concern, in that, had RCS heatup 
continued without the "B" RHR pump in PTL, it could have resulted in the pump being incapable of performing its design safety function 
during shutdown accident conditions. The finding is of very low safety significance because after being alerted by the NRC, the condition was 
corrected prior to the RCS exceeding temperatures that could have allowed flashing to occur in the "B" RHR pump suction piping had the 
pump automatically started and aligned to the refueling water storage tank. The direct cause of this finding was an attention issue of the cross-
cutting aspect of Human Performance. 
Inspection Report# : 2005003(pdf)  

Significance:  Mar 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Establish Procedures for Responding to a Loss of Control Room Annunciators Emergency Event (Section 1R14) 
A Non Cited Violation of Technical Specification (TS) 6.8.1.a was identified by the NRC for the failure to establish and implement procedures 
for events involving the loss of control room annunciators. This resulted in delays in implementing appropriate compensatory actions during an 
actual event involving partial loss of control room annunciators.  
 
The inspectors determined that the licensee's failure to establish and implement written procedures for responding to loss of control room 
annunciators was a performance deficiency because the licensee is expected to meet TS requirements for having procedures for abnormal or 
emergency conditions. This finding is not suitable for Significance Determination Process (SDP) evaluation, however, this issue has been 
reviewed by NRC management and is determined to be a Green finding of very low safety significance because the annunciators are an aid to 
control room operators to enhance human performance and the lack of specific response procedures could adversely affect the licensee's ability 
to monitor and control the response of mitigating system equipment. The loss of annunciators was limited to only one train of safety 
equipment, there was no actual loss of mitigating system equipment, and no other plant transients occurred during the time period the 
annunciators were inoperable (Section 1R14). 
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Inspection Report# : 2005002(pdf)  

Significance:  Mar 10, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to appropriately design the Emergency Feedwater System to prevent a common mode failure of the flow control valves when 
the backup service water supply source is used 
An NRC identified, non-cited violation of 10 CFR 50, Appendix B, Criterion III, Design Control, was identified in that the licensee failed to 
adequately select and review for suitability, the application of materials, parts, equipment and processes that are essential to the safety-related 
functions of the Emergency Feedwater (EFW) System. Specifically, under certain conditions, the EFW flow control valves could become 
plugged from tubercles or other debris when aligned to the backup service water supply.  
 
This finding is greater than minor because it affected the Mitigating System Cornerstone objective of equipment reliability, in that, potential 
plugging of the EFW flow control valves could result in a common mode failure of the EFW System. The finding is of very low significance 
because of the low likelihood of an event requiring the use of the backup service water supply source to the EFW pumps. 
Inspection Report# : 2005007(pdf)  

Significance:  Mar 10, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure of corrective actions to adequately resolve a design vulnerability of the Emergency Feedwater System 
An NRC identified, non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, was identified, in that, corrective actions 
taken since 1986 failed to adequately resolve a design vulnerability of the Emergency Feedwater (EFW) System. Specifically, tubercles and 
other debris from the backup service water source could plug the EFW flow control valves.  
 
This finding is greater than minor because it affected the Mitigating System Cornerstone objective of equipment reliability, in that, potential 
plugging of the EFW flow control valves could result in a common mode failure of the EFW system. The finding is of very low significance 
because of the low likelihood of an event requiring the use of the backup service water suction source to the EFW pumps. This finding has 
cross-cutting aspects related to problem identification and resolution. 
Inspection Report# : 2005007(pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Physical Protection information not publicly available. 
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Summer 
1Q/2006 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Use Adequate Maintenance Procedures to Inspect and Repair Main Steam Isolation Valves 
A self-revealing, non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, Instructions, Procedures, and Drawings, was identified for 
failure to establish, implement, and maintain adequate maintenance procedures to ensure that the Main Steam Isolation Valves (MSIVs) were 
capable of performing their safety-related function. Specifically, maintenance procedure MMP-300.023, Main Steam Isolation Valve Air 
Actuator Maintenance, was inadequate in that it did not include hot-condition checks of the alignment of the bottom spring plate and stanchion 
gap tolerances.  
 
This finding is greater than minor because it impacts the equipment performance attribute of the Reactor Safety Mitigating Systems 
Cornerstone in that the failure of the MSIV to close affects the reliability and availability of that valve. This finding was determined to be of 
very low safety significance because the valve did go closed within a relatively short time, and because the effects of the failure of a single 
MSIV to close are bounded by accident analysis assumptions. 
Inspection Report# : 2006007(pdf)  

Significance:  Jun 30, 2005 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Failure of 1" Extraction Steam Line Due to Inadequate On-Line Leak Repair Procedure 
A self-revealing finding was identified for the use of an inadequate on-line leak repair procedure, which resulted in the line break of a 1" 
diameter Main Steam Turbine Casing Drain / 3rd Stage Extraction Steam Equalization Line. The on-line leak repair procedure, MMP-105.005, 
did not contain any instruction to verify that the subject piping maintained adequate wall thickness prior to installation of the leak sealant 
enclosure cavity. The licensee has performed a root cause investigation of the line failure and has entered the results into their corrective action 
program.  
 
This finding is greater than minor because the procedure, if left uncorrected, could be applied to more safety significant piping systems where a 
similar failure could initiate a plant transient or cause complications such as loss of normal heat sink. The finding is considered to be of very 
low safety significance because it did not contribute to both the likelihood of a reactor trip and the likelihood that mitigation equipment would 
not be available. The cause of this finding was an evaluation issue of the cross-cutting aspect of Problem Identification and Resolution. 
Inspection Report# : 2005003(pdf)  

Significance:  Jun 30, 2005 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Adequately Review and Understand the Impact of Relay Maintenance Resulting in Loss of Class 1E "B" Train Power and 
Automatic Start of "B" EDG and ESF Loading Sequencer 
A self-revealing non-cited violation of Technical Specification 6.8.1.a was identified for the failure to adequately review and understand the 
impact of protective relay maintenance/testing on the plant prior to allowing the work to commence.  
 
This finding is greater than minor because it affected the human performance attribute of the Initiating Events cornerstone and affected the 
cornerstone objective, in that, the failure to adequately review and understand the impact of the work activity resulted in a perturbation in plant 
stability by causing a loss of power to the Class 1E "B" train vital safeguards bus (1DB), loss of power to all balance of plant buses, and 
automatic start of the "B" train emergency diesel generator and actuation of the Engineered Safety Features (ESF) loading sequencer. The 
finding is of very low safety significance because all necessary plant safety equipment responded as designed to the loss of power event, 
shutdown cooling flow was restored within 20 seconds without any appreciable reactor coolant system (RCS) heatup, and all "A" train 
redundant ESF equipment remained functional during the period. The direct cause of this finding was an organizational issue of the cross-
cutting aspect of Human Performance. 
Inspection Report# : 2005003(pdf)  
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Mitigating Systems 

Significance:  Aug 26, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Prevent Spurious Operation of Charging Pump Suction From Volume Control Tank Valves LCV-115C and LCV-115E 
A non-cited violation of V.C. Summer Facility Operating License No. NFP-12, Condition 2.C.(18) and 10 CFR 50, Appendix R, Section 
III.G.2, was identified for failure to protect the control circuits for level control valves (LCV) LCV-115C and LCV-115E, (charging pump 
suction valves from the Volume Control Tank), to prevent spurious operation during a severe fire.  
 
The finding adversely impacted the reliability and capability of equipment required to achieve and maintain a safe shutdown condition 
following a severe fire. The finding is greater than minor because it is associated with the protection against external factors attribute and 
degraded the reactor safety mitigating systems cornerstone objective. The finding degraded the defense-in-depth for fire protection. The safety 
significance of this finding was not more than very low because of the installed spare charging pump, redundancy in reactor coolant pump seal 
cooling, limited ignition sources, and current protection transformers. 
Inspection Report# : 2005009(pdf)  

Significance:  Aug 26, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Fire Emergency Procedure Implementation Not Timely To Maintain Pressurizer Level In Indicating Range 
A non-cited violation of V.C. Summer Facility Operating License No. NFP-12, Condition 2.C.(18) and 10 CFR 50, Appendix R, Sections III.G 
and III.L. was identified for failure to establish timely performance of key steps in the fire emergency procedures to ensure that pressurizer 
level would be maintained in the indicating range during plant fires that involved evacuation of the control room and use of alternative 
shutdown methods.  
 
The finding adversely impacted the reliability and capability of equipment required to achieve and maintain a safe shutdown condition 
following a severe fire. The finding is greater than minor because it is associated with the protection against external factors attribute and 
degraded the reactor safety mitigating systems cornerstone objective. The finding degraded the defense-in-depth for fire protection. The safety 
significance of this finding was not more than very low because of the operator action timelines and thermo-dynamic analysis.  
 
Inspection Report# : 2005009(pdf)  

Significance:  Aug 26, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Post-Fire Operator Actions For Reactor Coolant Pump Seal Cooling Were Not Adequate 
A non-cited violation of V.C. Summer Technical Specification 6.8.1 regarding written procudures was identified for failure to ensure that 
vendor recommendations related to operation of reactor coolant pump seals would be followed during a severe fire.  
 
The finding adversely impacted the reliability and capability of equipment required to achieve and maintain a safe shutdown condition 
following a severe fire. The finding is greater than minor because it is associated with the protection against external factors attribute and 
degraded the reactor safety mitigating systems cornerstone objective. The finding degraded the defense-in-depth for fire protection. The safety 
significance of this finding was not more than very low because of the redundancy in reactor coolant pump seal cooling, limited amounts of 
ignition sources, and current protection transformers. 
Inspection Report# : 2005009(pdf)  

Significance:  Jun 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Startup Procedure for Aligning RHR System During Plant Heatup 
The NRC identified a non-cited violation of Technical Specification 6.8.1.a for the failure to place the "B" train Residual Heat Removal (RHR) 
pump control switch in pull-to-lock (PTL) prior to heating up the reactor coolant system (RCS) greater than 250 F during plant restart from the 
refueling outage.  
 
This finding is more than minor because if left uncorrected, it could have resulted in a more significant safety concern, in that, had RCS heatup 
continued without the "B" RHR pump in PTL, it could have resulted in the pump being incapable of performing its design safety function 
during shutdown accident conditions. The finding is of very low safety significance because after being alerted by the NRC, the condition was 
corrected prior to the RCS exceeding temperatures that could have allowed flashing to occur in the "B" RHR pump suction piping had the 
pump automatically started and aligned to the refueling water storage tank. The direct cause of this finding was an attention issue of the cross-
cutting aspect of Human Performance. 

Page 2 of 31Q/2006 Inspection Findings - Summer



Inspection Report# : 2005003(pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Significance: TBD Mar 03, 2006 
Identified By: NRC 
Item Type: AV Apparent Violation 
Failure to Properly Prepare a Radioactive Material Package for Shipment 
The inspectors identified an apparent self-revealing finding of low to moderate safety significance. The licensee failed to prepare a shipment of 
radioactive material to a waste processing facility in a manner such that, under conditions normally incident to transportation, the radiation 
level at any point on the external surface of the package would not exceed 200 millirem per hour (mR/hr), as specified by the Department of 
Transportation (DOT) Regulation 49 CFR 173.441(a). When the shipment arrived at the processing facility on May 27, 2005, the radiation 
dose rates, measured on portions of the external surface of the package, were as high as 600 mR/hr, which is in excess of the limits specified by 
the regulatory requirement.  
 
The failure to properly prepare the shipment in a manner to assure conformance with the requirements of 49 CFR 173.441(a) was determined to 
have low to moderate safety significance, using the Public Radiation Safety Significance Determination Process. The finding involved the 
transportation of radioactive material in which the external radiation that was accessible to members of the public exceeded DOT limits but was 
less than five times the regulatory limit 
Inspection Report# : 2006009(pdf)  

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 
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Summer 
2Q/2006 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 31, 2006 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Use Adequate Maintenance Procedures to Inspect and Repair Main Steam Isolation Valves 
A self-revealing, non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, Instructions, Procedures, and Drawings, was identified for failure 
to establish, implement, and maintain adequate maintenance procedures to ensure that the Main Steam Isolation Valves (MSIVs) were capable of 
performing their safety-related function. Specifically, maintenance procedure MMP-300.023, Main Steam Isolation Valve Air Actuator 
Maintenance, was inadequate in that it did not include hot-condition checks of the alignment of the bottom spring plate and stanchion gap 
tolerances.  
 
This finding is greater than minor because it impacts the equipment performance attribute of the Reactor Safety Mitigating Systems Cornerstone in 
that the failure of the MSIV to close affects the reliability and availability of that valve. This finding was determined to be of very low safety 
significance because the valve did go closed within a relatively short time, and because the effects of the failure of a single MSIV to close are 
bounded by accident analysis assumptions. 
Inspection Report# : 2006007(pdf)  

Mitigating Systems 

Significance:  Jun 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Adequate and Timely Corrective Actions to Preclude Repetitive Spurious Tripping of Safety Related Molded Case Circuit 
Breakers 
The inspectors identified a non-cited violation of 10 CFR 50 Appendix B Criterion XVI was identified for the licensee’s failure to take adequate and 
timely corrective actions to preclude repetition of a significant condition adverse to quality. Specifically, the licensee failed to prevent the spurious 
tripping of safety-related molded case circuit breakers for the Emergency Diesel Generator (EDG) room ventilation supply fans due to asymmetrical 
in-rush current. The licensee has entered this issue in its corrective action program for resolution.  
 
This finding is more than minor because it is associated with the Mitigating Systems Cornerstone attribute of equipment performance and adversely 
affected the cornerstone objective of ensuring the availability, reliability and capability of the EDGs. The finding is of very low safety significance 
because it did not result in a loss of safety function of one or more EDG trains and was not potentially risk-significant due to possible external 
events. The direct cause of this finding involved the cross-cutting area of Problem Identification and Resolution, in that, the identified corrective 
actions were not adequate to resolve the fans tripping due to asymmetrical in-rush current. 
Inspection Report# : 2006003(pdf)  

Significance:  Jun 23, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify the SBLOCA Most Limiting Condition for Verification of RHR MOV Operability 
The team identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action. Specifically, the licensee’s 
corrective action to address an industry operating experience issue applicable to their station was inadequate in that the evaluation did not correctly 
identify the most limiting condition of a small break loss of coolant accident (SBLOCA) on their ability to open the residual heat removal (RHR) 
system containment suction motor operated valves (MOVs) which was the subject of a previous industry operating experience report from the 
McGuire Nuclear Station in 2005. The licensee entered the deficiency into their corrective action program for resolution.  
 
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. This finding is of very low 
safety significance (Green) because subsequent analysis demonstrated that the valves remained capable of performing their design function. This 
finding involved the cross-cutting area of Problem Identification and Resolution because the problem evaluation did not correctly identify the most 
limiting condition for operation of the RHR containment suction MOVs following a SBLOCA scenario. 
Inspection Report# : 2006008(pdf)  
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Significance:  Jun 23, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Extent of Condition Review for EDG B Lube Oil TCV Malfunction 
The team identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action. Specifically, the licensee’s 
corrective action to evaluate an extent of condition on emergency diesel generator (EDG) A following identification of an EDG B lube oil 
thermostatic control valve (TCV) malfunction was deficient. The extent of condition review to assess the potential for a similar component 
malfunction on EDG A was technically inadequate, incomplete, and did not provide assurance that the EDG A remained operable for all possible 
operating conditions, particularly increased heat sink conditions occurring in the summer. The licensee entered the deficiency into their corrective 
action program for resolution.  
 
The finding is more than minor because it affected the equipment performance 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. This finding is of very 
low safety significance because the licensee determined that the EDGs were operable based on heat sink temperatures and that TCV performance 
monitoring would be accomplished when heat sink temperatures are expected to increase. This finding involved the cross-cutting area of Problem 
Identification and Resolution because the evaluation, specifically the extent of condition review, was inadequate in that it failed to assure that the 
EDG B component malfunction did not apply to EDG A. 
Inspection Report# : 2006008(pdf)  

Significance:  Jun 23, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Acceptance Criteria for EDG Intercooler Performance Testing 
The team identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion III, Design Control. Specifically, the licensee used non-
conservative acceptance criteria for the emergency diesel generator (EDG) intercooler performance test, PTP-213.002, Service Water System Heat 
Exchanger Data Collection. The acceptance criteria for the allowed heat exchanger fouling factor based on tubes plugged was non-conservative and 
could allow heat exchanger degradation below design limits. Additionally, the wall thickness criteria for tube pitting would allow full penetration to 
occur between tube inspections. Loss of tube integrity would degrade the ability of the heat exchanger to remove the design heat load of the EDG. 
The licensee entered the deficiency into their corrective action program for resolution.  
 
The finding is more than minor because it affected the procedure quality 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. This finding is of very low 
safety significance because the licensee determined that EDGs were operable based on the affected heat exchanger having been recently cleaned; 
the latest intercooler performance results indicated substantial heat exchanger duty margin; and the proposed monthly trending of the heat 
exchanger. 
Inspection Report# : 2006008(pdf)  

Significance:  Aug 26, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Prevent Spurious Operation of Charging Pump Suction From Volume Control Tank Valves LCV-115C and LCV-115E 
A non-cited violation of V.C. Summer Facility Operating License No. NFP-12, Condition 2.C.(18) and 10 CFR 50, Appendix R, Section III.G.2, 
was identified for failure to protect the control circuits for level control valves (LCV) LCV-115C and LCV-115E, (charging pump suction valves 
from the Volume Control Tank), to prevent spurious operation during a severe fire.  
 
The finding adversely impacted the reliability and capability of equipment required to achieve and maintain a safe shutdown condition following a 
severe fire. The finding is greater than minor because it is associated with the protection against external factors attribute and degraded the reactor 
safety mitigating systems cornerstone objective. The finding degraded the defense-in-depth for fire protection. The safety significance of this 
finding was not more than very low because of the installed spare charging pump, redundancy in reactor coolant pump seal cooling, limited ignition 
sources, and current protection transformers. 
Inspection Report# : 2005009(pdf)  

Significance:  Aug 26, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Fire Emergency Procedure Implementation Not Timely To Maintain Pressurizer Level In Indicating Range 
A non-cited violation of V.C. Summer Facility Operating License No. NFP-12, Condition 2.C.(18) and 10 CFR 50, Appendix R, Sections III.G and 
III.L. was identified for failure to establish timely performance of key steps in the fire emergency procedures to ensure that pressurizer level would 
be maintained in the indicating range during plant fires that involved evacuation of the control room and use of alternative shutdown methods.  
 
The finding adversely impacted the reliability and capability of equipment required to achieve and maintain a safe shutdown condition following a 
severe fire. The finding is greater than minor because it is associated with the protection against external factors attribute and degraded the reactor 
safety mitigating systems cornerstone objective. The finding degraded the defense-in-depth for fire protection. The safety significance of this 
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finding was not more than very low because of the operator action timelines and thermo-dynamic analysis.  
 
Inspection Report# : 2005009(pdf)  

Significance:  Aug 26, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Post-Fire Operator Actions For Reactor Coolant Pump Seal Cooling Were Not Adequate 
A non-cited violation of V.C. Summer Technical Specification 6.8.1 regarding written procudures was identified for failure to ensure that vendor 
recommendations related to operation of reactor coolant pump seals would be followed during a severe fire.  
 
The finding adversely impacted the reliability and capability of equipment required to achieve and maintain a safe shutdown condition following a 
severe fire. The finding is greater than minor because it is associated with the protection against external factors attribute and degraded the reactor 
safety mitigating systems cornerstone objective. The finding degraded the defense-in-depth for fire protection. The safety significance of this 
finding was not more than very low because of the redundancy in reactor coolant pump seal cooling, limited amounts of ignition sources, and 
current protection transformers. 
Inspection Report# : 2005009(pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Mar 03, 2006 
Identified By: Self-Revealing 
Item Type: VIO Violation 
Failure to Properly Prepare a Radioactive Material Package for Shipment 
The inspectors identified an apparent self-revealing finding of low to moderate safety significance. The licensee failed to prepare a shipment of 
radioactive material to a waste processing facility in a manner such that, under conditions normally incident to transportation, the radiation level at 
any point on the external surface of the package would not exceed 200 millirem per hour (mR/hr), as specified by the Department of Transportation 
(DOT) Regulation 49 CFR 173.441(a). When the shipment arrived at the processing facility on May 27, 2005, the radiation dose rates, measured on 
portions of the external surface of the package, were as high as 600 mR/hr, which is in excess of the limits specified by the regulatory requirement. 
 
The failure to properly prepare the shipment in a manner to assure conformance with the requirements of 49 CFR 173.441(a) was determined to 
have low to moderate safety significance, using the Public Radiation Safety Significance Determination Process. The finding involved the 
transportation of radioactive material in which the external radiation that was accessible to members of the public exceeded DOT limits but was less 
than five times the regulatory limit.  
 
In Inspection Report 05000395/2006-011, issued May 5, 2006, the final significance of this item was determined to be White. The apparent 
violation was closed to a violation, designated as 05000395/2006011-01. The violation is listed below.  
 
10 CFR 71.5 requires that NRC licensees ship radioactive materials in accordance with the applicable provisions of the Department of 
Transportation regulations found in 49 CFR 100-177.  
 
49 CFR 173.441(a) requires that each package of radioactive material offered for transport must be designed and prepared for shipment so that 
under conditions normally incident to transportation, the radiation level does not exceed 200 millirem per hour at any point on the external surface 
of the package.  
 
Contrary to the above, the licensee failed to properly design and prepare for shipment a package of radioactive material that was transported from 
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the licensee’s facility to an offsite waste processing vendor. Specifically, a package was shipped by V. C. Summer on May 26, 2005, and arrived at 
a waste processing vendor facility in Oak Ridge, Tennessee, on May 27, 2005, with contact radiation levels of 600 millirem per hour on the side 
external surface of the package approximately 10 feet from the ground.  
 
 
Inspection Report# : 2006009(pdf)  
Inspection Report# : 2006011(pdf)  

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

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

Initiating Events 

Significance:  Mar 31, 2006 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Use Adequate Maintenance Procedures to Inspect and Repair Main Steam Isolation Valves 
A self-revealing, non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, Instructions, Procedures, and Drawings, 
was identified for failure to establish, implement, and maintain adequate maintenance procedures to ensure that the Main 
Steam Isolation Valves (MSIVs) were capable of performing their safety-related function. Specifically, maintenance 
procedure MMP-300.023, Main Steam Isolation Valve Air Actuator Maintenance, was inadequate in that it did not include 
hot-condition checks of the alignment of the bottom spring plate and stanchion gap tolerances.  
 
This finding is greater than minor because it impacts the equipment performance attribute of the Reactor Safety Mitigating 
Systems Cornerstone in that the failure of the MSIV to close affects the reliability and availability of that valve. This 
finding was determined to be of very low safety significance because the valve did go closed within a relatively short time, 
and because the effects of the failure of a single MSIV to close are bounded by accident analysis assumptions. 
Inspection Report# : 2006007(pdf)  

Mitigating Systems 

Significance:  Sep 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions Associated with a Previous Violation Involving Failure to Implement Procedures for 
a Loss of Control Room Annunciator Event 
The inspectors identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” for 
the licensee’s failure to take adequate corrective actions for a previously identified NCV. The corrective actions taken were 
not adequate as demonstrated by the failure of control room personnel to be cognizant of the new procedural guidance 
when a partial loss of control room annunciators occurred on July 24, 2006. The licensee presently plans to develop an 
abnormal operating procedure which has a formal training review.  
 
This finding is more than minor because if left uncorrected, it would result in a more significant safety concern if 
appropriate compensatory actions were not implemented for loss of control room annunciator events. The finding is of very 
low safety significance because during the latest loss of annunciator event, operators took reasonable actions to address the 
condition; there was no actual loss of mitigating system equipment; and no other plant transients occurred during the time 
period the annunciators were inoperable. The direct cause of this finding involved the cross-cutting area of problem 
identification and resolution, in that, previous corrective actions were not adequate to ensure that operators were cognizant 
of, and implemented, procedures for responding to a loss of control room annunciator event 
Inspection Report# : 2006004(pdf)  

Significance:  Sep 30, 2006 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Follow Fire Protection Surveillance Procedure to Prevent Inadvertent Fire Damper Closures and High 
Temperatures in the Relay Room 
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A Green self-revealing non-cited violation (NCV) of Technical Specification (TS) 6.8.1.f was identified for failure to 
follow a fire protection surveillance testing procedure resulting in a TS Limiting Condition for Operation (LCO) entry due 
to exceeding the allowed room temperature of the control building relay room. The licensee is considering procedural 
enhancements and associated training.  
 
This finding is more than minor because it is associated with the human performance and configuration control attributes of 
the Mitigating Systems cornerstone, and affected the cornerstone objective of ensuring the reliability of systems which 
respond to initiating events to prevent undesirable consequences, in that, it resulted in an unexpected TS LCO entry and 
high temperatures in an area of the plant containing temperature sensitive safety-related electronic equipment which could 
have been adversely impacted by the elevated temperatures. The finding is of very low safety significance because the 
environmental qualification temperatures of the most limiting equipment in the affected area was not exceeded; it did not 
result in a loss of safety function of one or more trains of mitigating system equipment; and was not potentially risk-
significant due to possible external events. The direct cause of this finding is related to the procedural compliance aspect of 
the cross-cutting area of human performance. 
Inspection Report# : 2006004(pdf)  

Significance:  Jun 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Adequate and Timely Corrective Actions to Preclude Repetitive Spurious Tripping of Safety 
Related Molded Case Circuit Breakers 
The inspectors identified a non-cited violation of 10 CFR 50 Appendix B Criterion XVI was identified for the licensee’s 
failure to take adequate and timely corrective actions to preclude repetition of a significant condition adverse to quality. 
Specifically, the licensee failed to prevent the spurious tripping of safety-related molded case circuit breakers for the 
Emergency Diesel Generator (EDG) room ventilation supply fans due to asymmetrical in-rush current. The licensee has 
entered this issue in its corrective action program for resolution.  
 
This finding is more than minor because it is associated with the Mitigating Systems Cornerstone attribute of equipment 
performance and adversely affected the cornerstone objective of ensuring the availability, reliability and capability of the 
EDGs. The finding is of very low safety significance because it did not result in a loss of safety function of one or more 
EDG trains and was not potentially risk-significant due to possible external events. The direct cause of this finding 
involved the cross-cutting area of Problem Identification and Resolution, in that, the identified corrective actions were not 
adequate to resolve the fans tripping due to asymmetrical in-rush current. 
Inspection Report# : 2006003(pdf)  

Significance:  Jun 23, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify the SBLOCA Most Limiting Condition for Verification of RHR MOV Operability 
The team identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action. 
Specifically, the licensee’s corrective action to address an industry operating experience issue applicable to their station 
was inadequate in that the evaluation did not correctly identify the most limiting condition of a small break loss of coolant 
accident (SBLOCA) on their ability to open the residual heat removal (RHR) system containment suction motor operated 
valves (MOVs) which was the subject of a previous industry operating experience report from the McGuire Nuclear Station 
in 2005. The licensee entered the deficiency into their corrective action program for resolution.  
 
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. This finding is of very low safety significance (Green) because subsequent analysis 
demonstrated that the valves remained capable of performing their design function. This finding involved the cross-cutting 
area of Problem Identification and Resolution because the problem evaluation did not correctly identify the most limiting 
condition for operation of the RHR containment suction MOVs following a SBLOCA scenario. 
Inspection Report# : 2006008(pdf)  
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Significance:  Jun 23, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Extent of Condition Review for EDG B Lube Oil TCV Malfunction 
The team identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action. 
Specifically, the licensee’s corrective action to evaluate an extent of condition on emergency diesel generator (EDG) A 
following identification of an EDG B lube oil thermostatic control valve (TCV) malfunction was deficient. The extent of 
condition review to assess the potential for a similar component malfunction on EDG A was technically inadequate, 
incomplete, and did not provide assurance that the EDG A remained operable for all possible operating conditions, 
particularly increased heat sink conditions occurring in the summer. The licensee entered the deficiency into their 
corrective action program for resolution.  
 
The finding is more than minor because it affected the equipment performance 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. This finding is of very low safety significance because the licensee determined that the 
EDGs were operable based on heat sink temperatures and that TCV performance monitoring would be accomplished when 
heat sink temperatures are expected to increase. This finding involved the cross-cutting area of Problem Identification and 
Resolution because the evaluation, specifically the extent of condition review, was inadequate in that it failed to assure that 
the EDG B component malfunction did not apply to EDG A. 
Inspection Report# : 2006008(pdf)  

Significance:  Jun 23, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Acceptance Criteria for EDG Intercooler Performance Testing 
The team identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion III, Design Control. Specifically, the 
licensee used non-conservative acceptance criteria for the emergency diesel generator (EDG) intercooler performance test, 
PTP-213.002, Service Water System Heat Exchanger Data Collection. The acceptance criteria for the allowed heat 
exchanger fouling factor based on tubes plugged was non-conservative and could allow heat exchanger degradation below 
design limits. Additionally, the wall thickness criteria for tube pitting would allow full penetration to occur between tube 
inspections. Loss of tube integrity would degrade the ability of the heat exchanger to remove the design heat load of the 
EDG. The licensee entered the deficiency into their corrective action program for resolution.  
 
The finding is more than minor because it affected the procedure quality 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. This finding is of very low safety significance because the licensee determined that EDGs were 
operable based on the affected heat exchanger having been recently cleaned; the latest intercooler performance results 
indicated substantial heat exchanger duty margin; and the proposed monthly trending of the heat exchanger. 
Inspection Report# : 2006008(pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 
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Public Radiation Safety 

Significance:  Mar 03, 2006 
Identified By: Self-Revealing 
Item Type: VIO Violation 
Failure to Properly Prepare a Radioactive Material Package for Shipment 
The inspectors identified an apparent self-revealing finding of low to moderate safety significance. The licensee failed to 
prepare a shipment of radioactive material to a waste processing facility in a manner such that, under conditions normally 
incident to transportation, the radiation level at any point on the external surface of the package would not exceed 200 
millirem per hour (mR/hr), as specified by the Department of Transportation (DOT) Regulation 49 CFR 173.441(a). When 
the shipment arrived at the processing facility on May 27, 2005, the radiation dose rates, measured on portions of the 
external surface of the package, were as high as 600 mR/hr, which is in excess of the limits specified by the regulatory 
requirement.  
 
The failure to properly prepare the shipment in a manner to assure conformance with the requirements of 49 CFR 173.441
(a) was determined to have low to moderate safety significance, using the Public Radiation Safety Significance 
Determination Process. The finding involved the transportation of radioactive material in which the external radiation that 
was accessible to members of the public exceeded DOT limits but was less than five times the regulatory limit.  
 
In Inspection Report 05000395/2006-011, issued May 5, 2006, the final significance of this item was determined to be 
White. The apparent violation was closed to a violation, designated as 05000395/2006011-01. The violation is listed below. 
 
 
10 CFR 71.5 requires that NRC licensees ship radioactive materials in accordance with the applicable provisions of the 
Department of Transportation regulations found in 49 CFR 100-177.  
 
49 CFR 173.441(a) requires that each package of radioactive material offered for transport must be designed and prepared 
for shipment so that under conditions normally incident to transportation, the radiation level does not exceed 200 millirem 
per hour at any point on the external surface of the package.  
 
Contrary to the above, the licensee failed to properly design and prepare for shipment a package of radioactive material that 
was transported from the licensee’s facility to an offsite waste processing vendor. Specifically, a package was shipped by 
V. C. Summer on May 26, 2005, and arrived at a waste processing vendor facility in Oak Ridge, Tennessee, on May 27, 
2005, with contact radiation levels of 600 millirem per hour on the side external surface of the package approximately 10 
feet from the ground.  
 
 
Inspection Report# : 2006009(pdf)  
Inspection Report# : 2006011(pdf)  

Physical Protection 
Physical Protection information not publicly available. 

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

Initiating Events 

Significance:  Dec 31, 2006 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure for Maintaining Steam Generator Water Level Results in Turbine Trip During Power 
Escalation 
A green self-revealing non-cited violation of Technical Specification 6.8.1.a was identified for operator failure to follow 
procedure for maintaining steam generator water level while transitioning from the emergency feedwater system to the 
main feedwater system. This resulted in a turbine trip including feedwater isolation and feedwater pump trip. As immediate 
corrective actions, the oncoming operations crew was provided simulator training on the evolution emphasizing lessons 
learned from the incident and procedures were enhanced to limit the main feedwater pump acceleration response ramp rate. 
 
 
This finding is more than minor because it affected the human performance attribute of the Initiating Events cornerstone 
and affected the cornerstone objective, in that, the failure to utilize all available indications and anticipate plant response 
resulted in a plant transient causing a turbine trip. The finding was evaluated using Inspection Manual Chapter 0609, 
Significance Determination Process, Phase I Worksheet for initiating events. The finding is determined to be of very low 
safety significance because all necessary plant safety equipment responded as designed to the turbine trip event. The 
contributing cause of this finding involved the human performance and error prevention aspect of the Human Performance 
cross-cutting area 
Inspection Report# : 2006005 (pdf)  

Significance:  Mar 31, 2006 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Use Adequate Maintenance Procedures to Inspect and Repair Main Steam Isolation Valves 
A self-revealing, non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, Instructions, Procedures, and Drawings, 
was identified for failure to establish, implement, and maintain adequate maintenance procedures to ensure that the Main 
Steam Isolation Valves (MSIVs) were capable of performing their safety-related function. Specifically, maintenance 
procedure MMP-300.023, Main Steam Isolation Valve Air Actuator Maintenance, was inadequate in that it did not include 
hot-condition checks of the alignment of the bottom spring plate and stanchion gap tolerances.  
 
This finding is greater than minor because it impacts the equipment performance attribute of the Reactor Safety Mitigating 
Systems Cornerstone in that the failure of the MSIV to close affects the reliability and availability of that valve. This 
finding was determined to be of very low safety significance because the valve did go closed within a relatively short time, 
and because the effects of the failure of a single MSIV to close are bounded by accident analysis assumptions. 
Inspection Report# : 2006007 (pdf)  

Mitigating Systems 

Significance:  Dec 31, 2006 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Follow Surveillance Procedure Resulting in Inoperability of “B” ECCS Accumulator
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A green self-revealing non-cited violation of Technical Specification 6.8.1.c was identified for failure to follow 
surveillance testing procedure resulting in the inadvertent partial draining of the “B” emergency core cooling system 
(ECCS) accumulator. The licensee was in the process of completing an apparent cause evaluation for the human 
performance error at the end of the inspection period.  
 
This finding is more than minor because it affected the human performance attribute of the Mitigating Systems cornerstone 
and affected the cornerstone objective to ensure the capability of systems that respond to initiating events to prevent 
undesirable consequences, in that, it had an actual impact of rendering an ECCS accumulator inoperable requiring an 
unexpected Technical Specification Limiting Condition for Operation entry. The finding was evaluated using Inspection 
Manual Chapter 0609, Significance Determination Process, Phase I Worksheet for mitigating systems. The finding is 
determined to be of very low safety significance because the accumulator always maintained adequate inventory to fulfill 
its safety function, it did not result in an actual loss of a single train for greater than its Technical Specification allowed 
outage time, and is not potentially risk significant due to external events. The direct cause of this finding involved the 
procedural compliance aspect of the Human Performance cross-cutting area. 
Inspection Report# : 2006005 (pdf)  

Significance:  Sep 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions Associated with a Previous Violation Involving Failure to Implement Procedures for 
a Loss of Control Room Annunciator Event 
The inspectors identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” for 
the licensee’s failure to take adequate corrective actions for a previously identified NCV. The corrective actions taken were 
not adequate as demonstrated by the failure of control room personnel to be cognizant of the new procedural guidance 
when a partial loss of control room annunciators occurred on July 24, 2006. The licensee presently plans to develop an 
abnormal operating procedure which has a formal training review.  
 
This finding is more than minor because if left uncorrected, it would result in a more significant safety concern if 
appropriate compensatory actions were not implemented for loss of control room annunciator events. The finding is of very 
low safety significance because during the latest loss of annunciator event, operators took reasonable actions to address the 
condition; there was no actual loss of mitigating system equipment; and no other plant transients occurred during the time 
period the annunciators were inoperable. The direct cause of this finding involved the cross-cutting area of problem 
identification and resolution, in that, previous corrective actions were not adequate to ensure that operators were cognizant 
of, and implemented, procedures for responding to a loss of control room annunciator event 
Inspection Report# : 2006004 (pdf)  

Significance:  Sep 30, 2006 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Follow Fire Protection Surveillance Procedure to Prevent Inadvertent Fire Damper Closures and High 
Temperatures in the Relay Room 
A Green self-revealing non-cited violation (NCV) of Technical Specification (TS) 6.8.1.f was identified for failure to 
follow a fire protection surveillance testing procedure resulting in a TS Limiting Condition for Operation (LCO) entry due 
to exceeding the allowed room temperature of the control building relay room. The licensee is considering procedural 
enhancements and associated training.  
 
This finding is more than minor because it is associated with the human performance and configuration control attributes of 
the Mitigating Systems cornerstone, and affected the cornerstone objective of ensuring the reliability of systems which 
respond to initiating events to prevent undesirable consequences, in that, it resulted in an unexpected TS LCO entry and 
high temperatures in an area of the plant containing temperature sensitive safety-related electronic equipment which could 
have been adversely impacted by the elevated temperatures. The finding is of very low safety significance because the 
environmental qualification temperatures of the most limiting equipment in the affected area was not exceeded; it did not 
result in a loss of safety function of one or more trains of mitigating system equipment; and was not potentially risk-
significant due to possible external events. The direct cause of this finding is related to the procedural compliance aspect of 
the cross-cutting area of human performance. 
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Inspection Report# : 2006004 (pdf)  

Significance:  Jun 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Adequate and Timely Corrective Actions to Preclude Repetitive Spurious Tripping of Safety 
Related Molded Case Circuit Breakers 
The inspectors identified a non-cited violation of 10 CFR 50 Appendix B Criterion XVI was identified for the licensee’s 
failure to take adequate and timely corrective actions to preclude repetition of a significant condition adverse to quality. 
Specifically, the licensee failed to prevent the spurious tripping of safety-related molded case circuit breakers for the 
Emergency Diesel Generator (EDG) room ventilation supply fans due to asymmetrical in-rush current. The licensee has 
entered this issue in its corrective action program for resolution.  
 
This finding is more than minor because it is associated with the Mitigating Systems Cornerstone attribute of equipment 
performance and adversely affected the cornerstone objective of ensuring the availability, reliability and capability of the 
EDGs. The finding is of very low safety significance because it did not result in a loss of safety function of one or more 
EDG trains and was not potentially risk-significant due to possible external events. The direct cause of this finding 
involved the cross-cutting area of Problem Identification and Resolution, in that, the identified corrective actions were not 
adequate to resolve the fans tripping due to asymmetrical in-rush current. 
Inspection Report# : 2006003 (pdf)  

Significance:  Jun 23, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify the SBLOCA Most Limiting Condition for Verification of RHR MOV Operability 
The team identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action. 
Specifically, the licensee’s corrective action to address an industry operating experience issue applicable to their station 
was inadequate in that the evaluation did not correctly identify the most limiting condition of a small break loss of coolant 
accident (SBLOCA) on their ability to open the residual heat removal (RHR) system containment suction motor operated 
valves (MOVs) which was the subject of a previous industry operating experience report from the McGuire Nuclear Station 
in 2005. The licensee entered the deficiency into their corrective action program for resolution.  
 
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. This finding is of very low safety significance (Green) because subsequent analysis 
demonstrated that the valves remained capable of performing their design function. This finding involved the cross-cutting 
area of Problem Identification and Resolution because the problem evaluation did not correctly identify the most limiting 
condition for operation of the RHR containment suction MOVs following a SBLOCA scenario. 
Inspection Report# : 2006008 (pdf)  

Significance:  Jun 23, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Extent of Condition Review for EDG B Lube Oil TCV Malfunction 
The team identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action. 
Specifically, the licensee’s corrective action to evaluate an extent of condition on emergency diesel generator (EDG) A 
following identification of an EDG B lube oil thermostatic control valve (TCV) malfunction was deficient. The extent of 
condition review to assess the potential for a similar component malfunction on EDG A was technically inadequate, 
incomplete, and did not provide assurance that the EDG A remained operable for all possible operating conditions, 
particularly increased heat sink conditions occurring in the summer. The licensee entered the deficiency into their 
corrective action program for resolution.  
 
The finding is more than minor because it affected the equipment performance attribute of the mitigating systems 
cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to initiating events to 
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prevent undesirable consequences. This finding is of very low safety significance because the licensee determined that the 
EDGs were operable based on heat sink temperatures and that TCV performance monitoring would be accomplished when 
heat sink temperatures are expected to increase. This finding involved the cross-cutting area of Problem Identification and 
Resolution because the evaluation, specifically the extent of condition review, was inadequate in that it failed to assure that 
the EDG B component malfunction did not apply to EDG A. 
Inspection Report# : 2006008 (pdf)  

Significance:  Jun 23, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Acceptance Criteria for EDG Intercooler Performance Testing 
The team identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion III, Design Control. Specifically, the 
licensee used non-conservative acceptance criteria for the emergency diesel generator (EDG) intercooler performance test, 
PTP-213.002, Service Water System Heat Exchanger Data Collection. The acceptance criteria for the allowed heat 
exchanger fouling factor based on tubes plugged was non-conservative and could allow heat exchanger degradation below 
design limits. Additionally, the wall thickness criteria for tube pitting would allow full penetration to occur between tube 
inspections. Loss of tube integrity would degrade the ability of the heat exchanger to remove the design heat load of the 
EDG. The licensee entered the deficiency into their corrective action program for resolution.  
 
The finding is more than minor because it affected the procedure quality 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. This finding is of very low safety significance because the licensee determined that EDGs were 
operable based on the affected heat exchanger having been recently cleaned; the latest intercooler performance results 
indicated substantial heat exchanger duty margin; and the proposed monthly trending of the heat exchanger. 
Inspection Report# : 2006008 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Mar 03, 2006 
Identified By: Self-Revealing 
Item Type: VIO Violation 
Failure to Properly Prepare a Radioactive Material Package for Shipment 
The inspectors identified an apparent self-revealing finding of low to moderate safety significance. The licensee failed to 
prepare a shipment of radioactive material to a waste processing facility in a manner such that, under conditions normally 
incident to transportation, the radiation level at any point on the external surface of the package would not exceed 200 
millirem per hour (mR/hr), as specified by the Department of Transportation (DOT) Regulation 49 CFR 173.441(a). When 
the shipment arrived at the processing facility on May 27, 2005, the radiation dose rates, measured on portions of the 
external surface of the package, were as high as 600 mR/hr, which is in excess of the limits specified by the regulatory 
requirement.  
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The failure to properly prepare the shipment in a manner to assure conformance with the requirements of 49 CFR 173.441
(a) was determined to have low to moderate safety significance, using the Public Radiation Safety Significance 
Determination Process. The finding involved the transportation of radioactive material in which the external radiation that 
was accessible to members of the public exceeded DOT limits but was less than five times the regulatory limit.  
 
In Inspection Report 05000395/2006-011, issued May 5, 2006, the final significance of this item was determined to be 
White. The apparent violation was closed to a violation, designated as 05000395/2006011-01. The violation is listed below. 
 
 
10 CFR 71.5 requires that NRC licensees ship radioactive materials in accordance with the applicable provisions of the 
Department of Transportation regulations found in 49 CFR 100-177.  
 
49 CFR 173.441(a) requires that each package of radioactive material offered for transport must be designed and prepared 
for shipment so that under conditions normally incident to transportation, the radiation level does not exceed 200 millirem 
per hour at any point on the external surface of the package.  
 
Contrary to the above, the licensee failed to properly design and prepare for shipment a package of radioactive material that 
was transported from the licensee’s facility to an offsite waste processing vendor. Specifically, a package was shipped by 
V. C. Summer on May 26, 2005, and arrived at a waste processing vendor facility in Oak Ridge, Tennessee, on May 27, 
2005, with contact radiation levels of 600 millirem per hour on the side external surface of the package approximately 10 
feet from the ground.  
 
 
Inspection Report# : 2006009 (pdf)  
Inspection Report# : 2006011 (pdf)  

Physical Protection 
Physical Protection information not publicly available. 

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

Initiating Events 

Significance:  Dec 31, 2006 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure for Maintaining Steam Generator Water Level Results in Turbine Trip During Power 
Escalation 
A green self-revealing non-cited violation of Technical Specification 6.8.1.a was identified for operator failure to follow 
procedure for maintaining steam generator water level while transitioning from the emergency feedwater system to the 
main feedwater system. This resulted in a turbine trip including feedwater isolation and feedwater pump trip. As immediate 
corrective actions, the oncoming operations crew was provided simulator training on the evolution emphasizing lessons 
learned from the incident and procedures were enhanced to limit the main feedwater pump acceleration response ramp rate. 
 
 
This finding is more than minor because it affected the human performance attribute of the Initiating Events cornerstone 
and affected the cornerstone objective, in that, the failure to utilize all available indications and anticipate plant response 
resulted in a plant transient causing a turbine trip. The finding was evaluated using Inspection Manual Chapter 0609, 
Significance Determination Process, Phase I Worksheet for initiating events. The finding is determined to be of very low 
safety significance because all necessary plant safety equipment responded as designed to the turbine trip event. The 
contributing cause of this finding involved the human performance and error prevention aspect of the Human Performance 
cross-cutting area 
Inspection Report# : 2006005 (pdf)  

Mitigating Systems 

Significance:  Mar 31, 2007 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions Results in Repetitive Spurious Tripping of EDG Room Ventilation Fan Molded Case 
Circuit Breakers 
A Green self-revealing non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” was identified 
for inadequate corrective actions which resulted in repetition of a significant condition adverse to quality involving the 
spurious tripping of safety-related molded case circuit breaker associated with the “A” emergency diesel generator (EDG) 
room ventilation cooling fan “A” due to asymmetrical in-rush starting current. The licensee documented this failure in their 
corrective action program and implemented breaker trip setpoint changes to preclude spurious tripping from this 
phenomenon.  
 
This finding is more than minor because it affected the equipment performance attribute of the Mitigating Systems 
cornerstone and adversely affected the cornerstone objective of ensuring the availability, reliability and capability of 
systems that respond to initiating events to prevent undesirable consequences. The finding is of very low safety 
significance because it did not result in a loss of safety function of one or more trains of the EDGs and was not potentially 
risk-significant due to possible external events. The cause of this finding involved the thorough evaluation of identified 
problems aspect of the Problem Identification and Resolution cross-cutting area, in that, the extent of condition evaluation 
for the previous spurious trip of the “A” EDG room cooling fan “B” failed to consider the need to readjust the trip setpoint 
of “A” EDG room ventilation cooling fan “A” in order to mitigate the possibility of spurious tripping 
Inspection Report# : 2007002 (pdf)  



Significance:  Dec 31, 2006 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Follow Surveillance Procedure Resulting in Inoperability of “B” ECCS Accumulator 
A green self-revealing non-cited violation of Technical Specification 6.8.1.c was identified for failure to follow 
surveillance testing procedure resulting in the inadvertent partial draining of the “B” emergency core cooling system 
(ECCS) accumulator. The licensee was in the process of completing an apparent cause evaluation for the human 
performance error at the end of the inspection period.  
 
This finding is more than minor because it affected the human performance attribute of the Mitigating Systems cornerstone 
and affected the cornerstone objective to ensure the capability of systems that respond to initiating events to prevent 
undesirable consequences, in that, it had an actual impact of rendering an ECCS accumulator inoperable requiring an 
unexpected Technical Specification Limiting Condition for Operation entry. The finding was evaluated using Inspection 
Manual Chapter 0609, Significance Determination Process, Phase I Worksheet for mitigating systems. The finding is 
determined to be of very low safety significance because the accumulator always maintained adequate inventory to fulfill 
its safety function, it did not result in an actual loss of a single train for greater than its Technical Specification allowed 
outage time, and is not potentially risk significant due to external events. The direct cause of this finding involved the 
procedural compliance aspect of the Human Performance cross-cutting area. 
Inspection Report# : 2006005 (pdf)  

Significance:  Sep 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions Associated with a Previous Violation Involving Failure to Implement Procedures for 
a Loss of Control Room Annunciator Event 
The inspectors identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” for 
the licensee’s failure to take adequate corrective actions for a previously identified NCV. The corrective actions taken were 
not adequate as demonstrated by the failure of control room personnel to be cognizant of the new procedural guidance 
when a partial loss of control room annunciators occurred on July 24, 2006. The licensee presently plans to develop an 
abnormal operating procedure which has a formal training review.  
 
This finding is more than minor because if left uncorrected, it would result in a more significant safety concern if 
appropriate compensatory actions were not implemented for loss of control room annunciator events. The finding is of very 
low safety significance because during the latest loss of annunciator event, operators took reasonable actions to address the 
condition; there was no actual loss of mitigating system equipment; and no other plant transients occurred during the time 
period the annunciators were inoperable. The direct cause of this finding involved the cross-cutting area of problem 
identification and resolution, in that, previous corrective actions were not adequate to ensure that operators were cognizant 
of, and implemented, procedures for responding to a loss of control room annunciator event 
Inspection Report# : 2006004 (pdf)  

Significance:  Sep 30, 2006 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Follow Fire Protection Surveillance Procedure to Prevent Inadvertent Fire Damper Closures and High 
Temperatures in the Relay Room 
A Green self-revealing non-cited violation (NCV) of Technical Specification (TS) 6.8.1.f was identified for failure to 
follow a fire protection surveillance testing procedure resulting in a TS Limiting Condition for Operation (LCO) entry due 
to exceeding the allowed room temperature of the control building relay room. The licensee is considering procedural 
enhancements and associated training.  
 
This finding is more than minor because it is associated with the human performance and configuration control attributes of 
the Mitigating Systems cornerstone, and affected the cornerstone objective of ensuring the reliability of systems which 
respond to initiating events to prevent undesirable consequences, in that, it resulted in an unexpected TS LCO entry and 
high temperatures in an area of the plant containing temperature sensitive safety-related electronic equipment which could 
have been adversely impacted by the elevated temperatures. The finding is of very low safety significance because the 



environmental qualification temperatures of the most limiting equipment in the affected area was not exceeded; it did not 
result in a loss of safety function of one or more trains of mitigating system equipment; and was not potentially risk-
significant due to possible external events. The direct cause of this finding is related to the procedural compliance aspect of 
the cross-cutting area of human performance. 
Inspection Report# : 2006004 (pdf)  

Significance:  Jun 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Adequate and Timely Corrective Actions to Preclude Repetitive Spurious Tripping of Safety 
Related Molded Case Circuit Breakers 
The inspectors identified a non-cited violation of 10 CFR 50 Appendix B Criterion XVI was identified for the licensee’s 
failure to take adequate and timely corrective actions to preclude repetition of a significant condition adverse to quality. 
Specifically, the licensee failed to prevent the spurious tripping of safety-related molded case circuit breakers for the 
Emergency Diesel Generator (EDG) room ventilation supply fans due to asymmetrical in-rush current. The licensee has 
entered this issue in its corrective action program for resolution.  
 
This finding is more than minor because it is associated with the Mitigating Systems Cornerstone attribute of equipment 
performance and adversely affected the cornerstone objective of ensuring the availability, reliability and capability of the 
EDGs. The finding is of very low safety significance because it did not result in a loss of safety function of one or more 
EDG trains and was not potentially risk-significant due to possible external events. The direct cause of this finding 
involved the cross-cutting area of Problem Identification and Resolution, in that, the identified corrective actions were not 
adequate to resolve the fans tripping due to asymmetrical in-rush current. 
Inspection Report# : 2006003 (pdf)  

Significance:  Jun 23, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify the SBLOCA Most Limiting Condition for Verification of RHR MOV Operability 
The team identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action. 
Specifically, the licensee’s corrective action to address an industry operating experience issue applicable to their station 
was inadequate in that the evaluation did not correctly identify the most limiting condition of a small break loss of coolant 
accident (SBLOCA) on their ability to open the residual heat removal (RHR) system containment suction motor operated 
valves (MOVs) which was the subject of a previous industry operating experience report from the McGuire Nuclear Station 
in 2005. The licensee entered the deficiency into their corrective action program for resolution.  
 
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. This finding is of very low safety significance (Green) because subsequent analysis 
demonstrated that the valves remained capable of performing their design function. This finding involved the cross-cutting 
area of Problem Identification and Resolution because the problem evaluation did not correctly identify the most limiting 
condition for operation of the RHR containment suction MOVs following a SBLOCA scenario. 
Inspection Report# : 2006008 (pdf)  

Significance:  Jun 23, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient Extent of Condition Review for EDG B Lube Oil TCV Malfunction 
The team identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action. 
Specifically, the licensee’s corrective action to evaluate an extent of condition on emergency diesel generator (EDG) A 
following identification of an EDG B lube oil thermostatic control valve (TCV) malfunction was deficient. The extent of 
condition review to assess the potential for a similar component malfunction on EDG A was technically inadequate, 
incomplete, and did not provide assurance that the EDG A remained operable for all possible operating conditions, 
particularly increased heat sink conditions occurring in the summer. The licensee entered the deficiency into their 
corrective action program for resolution.  



 
The finding is more than minor because it affected the equipment performance 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. This finding is of very low safety significance because the licensee determined that the 
EDGs were operable based on heat sink temperatures and that TCV performance monitoring would be accomplished when 
heat sink temperatures are expected to increase. This finding involved the cross-cutting area of Problem Identification and 
Resolution because the evaluation, specifically the extent of condition review, was inadequate in that it failed to assure that 
the EDG B component malfunction did not apply to EDG A. 
Inspection Report# : 2006008 (pdf)  

Significance:  Jun 23, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Acceptance Criteria for EDG Intercooler Performance Testing 
The team identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion III, Design Control. Specifically, the 
licensee used non-conservative acceptance criteria for the emergency diesel generator (EDG) intercooler performance test, 
PTP-213.002, Service Water System Heat Exchanger Data Collection. The acceptance criteria for the allowed heat 
exchanger fouling factor based on tubes plugged was non-conservative and could allow heat exchanger degradation below 
design limits. Additionally, the wall thickness criteria for tube pitting would allow full penetration to occur between tube 
inspections. Loss of tube integrity would degrade the ability of the heat exchanger to remove the design heat load of the 
EDG. The licensee entered the deficiency into their corrective action program for resolution.  
 
The finding is more than minor because it affected the procedure quality 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. This finding is of very low safety significance because the licensee determined that EDGs were 
operable based on the affected heat exchanger having been recently cleaned; the latest intercooler performance results 
indicated substantial heat exchanger duty margin; and the proposed monthly trending of the heat exchanger. 
Inspection Report# : 2006008 (pdf)  

Barrier Integrity 

Significance:  Mar 31, 2007 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Shutdown of Required Containment Radiation Monitor During Reactor Building Purge System Operation Results 
in Violation of TS 3.3.2 
A Green self-revealing non-cited violation of Technical Specification 3.3.2 was identified for failure to maintain two 
containment radiation monitors operable and capable of automatically isolating reactor building purging operations in the 
event of high containment radioactivity during a design basis accident. The licensee documented this violation in their 
corrective action program and implemented procedural enhancements and control board tagging controls to alert operators 
when containment purging operations were in service.  
 
This finding is more than minor because it affected the configuration control attribute of the Barrier Integrity cornerstone 
and affected the cornerstone objective of providing reasonable assurance that the containment physical design barrier 
protect the public from radionuclide releases caused by accidents or events. The finding is of very low safety significance 
because there was no loss of safety function since radiation monitor RM-A4 was still operable during this period to provide 
isolation of the inside containment purge supply and exhaust containment isolation valves and because of the short time the 
RM-A2 train was inoperable. The cause of this finding is related to the human performance and error prevention aspect of 
the cross-cutting area of human performance due to inadequacies in the pre-job briefing that failed to recognize the adverse 
interaction posed by conducting the surveillance test with the reactor building alternate purge system in service. 
Inspection Report# : 2007002 (pdf)  



Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 
Physical Protection information not publicly available. 

Miscellaneous 
Last modified : June 01, 2007 



Summer 
2Q/2007 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 31, 2006 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure for Maintaining Steam Generator Water Level Results in Turbine Trip During 
Power Escalation 
A green self-revealing non-cited violation of Technical Specification 6.8.1.a was identified for operator failure to 
follow procedure for maintaining steam generator water level while transitioning from the emergency feedwater 
system to the main feedwater system. This resulted in a turbine trip including feedwater isolation and feedwater pump 
trip. As immediate corrective actions, the oncoming operations crew was provided simulator training on the evolution 
emphasizing lessons learned from the incident and procedures were enhanced to limit the main feedwater pump 
acceleration response ramp rate.  
 
This finding is more than minor because it affected the human performance attribute of the Initiating Events 
cornerstone and affected the cornerstone objective, in that, the failure to utilize all available indications and anticipate 
plant response resulted in a plant transient causing a turbine trip. The finding was evaluated using Inspection Manual 
Chapter 0609, Significance Determination Process, Phase I Worksheet for initiating events. The finding is determined 
to be of very low safety significance because all necessary plant safety equipment responded as designed to the 
turbine trip event. The contributing cause of this finding involved the human performance and error prevention aspect 
of the Human Performance cross-cutting area 
Inspection Report# : 2006005 (pdf)  

Mitigating Systems 

Significance:  Mar 31, 2007 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions Results in Repetitive Spurious Tripping of EDG Room Ventilation Fan Molded 
Case Circuit Breakers 
A Green self-revealing non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” was 
identified for inadequate corrective actions which resulted in repetition of a significant condition adverse to quality 
involving the spurious tripping of safety-related molded case circuit breaker associated with the “A” emergency diesel 
generator (EDG) room ventilation cooling fan “A” due to asymmetrical in-rush starting current. The licensee 
documented this failure in their corrective action program and implemented breaker trip setpoint changes to preclude 
spurious tripping from this phenomenon.  
 
This finding is more than minor because it affected the equipment performance attribute of the Mitigating Systems 
cornerstone and adversely affected the cornerstone objective of ensuring the availability, reliability and capability of 
systems that respond to initiating events to prevent undesirable consequences. The finding is of very low safety 
significance because it did not result in a loss of safety function of one or more trains of the EDGs and was not 
potentially risk-significant due to possible external events. The cause of this finding involved the thorough evaluation 
of identified problems aspect of the Problem Identification and Resolution cross-cutting area, in that, the extent of 
condition evaluation for the previous spurious trip of the “A” EDG room cooling fan “B” failed to consider the need 
to readjust the trip setpoint of “A” EDG room ventilation cooling fan “A” in order to mitigate the possibility of 
spurious tripping 
Inspection Report# : 2007002 (pdf)  



Significance:  Dec 31, 2006 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Follow Surveillance Procedure Resulting in Inoperability of “B” ECCS Accumulator 
A green self-revealing non-cited violation of Technical Specification 6.8.1.c was identified for failure to follow 
surveillance testing procedure resulting in the inadvertent partial draining of the “B” emergency core cooling system 
(ECCS) accumulator. The licensee was in the process of completing an apparent cause evaluation for the human 
performance error at the end of the inspection period.  
 
This finding is more than minor because it affected the human performance attribute of the Mitigating Systems 
cornerstone and affected the cornerstone objective to ensure the capability of systems that respond to initiating events 
to prevent undesirable consequences, in that, it had an actual impact of rendering an ECCS accumulator inoperable 
requiring an unexpected Technical Specification Limiting Condition for Operation entry. The finding was evaluated 
using Inspection Manual Chapter 0609, Significance Determination Process, Phase I Worksheet for mitigating 
systems. The finding is determined to be of very low safety significance because the accumulator always maintained 
adequate inventory to fulfill its safety function, it did not result in an actual loss of a single train for greater than its 
Technical Specification allowed outage time, and is not potentially risk significant due to external events. The direct 
cause of this finding involved the procedural compliance aspect of the Human Performance cross-cutting area. 
Inspection Report# : 2006005 (pdf)  

Significance:  Sep 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions Associated with a Previous Violation Involving Failure to Implement 
Procedures for a Loss of Control Room Annunciator Event 
The inspectors identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XVI, “Corrective 
Action,” for the licensee’s failure to take adequate corrective actions for a previously identified NCV. The corrective 
actions taken were not adequate as demonstrated by the failure of control room personnel to be cognizant of the new 
procedural guidance when a partial loss of control room annunciators occurred on July 24, 2006. The licensee 
presently plans to develop an abnormal operating procedure which has a formal training review.  
 
This finding is more than minor because if left uncorrected, it would result in a more significant safety concern if 
appropriate compensatory actions were not implemented for loss of control room annunciator events. The finding is of 
very low safety significance because during the latest loss of annunciator event, operators took reasonable actions to 
address the condition; there was no actual loss of mitigating system equipment; and no other plant transients occurred 
during the time period the annunciators were inoperable. The direct cause of this finding involved the cross-cutting 
area of problem identification and resolution, in that, previous corrective actions were not adequate to ensure that 
operators were cognizant of, and implemented, procedures for responding to a loss of control room annunciator event
Inspection Report# : 2006004 (pdf)  

Significance:  Sep 30, 2006 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Follow Fire Protection Surveillance Procedure to Prevent Inadvertent Fire Damper Closures and 
High Temperatures in the Relay Room 
A Green self-revealing non-cited violation (NCV) of Technical Specification (TS) 6.8.1.f was identified for failure to 
follow a fire protection surveillance testing procedure resulting in a TS Limiting Condition for Operation (LCO) entry 
due to exceeding the allowed room temperature of the control building relay room. The licensee is considering 
procedural enhancements and associated training.  
 
This finding is more than minor because it is associated with the human performance and configuration control 
attributes of the Mitigating Systems cornerstone, and affected the cornerstone objective of ensuring the reliability of 
systems which respond to initiating events to prevent undesirable consequences, in that, it resulted in an unexpected 
TS LCO entry and high temperatures in an area of the plant containing temperature sensitive safety-related electronic 
equipment which could have been adversely impacted by the elevated temperatures. The finding is of very low safety 



significance because the environmental qualification temperatures of the most limiting equipment in the affected area 
was not exceeded; it did not result in a loss of safety function of one or more trains of mitigating system equipment; 
and was not potentially risk-significant due to possible external events. The direct cause of this finding is related to the
procedural compliance aspect of the cross-cutting area of human performance. 
Inspection Report# : 2006004 (pdf)  

Barrier Integrity 

Significance:  Mar 31, 2007 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Shutdown of Required Containment Radiation Monitor During Reactor Building Purge System Operation 
Results in Violation of TS 3.3.2 
A Green self-revealing non-cited violation of Technical Specification 3.3.2 was identified for failure to maintain two 
containment radiation monitors operable and capable of automatically isolating reactor building purging operations in 
the event of high containment radioactivity during a design basis accident. The licensee documented this violation in 
their corrective action program and implemented procedural enhancements and control board tagging controls to alert 
operators when containment purging operations were in service.  
 
This finding is more than minor because it affected the configuration control attribute of the Barrier Integrity 
cornerstone and affected the cornerstone objective of providing reasonable assurance that the containment physical 
design barrier protect the public from radionuclide releases caused by accidents or events. The finding is of very low 
safety significance because there was no loss of safety function since radiation monitor RM-A4 was still operable 
during this period to provide isolation of the inside containment purge supply and exhaust containment isolation 
valves and because of the short time the RM-A2 train was inoperable. The cause of this finding is related to the human 
performance and error prevention aspect of the cross-cutting area of human performance due to inadequacies in the 
pre-job briefing that failed to recognize the adverse interaction posed by conducting the surveillance test with the 
reactor building alternate purge system in service. 
Inspection Report# : 2007002 (pdf)  

Emergency Preparedness 
Significance: TBD May 14, 2007 
Identified By: NRC 
Item Type: AV Apparent Violation 
EAL Changes Resulted in Decreases in Effectiveness and a Non-Standard EAL Scheme 
The NRC identified an apparent violation (AV) related to the licensee’s  
implementation of EAL changes which decreased the effectiveness of the Emergency  
Plan, and related to the licensee’s failure to maintain a standard emergency  
classification scheme. The AV is associated with 10 CFR 50.54(q), emergency  
preparedness planning standard 10 CFR 50.47(b)(4), and the requirements of Section  
IV.B of 10 CFR 50, Appendix E.  
 
The licensee's implementation of EAL changes that resulted in a decrease in  
effectiveness of the Emergency Plan and a failure to maintain a standard emergency  
classification scheme are performance deficiencies. This finding is greater than minor  
because it is associated with the Emergency Preparedness Cornerstone and affects the  
cornerstone objective 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. The finding is an identified weakness that demonstrates a level of  
performance that could preclude effective implementation of the Emergency Plan in an  
actual emergency. This finding is also determined to potentially have greater 



significance because the finding represents a failure to meet planning standard 10 CFR  
50.47(b)(4) and the requirements of Section IV.B of 10 CFR 50, Appendix E to obtain  
NRC approval prior to implementation of a revision to an EAL that changes EAL  
schemes, uses alternate methods for complying with the regulations or decreases the  
effectiveness of the emergency plan. 
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 : August 24, 2007 



Summer 
3Q/2007 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 31, 2006 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure for Maintaining Steam Generator Water Level Results in Turbine Trip During 
Power Escalation 
A green self-revealing non-cited violation of Technical Specification 6.8.1.a was identified for operator failure to 
follow procedure for maintaining steam generator water level while transitioning from the emergency feedwater 
system to the main feedwater system. This resulted in a turbine trip including feedwater isolation and feedwater pump 
trip. As immediate corrective actions, the oncoming operations crew was provided simulator training on the evolution 
emphasizing lessons learned from the incident and procedures were enhanced to limit the main feedwater pump 
acceleration response ramp rate.  
 
This finding is more than minor because it affected the human performance attribute of the Initiating Events 
cornerstone and affected the cornerstone objective, in that, the failure to utilize all available indications and anticipate 
plant response resulted in a plant transient causing a turbine trip. The finding was evaluated using Inspection Manual 
Chapter 0609, Significance Determination Process, Phase I Worksheet for initiating events. The finding is determined 
to be of very low safety significance because all necessary plant safety equipment responded as designed to the 
turbine trip event. The contributing cause of this finding involved the human performance and error prevention aspect 
of the Human Performance cross-cutting area (IMC H.4(a)). 
Inspection Report# : 2006005 (pdf)  

Mitigating Systems 

Significance:  Sep 30, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Implementation of Dedicated Manual Operator Risk Management Actions During EDG 
Surveillance Testing 
A Green non-cited violation (NCV) of 10 CFR 50.65(a)(4) was identified by the inspectors for the licensee’s failure to 
manage the increase in plant risk during the conduct of “A” emergency diesel generator (EDG) routine surveillance 
testing. Specifically, the licensee failed to adequately implement the dedicated manual operator risk management 
compensatory actions for promptly restoring the EDG in the event of an emergency start demand. This resulted in the 
unplanned and unnecessary unavailability of the EDG during portions of the surveillance activity that relied on these 
dedicated manual operator actions. The licensee documented this issue in their corrective action program and 
conducted operator coaching on performing thorough pre-job briefings and the responsibilities of dedicated operators 
performing risk management actions.  
 
This finding was more than minor because it was associated with the Equipment Performance attribute of the 
Mitigating Systems cornerstone and affected the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. The finding is of very low 
safety significance because the Risk Deficit for the finding was calculated (using Appendix K of Inspection Manual 
Chapter 0609, “Maintenance Risk Assessment and Risk Significance Determination Process”) to have been 
significantly less than 1 x 10-6. The cause of the finding directly involved the “Supervisory and Management 
Oversight” aspect of the “Work Practices” component of the cross-cutting area of Human Performance, in that, 
operator supervisory personnel failed to provide the appropriate level of supervisory oversight, especially during the 



activity pre-job brief, to ensure the proper implementation of dedicated manual operator risk management actions (H.4
(c)). 
Inspection Report# : 2007004 (pdf)  

Significance:  Mar 31, 2007 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions Results in Repetitive Spurious Tripping of EDG Room Ventilation Fan Molded 
Case Circuit Breakers 
A Green self-revealing non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” was 
identified for inadequate corrective actions which resulted in repetition of a significant condition adverse to quality 
involving the spurious tripping of safety-related molded case circuit breaker associated with the “A” emergency diesel 
generator (EDG) room ventilation cooling fan “A” due to asymmetrical in-rush starting current. The licensee 
documented this failure in their corrective action program and implemented breaker trip setpoint changes to preclude 
spurious tripping from this phenomenon.  
 
This finding is more than minor because it affected the equipment performance attribute of the Mitigating Systems 
cornerstone and adversely affected the cornerstone objective of ensuring the availability, reliability and capability of 
systems that respond to initiating events to prevent undesirable consequences. The finding is of very low safety 
significance because it did not result in a loss of safety function of one or more trains of the EDGs and was not 
potentially risk-significant due to possible external events. The cause of this finding involved the thorough evaluation 
of identified problems aspect of the Problem Identification and Resolution cross-cutting area, in that, the extent of 
condition evaluation for the previous spurious trip of the “A” EDG room cooling fan “B” failed to consider the need 
to readjust the trip setpoint of “A” EDG room ventilation cooling fan “A” in order to mitigate the possibility of 
spurious tripping (IMC 305 P.1(c)). 
Inspection Report# : 2007002 (pdf)  

Significance:  Dec 31, 2006 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Follow Surveillance Procedure Resulting in Inoperability of “B” ECCS Accumulator 
A green self-revealing non-cited violation of Technical Specification 6.8.1.c was identified for failure to follow 
surveillance testing procedure resulting in the inadvertent partial draining of the “B” emergency core cooling system 
(ECCS) accumulator. The licensee was in the process of completing an apparent cause evaluation for the human 
performance error at the end of the inspection period.  
 
This finding is more than minor because it affected the human performance attribute of the Mitigating Systems 
cornerstone and affected the cornerstone objective to ensure the capability of systems that respond to initiating events 
to prevent undesirable consequences, in that, it had an actual impact of rendering an ECCS accumulator inoperable 
requiring an unexpected Technical Specification Limiting Condition for Operation entry. The finding was evaluated 
using Inspection Manual Chapter 0609, Significance Determination Process, Phase I Worksheet for mitigating 
systems. The finding is determined to be of very low safety significance because the accumulator always maintained 
adequate inventory to fulfill its safety function, it did not result in an actual loss of a single train for greater than its 
Technical Specification allowed outage time, and is not potentially risk significant due to external events. The direct 
cause of this finding involved the procedural compliance aspect of the Human Performance cross-cutting area (IMC 
H.4(b)). 
Inspection Report# : 2006005 (pdf)  

Barrier Integrity 

Significance:  Mar 31, 2007 
Identified By: Self-Revealing 



Item Type: NCV NonCited Violation 
Shutdown of Required Containment Radiation Monitor During Reactor Building Purge System Operation 
Results in Violation of TS 3.3.2 
A Green self-revealing non-cited violation of Technical Specification 3.3.2 was identified for failure to maintain two 
containment radiation monitors operable and capable of automatically isolating reactor building purging operations in 
the event of high containment radioactivity during a design basis accident. The licensee documented this violation in 
their corrective action program and implemented procedural enhancements and control board tagging controls to alert 
operators when containment purging operations were in service.  
 
This finding is more than minor because it affected the configuration control attribute of the Barrier Integrity 
cornerstone and affected the cornerstone objective of providing reasonable assurance that the containment physical 
design barrier protect the public from radionuclide releases caused by accidents or events. The finding is of very low 
safety significance because there was no loss of safety function since radiation monitor RM-A4 was still operable 
during this period to provide isolation of the inside containment purge supply and exhaust containment isolation 
valves and because of the short time the RM-A2 train was inoperable. The cause of this finding is related to the human 
performance and error prevention aspect of the cross-cutting area of human performance due to inadequacies in the 
pre-job briefing that failed to recognize the adverse interaction posed by conducting the surveillance test with the 
reactor building alternate purge system in service (IMC H.4(a)). 
Inspection Report# : 2007002 (pdf)  

Emergency Preparedness 
Significance: SL-III May 14, 2007 
Identified By: NRC 
Item Type: VIO Violation 
EAL Changes Resulted in Decreases in Effectiveness and a Non-Standard EAL Scheme 
The NRC identified [a Severity Level III] violation (SL-III) related to the licensee’s implementation of EAL changes 
which decreased the effectiveness of the Emergency Plan, and related to the licensee’s failure to maintain a standard 
emergency classification scheme. The violation is associated with 10 CFR 50.54(q), emergency preparedness planning 
standard 10 CFR 50.47(b)(4), and the requirements of Section IV.B of 10 CFR 50, Appendix E.  
 
The licensee's implementation of EAL changes that resulted in a decrease in effectiveness of the Emergency Plan and 
a failure to maintain a standard emergency classification scheme are performance deficiencies. This finding is greater 
than minor because it is associated with the Emergency Preparedness Cornerstone and affects the cornerstone 
objective 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. The finding is an identified weakness that demonstrates a level of 
performance that could preclude effective implementation of the Emergency Plan in an actual emergency. This 
finding is also determined to potentially have greater significance because the finding represents a failure to meet 
planning standard 10 CFR 50.47(b)(4) and the requirements of Section IV.B of 10 CFR 50, Appendix E to obtain 
NRC approval prior to implementation of a revision to an EAL that changes EAL schemes, uses alternate methods for 
complying with the regulations or decreases the effectiveness of the emergency plan. 
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 



Summer 
4Q/2007 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to maintain two required reactor coolant system leak detection systems operable and complete the 
required TS actions 
Green. A Green non-cited violation (NCV) of Technical Specifications (TS) Limiting Condition for Operation (LCO) 
3.4.6.1, “Leak Detection Systems”, was identified by the inspectors for failure to maintain two required reactor 
coolant system (RCS) leak detection systems operable and complete the required TS actions. Specifically, the Reactor 
Building Cooling Unit (RBCU) condensate drain flow detector (IFS01900A) was discovered to be inoperable for a 
significant period of time due to debris clogging the flow detector flow path. During the last three years prior to 
October 4, 2007, this condition was coincident with multiple time periods when the reactor building atmosphere 
gaseous and particulate radioactivity monitors were also inoperable for greater than six hours. The licensee 
immediately cleaned the condensate flow detector piping, calibrated the detector, restored compliance with TS, and 
documented this issue in their corrective action program as CR-07-02167 and CR-07-03332.  
 
This finding was more than minor because it affected the availability, reliability, and maintenance of the barrier 
integrity equipment performance attribute of the initiating events cornerstone and adversely 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. With the RBCU condensate flow detector inoperable coincident with 
reactor building atmosphere gaseous and particulate radioactivity monitors, the capability of performing the TS, 
design bases function was lost for a significant period of time. The finding was evaluated using Inspection Manual 
Chapter (IMC) 0609, “Significance Determination Process,” Phase I Worksheet for initiating events. The finding is 
determined to be of very low safety significance because at least one method of RCS leak detection (reactor building 
sump level) was available to the licensee and no actual leakage above one gpm (the TS required limit for RCS 
unidentified leakage) was indicated through the RCS water balance surveillance test during the reviewed time period. 
The finding directly involves the cross-cutting area of Human Performance under the “Complete Documentation and 
Component Labeling” aspect of the “Resources” component, in that, the condensate flow detector TS surveillance 
procedure failed to test the capability of the system to perform its specified function to include support and auxiliary 
equipment (H.2.c). 
Inspection Report# : 2007005 (pdf)  

Mitigating Systems 

Significance:  Sep 30, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Implementation of Dedicated Manual Operator Risk Management Actions During EDG 
Surveillance Testing 
A Green non-cited violation (NCV) of 10 CFR 50.65(a)(4) was identified by the inspectors for the licensee’s failure to 
manage the increase in plant risk during the conduct of “A” emergency diesel generator (EDG) routine surveillance 
testing. Specifically, the licensee failed to adequately implement the dedicated manual operator risk management 
compensatory actions for promptly restoring the EDG in the event of an emergency start demand. This resulted in the 
unplanned and unnecessary unavailability of the EDG during portions of the surveillance activity that relied on these 
dedicated manual operator actions. The licensee documented this issue in their corrective action program and 
conducted operator coaching on performing thorough pre-job briefings and the responsibilities of dedicated operators 



performing risk management actions.  
 
This finding was more than minor because it was associated with the Equipment Performance attribute of the 
Mitigating Systems cornerstone and affected the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. The finding is of very low 
safety significance because the Risk Deficit for the finding was calculated (using Appendix K of Inspection Manual 
Chapter 0609, “Maintenance Risk Assessment and Risk Significance Determination Process”) to have been 
significantly less than 1 x 10-6. The cause of the finding directly involved the “Supervisory and Management 
Oversight” aspect of the “Work Practices” component of the cross-cutting area of Human Performance, in that, 
operator supervisory personnel failed to provide the appropriate level of supervisory oversight, especially during the 
activity pre-job brief, to ensure the proper implementation of dedicated manual operator risk management actions (H.4
(c)). 
Inspection Report# : 2007004 (pdf)  

Significance:  Mar 31, 2007 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions Results in Repetitive Spurious Tripping of EDG Room Ventilation Fan Molded 
Case Circuit Breakers 
A Green self-revealing non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” was 
identified for inadequate corrective actions which resulted in repetition of a significant condition adverse to quality 
involving the spurious tripping of safety-related molded case circuit breaker associated with the “A” emergency diesel 
generator (EDG) room ventilation cooling fan “A” due to asymmetrical in-rush starting current. The licensee 
documented this failure in their corrective action program and implemented breaker trip setpoint changes to preclude 
spurious tripping from this phenomenon.  
 
This finding is more than minor because it affected the equipment performance attribute of the Mitigating Systems 
cornerstone and adversely affected the cornerstone objective of ensuring the availability, reliability and capability of 
systems that respond to initiating events to prevent undesirable consequences. The finding is of very low safety 
significance because it did not result in a loss of safety function of one or more trains of the EDGs and was not 
potentially risk-significant due to possible external events. The cause of this finding involved the thorough evaluation 
of identified problems aspect of the Problem Identification and Resolution cross-cutting area, in that, the extent of 
condition evaluation for the previous spurious trip of the “A” EDG room cooling fan “B” failed to consider the need 
to readjust the trip setpoint of “A” EDG room ventilation cooling fan “A” in order to mitigate the possibility of 
spurious tripping (IMC 305 P.1(c)). 
Inspection Report# : 2007002 (pdf)  

Barrier Integrity 

Significance:  Dec 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to implement TS required administrative controls when opening containment isolation valves 8767-DN 
and 8768-DN 
Green. A Green non-cited violation (NCV) of Technical Specifications (TS) Limiting Condition for Operation (LCO) 
3.6.4, “Containment Isolation Valves”, was identified by the inspectors for the failure to implement required 
administrative controls when opening the normally locked closed inner and outer manual containment isolation valves 
(CIVs) 8767-DN and 8768-DN, in containment penetration XRP0231. The licensee drained the penetration, returned 
the valves to their locked closed positions, and documented this violation in their corrective action program as CR-07-
02894.  
 
The failure to implement TS required administrative controls when opening normally locked closed CIVs 8767-DN 
and 8768-DN constituted a performance deficiency and a finding. This finding is more than minor because it affected 



the containment boundary configuration control attribute of the barrier integrity cornerstone and affected the 
cornerstone objective of providing reasonable assurance that the containment physical design barrier protects the 
public from radionuclide releases caused by accidents or events. The finding was evaluated using Inspection Manual 
Chapter 0609, “Significance Determination Process,” Appendix H, “Containment Integrity Significance 
Determination Process.” This finding is of very low safety significance (Green) because of the short duration both 
valves were open and the small size of the piping (one-inch) penetrating containment. The finding directly involves 
the cross-cutting area of Human Performance under the “Work Planning” aspect of the “Work Control” component, in 
that, appropriate work plans were not implemented to ensure that operators were stationed locally to close both valves 
in the event of a design bases accident resulting in a violation of TS 3.6.4 (H.3.a). 
Inspection Report# : 2007005 (pdf)  

Significance:  Mar 31, 2007 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Shutdown of Required Containment Radiation Monitor During Reactor Building Purge System Operation 
Results in Violation of TS 3.3.2 
A Green self-revealing non-cited violation of Technical Specification 3.3.2 was identified for failure to maintain two 
containment radiation monitors operable and capable of automatically isolating reactor building purging operations in 
the event of high containment radioactivity during a design basis accident. The licensee documented this violation in 
their corrective action program and implemented procedural enhancements and control board tagging controls to alert 
operators when containment purging operations were in service.  
 
This finding is more than minor because it affected the configuration control attribute of the Barrier Integrity 
cornerstone and affected the cornerstone objective of providing reasonable assurance that the containment physical 
design barrier protect the public from radionuclide releases caused by accidents or events. The finding is of very low 
safety significance because there was no loss of safety function since radiation monitor RM-A4 was still operable 
during this period to provide isolation of the inside containment purge supply and exhaust containment isolation 
valves and because of the short time the RM-A2 train was inoperable. The cause of this finding is related to the human 
performance and error prevention aspect of the cross-cutting area of human performance due to inadequacies in the 
pre-job briefing that failed to recognize the adverse interaction posed by conducting the surveillance test with the 
reactor building alternate purge system in service (IMC H.4(a)). 
Inspection Report# : 2007002 (pdf)  

Emergency Preparedness 
Significance: SL-III May 14, 2007 
Identified By: NRC 
Item Type: VIO Violation 
EAL Changes Resulted in Decreases in Effectiveness and a Non-Standard EAL Scheme 
The NRC identified [a Severity Level III] violation (SL-III) related to the licensee’s implementation of EAL changes 
which decreased the effectiveness of the Emergency Plan, and related to the licensee’s failure to maintain a standard 
emergency classification scheme. The violation is associated with 10 CFR 50.54(q), emergency preparedness planning 
standard 10 CFR 50.47(b)(4), and the requirements of Section IV.B of 10 CFR 50, Appendix E.  
 
The licensee's implementation of EAL changes that resulted in a decrease in effectiveness of the Emergency Plan and 
a failure to maintain a standard emergency classification scheme are performance deficiencies. This finding is greater 
than minor because it is associated with the Emergency Preparedness Cornerstone and affects the cornerstone 
objective 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. The finding is an identified weakness that demonstrates a level of 
performance that could preclude effective implementation of the Emergency Plan in an actual emergency. This 
finding is also determined to potentially have greater significance because the finding represents a failure to meet 
planning standard 10 CFR 50.47(b)(4) and the requirements of Section IV.B of 10 CFR 50, Appendix E to obtain 
NRC approval prior to implementation of a revision to an EAL that changes EAL schemes, uses alternate methods for 
complying with the regulations or decreases the effectiveness of the emergency plan.



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 : February 04, 2008 



Summer 
1Q/2008 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to maintain two required reactor coolant system leak detection systems operable and complete the 
required TS actions 
Green. A Green non-cited violation (NCV) of Technical Specifications (TS) Limiting Condition for Operation (LCO) 
3.4.6.1, “Leak Detection Systems”, was identified by the inspectors for failure to maintain two required reactor 
coolant system (RCS) leak detection systems operable and complete the required TS actions. Specifically, the Reactor 
Building Cooling Unit (RBCU) condensate drain flow detector (IFS01900A) was discovered to be inoperable for a 
significant period of time due to debris clogging the flow detector flow path. During the last three years prior to 
October 4, 2007, this condition was coincident with multiple time periods when the reactor building atmosphere 
gaseous and particulate radioactivity monitors were also inoperable for greater than six hours. The licensee 
immediately cleaned the condensate flow detector piping, calibrated the detector, restored compliance with TS, and 
documented this issue in their corrective action program as CR-07-02167 and CR-07-03332.  
 
This finding was more than minor because it affected the availability, reliability, and maintenance of the barrier 
integrity equipment performance attribute of the initiating events cornerstone and adversely 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. With the RBCU condensate flow detector inoperable coincident with 
reactor building atmosphere gaseous and particulate radioactivity monitors, the capability of performing the TS, 
design bases function was lost for a significant period of time. The finding was evaluated using Inspection Manual 
Chapter (IMC) 0609, “Significance Determination Process,” Phase I Worksheet for initiating events. The finding is 
determined to be of very low safety significance because at least one method of RCS leak detection (reactor building 
sump level) was available to the licensee and no actual leakage above one gpm (the TS required limit for RCS 
unidentified leakage) was indicated through the RCS water balance surveillance test during the reviewed time period. 
The finding directly involves the cross-cutting area of Human Performance under the “Complete Documentation and 
Component Labeling” aspect of the “Resources” component, in that, the condensate flow detector TS surveillance 
procedure failed to test the capability of the system to perform its specified function to include support and auxiliary 
equipment (H.2.c). 
Inspection Report# : 2007005 (pdf)  

Mitigating Systems 

Significance:  Sep 30, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Implementation of Dedicated Manual Operator Risk Management Actions During EDG 
Surveillance Testing 
A Green non-cited violation (NCV) of 10 CFR 50.65(a)(4) was identified by the inspectors for the licensee’s failure to 
manage the increase in plant risk during the conduct of “A” emergency diesel generator (EDG) routine surveillance 
testing. Specifically, the licensee failed to adequately implement the dedicated manual operator risk management 
compensatory actions for promptly restoring the EDG in the event of an emergency start demand. This resulted in the 
unplanned and unnecessary unavailability of the EDG during portions of the surveillance activity that relied on these 
dedicated manual operator actions. The licensee documented this issue in their corrective action program and 
conducted operator coaching on performing thorough pre-job briefings and the responsibilities of dedicated operators 
performing risk management actions.  



 
This finding was more than minor because it was associated with the Equipment Performance attribute of the 
Mitigating Systems cornerstone and affected the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. The finding is of very low 
safety significance because the Risk Deficit for the finding was calculated (using Appendix K of Inspection Manual 
Chapter 0609, “Maintenance Risk Assessment and Risk Significance Determination Process”) to have been 
significantly less than 1 x 10-6. The cause of the finding directly involved the “Supervisory and Management 
Oversight” aspect of the “Work Practices” component of the cross-cutting area of Human Performance, in that, 
operator supervisory personnel failed to provide the appropriate level of supervisory oversight, especially during the 
activity pre-job brief, to ensure the proper implementation of dedicated manual operator risk management actions (H.4
(c)). 
Inspection Report# : 2007004 (pdf)  

Barrier Integrity 

Significance:  Dec 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to implement TS required administrative controls when opening containment isolation valves 8767-DN 
and 8768-DN 
Green. A Green non-cited violation (NCV) of Technical Specifications (TS) Limiting Condition for Operation (LCO) 
3.6.4, “Containment Isolation Valves”, was identified by the inspectors for the failure to implement required 
administrative controls when opening the normally locked closed inner and outer manual containment isolation valves 
(CIVs) 8767-DN and 8768-DN, in containment penetration XRP0231. The licensee drained the penetration, returned 
the valves to their locked closed positions, and documented this violation in their corrective action program as CR-07-
02894.  
 
The failure to implement TS required administrative controls when opening normally locked closed CIVs 8767-DN 
and 8768-DN constituted a performance deficiency and a finding. This finding is more than minor because it affected 
the containment boundary configuration control attribute of the barrier integrity cornerstone and affected the 
cornerstone objective of providing reasonable assurance that the containment physical design barrier protects the 
public from radionuclide releases caused by accidents or events. The finding was evaluated using Inspection Manual 
Chapter 0609, “Significance Determination Process,” Appendix H, “Containment Integrity Significance 
Determination Process.” This finding is of very low safety significance (Green) because of the short duration both 
valves were open and the small size of the piping (one-inch) penetrating containment. The finding directly involves 
the cross-cutting area of Human Performance under the “Work Planning” aspect of the “Work Control” component, in 
that, appropriate work plans were not implemented to ensure that operators were stationed locally to close both valves 
in the event of a design bases accident resulting in a violation of TS 3.6.4 (H.3.a). 
Inspection Report# : 2007005 (pdf)  

Emergency Preparedness 
Significance: SL-III May 14, 2007 
Identified By: NRC 
Item Type: VIO Violation 
EAL Changes Resulted in Decreases in Effectiveness and a Non-Standard EAL Scheme 
The NRC identified [a Severity Level III] violation (SL-III) related to the licensee’s implementation of EAL changes 
which decreased the effectiveness of the Emergency Plan, and related to the licensee’s failure to maintain a standard 
emergency classification scheme. The violation is associated with 10 CFR 50.54(q), emergency preparedness planning 
standard 10 CFR 50.47(b)(4), and the requirements of Section IV.B of 10 CFR 50, Appendix E.  
 
The licensee's implementation of EAL changes that resulted in a decrease in effectiveness of the Emergency Plan and 
a failure to maintain a standard emergency classification scheme are performance deficiencies. This finding is greater 



than minor because it is associated with the Emergency Preparedness Cornerstone and affects the cornerstone 
objective 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. The finding is an identified weakness that demonstrates a level of 
performance that could preclude effective implementation of the Emergency Plan in an actual emergency. This 
finding is also determined to potentially have greater significance because the finding represents a failure to meet 
planning standard 10 CFR 50.47(b)(4) and the requirements of Section IV.B of 10 CFR 50, Appendix E to obtain 
NRC approval prior to implementation of a revision to an EAL that changes EAL schemes, uses alternate methods for 
complying with the regulations or decreases the effectiveness of the emergency plan. 
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 
Significance: N/A Mar 28, 2008 
Identified By: NRC 
Item Type: FIN Finding 
Problem Identification and Resolution Inspection Result 
The team determined that the licensee was identifying plant deficiencies at an appropriately low level, effectively 
entering them into their corrective action program (CAP), and performing corrective actions to prevent recurrence. 
The team determined that while the licensee was properly prioritizing and evaluating issues, several isolated examples 
were identified where corrective actions did not appear to be accurately documented, or were not completely carried 
out. The team also observed that the quality of Condition Report (CR) documentation has improved since the last 
NRC biennial PI&R inspection, but further improvements could be made. Additionally, there continue to be examples 
of difficulty in effectively integrating suggested improvements from self-assessments and audits; however, the 
licensee had shown progress over the inspection period. The team concluded that the licensee was generally providing 
an effective CAP.  
 
The inspectors observed that the implementation of a new CR software system (Computerized Maintenance 
Management System (CMMS)) created a number of minor issues regarding the ability to effectively track and 
implement corrective actions. While no issues existed that warranted regulatory attention, the licensee was aware of 
the potential pitfalls that existed during the software familiarization period, and they have made numerous 
enhancements to CMMS to strengthen the software system’s use. A review of the technical interface between 
personnel and the CMMS program identified that personnel were comfortable with the software and it’s functionality 
in creating and processing CRs.  
 
On the basis of interviews conducted during this inspection, the inspectors determined that workers at the site felt free 
to put safety concerns into the corrective action program. The inspectors concluded that the Employee Concerns 
Program was functioning acceptably  
 
Inspection Report# : 2008006 (pdf)  



Last modified : June 05, 2008 



Summer 
2Q/2008 Plant Inspection Findings 

Initiating Events 

Significance:  Jun 30, 2008 
Identified By: NRC 
Item Type: FIN Finding 
Untimely Corrective Actions To Resolve Feedwater Regulating Valve Malfunction Resulted In Reactor Trip 
A Green self-revealing finding was identified for the failure to implement effective and timely corrective actions to 
prevent failure of a main feedwater regulating valve IFV000498 that resulted in a reactor trip. This valve failed due to 
previously identified pneumatic positioner pilot valve malfunction caused by either pilot valve stem fretting and/or 
foreign material intrusion from various internal air supply sources. All three loop feedwater regulating valve 
positioners and air supply components subject to potential sources of contamination were  
replaced prior to startup from the reactor trip. During Refueling Outage 17, modifications were completed to reduce 
vibration induced wear of control air system components and improve air quality to the positioners until the current 
positioner models can be replaced with a new design. This finding was entered into the licensee's corrective action 
program as Condition Report 08-00292.  
 
This finding is greater than minor because it is associated with the Initiating Event Cornerstone attribute of equipment 
performance, and adversely affected the cornerstone objective to limit the likelihood of those events that upset plant 
stability and challenge critical safety functions during at-power operations. The finding was evaluated using Phase 1 
of the At-Power SDP, and was determined to be of very low safety significance (Green) because it did not contribute 
to both the likelihood of a reactor trip and the likelihood that mitigating equipment or functions were not available. 
The cause of this finding was directly related to the aspect of appropriate and timely corrective action in the cross-
cutting area of Problem Identification and Resolution (Corrective Action component) because actions to address 
previously identified feedwater regulating valve positioner pilot valve fretting and foreign material intrusion were not 
implemented in a timely manner (P.1.d). 
Inspection Report# : 2008003 (pdf)  

Significance:  Dec 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to maintain two required reactor coolant system leak detection systems operable and complete the 
required TS actions 
Green. A Green non-cited violation (NCV) of Technical Specifications (TS) Limiting Condition for Operation (LCO) 
3.4.6.1, “Leak Detection Systems”, was identified by the inspectors for failure to maintain two required reactor 
coolant system (RCS) leak detection systems operable and complete the required TS actions. Specifically, the Reactor 
Building Cooling Unit (RBCU) condensate drain flow detector (IFS01900A) was discovered to be inoperable for a 
significant period of time due to debris clogging the flow detector flow path. During the last three years prior to 
October 4, 2007, this condition was coincident with multiple time periods when the reactor building atmosphere 
gaseous and particulate radioactivity monitors were also inoperable for greater than six hours. The licensee 
immediately cleaned the condensate flow detector piping, calibrated the detector, restored compliance with TS, and 
documented this issue in their corrective action program as CR-07-02167 and CR-07-03332.  
 
This finding was more than minor because it affected the availability, reliability, and maintenance of the barrier 
integrity equipment performance attribute of the initiating events cornerstone and adversely 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. With the RBCU condensate flow detector inoperable coincident with 
reactor building atmosphere gaseous and particulate radioactivity monitors, the capability of performing the TS, 
design bases function was lost for a significant period of time. The finding was evaluated using Inspection Manual 
Chapter (IMC) 0609, “Significance Determination Process,” Phase I Worksheet for initiating events. The finding is 
determined to be of very low safety significance because at least one method of RCS leak detection (reactor building 



sump level) was available to the licensee and no actual leakage above one gpm (the TS required limit for RCS 
unidentified leakage) was indicated through the RCS water balance surveillance test during the reviewed time period. 
The finding directly involves the cross-cutting area of Human Performance under the “Complete Documentation and 
Component Labeling” aspect of the “Resources” component, in that, the condensate flow detector TS surveillance 
procedure failed to test the capability of the system to perform its specified function to include support and auxiliary 
equipment (H.2.c). 
Inspection Report# : 2007005 (pdf)  

Mitigating Systems 

Significance:  Jun 27, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
B.5.b Phase 2 and 3 Mitigating Strategy 
This finding, affecting the Mitigating Systems Cornerstone, is related to mitigative measures developed to cope with 
losses of large areas of the plant; in response to Section B.5.b. of the February 25, 2002, Interim Compensatory 
Measures (ICM) Order (EA-02-026) and related NRC guidance. This finding has been designated as "Official Use 
Only - Security-Related Information;" therefore, the details of this finding are being withheld from public disclosure. 
This finding has a cross-cutting aspect in the area of Human Performance (H.2.d). See inspection report for more 
details. 
Inspection Report# : 2008008 (pdf)  

Significance:  Sep 30, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Implementation of Dedicated Manual Operator Risk Management Actions During EDG 
Surveillance Testing 
A Green non-cited violation (NCV) of 10 CFR 50.65(a)(4) was identified by the inspectors for the licensee’s failure to 
manage the increase in plant risk during the conduct of “A” emergency diesel generator (EDG) routine surveillance 
testing. Specifically, the licensee failed to adequately implement the dedicated manual operator risk management 
compensatory actions for promptly restoring the EDG in the event of an emergency start demand. This resulted in the 
unplanned and unnecessary unavailability of the EDG during portions of the surveillance activity that relied on these 
dedicated manual operator actions. The licensee documented this issue in their corrective action program and 
conducted operator coaching on performing thorough pre-job briefings and the responsibilities of dedicated operators 
performing risk management actions.  
 
This finding was more than minor because it was associated with the Equipment Performance attribute of the 
Mitigating Systems cornerstone and affected the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. The finding is of very low 
safety significance because the Risk Deficit for the finding was calculated (using Appendix K of Inspection Manual 
Chapter 0609, “Maintenance Risk Assessment and Risk Significance Determination Process”) to have been 
significantly less than 1 x 10-6. The cause of the finding directly involved the “Supervisory and Management 
Oversight” aspect of the “Work Practices” component of the cross-cutting area of Human Performance, in that, 
operator supervisory personnel failed to provide the appropriate level of supervisory oversight, especially during the 
activity pre-job brief, to ensure the proper implementation of dedicated manual operator risk management actions (H.4
(c)). 
Inspection Report# : 2007004 (pdf)  

Barrier Integrity 

Significance:  Dec 31, 2007 



Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to implement TS required administrative controls when opening containment isolation valves 8767-DN 
and 8768-DN 
Green. A Green non-cited violation (NCV) of Technical Specifications (TS) Limiting Condition for Operation (LCO) 
3.6.4, “Containment Isolation Valves”, was identified by the inspectors for the failure to implement required 
administrative controls when opening the normally locked closed inner and outer manual containment isolation valves 
(CIVs) 8767-DN and 8768-DN, in containment penetration XRP0231. The licensee drained the penetration, returned 
the valves to their locked closed positions, and documented this violation in their corrective action program as CR-07-
02894.  
 
The failure to implement TS required administrative controls when opening normally locked closed CIVs 8767-DN 
and 8768-DN constituted a performance deficiency and a finding. This finding is more than minor because it affected 
the containment boundary configuration control attribute of the barrier integrity cornerstone and affected the 
cornerstone objective of providing reasonable assurance that the containment physical design barrier protects the 
public from radionuclide releases caused by accidents or events. The finding was evaluated using Inspection Manual 
Chapter 0609, “Significance Determination Process,” Appendix H, “Containment Integrity Significance 
Determination Process.” This finding is of very low safety significance (Green) because of the short duration both 
valves were open and the small size of the piping (one-inch) penetrating containment. The finding directly involves 
the cross-cutting area of Human Performance under the “Work Planning” aspect of the “Work Control” component, in 
that, appropriate work plans were not implemented to ensure that operators were stationed locally to close both valves 
in the event of a design bases accident resulting in a violation of TS 3.6.4 (H.3.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. 

Miscellaneous 
Significance: N/A Mar 28, 2008 
Identified By: NRC 
Item Type: FIN Finding 
Problem Identification and Resolution Inspection Result 
The team determined that the licensee was identifying plant deficiencies at an appropriately low level, effectively 
entering them into their corrective action program (CAP), and performing corrective actions to prevent recurrence. 
The team determined that while the licensee was properly prioritizing and evaluating issues, several isolated examples 
were identified where corrective actions did not appear to be accurately documented, or were not completely carried 



out. The team also observed that the quality of Condition Report (CR) documentation has improved since the last 
NRC biennial PI&R inspection, but further improvements could be made. Additionally, there continue to be examples 
of difficulty in effectively integrating suggested improvements from self-assessments and audits; however, the 
licensee had shown progress over the inspection period. The team concluded that the licensee was generally providing 
an effective CAP.  
 
The inspectors observed that the implementation of a new CR software system (Computerized Maintenance 
Management System (CMMS)) created a number of minor issues regarding the ability to effectively track and 
implement corrective actions. While no issues existed that warranted regulatory attention, the licensee was aware of 
the potential pitfalls that existed during the software familiarization period, and they have made numerous 
enhancements to CMMS to strengthen the software system’s use. A review of the technical interface between 
personnel and the CMMS program identified that personnel were comfortable with the software and it’s functionality 
in creating and processing CRs.  
 
On the basis of interviews conducted during this inspection, the inspectors determined that workers at the site felt free 
to put safety concerns into the corrective action program. The inspectors concluded that the Employee Concerns 
Program was functioning acceptably  
 
Inspection Report# : 2008006 (pdf)  

Last modified : August 29, 2008 



Summer 
3Q/2008 Plant Inspection Findings 

Initiating Events 

Significance:  Jun 30, 2008 
Identified By: NRC 
Item Type: FIN Finding 
Untimely Corrective Actions To Resolve Feedwater Regulating Valve Malfunction Resulted In Reactor Trip 
A Green self-revealing finding was identified for the failure to implement effective and timely corrective actions to prevent failure of a main 
feedwater regulating valve IFV000498 that resulted in a reactor trip. This valve failed due to previously identified pneumatic positioner pilot 
valve malfunction caused by either pilot valve stem fretting and/or foreign material intrusion from various internal air supply sources. All 
three loop feedwater regulating valve positioners and air supply components subject to potential sources of contamination were  
replaced prior to startup from the reactor trip. During Refueling Outage 17, modifications were completed to reduce vibration induced wear of 
control air system components and improve air quality to the positioners until the current positioner models can be replaced with a new 
design. This finding was entered into the licensee's corrective action program as Condition Report 08-00292.  
 
This finding is greater than minor because it is associated with the Initiating Event Cornerstone attribute of equipment performance, and 
adversely affected the cornerstone objective to limit the likelihood of those events that upset plant stability and challenge critical safety 
functions during at-power operations. The finding was evaluated using Phase 1 of the At-Power SDP, and was determined to be of very low 
safety significance (Green) because it did not contribute to both the likelihood of a reactor trip and the likelihood that mitigating equipment or 
functions were not available. The cause of this finding was directly related to the aspect of appropriate and timely corrective action in the 
cross-cutting area of Problem Identification and Resolution (Corrective Action component) because actions to address previously identified 
feedwater regulating valve positioner pilot valve fretting and foreign material intrusion were not implemented in a timely manner (P.1.d). 
Inspection Report# : 2008003 (pdf)  

Significance:  Dec 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to maintain two required reactor coolant system leak detection systems operable and complete the required TS actions 
Green. A Green non-cited violation (NCV) of Technical Specifications (TS) Limiting Condition for Operation (LCO) 3.4.6.1, “Leak 
Detection Systems”, was identified by the inspectors for failure to maintain two required reactor coolant system (RCS) leak detection systems 
operable and complete the required TS actions. Specifically, the Reactor Building Cooling Unit (RBCU) condensate drain flow detector 
(IFS01900A) was discovered to be inoperable for a significant period of time due to debris clogging the flow detector flow path. During the 
last three years prior to October 4, 2007, this condition was coincident with multiple time periods when the reactor building atmosphere 
gaseous and particulate radioactivity monitors were also inoperable for greater than six hours. The licensee immediately cleaned the 
condensate flow detector piping, calibrated the detector, restored compliance with TS, and documented this issue in their corrective action 
program as CR-07-02167 and CR-07-03332.  
 
This finding was more than minor because it affected the availability, reliability, and maintenance of the barrier integrity equipment 
performance attribute of the initiating events cornerstone and adversely 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. With the RBCU 
condensate flow detector inoperable coincident with reactor building atmosphere gaseous and particulate radioactivity monitors, the capability 
of performing the TS, design bases function was lost for a significant period of time. The finding was evaluated using Inspection Manual 
Chapter (IMC) 0609, “Significance Determination Process,” Phase I Worksheet for initiating events. The finding is determined to be of very 
low safety significance because at least one method of RCS leak detection (reactor building sump level) was available to the licensee and no 
actual leakage above one gpm (the TS required limit for RCS unidentified leakage) was indicated through the RCS water balance surveillance 
test during the reviewed time period. The finding directly involves the cross-cutting area of Human Performance under the “Complete 
Documentation and Component Labeling” aspect of the “Resources” component, in that, the condensate flow detector TS surveillance 
procedure failed to test the capability of the system to perform its specified function to include support and auxiliary equipment (H.2.c). 
Inspection Report# : 2007005 (pdf)  

Mitigating Systems 

Significance:  Sep 30, 2008 



Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Perform ECG Tests During the Biennial Medical Exam for Licensed Operators 
On August 11, 2008, while reviewing licensed operator medical records, the inspectors identified two operators who had not received an ECG 
test as part of their biennial medical exam. The inspectors then reviewed additional licensed operator medical records and identified a third 
operator who had not received an ECG test. When the inspectors notified the licensee about the missing ECG tests, the licensee conducted an 
extent of condition review and verified that licensed operators for the oncoming shift had received a complete biennial medical exam. 
Additionally, the licensee scheduled the operators who had not received the full physical examination an appointment to receive the ECG test 
by the contract physician. 
Inspection Report# : 2008004 (pdf)  

Significance:  Jun 27, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
B.5.b Phase 2 and 3 Mitigating Strategy 
This finding, affecting the Mitigating Systems Cornerstone, is related to mitigative measures developed to cope with losses of large areas of 
the plant; in response to Section B.5.b. of the February 25, 2002, Interim Compensatory Measures (ICM) Order (EA-02-026) and related 
NRC guidance. This finding has been designated as "Official Use Only - Security-Related Information;" therefore, the details of this finding 
are being withheld from public disclosure. This finding has a cross-cutting aspect in the area of Human Performance (H.2.d). See inspection 
report for more details. 
Inspection Report# : 2008008 (pdf)  

Barrier Integrity 

Significance:  Sep 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Maintain the Control Room Pressure Boundary Operable and Complete the Required TS Actions 
A Green non-cited violation of Technical Specification (TS) Limiting Condition for Operation (LCO) 3.7.6, “Control Room Normal and 
Emergency Air Handling System,” was identified by the inspectors for failure to maintain the control room boundary intact and operable, and 
complete the required TS actions. Specifically, the control room pressure boundary (CRPB) was discovered to be inoperable for 
approximately 17 days due to a breach in non-safety related air handler ductwork that defined a portion of the Control Room (CR) envelope. 
The licensee completed repairs to the non-safety related air handler ductwork, restored compliance with the TS, and documented this issue in 
their corrective action program as CR-08-00944 and CR-08-00972 
Inspection Report# : 2008004 (pdf)  

Significance:  Dec 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to implement TS required administrative controls when opening containment isolation valves 8767-DN and 8768-DN 
Green. A Green non-cited violation (NCV) of Technical Specifications (TS) Limiting Condition for Operation (LCO) 3.6.4, “Containment 
Isolation Valves”, was identified by the inspectors for the failure to implement required administrative controls when opening the normally 
locked closed inner and outer manual containment isolation valves (CIVs) 8767-DN and 8768-DN, in containment penetration XRP0231. The 
licensee drained the penetration, returned the valves to their locked closed positions, and documented this violation in their corrective action 
program as CR-07-02894.  
 
The failure to implement TS required administrative controls when opening normally locked closed CIVs 8767-DN and 8768-DN constituted 
a performance deficiency and a finding. This finding is more than minor because it affected the containment boundary configuration control 
attribute of the barrier integrity cornerstone and affected the cornerstone objective of providing reasonable assurance that the containment 
physical design barrier protects the public from radionuclide releases caused by accidents or events. The finding was evaluated using 
Inspection Manual Chapter 0609, “Significance Determination Process,” Appendix H, “Containment Integrity Significance Determination 
Process.” This finding is of very low safety significance (Green) because of the short duration both valves were open and the small size of the 
piping (one-inch) penetrating containment. The finding directly involves the cross-cutting area of Human Performance under the “Work 
Planning” aspect of the “Work Control” component, in that, appropriate work plans were not implemented to ensure that operators were 
stationed locally to close both valves in the event of a design bases accident resulting in a violation of TS 3.6.4 (H.3.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. 

Miscellaneous 

Significance: N/A Mar 28, 2008 
Identified By: NRC 
Item Type: FIN Finding 
Problem Identification and Resolution Inspection Result 
The team determined that the licensee was identifying plant deficiencies at an appropriately low level, effectively entering them into their 
corrective action program (CAP), and performing corrective actions to prevent recurrence. The team determined that while the licensee was 
properly prioritizing and evaluating issues, several isolated examples were identified where corrective actions did not appear to be accurately 
documented, or were not completely carried out. The team also observed that the quality of Condition Report (CR) documentation has 
improved since the last NRC biennial PI&R inspection, but further improvements could be made. Additionally, there continue to be examples 
of difficulty in effectively integrating suggested improvements from self-assessments and audits; however, the licensee had shown progress 
over the inspection period. The team concluded that the licensee was generally providing an effective CAP.  
 
The inspectors observed that the implementation of a new CR software system (Computerized Maintenance Management System (CMMS)) 
created a number of minor issues regarding the ability to effectively track and implement corrective actions. While no issues existed that 
warranted regulatory attention, the licensee was aware of the potential pitfalls that existed during the software familiarization period, and they 
have made numerous enhancements to CMMS to strengthen the software system’s use. A review of the technical interface between personnel 
and the CMMS program identified that personnel were comfortable with the software and it’s functionality in creating and processing CRs.  
 
On the basis of interviews conducted during this inspection, the inspectors determined that workers at the site felt free to put safety concerns 
into the corrective action program. The inspectors concluded that the Employee Concerns Program was functioning acceptably  
 
Inspection Report# : 2008006 (pdf)  

Last modified : November 26, 2008 



Summer 
4Q/2008 Plant Inspection Findings 

Initiating Events 

Significance:  Jun 30, 2008 
Identified By: NRC 
Item Type: FIN Finding 
Untimely Corrective Actions To Resolve Feedwater Regulating Valve Malfunction Resulted In Reactor Trip 
A Green self-revealing finding was identified for the failure to implement effective and timely corrective actions to 
prevent failure of a main feedwater regulating valve IFV000498 that resulted in a reactor trip. This valve failed due to 
previously identified pneumatic positioner pilot valve malfunction caused by either pilot valve stem fretting and/or 
foreign material intrusion from various internal air supply sources. All three loop feedwater regulating valve 
positioners and air supply components subject to potential sources of contamination were  
replaced prior to startup from the reactor trip. During Refueling Outage 17, modifications were completed to reduce 
vibration induced wear of control air system components and improve air quality to the positioners until the current 
positioner models can be replaced with a new design. This finding was entered into the licensee's corrective action 
program as Condition Report 08-00292.  
 
This finding is greater than minor because it is associated with the Initiating Event Cornerstone attribute of equipment 
performance, and adversely affected the cornerstone objective to limit the likelihood of those events that upset plant 
stability and challenge critical safety functions during at-power operations. The finding was evaluated using Phase 1 
of the At-Power SDP, and was determined to be of very low safety significance (Green) because it did not contribute 
to both the likelihood of a reactor trip and the likelihood that mitigating equipment or functions were not available. 
The cause of this finding was directly related to the aspect of appropriate and timely corrective action in the cross-
cutting area of Problem Identification and Resolution (Corrective Action component) because actions to address 
previously identified feedwater regulating valve positioner pilot valve fretting and foreign material intrusion were not 
implemented in a timely manner (P.1.d). 
Inspection Report# : 2008003 (pdf)  

Mitigating Systems 

Significance:  Dec 10, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Motor Starting Analysis 
Green. The inspectors identified a NCV of 10 CFR 50, Appendix B, Criterion III, Design Control. Specifically,  
the licensee failed to verify the adequacy of the degraded voltage relay voltage setpoints by performing motor starting 
analyses based on voltage afforded by the relays. The failure resulted in several safety related  
motors having less margin than originally calculated. The licensee assessed the calculations to ensure the motors 
would start and entered the issue into their corrective action program to address this concern.  
 
This finding is more than minor because it affects the Mitigating Systems Cornerstone objective of ensuring the 
availability, reliability, and operability of the safety related motors to perform their intended safety function during a 
design basis event and the cornerstone attribute of Design Control, i.e. initial design. The inspectors determined that 
the finding was of very low safety significance because the deficiency did not result in any motor being inoperable, 
after additional licensee analysis showed that the motors would have adequate voltage to start based on actual field 
setpoints. This finding was reviewed for cross-cutting aspects and none were identified since the performance 



deficiency is not indicative of current licensee performance. 
Inspection Report# : 2008007 (pdf)  

Significance:  Dec 10, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
EDG Exceeded Technical Specification Allowable Outage Time 
This finding is more than minor because exceeding a Technical Specification Limiting Condition of Operation affects 
the Mitigating Systems Cornerstone objective of ensuring the availability, reliability, and operability of the EDGs to 
perform their intended safety function during a design basis event, and the cornerstone attribute of Equipment 
Performance:, i.e. availability. Following a Phase 3 analysis under the Significance Determination Process (SDP) the 
finding was determined to be of very low safety significance. The cause of this finding was related to the cross-cutting 
area of problem identification and resolution, specifically with respect to corrective action, because the licensee did 
not thoroughly evaluate the anomalous operation of the Parr generator voltage regulators and the reverse power relay 
in November 2006, such that the resolution adequately addressed causes and extent of condition. (P.1.c) 
Inspection Report# : 2008007 (pdf)  

Significance:  Dec 10, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure for Analyzing the Impact of Updated Vendor Technical Manual 
This finding is more than minor because it affects the Mitigating Systems Cornerstone objective to ensure the 
reliability, availability, and capability of systems that respond to initiating events and is associated with the attribute 
of procedure quality, in that inconsistencies were identified in Procedure EMP-135.004, Reactor Trip Breaker Testing, 
Revision 2, where the licensee routinely failed to evaluate differences between vendor recommendations and the 
procedure. The finding was determined to be of very low safety significance, because there was no loss of the reactor 
trip breaker safety function to open on a reactor trip signal. The cause of this finding was related to the cross-cutting 
area of operating experience, specifically with respect to including vendor recommendations in procedures to support 
plant safety. (P.2.b) 
Inspection Report# : 2008007 (pdf)  

Significance:  Dec 10, 2008 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Maintain a Vendor Interface Program 
This finding is more than minor because it affects the Mitigating Systems Cornerstone objective to ensure the 
reliability, availability, and capability of systems that respond to initiating events and is associated with the attribute 
of equipment performance, in that the data in the vendor technical information files necessary to ensure reliable 
equipment operation was obsolete.  
 
The finding was determined to be of very low safety significance because there was no loss of the reactor trip breaker 
safety function to open on a reactor trip signal. There was no cross-cutting aspect identified with this finding.  
 
Inspection Report# : 2008007 (pdf)  

Significance:  Sep 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Perform ECG Tests During the Biennial Medical Exam for Licensed Operators 
On August 11, 2008, while reviewing licensed operator medical records, the inspectors identified two operators who 
had not received an ECG test as part of their biennial medical exam. The inspectors then reviewed additional licensed 
operator medical records and identified a third operator who had not received an ECG test. When the inspectors 



notified the licensee about the missing ECG tests, the licensee conducted an extent of condition review and verified 
that licensed operators for the oncoming shift had received a complete biennial medical exam. Additionally, the 
licensee scheduled the operators who had not received the full physical examination an appointment to receive the 
ECG test by the contract physician. 
Inspection Report# : 2008004 (pdf)  

Significance:  Jun 27, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
B.5.b Phase 2 and 3 Mitigating Strategy 
This finding, affecting the Mitigating Systems Cornerstone, is related to mitigative measures developed to cope with 
losses of large areas of the plant; in response to Section B.5.b. of the February 25, 2002, Interim Compensatory 
Measures (ICM) Order (EA-02-026) and related NRC guidance. This finding has been designated as "Official Use 
Only - Security-Related Information;" therefore, the details of this finding are being withheld from public disclosure. 
This finding has a cross-cutting aspect in the area of Human Performance (H.2.d). See inspection report for more 
details. 
Inspection Report# : 2008008 (pdf)  

Barrier Integrity 

Significance:  Sep 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Maintain the Control Room Pressure Boundary Operable and Complete the Required TS Actions 
A Green non-cited violation of Technical Specification (TS) Limiting Condition for Operation (LCO) 3.7.6, “Control 
Room Normal and Emergency Air Handling System,” was identified by the inspectors for failure to maintain the 
control room boundary intact and operable, and complete the required TS actions. Specifically, the control room 
pressure boundary (CRPB) was discovered to be inoperable for approximately 17 days due to a breach in non-safety 
related air handler ductwork that defined a portion of the Control Room (CR) envelope. The licensee completed 
repairs to the non-safety related air handler ductwork, restored compliance with the TS, and documented this issue in 
their corrective action program as CR-08-00944 and CR-08-00972 
Inspection Report# : 2008004 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

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



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

Miscellaneous 
Significance: N/A Mar 28, 2008 
Identified By: NRC 
Item Type: FIN Finding 
Problem Identification and Resolution Inspection Result 
The team determined that the licensee was identifying plant deficiencies at an appropriately low level, effectively 
entering them into their corrective action program (CAP), and performing corrective actions to prevent recurrence. 
The team determined that while the licensee was properly prioritizing and evaluating issues, several isolated examples 
were identified where corrective actions did not appear to be accurately documented, or were not completely carried 
out. The team also observed that the quality of Condition Report (CR) documentation has improved since the last 
NRC biennial PI&R inspection, but further improvements could be made. Additionally, there continue to be examples 
of difficulty in effectively integrating suggested improvements from self-assessments and audits; however, the 
licensee had shown progress over the inspection period. The team concluded that the licensee was generally providing 
an effective CAP.  
 
The inspectors observed that the implementation of a new CR software system (Computerized Maintenance 
Management System (CMMS)) created a number of minor issues regarding the ability to effectively track and 
implement corrective actions. While no issues existed that warranted regulatory attention, the licensee was aware of 
the potential pitfalls that existed during the software familiarization period, and they have made numerous 
enhancements to CMMS to strengthen the software system’s use. A review of the technical interface between 
personnel and the CMMS program identified that personnel were comfortable with the software and it’s functionality 
in creating and processing CRs.  
 
On the basis of interviews conducted during this inspection, the inspectors determined that workers at the site felt free 
to put safety concerns into the corrective action program. The inspectors concluded that the Employee Concerns 
Program was functioning acceptably  
 
Inspection Report# : 2008006 (pdf)  

Last modified : April 07, 2009 



Summer 
1Q/2009 Plant Inspection Findings 

Initiating Events 

Significance:  Jun 30, 2008 
Identified By: NRC 
Item Type: FIN Finding 
Untimely Corrective Actions To Resolve Feedwater Regulating Valve Malfunction Resulted In Reactor Trip 
A Green self-revealing finding was identified for the failure to implement effective and timely corrective actions to 
prevent failure of a main feedwater regulating valve IFV000498 that resulted in a reactor trip. This valve failed due to 
previously identified pneumatic positioner pilot valve malfunction caused by either pilot valve stem fretting and/or 
foreign material intrusion from various internal air supply sources. All three loop feedwater regulating valve 
positioners and air supply components subject to potential sources of contamination were  
replaced prior to startup from the reactor trip. During Refueling Outage 17, modifications were completed to reduce 
vibration induced wear of control air system components and improve air quality to the positioners until the current 
positioner models can be replaced with a new design. This finding was entered into the licensee's corrective action 
program as Condition Report 08-00292.  
 
This finding is greater than minor because it is associated with the Initiating Event Cornerstone attribute of equipment 
performance, and adversely affected the cornerstone objective to limit the likelihood of those events that upset plant 
stability and challenge critical safety functions during at-power operations. The finding was evaluated using Phase 1 
of the At-Power SDP, and was determined to be of very low safety significance (Green) because it did not contribute 
to both the likelihood of a reactor trip and the likelihood that mitigating equipment or functions were not available. 
The cause of this finding was directly related to the aspect of appropriate and timely corrective action in the cross-
cutting area of Problem Identification and Resolution (Corrective Action component) because actions to address 
previously identified feedwater regulating valve positioner pilot valve fretting and foreign material intrusion were not 
implemented in a timely manner (P.1.d). 
Inspection Report# : 2008003 (pdf)  

Mitigating Systems 

Significance:  Dec 10, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Motor Starting Analysis 
Green. The inspectors identified a NCV of 10 CFR 50, Appendix B, Criterion III, Design Control. Specifically,  
the licensee failed to verify the adequacy of the degraded voltage relay voltage setpoints by performing motor starting 
analyses based on voltage afforded by the relays. The failure resulted in several safety related  
motors having less margin than originally calculated. The licensee assessed the calculations to ensure the motors 
would start and entered the issue into their corrective action program to address this concern.  
 
This finding is more than minor because it affects the Mitigating Systems Cornerstone objective of ensuring the 
availability, reliability, and operability of the safety related motors to perform their intended safety function during a 
design basis event and the cornerstone attribute of Design Control, i.e. initial design. The inspectors determined that 
the finding was of very low safety significance because the deficiency did not result in any motor being inoperable, 
after additional licensee analysis showed that the motors would have adequate voltage to start based on actual field 
setpoints. This finding was reviewed for cross-cutting aspects and none were identified since the performance 



deficiency is not indicative of current licensee performance. 
Inspection Report# : 2008007 (pdf)  

Significance:  Dec 10, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
EDG Exceeded Technical Specification Allowable Outage Time 
This finding is more than minor because exceeding a Technical Specification Limiting Condition of Operation affects 
the Mitigating Systems Cornerstone objective of ensuring the availability, reliability, and operability of the EDGs to 
perform their intended safety function during a design basis event, and the cornerstone attribute of Equipment 
Performance:, i.e. availability. Following a Phase 3 analysis under the Significance Determination Process (SDP) the 
finding was determined to be of very low safety significance. The cause of this finding was related to the cross-cutting 
area of problem identification and resolution, specifically with respect to corrective action, because the licensee did 
not thoroughly evaluate the anomalous operation of the Parr generator voltage regulators and the reverse power relay 
in November 2006, such that the resolution adequately addressed causes and extent of condition. (P.1.c) 
Inspection Report# : 2008007 (pdf)  

Significance:  Dec 10, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure for Analyzing the Impact of Updated Vendor Technical Manual 
This finding is more than minor because it affects the Mitigating Systems Cornerstone objective to ensure the 
reliability, availability, and capability of systems that respond to initiating events and is associated with the attribute 
of procedure quality, in that inconsistencies were identified in Procedure EMP-135.004, Reactor Trip Breaker Testing, 
Revision 2, where the licensee routinely failed to evaluate differences between vendor recommendations and the 
procedure. The finding was determined to be of very low safety significance, because there was no loss of the reactor 
trip breaker safety function to open on a reactor trip signal. The cause of this finding was related to the cross-cutting 
area of operating experience, specifically with respect to including vendor recommendations in procedures to support 
plant safety. (P.2.b) 
Inspection Report# : 2008007 (pdf)  

Significance:  Dec 10, 2008 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Maintain a Vendor Interface Program 
This finding is more than minor because it affects the Mitigating Systems Cornerstone objective to ensure the 
reliability, availability, and capability of systems that respond to initiating events and is associated with the attribute 
of equipment performance, in that the data in the vendor technical information files necessary to ensure reliable 
equipment operation was obsolete.  
 
The finding was determined to be of very low safety significance because there was no loss of the reactor trip breaker 
safety function to open on a reactor trip signal. There was no cross-cutting aspect identified with this finding.  
 
Inspection Report# : 2008007 (pdf)  

Significance:  Sep 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Perform ECG Tests During the Biennial Medical Exam for Licensed Operators 
On August 11, 2008, while reviewing licensed operator medical records, the inspectors identified two operators who 
had not received an ECG test as part of their biennial medical exam. The inspectors then reviewed additional licensed 
operator medical records and identified a third operator who had not received an ECG test. When the inspectors 



notified the licensee about the missing ECG tests, the licensee conducted an extent of condition review and verified 
that licensed operators for the oncoming shift had received a complete biennial medical exam. Additionally, the 
licensee scheduled the operators who had not received the full physical examination an appointment to receive the 
ECG test by the contract physician. 
Inspection Report# : 2008004 (pdf)  

Significance:  Jun 27, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
B.5.b Phase 2 and 3 Mitigating Strategy 
This finding, affecting the Mitigating Systems Cornerstone, is related to mitigative measures developed to cope with 
losses of large areas of the plant; in response to Section B.5.b. of the February 25, 2002, Interim Compensatory 
Measures (ICM) Order (EA-02-026) and related NRC guidance. This finding has been designated as "Official Use 
Only - Security-Related Information;" therefore, the details of this finding are being withheld from public disclosure. 
This finding has a cross-cutting aspect in the area of Human Performance (H.2.d). See inspection report for more 
details. 
Inspection Report# : 2008008 (pdf)  

Barrier Integrity 

Significance:  Mar 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Effectively Monitor the Performance of the Control Room Normal and Emergency Air Handling 
System per the Maintenance Rule 
• Green. The inspectors identified an NCV of 10 CFR 50.65 (Maintenance Rule) with two examples for failing to 
demonstrate that the performance of the control room normal and emergency air handling (control room ventilation) 
system was being effectively controlled through the performance of appropriate preventive maintenance. Specifically, 
the licensee failed to: 1) properly categorize a control room ventilation system pressure boundary breach due to 
maintenance activities as a maintenance preventable function failure (MPFF) against the ‘B’ train, and 2) properly 
consider the unavailability time incurred by the functional failure against the ‘A’ train. These failures to adequately 
assess the Maintenance Rule (MR) implications of a control room ventilation system functional failure resulted in the 
system not being placed under the goal setting monitoring requirements of 10 CFR 50.65(a)(1). The licensee entered 
these issues into their corrective action program as CR-08-00944, CR-09-00107, and CR-09-01056, and placed the 
control room ventilation system in MR (a)(1) goal setting status.  
 
This finding is more than minor because it is similar to the non-minor maintenance rule example 7.b. provided in 
Manual Chapter 0612, Appendix E, “Examples of Minor Issues,” which states that violations of Paragraph 10 CFR 
50.65(a)(2), failure to demonstrate effective control of performance or condition and not putting the affected 
structures, systems, and components (SSCs) in (a)(1), are not minor because they necessarily involve degraded SSC 
performance or condition. This finding was determined to be of very low safety significance (Green) because the 
incorrect functional failure and unavailability hour assessments did not, by themselves, result in an actual degradation 
of the barrier function provided for the control room or additional operability or functionality concerns. The finding 
directly involved the cross-cutting area of Human Performance, component of Resources, and aspect of Personnel 
Training and Qualifications, in that, the licensee engineering staff did not fully understand MR evaluation 
requirements for systems with common components or the counting of unavailability hours for systems that are out of 
service for reasons other than a formal tag-out program (H.2.b). 
Inspection Report# : 2009002 (pdf)  

Significance:  Sep 30, 2008 
Identified By: NRC 



Item Type: NCV NonCited Violation 
Failure to Maintain the Control Room Pressure Boundary Operable and Complete the Required TS Actions 
A Green non-cited violation of Technical Specification (TS) Limiting Condition for Operation (LCO) 3.7.6, “Control 
Room Normal and Emergency Air Handling System,” was identified by the inspectors for failure to maintain the 
control room boundary intact and operable, and complete the required TS actions. Specifically, the control room 
pressure boundary (CRPB) was discovered to be inoperable for approximately 17 days due to a breach in non-safety 
related air handler ductwork that defined a portion of the Control Room (CR) envelope. The licensee completed 
repairs to the non-safety related air handler ductwork, restored compliance with the TS, and documented this issue in 
their corrective action program as CR-08-00944 and CR-08-00972 
Inspection Report# : 2008004 (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 



Summer 
2Q/2009 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Dec 10, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Motor Starting Analysis 
Green. The inspectors identified a NCV of 10 CFR 50, Appendix B, Criterion III, Design Control. Specifically,  
the licensee failed to verify the adequacy of the degraded voltage relay voltage setpoints by performing motor starting 
analyses based on voltage afforded by the relays. The failure resulted in several safety related  
motors having less margin than originally calculated. The licensee assessed the calculations to ensure the motors 
would start and entered the issue into their corrective action program to address this concern.  
 
This finding is more than minor because it affects the Mitigating Systems Cornerstone objective of ensuring the 
availability, reliability, and operability of the safety related motors to perform their intended safety function during a 
design basis event and the cornerstone attribute of Design Control, i.e. initial design. The inspectors determined that 
the finding was of very low safety significance because the deficiency did not result in any motor being inoperable, 
after additional licensee analysis showed that the motors would have adequate voltage to start based on actual field 
setpoints. This finding was reviewed for cross-cutting aspects and none were identified since the performance 
deficiency is not indicative of current licensee performance. 
Inspection Report# : 2008007 (pdf)  

Significance:  Dec 10, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
EDG Exceeded Technical Specification Allowable Outage Time 
This finding is more than minor because exceeding a Technical Specification Limiting Condition of Operation affects 
the Mitigating Systems Cornerstone objective of ensuring the availability, reliability, and operability of the EDGs to 
perform their intended safety function during a design basis event, and the cornerstone attribute of Equipment 
Performance:, i.e. availability. Following a Phase 3 analysis under the Significance Determination Process (SDP) the 
finding was determined to be of very low safety significance. The cause of this finding was related to the cross-cutting 
area of problem identification and resolution, specifically with respect to corrective action, because the licensee did 
not thoroughly evaluate the anomalous operation of the Parr generator voltage regulators and the reverse power relay 
in November 2006, such that the resolution adequately addressed causes and extent of condition. (P.1.c) 
Inspection Report# : 2008007 (pdf)  

Significance:  Dec 10, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure for Analyzing the Impact of Updated Vendor Technical Manual 
This finding is more than minor because it affects the Mitigating Systems Cornerstone objective to ensure the 
reliability, availability, and capability of systems that respond to initiating events and is associated with the attribute 
of procedure quality, in that inconsistencies were identified in Procedure EMP-135.004, Reactor Trip Breaker Testing, 



Revision 2, where the licensee routinely failed to evaluate differences between vendor recommendations and the 
procedure. The finding was determined to be of very low safety significance, because there was no loss of the reactor 
trip breaker safety function to open on a reactor trip signal. The cause of this finding was related to the cross-cutting 
area of operating experience, specifically with respect to including vendor recommendations in procedures to support 
plant safety. (P.2.b) 
Inspection Report# : 2008007 (pdf)  

Significance:  Dec 10, 2008 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Maintain a Vendor Interface Program 
This finding is more than minor because it affects the Mitigating Systems Cornerstone objective to ensure the 
reliability, availability, and capability of systems that respond to initiating events and is associated with the attribute 
of equipment performance, in that the data in the vendor technical information files necessary to ensure reliable 
equipment operation was obsolete.  
 
The finding was determined to be of very low safety significance because there was no loss of the reactor trip breaker 
safety function to open on a reactor trip signal. There was no cross-cutting aspect identified with this finding.  
 
Inspection Report# : 2008007 (pdf)  

Significance:  Sep 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Perform ECG Tests During the Biennial Medical Exam for Licensed Operators 
On August 11, 2008, while reviewing licensed operator medical records, the inspectors identified two operators who 
had not received an ECG test as part of their biennial medical exam. The inspectors then reviewed additional licensed 
operator medical records and identified a third operator who had not received an ECG test. When the inspectors 
notified the licensee about the missing ECG tests, the licensee conducted an extent of condition review and verified 
that licensed operators for the oncoming shift had received a complete biennial medical exam. Additionally, the 
licensee scheduled the operators who had not received the full physical examination an appointment to receive the 
ECG test by the contract physician. 
Inspection Report# : 2008004 (pdf)  

Barrier Integrity 

Significance:  Mar 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Effectively Monitor the Performance of the Control Room Normal and Emergency Air Handling 
System per the Maintenance Rule 
• Green. The inspectors identified an NCV of 10 CFR 50.65 (Maintenance Rule) with two examples for failing to 
demonstrate that the performance of the control room normal and emergency air handling (control room ventilation) 
system was being effectively controlled through the performance of appropriate preventive maintenance. Specifically, 
the licensee failed to: 1) properly categorize a control room ventilation system pressure boundary breach due to 
maintenance activities as a maintenance preventable function failure (MPFF) against the ‘B’ train, and 2) properly 
consider the unavailability time incurred by the functional failure against the ‘A’ train. These failures to adequately 
assess the Maintenance Rule (MR) implications of a control room ventilation system functional failure resulted in the 
system not being placed under the goal setting monitoring requirements of 10 CFR 50.65(a)(1). The licensee entered 
these issues into their corrective action program as CR-08-00944, CR-09-00107, and CR-09-01056, and placed the 
control room ventilation system in MR (a)(1) goal setting status. 



 
This finding is more than minor because it is similar to the non-minor maintenance rule example 7.b. provided in 
Manual Chapter 0612, Appendix E, “Examples of Minor Issues,” which states that violations of Paragraph 10 CFR 
50.65(a)(2), failure to demonstrate effective control of performance or condition and not putting the affected 
structures, systems, and components (SSCs) in (a)(1), are not minor because they necessarily involve degraded SSC 
performance or condition. This finding was determined to be of very low safety significance (Green) because the 
incorrect functional failure and unavailability hour assessments did not, by themselves, result in an actual degradation 
of the barrier function provided for the control room or additional operability or functionality concerns. The finding 
directly involved the cross-cutting area of Human Performance, component of Resources, and aspect of Personnel 
Training and Qualifications, in that, the licensee engineering staff did not fully understand MR evaluation 
requirements for systems with common components or the counting of unavailability hours for systems that are out of 
service for reasons other than a formal tag-out program (H.2.b). 
Inspection Report# : 2009002 (pdf)  

Significance:  Sep 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Maintain the Control Room Pressure Boundary Operable and Complete the Required TS Actions 
A Green non-cited violation of Technical Specification (TS) Limiting Condition for Operation (LCO) 3.7.6, “Control 
Room Normal and Emergency Air Handling System,” was identified by the inspectors for failure to maintain the 
control room boundary intact and operable, and complete the required TS actions. Specifically, the control room 
pressure boundary (CRPB) was discovered to be inoperable for approximately 17 days due to a breach in non-safety 
related air handler ductwork that defined a portion of the Control Room (CR) envelope. The licensee completed 
repairs to the non-safety related air handler ductwork, restored compliance with the TS, and documented this issue in 
their corrective action program as CR-08-00944 and CR-08-00972 
Inspection Report# : 2008004 (pdf)  

Emergency Preparedness 
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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. 
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Summer 
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Initiating Events 

Mitigating Systems 

Significance:  Dec 10, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Motor Starting Analysis 
Green. The inspectors identified a NCV of 10 CFR 50, Appendix B, Criterion III, Design Control. Specifically,  
the licensee failed to verify the adequacy of the degraded voltage relay voltage setpoints by performing motor starting 
analyses based on voltage afforded by the relays. The failure resulted in several safety related  
motors having less margin than originally calculated. The licensee assessed the calculations to ensure the motors 
would start and entered the issue into their corrective action program to address this concern.  
 
This finding is more than minor because it affects the Mitigating Systems Cornerstone objective of ensuring the 
availability, reliability, and operability of the safety related motors to perform their intended safety function during a 
design basis event and the cornerstone attribute of Design Control, i.e. initial design. The inspectors determined that 
the finding was of very low safety significance because the deficiency did not result in any motor being inoperable, 
after additional licensee analysis showed that the motors would have adequate voltage to start based on actual field 
setpoints. This finding was reviewed for cross-cutting aspects and none were identified since the performance 
deficiency is not indicative of current licensee performance. 
Inspection Report# : 2008007 (pdf)  

Significance:  Dec 10, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
EDG Exceeded Technical Specification Allowable Outage Time 
This finding is more than minor because exceeding a Technical Specification Limiting Condition of Operation affects 
the Mitigating Systems Cornerstone objective of ensuring the availability, reliability, and operability of the EDGs to 
perform their intended safety function during a design basis event, and the cornerstone attribute of Equipment 
Performance:, i.e. availability. Following a Phase 3 analysis under the Significance Determination Process (SDP) the 
finding was determined to be of very low safety significance. The cause of this finding was related to the cross-cutting 
area of problem identification and resolution, specifically with respect to corrective action, because the licensee did 
not thoroughly evaluate the anomalous operation of the Parr generator voltage regulators and the reverse power relay 
in November 2006, such that the resolution adequately addressed causes and extent of condition. (P.1.c) 
Inspection Report# : 2008007 (pdf)  

Significance:  Dec 10, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure for Analyzing the Impact of Updated Vendor Technical Manual 
This finding is more than minor because it affects the Mitigating Systems Cornerstone objective to ensure the 
reliability, availability, and capability of systems that respond to initiating events and is associated with the attribute 
of procedure quality, in that inconsistencies were identified in Procedure EMP-135.004, Reactor Trip Breaker Testing, 
Revision 2, where the licensee routinely failed to evaluate differences between vendor recommendations and the 



procedure. The finding was determined to be of very low safety significance, because there was no loss of the reactor 
trip breaker safety function to open on a reactor trip signal. The cause of this finding was related to the cross-cutting 
area of operating experience, specifically with respect to including vendor recommendations in procedures to support 
plant safety. (P.2.b) 
Inspection Report# : 2008007 (pdf)  

Significance:  Dec 10, 2008 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Maintain a Vendor Interface Program 
This finding is more than minor because it affects the Mitigating Systems Cornerstone objective to ensure the 
reliability, availability, and capability of systems that respond to initiating events and is associated with the attribute 
of equipment performance, in that the data in the vendor technical information files necessary to ensure reliable 
equipment operation was obsolete.  
 
The finding was determined to be of very low safety significance because there was no loss of the reactor trip breaker 
safety function to open on a reactor trip signal. There was no cross-cutting aspect identified with this finding.  
 
Inspection Report# : 2008007 (pdf)  

Barrier Integrity 

Significance:  Mar 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Effectively Monitor the Performance of the Control Room Normal and Emergency Air Handling 
System per the Maintenance Rule 
• Green. The inspectors identified an NCV of 10 CFR 50.65 (Maintenance Rule) with two examples for failing to 
demonstrate that the performance of the control room normal and emergency air handling (control room ventilation) 
system was being effectively controlled through the performance of appropriate preventive maintenance. Specifically, 
the licensee failed to: 1) properly categorize a control room ventilation system pressure boundary breach due to 
maintenance activities as a maintenance preventable function failure (MPFF) against the ‘B’ train, and 2) properly 
consider the unavailability time incurred by the functional failure against the ‘A’ train. These failures to adequately 
assess the Maintenance Rule (MR) implications of a control room ventilation system functional failure resulted in the 
system not being placed under the goal setting monitoring requirements of 10 CFR 50.65(a)(1). The licensee entered 
these issues into their corrective action program as CR-08-00944, CR-09-00107, and CR-09-01056, and placed the 
control room ventilation system in MR (a)(1) goal setting status.  
 
This finding is more than minor because it is similar to the non-minor maintenance rule example 7.b. provided in 
Manual Chapter 0612, Appendix E, “Examples of Minor Issues,” which states that violations of Paragraph 10 CFR 
50.65(a)(2), failure to demonstrate effective control of performance or condition and not putting the affected 
structures, systems, and components (SSCs) in (a)(1), are not minor because they necessarily involve degraded SSC 
performance or condition. This finding was determined to be of very low safety significance (Green) because the 
incorrect functional failure and unavailability hour assessments did not, by themselves, result in an actual degradation 
of the barrier function provided for the control room or additional operability or functionality concerns. The finding 
directly involved the cross-cutting area of Human Performance, component of Resources, and aspect of Personnel 
Training and Qualifications, in that, the licensee engineering staff did not fully understand MR evaluation 
requirements for systems with common components or the counting of unavailability hours for systems that are out of 
service for reasons other than a formal tag-out program (H.2.b). 
Inspection Report# : 2009002 (pdf)  
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Although the NRC is actively overseeing the Security cornerstone, the Commission has decided that certain findings 
pertaining to security cornerstone will not be publicly available to ensure that potentially useful information is not 
provided to a possible adversary. Therefore, the cover letters to security inspection reports may be viewed. 
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Significance:  Dec 31, 2009 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Follow Procedure and Correct Previously Identified Deficiencies with the Operator Workaround 
Program 
A Green NRC-identified finding was identified for the failure to adequately implement a procedure and correct 
previously identified deficiencies with the licensee’s operator workaround program. This resulted in operator 
workarounds and challenges not fully or adequately being assessed, untimely resolution and status reporting of 
operator workarounds. The licensee initiated Condition Report (CR)-1000079 to address this issue.  
 
This finding is more than minor because it was similar to examples 3.j. and 3.k. in Inspection Manual Chapter 0612, 
Appendix E, “Examples of Minor Issues,” where significant programmatic deficiencies were identified that could lead 
to worse errors if left uncorrected. In addition, the finding has the potential to lead to a more significant safety concern 
in the management and correction of operator workarounds that can have an adverse effect on the functional capability
of a mitigating system or that can impact human reliability in responding to initiating events. Using NRC Inspection 
Manual Chapter 0609, Attachment 4, “Phase 1 –  
Initial Screening and Characterization of Findings,” this finding was determined to be of very low safety significance 
(Green) because the failure to follow procedure and correct previously identified operator workaround program 
deficiencies, by themselves, did not result in an actual loss of operability or functionality, loss of system safety 
function, actual loss of safety function of a single train for greater than its Technical Specification (TS) allowed 
outage time, actual loss of safety function of one or more non-TS trains of equipment designated as risk-significant 
per 10CFR50.65 for greater than 24 hours, and was not potentially risk significant due to a seismic, flooding, or 
severe weather initiating event. This finding has a crosscutting  
aspect in the area of problem identification and resolution associated with the corrective action program component 
because operations department personnel failed to take appropriate corrective actions to address previously identified 
deficiencies with following the operator workaround program procedure (P.1.d). 
Inspection Report# : 2009005 (pdf)  

Barrier Integrity 

Significance:  Dec 31, 2009 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure Results in Inadvertent Loss of Spent Fuel Pool Inventory 
A Green self-revealing non-cited violation (NCV) was identified for the failure to comply with TS 6.8.1. As a result of 
the failure to follow a procedure, approximately 8000 gallons of water was inadvertently transferred from the SFP to 
the refueling cavity. This issue was entered in the licensee’s CAP as CR-09-04237.  
 
This finding is more than minor because it is associated with the human performance and configuration control 
attributes of the Barrier Integrity cornerstone and affects the cornerstone objective to provide reasonable assurance 



that physical design barriers, such as maintaining functionality of the spent fuel pool system, protect the public from 
radionuclide releases caused by accidents or events. Using NRC Inspection Manual Chapter 0609, Attachment 4, 
“Phase 1 – Initial Screening and Characterization of Findings,” this finding was determined to be of very low safety 
significance (Green) because it only represents a degradation of the radiological  
barrier function provided by the spent fuel pool, in that, since water level did not decrease less than 23 feet above the 
top of the irradiated fuel and pool temperature only increased by two degrees Fahrenheit, adequate radiological 
shielding and spent fuel pool cooling margins were maintained. This finding has a cross-cutting aspect in the area of 
human performance associated with the work practices component because operators failed to focus adequate 
attention to detail on following procedure steps in the proper sequence (H.4.b). 
Inspection Report# : 2009005 (pdf)  

Significance:  Mar 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Effectively Monitor the Performance of the Control Room Normal and Emergency Air Handling 
System per the Maintenance Rule 
The inspectors identified an NCV of 10 CFR 50.65 (Maintenance Rule) with two examples for failing to demonstrate 
that the performance of the control room normal and emergency air handling (control room ventilation) system was 
being effectively controlled through the performance of appropriate preventive maintenance. Specifically, the licensee 
failed to: 1) properly categorize a control room ventilation system pressure boundary breach due to maintenance 
activities as a maintenance preventable function failure (MPFF) against the ‘B’ train, and 2) properly consider the 
unavailability time incurred by the functional failure against the ‘A’ train. These failures to adequately assess the 
Maintenance Rule (MR) implications of a control room ventilation system functional failure resulted in the system not 
being placed under the goal setting monitoring requirements of 10 CFR 50.65(a)(1). The licensee entered these issues 
into their corrective action program as CR-08-00944, CR-09-00107, and CR-09-01056, and placed the control room 
ventilation system in MR (a)(1) goal setting status.  
 
This finding is more than minor because it is similar to the non-minor maintenance rule example 7.b. provided in 
Manual Chapter 0612, Appendix E, “Examples of Minor Issues,” which states that violations of Paragraph 10 CFR 
50.65(a)(2), failure to demonstrate effective control of performance or condition and not putting the affected 
structures, systems, and components (SSCs) in (a)(1), are not minor because they necessarily involve degraded SSC 
performance or condition. This finding was determined to be of very low safety significance (Green) because the 
incorrect functional failure and unavailability hour assessments did not, by themselves, result in an actual degradation 
of the barrier function provided for the control room or additional operability or functionality concerns. The finding 
directly involved the cross-cutting area of Human Performance, component of Resources, and aspect of Personnel 
Training and Qualifications, in that, the licensee engineering staff did not fully understand MR evaluation 
requirements for systems with common components or the counting of unavailability hours for systems that are out of 
service for reasons other than a formal tag-out program (H.2.b). 
Inspection Report# : 2009002 (pdf)  
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Physical Protection 
Although the NRC is actively overseeing the Security cornerstone, the Commission has decided that certain findings 
pertaining to security cornerstone will not be publicly available to ensure that potentially useful information is not 
provided to a possible adversary. Therefore, the cover letters to security inspection reports may be viewed. 
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Significance:  Dec 31, 2009 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Follow Procedure and Correct Previously Identified Deficiencies with the Operator Workaround 
Program 
A Green NRC-identified finding was identified for the failure to adequately implement a procedure and correct 
previously identified deficiencies with the licensee’s operator workaround program. This resulted in operator 
workarounds and challenges not fully or adequately being assessed, untimely resolution and status reporting of 
operator workarounds. The licensee initiated Condition Report (CR)-1000079 to address this issue.  
 
This finding is more than minor because it was similar to examples 3.j. and 3.k. in Inspection Manual Chapter 0612, 
Appendix E, “Examples of Minor Issues,” where significant programmatic deficiencies were identified that could lead 
to worse errors if left uncorrected. In addition, the finding has the potential to lead to a more significant safety concern 
in the management and correction of operator workarounds that can have an adverse effect on the functional capability
of a mitigating system or that can impact human reliability in responding to initiating events. Using NRC Inspection 
Manual Chapter 0609, Attachment 4, “Phase 1 –  
Initial Screening and Characterization of Findings,” this finding was determined to be of very low safety significance 
(Green) because the failure to follow procedure and correct previously identified operator workaround program 
deficiencies, by themselves, did not result in an actual loss of operability or functionality, loss of system safety 
function, actual loss of safety function of a single train for greater than its Technical Specification (TS) allowed 
outage time, actual loss of safety function of one or more non-TS trains of equipment designated as risk-significant 
per 10CFR50.65 for greater than 24 hours, and was not potentially risk significant due to a seismic, flooding, or 
severe weather initiating event. This finding has a crosscutting  
aspect in the area of problem identification and resolution associated with the corrective action program component 
because operations department personnel failed to take appropriate corrective actions to address previously identified 
deficiencies with following the operator workaround program procedure (P.1.d). 
Inspection Report# : 2009005 (pdf)  

Barrier Integrity 

Significance:  Dec 31, 2009 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure Results in Inadvertent Loss of Spent Fuel Pool Inventory 
A Green self-revealing non-cited violation (NCV) was identified for the failure to comply with TS 6.8.1. As a result of 
the failure to follow a procedure, approximately 8000 gallons of water was inadvertently transferred from the SFP to 
the refueling cavity. This issue was entered in the licensee’s CAP as CR-09-04237.  
 
This finding is more than minor because it is associated with the human performance and configuration control 
attributes of the Barrier Integrity cornerstone and affects the cornerstone objective to provide reasonable assurance 



that physical design barriers, such as maintaining functionality of the spent fuel pool system, protect the public from 
radionuclide releases caused by accidents or events. Using NRC Inspection Manual Chapter 0609, Attachment 4, 
“Phase 1 – Initial Screening and Characterization of Findings,” this finding was determined to be of very low safety 
significance (Green) because it only represents a degradation of the radiological  
barrier function provided by the spent fuel pool, in that, since water level did not decrease less than 23 feet above the 
top of the irradiated fuel and pool temperature only increased by two degrees Fahrenheit, adequate radiological 
shielding and spent fuel pool cooling margins were maintained. This finding has a cross-cutting aspect in the area of 
human performance associated with the work practices component because operators failed to focus adequate 
attention to detail on following procedure steps in the proper sequence (H.4.b). 
Inspection Report# : 2009005 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

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

Miscellaneous 
Significance: SL-IV Jan 31, 2010 
Identified By: NRC 
Item Type: VIO Violation 
Inaccurate Fire Watch Records 
The failure to provide complete and accurate information on the fire watch by not completing Attachment VI of 
Procedure FPP-020 was a performance deficiency. This issue was dispositioned using traditional enforcement due to 
the willful aspects of the performance deficiency. Furthermore, the failure to provide complete and accurate 
information has the potential to impact the NRC’s ability to perform its regulatory function. In accordance with the 
guidance in Chapter 2 of the Enforcement Manual, although the investigation revealed that no fire watch surveillances 
were actually missed, this issue is considered more than minor due to the willful aspects of the performance 
deficiency. In accordance with the guidance in Supplement VII of the Enforcement Policy, this issue is considered a 
Severity Level IV violation because it involved information that the NRC required be kept by a licensee that was 
incomplete or inaccurate and of more than minor safety significance. 
Inspection Report# : 2010007 (pdf)  

Last modified : June 02, 2010 



Summer 
2Q/2010 Plant Inspection Findings 

Initiating Events 

Significance:  Jun 30, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Station Tagout Procedure for Controlling Safety and Non-safety Related Grounding Equipment 
Results in Loss of All Balance of Plant Power and Switchgear Fires 
A Green self-revealing non-cited violation (NCV) of TS 6.8.1.a was identified for the failure to establish adequate 
procedural tagging controls of safety and non-safety related electrical ground protection equipment which contributed 
to the main power transformer being energized while electrical ground protection equipment was still installed in three 
7.2 kV Balance of Plant (BOP) switchgear breaker cubicles. This condition resulted in a complete loss of BOP power 
due to the faults to ground, significant arc flashing, and subsequent fires in each of the three switchgear cubicles 
requiring onsite and offsite fire brigade response and the declaration of an UE. The finding was entered into the 
licensee’s corrective action program as condition report CR-09-05093.  
 
The inspectors determined that the licensee’s failure to develop an adequate station tagout procedure for controlling 
the configuration of safety and non-safety related ground protection equipment was a performance deficiency that was 
within the licensee’s ability to foresee and correct. While this event involved the mis-configuration of ground 
protection in non-safety-related BOP switchgear, the same station tagout procedural requirements apply to the control 
of safety-related equipment. This finding is more than minor because the failure to properly control the configuration 
of safety and non-safety related ground protection electrical equipment, if left uncorrected, would have the potential to 
lead to a more significant safety concern. In addition, the finding is associated with the protection against external 
factors attribute of the initiating events cornerstone and affected the cornerstone objective to limit the likelihood of 
events that upset plant stability and challenge critical safety functions during shutdown, in that, the failure to properly 
control the configuration of the ground protection equipment resulted in fires in three switchgear cubicles requiring 
onsite and offsite fire brigade response actions and the declaration of an UE. Since this problem occurred while the 
station was in cold shutdown (Mode 5) with the pressurizer solid and all three reactor coolant pumps initially bumped, 
NRC Inspection Manual Chapter (IMC) 0609, “Significance Determination Process,” Appendix G, “Shutdown 
Operations Significance Determination Process,” was used to assess the significance of this finding. Using Phase 1 of 
Appendix G, the finding was determined to be of very low significance (Green) because it did not result in an actual 
loss of offsite power event nor degrade the licensee’s ability to cope with such an event since both emergency diesel 
generators, the dedicated offsite AC power, and alternate AC power sources remained available. This finding involved 
the cross-cutting area of human performance, the component of resources, and the aspect of complete, accurate and 
up-to-date procedures, H.2(c), because the licensee failed to establish adequate station tagout procedures for 
controlling the installation and removal of safety and non-safety related ground protection equipment. 
Inspection Report# : 2010003 (pdf)  

Mitigating Systems 

Significance:  Dec 31, 2009 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Follow Procedure and Correct Previously Identified Deficiencies with the Operator Workaround 
Program 
A Green NRC-identified finding was identified for the failure to adequately implement a procedure and correct 
previously identified deficiencies with the licensee’s operator workaround program. This resulted in operator 



workarounds and challenges not fully or adequately being assessed, untimely resolution and status reporting of 
operator workarounds. The licensee initiated Condition Report (CR)-1000079 to address this issue.  
 
This finding is more than minor because it was similar to examples 3.j. and 3.k. in Inspection Manual Chapter 0612, 
Appendix E, “Examples of Minor Issues,” where significant programmatic deficiencies were identified that could lead 
to worse errors if left uncorrected. In addition, the finding has the potential to lead to a more significant safety concern 
in the management and correction of operator workarounds that can have an adverse effect on the functional capability
of a mitigating system or that can impact human reliability in responding to initiating events. Using NRC Inspection 
Manual Chapter 0609, Attachment 4, “Phase 1 –  
Initial Screening and Characterization of Findings,” this finding was determined to be of very low safety significance 
(Green) because the failure to follow procedure and correct previously identified operator workaround program 
deficiencies, by themselves, did not result in an actual loss of operability or functionality, loss of system safety 
function, actual loss of safety function of a single train for greater than its Technical Specification (TS) allowed 
outage time, actual loss of safety function of one or more non-TS trains of equipment designated as risk-significant 
per 10CFR50.65 for greater than 24 hours, and was not potentially risk significant due to a seismic, flooding, or 
severe weather initiating event. This finding has a crosscutting  
aspect in the area of problem identification and resolution associated with the corrective action program component 
because operations department personnel failed to take appropriate corrective actions to address previously identified 
deficiencies with following the operator workaround program procedure (P.1.d). 
Inspection Report# : 2009005 (pdf)  

Barrier Integrity 

Significance:  Dec 31, 2009 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure Results in Inadvertent Loss of Spent Fuel Pool Inventory 
A Green self-revealing non-cited violation (NCV) was identified for the failure to comply with TS 6.8.1. As a result of 
the failure to follow a procedure, approximately 8000 gallons of water was inadvertently transferred from the SFP to 
the refueling cavity. This issue was entered in the licensee’s CAP as CR-09-04237.  
 
This finding is more than minor because it is associated with the human performance and configuration control 
attributes of the Barrier Integrity cornerstone and affects the cornerstone objective to provide reasonable assurance 
that physical design barriers, such as maintaining functionality of the spent fuel pool system, protect the public from 
radionuclide releases caused by accidents or events. Using NRC Inspection Manual Chapter 0609, Attachment 4, 
“Phase 1 – Initial Screening and Characterization of Findings,” this finding was determined to be of very low safety 
significance (Green) because it only represents a degradation of the radiological  
barrier function provided by the spent fuel pool, in that, since water level did not decrease less than 23 feet above the 
top of the irradiated fuel and pool temperature only increased by two degrees Fahrenheit, adequate radiological 
shielding and spent fuel pool cooling margins were maintained. This finding has a cross-cutting aspect in the area of 
human performance associated with the work practices component because operators failed to focus adequate 
attention to detail on following procedure steps in the proper sequence (H.4.b). 
Inspection Report# : 2009005 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 



Public Radiation Safety 

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

Miscellaneous 
Significance: SL-IV Jan 31, 2010 
Identified By: NRC 
Item Type: VIO Violation 
Inaccurate Fire Watch Records 
The failure to provide complete and accurate information on the fire watch by not completing Attachment VI of 
Procedure FPP-020 was a performance deficiency. This issue was dispositioned using traditional enforcement due to 
the willful aspects of the performance deficiency. Furthermore, the failure to provide complete and accurate 
information has the potential to impact the NRC’s ability to perform its regulatory function. In accordance with the 
guidance in Chapter 2 of the Enforcement Manual, although the investigation revealed that no fire watch surveillances 
were actually missed, this issue is considered more than minor due to the willful aspects of the performance 
deficiency. In accordance with the guidance in Supplement VII of the Enforcement Policy, this issue is considered a 
Severity Level IV violation because it involved information that the NRC required be kept by a licensee that was 
incomplete or inaccurate and of more than minor safety significance. 
Inspection Report# : 2010007 (pdf)  

Last modified : September 02, 2010 



Summer 
3Q/2010 Plant Inspection Findings 

Initiating Events 

Significance:  Jun 30, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Station Tagout Procedure for Controlling Safety and Non-safety Related Grounding Equipment 
Results in Loss of All Balance of Plant Power and Switchgear Fires 
A Green self-revealing non-cited violation (NCV) of TS 6.8.1.a was identified for the failure to establish adequate 
procedural tagging controls of safety and non-safety related electrical ground protection equipment which contributed 
to the main power transformer being energized while electrical ground protection equipment was still installed in three 
7.2 kV Balance of Plant (BOP) switchgear breaker cubicles. This condition resulted in a complete loss of BOP power 
due to the faults to ground, significant arc flashing, and subsequent fires in each of the three switchgear cubicles 
requiring onsite and offsite fire brigade response and the declaration of an UE. The finding was entered into the 
licensee’s corrective action program as condition report CR-09-05093.  
 
The inspectors determined that the licensee’s failure to develop an adequate station tagout procedure for controlling 
the configuration of safety and non-safety related ground protection equipment was a performance deficiency that was 
within the licensee’s ability to foresee and correct. While this event involved the mis-configuration of ground 
protection in non-safety-related BOP switchgear, the same station tagout procedural requirements apply to the control 
of safety-related equipment. This finding is more than minor because the failure to properly control the configuration 
of safety and non-safety related ground protection electrical equipment, if left uncorrected, would have the potential to 
lead to a more significant safety concern. In addition, the finding is associated with the protection against external 
factors attribute of the initiating events cornerstone and affected the cornerstone objective to limit the likelihood of 
events that upset plant stability and challenge critical safety functions during shutdown, in that, the failure to properly 
control the configuration of the ground protection equipment resulted in fires in three switchgear cubicles requiring 
onsite and offsite fire brigade response actions and the declaration of an UE. Since this problem occurred while the 
station was in cold shutdown (Mode 5) with the pressurizer solid and all three reactor coolant pumps initially bumped, 
NRC Inspection Manual Chapter (IMC) 0609, “Significance Determination Process,” Appendix G, “Shutdown 
Operations Significance Determination Process,” was used to assess the significance of this finding. Using Phase 1 of 
Appendix G, the finding was determined to be of very low significance (Green) because it did not result in an actual 
loss of offsite power event nor degrade the licensee’s ability to cope with such an event since both emergency diesel 
generators, the dedicated offsite AC power, and alternate AC power sources remained available. This finding involved 
the cross-cutting area of human performance, the component of resources, and the aspect of complete, accurate and 
up-to-date procedures, H.2(c), because the licensee failed to establish adequate station tagout procedures for 
controlling the installation and removal of safety and non-safety related ground protection equipment. 
Inspection Report# : 2010003 (pdf)  

Mitigating Systems 

Significance:  Dec 31, 2009 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Follow Procedure and Correct Previously Identified Deficiencies with the Operator Workaround 
Program 
A Green NRC-identified finding was identified for the failure to adequately implement a procedure and correct 
previously identified deficiencies with the licensee’s operator workaround program. This resulted in operator 



workarounds and challenges not fully or adequately being assessed, untimely resolution and status reporting of 
operator workarounds. The licensee initiated Condition Report (CR)-1000079 to address this issue.  
 
This finding is more than minor because it was similar to examples 3.j. and 3.k. in Inspection Manual Chapter 0612, 
Appendix E, “Examples of Minor Issues,” where significant programmatic deficiencies were identified that could lead 
to worse errors if left uncorrected. In addition, the finding has the potential to lead to a more significant safety concern 
in the management and correction of operator workarounds that can have an adverse effect on the functional capability
of a mitigating system or that can impact human reliability in responding to initiating events. Using NRC Inspection 
Manual Chapter 0609, Attachment 4, “Phase 1 –  
Initial Screening and Characterization of Findings,” this finding was determined to be of very low safety significance 
(Green) because the failure to follow procedure and correct previously identified operator workaround program 
deficiencies, by themselves, did not result in an actual loss of operability or functionality, loss of system safety 
function, actual loss of safety function of a single train for greater than its Technical Specification (TS) allowed 
outage time, actual loss of safety function of one or more non-TS trains of equipment designated as risk-significant 
per 10CFR50.65 for greater than 24 hours, and was not potentially risk significant due to a seismic, flooding, or 
severe weather initiating event. This finding has a crosscutting  
aspect in the area of problem identification and resolution associated with the corrective action program component 
because operations department personnel failed to take appropriate corrective actions to address previously identified 
deficiencies with following the operator workaround program procedure (P.1.d). 
Inspection Report# : 2009005 (pdf)  

Barrier Integrity 

Significance:  Dec 31, 2009 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure Results in Inadvertent Loss of Spent Fuel Pool Inventory 
A Green self-revealing non-cited violation (NCV) was identified for the failure to comply with TS 6.8.1. As a result of 
the failure to follow a procedure, approximately 8000 gallons of water was inadvertently transferred from the SFP to 
the refueling cavity. This issue was entered in the licensee’s CAP as CR-09-04237.  
 
This finding is more than minor because it is associated with the human performance and configuration control 
attributes of the Barrier Integrity cornerstone and affects the cornerstone objective to provide reasonable assurance 
that physical design barriers, such as maintaining functionality of the spent fuel pool system, protect the public from 
radionuclide releases caused by accidents or events. Using NRC Inspection Manual Chapter 0609, Attachment 4, 
“Phase 1 – Initial Screening and Characterization of Findings,” this finding was determined to be of very low safety 
significance (Green) because it only represents a degradation of the radiological  
barrier function provided by the spent fuel pool, in that, since water level did not decrease less than 23 feet above the 
top of the irradiated fuel and pool temperature only increased by two degrees Fahrenheit, adequate radiological 
shielding and spent fuel pool cooling margins were maintained. This finding has a cross-cutting aspect in the area of 
human performance associated with the work practices component because operators failed to focus adequate 
attention to detail on following procedure steps in the proper sequence (H.4.b). 
Inspection Report# : 2009005 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 



Public Radiation Safety 

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

Miscellaneous 
Significance: SL-IV Jan 31, 2010 
Identified By: NRC 
Item Type: VIO Violation 
Inaccurate Fire Watch Records 
The failure to provide complete and accurate information on the fire watch by not completing Attachment VI of 
Procedure FPP-020 was a performance deficiency. This issue was dispositioned using traditional enforcement due to 
the willful aspects of the performance deficiency. Furthermore, the failure to provide complete and accurate 
information has the potential to impact the NRC’s ability to perform its regulatory function. In accordance with the 
guidance in Chapter 2 of the Enforcement Manual, although the investigation revealed that no fire watch surveillances 
were actually missed, this issue is considered more than minor due to the willful aspects of the performance 
deficiency. In accordance with the guidance in Supplement VII of the Enforcement Policy, this issue is considered a 
Severity Level IV violation because it involved information that the NRC required be kept by a licensee that was 
incomplete or inaccurate and of more than minor safety significance. 
Inspection Report# : 2010007 (pdf)  

Last modified : November 29, 2010 



Summer 
4Q/2010 Plant Inspection Findings 

Initiating Events 

Significance:  Jun 30, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Station Tagout Procedure for Controlling Safety and Non-safety Related Grounding Equipment 
Results in Loss of All Balance of Plant Power and Switchgear Fires 
A Green self-revealing non-cited violation (NCV) of TS 6.8.1.a was identified for the failure to establish adequate 
procedural tagging controls of safety and non-safety related electrical ground protection equipment which contributed 
to the main power transformer being energized while electrical ground protection equipment was still installed in three 
7.2 kV Balance of Plant (BOP) switchgear breaker cubicles. This condition resulted in a complete loss of BOP power 
due to the faults to ground, significant arc flashing, and subsequent fires in each of the three switchgear cubicles 
requiring onsite and offsite fire brigade response and the declaration of an UE. The finding was entered into the 
licensee’s corrective action program as condition report CR-09-05093.  
 
The inspectors determined that the licensee’s failure to develop an adequate station tagout procedure for controlling 
the configuration of safety and non-safety related ground protection equipment was a performance deficiency that was 
within the licensee’s ability to foresee and correct. While this event involved the mis-configuration of ground 
protection in non-safety-related BOP switchgear, the same station tagout procedural requirements apply to the control 
of safety-related equipment. This finding is more than minor because the failure to properly control the configuration 
of safety and non-safety related ground protection electrical equipment, if left uncorrected, would have the potential to 
lead to a more significant safety concern. In addition, the finding is associated with the protection against external 
factors attribute of the initiating events cornerstone and affected the cornerstone objective to limit the likelihood of 
events that upset plant stability and challenge critical safety functions during shutdown, in that, the failure to properly 
control the configuration of the ground protection equipment resulted in fires in three switchgear cubicles requiring 
onsite and offsite fire brigade response actions and the declaration of an UE. Since this problem occurred while the 
station was in cold shutdown (Mode 5) with the pressurizer solid and all three reactor coolant pumps initially bumped, 
NRC Inspection Manual Chapter (IMC) 0609, “Significance Determination Process,” Appendix G, “Shutdown 
Operations Significance Determination Process,” was used to assess the significance of this finding. Using Phase 1 of 
Appendix G, the finding was determined to be of very low significance (Green) because it did not result in an actual 
loss of offsite power event nor degrade the licensee’s ability to cope with such an event since both emergency diesel 
generators, the dedicated offsite AC power, and alternate AC power sources remained available. This finding involved 
the cross-cutting area of human performance, the component of resources, and the aspect of complete, accurate and 
up-to-date procedures, H.2(c), because the licensee failed to establish adequate station tagout procedures for 
controlling the installation and removal of safety and non-safety related ground protection equipment. 
Inspection Report# : 2010003 (pdf)  

Mitigating Systems 

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to correct condition adverse to quality involving inadequate EDG engine driven pump preventive 
maintenance 
•Green. The inspectors identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XVI, “Corrective 
Action,” for the licensee’s failure to identify and correct a condition adverse to quality following the February 10, 



2010, failure of the ‘A’ Emergency Diesel Generator (EDG) jacket water pump mechanical seal. Specifically, the 
licensee failed to identify and correct inadequacies in their EDG preventive maintenance program for monitoring 
engine driven pump seal leakage in accordance with vendor recommendations, leading to subsequent ‘A’ EDG jacket 
water seal leakage going unidentified from approximately June 1, 2010, until October 20, 2010. The licensee initiated 
condition report (CR)-10-03861 and implemented requirements and operator training to conduct proper seal leakage 
monitoring during subsequent EDG operations.  
 
The inspectors determined that the licensee’s failure to take adequate corrective actions to identify and correct 
inadequacies in the EDG PM program for monitoring EDG engine driven pump seal leakage in accordance with 
vendor recommendations was a performance deficiency that was within the licensee’s ability to foresee and correct. 
This finding is more than minor because if left uncorrected, the issue would become a more significant safety concern, 
in that, the potential exists for unidentified engine driven pump seal leakage that could lead to EDG failure. This issue 
is associated with the equipment performance attribute of the Mitigating System cornerstone and adversely affects the 
cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to initiating events 
to prevent undesirable consequences (i.e., core damage). Specifically, the failure to take adequate corrective actions to 
identify inadequacies in the EDG preventive maintenance program for monitoring EDG engine driven pump seal 
leakage in accordance with vendor recommendations could adversely affect the reliability of the EDGs. This finding 
was evaluated using Inspection Manual Chapter 0609, “Significance Determination Process,” Phase 1 Worksheet for 
mitigating systems. The finding was determined to be of very low safety significance (Green) because it did not 
actually result in the loss of the EDG system safety function or the loss of function of a single EDG. The cause of this 
finding was directly related to the problem evaluation cross-cutting aspect in the corrective action program component 
of the Problem Identification and Resolution area because the licensee did not thoroughly evaluate the February 10, 
2010, jacket water pump mechanical seal failure event and identify nonconformance with the vendor recommended 
visual inspections of engine driven pump seals during EDG operations (P.1(c)). (Section 4OA2.3.1)  
 
Inspection Report# : 2010005 (pdf)  

Significance:  Oct 22, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to maintain safety related cables in a nonsubmerged environment 
The inspectors identified a NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” for the licensee’s 
failure to identify and correct a condition adverse to quality. The licensee failed to recognize that low voltage safety 
related cables leading to the service water pump house (SWPH) from electrical manhole #2 (EMH-2) had been subject 
to submergence, a condition for which they were not designed. The license initiated CR-10-03994 to address this 
issue.  
 
The failure to recognize that safety related cables were being subjected to an environment for which they were not 
designed was a performance deficiency. The performance deficiency was more than minor in accordance with IMC 
0612, Appendix B (Block 9, Figure 2), “Issue Screening,” because if left uncorrected, the performance deficiency had 
the potential to lead to a more significant safety concern. Specifically, subjecting the low voltage electrical cables 
leading from EMH-2 to SWPH to continuous submersion had the potential to, over time, degrade the cable insulation 
and result in failure. In accordance with IMC 0609, Attachment 4,  
Table 4a, “Phase 1 – Initial Screening and Characterization of Findings”, the finding was determined to be of very low 
safety significance (Green) because the submerged cable condition was a design or qualification deficiency confirmed 
not to have resulted in a loss of operability or functionality.  
 
The cause of the finding was directly related to the problem evaluation cross-cutting aspect in the corrective action 
program component of the Problem Identification and Resolution area because the licensee did not thoroughly 
evaluate previous related conditions (CR-06-03220, CR-08-04927) and information contained in GL 2007-001 and, as 
a result, did not consider the potential for and the degrading effects of continuously submerged low voltage cables. 
(P.1(c)). 
Inspection Report# : 2010006 (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: SL-IV Sep 30, 2010 
Identified By: NRC 
Item Type: VIO Violation 
Failure to Notify the Commission of a Change in Medical Status 
The inspectors identified a cited violation of 10 CFR Part 55.25, “Incapacitation because of disability or illness,” for 
the failure of the facility licensee to notify the Commission of a change in the medical status of one licensed operator 
within 30 days of learning of the change as required. This issue was entered into the licensee’s corrective action 
program as Condition Report CR-10-03348.  
 
The failure of the facility licensee to notify the Commission within 30 days of learning of a permanent change in the 
medical status of a licensed operator as required by 10 CFR 55.25 was a performance deficiency. This performance 
deficiency was evaluated in accordance with the Enforcement Policy and determined to be a  
Severity Level IV violation in accordance with Supplement I. This violation is being cited in accordance with the 
Enforcement Policy Section 2.3.2.a.3 because it was a repetitive violation resulting from inadequate corrective action 
and was NRC identified. Because this Notice of Violation was evaluated in accordance with Traditional Enforcement, 
there was no cross-cutting aspect assigned. 
Inspection Report# : 2010004 (pdf)  

Significance: SL-IV Jan 31, 2010 
Identified By: NRC 
Item Type: VIO Violation 
Inaccurate Fire Watch Records 
The failure to provide complete and accurate information on the fire watch by not completing Attachment VI of 
Procedure FPP-020 was a performance deficiency. This issue was dispositioned using traditional enforcement due to 
the willful aspects of the performance deficiency. Furthermore, the failure to provide complete and accurate 
information has the potential to impact the NRC’s ability to perform its regulatory function. In accordance with the 
guidance in Chapter 2 of the Enforcement Manual, although the investigation revealed that no fire watch surveillances 
were actually missed, this issue is considered more than minor due to the willful aspects of the performance 



deficiency. In accordance with the guidance in Supplement VII of the Enforcement Policy, this issue is considered a 
Severity Level IV violation because it involved information that the NRC required be kept by a licensee that was 
incomplete or inaccurate and of more than minor safety significance. 
Inspection Report# : 2010007 (pdf)  

Last modified : March 03, 2011 



Summer 
1Q/2011 Plant Inspection Findings 

Initiating Events 

Significance:  Jun 30, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Station Tagout Procedure for Controlling Safety and Non-safety Related Grounding Equipment 
Results in Loss of All Balance of Plant Power and Switchgear Fires 
A Green self-revealing non-cited violation (NCV) of TS 6.8.1.a was identified for the failure to establish adequate 
procedural tagging controls of safety and non-safety related electrical ground protection equipment which contributed 
to the main power transformer being energized while electrical ground protection equipment was still installed in three 
7.2 kV Balance of Plant (BOP) switchgear breaker cubicles. This condition resulted in a complete loss of BOP power 
due to the faults to ground, significant arc flashing, and subsequent fires in each of the three switchgear cubicles 
requiring onsite and offsite fire brigade response and the declaration of an UE. The finding was entered into the 
licensee’s corrective action program as condition report CR-09-05093.  
 
The inspectors determined that the licensee’s failure to develop an adequate station tagout procedure for controlling 
the configuration of safety and non-safety related ground protection equipment was a performance deficiency that was 
within the licensee’s ability to foresee and correct. While this event involved the mis-configuration of ground 
protection in non-safety-related BOP switchgear, the same station tagout procedural requirements apply to the control 
of safety-related equipment. This finding is more than minor because the failure to properly control the configuration 
of safety and non-safety related ground protection electrical equipment, if left uncorrected, would have the potential to 
lead to a more significant safety concern. In addition, the finding is associated with the protection against external 
factors attribute of the initiating events cornerstone and affected the cornerstone objective to limit the likelihood of 
events that upset plant stability and challenge critical safety functions during shutdown, in that, the failure to properly 
control the configuration of the ground protection equipment resulted in fires in three switchgear cubicles requiring 
onsite and offsite fire brigade response actions and the declaration of an UE. Since this problem occurred while the 
station was in cold shutdown (Mode 5) with the pressurizer solid and all three reactor coolant pumps initially bumped, 
NRC Inspection Manual Chapter (IMC) 0609, “Significance Determination Process,” Appendix G, “Shutdown 
Operations Significance Determination Process,” was used to assess the significance of this finding. Using Phase 1 of 
Appendix G, the finding was determined to be of very low significance (Green) because it did not result in an actual 
loss of offsite power event nor degrade the licensee’s ability to cope with such an event since both emergency diesel 
generators, the dedicated offsite AC power, and alternate AC power sources remained available. This finding involved 
the cross-cutting area of human performance, the component of resources, and the aspect of complete, accurate and 
up-to-date procedures, H.2(c), because the licensee failed to establish adequate station tagout procedures for 
controlling the installation and removal of safety and non-safety related ground protection equipment. 
Inspection Report# : 2010003 (pdf)  

Mitigating Systems 

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to correct condition adverse to quality involving inadequate EDG engine driven pump preventive 
maintenance 
•Green. The inspectors identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XVI, “Corrective 
Action,” for the licensee’s failure to identify and correct a condition adverse to quality following the February 10, 



2010, failure of the ‘A’ Emergency Diesel Generator (EDG) jacket water pump mechanical seal. Specifically, the 
licensee failed to identify and correct inadequacies in their EDG preventive maintenance program for monitoring 
engine driven pump seal leakage in accordance with vendor recommendations, leading to subsequent ‘A’ EDG jacket 
water seal leakage going unidentified from approximately June 1, 2010, until October 20, 2010. The licensee initiated 
condition report (CR)-10-03861 and implemented requirements and operator training to conduct proper seal leakage 
monitoring during subsequent EDG operations.  
 
The inspectors determined that the licensee’s failure to take adequate corrective actions to identify and correct 
inadequacies in the EDG PM program for monitoring EDG engine driven pump seal leakage in accordance with 
vendor recommendations was a performance deficiency that was within the licensee’s ability to foresee and correct. 
This finding is more than minor because if left uncorrected, the issue would become a more significant safety concern, 
in that, the potential exists for unidentified engine driven pump seal leakage that could lead to EDG failure. This issue 
is associated with the equipment performance attribute of the Mitigating System cornerstone and adversely affects the 
cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to initiating events 
to prevent undesirable consequences (i.e., core damage). Specifically, the failure to take adequate corrective actions to 
identify inadequacies in the EDG preventive maintenance program for monitoring EDG engine driven pump seal 
leakage in accordance with vendor recommendations could adversely affect the reliability of the EDGs. This finding 
was evaluated using Inspection Manual Chapter 0609, “Significance Determination Process,” Phase 1 Worksheet for 
mitigating systems. The finding was determined to be of very low safety significance (Green) because it did not 
actually result in the loss of the EDG system safety function or the loss of function of a single EDG. The cause of this 
finding was directly related to the problem evaluation cross-cutting aspect in the corrective action program component 
of the Problem Identification and Resolution area because the licensee did not thoroughly evaluate the February 10, 
2010, jacket water pump mechanical seal failure event and identify nonconformance with the vendor recommended 
visual inspections of engine driven pump seals during EDG operations (P.1(c)). (Section 4OA2.3.1)  
 
Inspection Report# : 2010005 (pdf)  

Significance:  Oct 22, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to maintain safety related cables in a nonsubmerged environment 
The inspectors identified a NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” for the licensee’s 
failure to identify and correct a condition adverse to quality. The licensee failed to recognize that low voltage safety 
related cables leading to the service water pump house (SWPH) from electrical manhole #2 (EMH-2) had been subject 
to submergence, a condition for which they were not designed. The license initiated CR-10-03994 to address this 
issue.  
 
The failure to recognize that safety related cables were being subjected to an environment for which they were not 
designed was a performance deficiency. The performance deficiency was more than minor in accordance with IMC 
0612, Appendix B (Block 9, Figure 2), “Issue Screening,” because if left uncorrected, the performance deficiency had 
the potential to lead to a more significant safety concern. Specifically, subjecting the low voltage electrical cables 
leading from EMH-2 to SWPH to continuous submersion had the potential to, over time, degrade the cable insulation 
and result in failure. In accordance with IMC 0609, Attachment 4,  
Table 4a, “Phase 1 – Initial Screening and Characterization of Findings”, the finding was determined to be of very low 
safety significance (Green) because the submerged cable condition was a design or qualification deficiency confirmed 
not to have resulted in a loss of operability or functionality.  
 
The cause of the finding was directly related to the problem evaluation cross-cutting aspect in the corrective action 
program component of the Problem Identification and Resolution area because the licensee did not thoroughly 
evaluate previous related conditions (CR-06-03220, CR-08-04927) and information contained in GL 2007-001 and, as 
a result, did not consider the potential for and the degrading effects of continuously submerged low voltage cables. 
(P.1(c)). 
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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: SL-IV Sep 30, 2010 
Identified By: NRC 
Item Type: VIO Violation 
Failure to Notify the Commission of a Change in Medical Status 
The inspectors identified a cited violation of 10 CFR Part 55.25, “Incapacitation because of disability or illness,” for 
the failure of the facility licensee to notify the Commission of a change in the medical status of one licensed operator 
within 30 days of learning of the change as required. This issue was entered into the licensee’s corrective action 
program as Condition Report CR-10-03348.  
 
The failure of the facility licensee to notify the Commission within 30 days of learning of a permanent change in the 
medical status of a licensed operator as required by 10 CFR 55.25 was a performance deficiency. This performance 
deficiency was evaluated in accordance with the Enforcement Policy and determined to be a  
Severity Level IV violation in accordance with Supplement I. This violation is being cited in accordance with the 
Enforcement Policy Section 2.3.2.a.3 because it was a repetitive violation resulting from inadequate corrective action 
and was NRC identified. Because this Notice of Violation was evaluated in accordance with Traditional Enforcement, 
there was no cross-cutting aspect assigned. 
Inspection Report# : 2010004 (pdf)  
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Summer 
2Q/2011 Plant Inspection Findings 

Initiating Events 

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Assess and Manage Risk of Switchyard Maintenance Activities During Lowered RCS 
Inventory Conditions (Section 1R13) 
The inspectors identified a Green non-cited violation (NCV) of 10 CFR 50.65(a)(4), “Requirements for Monitoring 
the Effectiveness of Maintenance at Nuclear Power Plants,” for the failure to perform an adequate risk assessment and 
implement approved high risk management contingency plans for work in the station’s electrical switchyard. 
Specifically, on April 21, 2011, operations work control personnel failed to adequately assess the impact of work 
activities in the switchyard involving the use of vehicles, resulting in outage high risk management actions that 
prohibited the movement of vehicles during lowered reactor coolant system (RCS) inventory conditions from being 
implemented. Following the inspectors’ identification of this issue, the licensee adequately assessed and managed the 
increase in risk for the activities. The issue was entered into the licensee’s corrective action program as condition 
report CR-11-01908.  
 
The failure to perform an adequate risk assessment and implement high risk evolution contingency plans for work in 
the station’s switchyard was a performance deficiency within the licensee’s ability to foresee and correct. This finding 
was associated with the Initiating Events Cornerstone and affected the cornerstone objective for limiting the 
likelihood of those events that upset plant stability and challenge critical safety functions during shutdown, such as, 
loss of offsite power (LOOP) due to trucks damaging critical electrical components in the switchyard. The inspectors 
determined that the finding is more than minor because it was similar to both the more than minor examples 7.e and 
7.g in NRC Inspection Manual Chapter (IMC) 0612, Appendix E, “Examples of Minor Issues,” because the risk 
assessment for the switchyard work activity failed to consider the impact of vehicle movements resulting in outage 
high risk management actions that prohibited the movement of vehicles during lowered RCS inventory conditions 
from being implemented. A  
Significance Determination Process (SDP), Phase 1 screening determined that the performance deficiency represented 
an increase in the likelihood of a LOOP during shutdown and therefore the risk was estimated using NRC IMC 0609, 
Appendix G, “Shutdown Operations Significance Determination Process.” A Phase 2 SDP risk evaluation was done 
by a regional senior risk analyst using IMC 0609, Appendix G, Attachment 2. The major assumptions of the analysis 
were that the plant was in plant operating state (POS-2) in Mode 6, with the RCS vented and the residual heat removal 
(RHR) system in service for decay heat removal. Time to boil was estimated at 35 minutes with an estimated time to 
core damage of 8.8 hours. The exposure period was approximately 2.5 hours. The LOOP initiating event likelihood 
was increased by one order of magnitude due to the impact of the performance deficiency. Multiple (i.e., three) 
qualified sources of offsite power and both onsite emergency diesel generators were available when the vehicles were 
moved into the switchyard. Recovery credit for restoration of offsite power was included. The dominant sequence was 
a LOOP with failure of emergency power sources causing a loss of RHR and failure to recover offsite power or 
emergency power prior to core damage ensuing. The risk was mitigated by the short exposure period and the 
availability of mitigating system equipment. The result of the analysis was a core damage frequency risk increase of 
<1E-6/year, a finding of very low safety significance (Green). The inspectors determined that this finding had a cross-
cutting aspect in the area of Human Performance, because personnel did not appropriately plan and coordinate 
switchyard work activities consistent with nuclear safety by incorporating appropriate outage risk insights and risk 
management contingency plans [H.3(a)]. (Section 1R13)  
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Mitigating Systems 
Significance: TBD Jun 30, 2011 
Identified By: NRC 
Item Type: AV Apparent Violation 
Failure to Conduct Adequate Testing of Appendix R Fire Switches 
The NRC identified an apparent violation (AV) of the Virgil C. Summer Nuclear Station Operating License Condition 
2.C.(18), “Fire Protection System,” related to the licensee's failure to implement and maintain in effect all provisions 
of the approved fire protection program as described in the Final Safety Analysis Report (FSAR). Specifically, the 
licensee failed to adequately test the isolation function of all 10 CFR 50 Appendix R isolation local control transfer 
switches (“fire switches”), including the ‘B’ EDG fire switch, designed to assure isolation of safe shutdown 
equipment from the control room in the event of a control room evacuation due to a fire. This resulted in the licensee 
not identifying a wiring discrepancy that had existed in the ‘B’ EDG fire switch circuitry since original plant startup 
until its discovery on April 29, 2010, that would have defeated the Appendix R isolation function during a design 
basis fire event requiring evacuation from the Control Room. The issue was entered into the licensee’s corrective 
action program as condition report CR-10-01814.  
 
The failure to demonstrate proper Appendix R isolation capability of safe shutdown equipment controlled from 
remote shutdown locations during surveillance testing of Appendix R fire switches is a performance deficiency that 
was within the licensee’s ability to foresee and correct. The inspectors determined that the finding is more than minor 
because it was associated with both the procedure quality and protection against external events (i.e., fire) attributes of 
the Mitigating Systems cornerstone and it adversely affected the cornerstone objective of ensuring the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. 
Specifically, the failure to adequately test Appendix R isolation contacts associated with fire switches contributed to 
not identifying a wiring discrepancy in the ‘B’ EDG fire switch circuitry that defeated its Appendix R isolation 
function. This condition could have led to the improper operation of the switch or prevented the ‘B’ EDG output 
breaker from automatically closing during certain fire scenarios due to fire damage of the electrical circuitry. In 
accordance with NRC IMC 0609, “Significance Determination Process,” the inspectors performed a Phase 1 screening 
analysis and determined that since the finding affected the fire protection defense-in-depth strategies involving post 
fire safe shutdown systems, the finding required a significance evaluation under IMC 0609, Appendix F, “Fire 
Protection Significance Determination Process.” Using Appendix F, Attachment 1, “Fire Protection SDP Phase 1 
Worksheet,” the inspectors determined that the category of post fire safe shutdown was affected and the finding 
required a Phase 2 analysis by a senior reactor analyst. The significance of this finding is to be determined pending 
completion of the Phase 2 analysis. A cross-cutting aspect was not identified because the finding does not represent 
current licensee performance. (Section 4OA2.3)  
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Significance:  Apr 15, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Develop Procedures to Provide Starting Air to EDGs During a SBO Event 
The team identified a non-cited violation (NCV) of 10 CFR 50.63, “Loss of all Alternating Current Power,” for failure 
to ensure Regulatory Guide 1.155, “Station Blackout,” (SBO) requirements were implemented. Specifically, the 
licensee failed to develop procedures to provide starting air to the emergency diesel generators (EDG) to restore 
emergency AC power during the recovery from a SBO. The licensee entered this issue into their corrective action 
program as CR-11-00746 and CR-11-00738, and initiated compensatory measures which included the development of 
procedure EMP-100.011, “Restoring Power to Emergency Diesel Generator Air Start Compressor,” Rev. 0.  
 
The licensee’s failure to establish procedures to provide starting air to the EDGs to restore emergency ac power in the 
event of a SBO was a performance deficiency. The finding was more than minor because it was 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. Specifically, the failure to develop procedures to provide starting air to the EDGs resulted in a lack of 
reasonable assurance that the licensee could provide adequate starting air to restore emergency ac power in the event 



of a SBO. The conditions necessary for the condition would be a loss of offsite power (LOOP), two failed start 
attempts of both EDGs, and failure to recover an EDG or offsite power within the four hour SBO coping period. 
Using Manual Chapter Attachment 0609.04, "Phase 1 – Initial Screening and Characterization of Findings," the 
inspectors determined the finding would represent a loss of the core heat removal safety function within the mitigating 
systems cornerstone conditional upon establishing these SBO circumstances. The pre-solved significance 
determination process (SDP) Phase 2 worksheet for VC Summer did not have an appropriate surrogate to evaluate 
these specific conditions, therefore an SDP phase 3 risk evaluation was performed by a regional SRA. The SDP phase 
3 risk evaluation was performed using failure data from the NRC VC Summer SPAR model using a one year exposure 
period. The risk was mitigated by the number and likelihood of the conditions required to establish the circumstances 
necessary for the performance deficiency. The result of the SDP phase 3 risk analysis was a risk increase in core 
damage frequency of < 1E-6/year. The performance deficiency is characterized as GREEN, a finding of very low 
safety significance. A cross-cutting aspect was not identified because the finding does not represent current 
performance  
 
Inspection Report# : 2011006 (pdf)  

Significance:  Apr 15, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Correctly Translate the Design Basis into Procedures for Low EDG Air Pressure and Low Thermal 
Barrier Heat Exchanger Flow 
The team identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion III, “Design Control” involving 
two examples. In one example, the licensee did not properly translate the instrument uncertainties associated with the 
EDG low pressure alarm and pressure indicator into operating procedures (OP) and alarm response procedures (ARP). 
In the second example, the licensee failed to translate the minimum thermal barrier flow requirements into applicable 
abnormal operating procedures (AOP) and ARPs. The licensee entered these issues into their corrective action 
program as CR 11-00744 and CR-11-00955.  
 
The licensee’s failure to correctly translate the applicable design bases information for the EDG air start system and 
the thermal barrier heat exchangers setpoints into procedures was a performance deficiency. The finding was 
determined to be more than minor because it was associated with the Procedure Quality 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. Specifically, the failure to translate the 
appropriate values into the procedures described above adversely affected the quality of procedures for abnormal and 
alarm conditions that are required by Regulatory Guide 1.33, Quality Assurance Program Requirements. The 
inadequate procedures adversely affected operator action to assess operability and to combat deficiencies associated 
with risk significant equipment. The team assessed the finding using the SDP and determined that the finding was of 
very low safety significance (Green) because it was a design deficiency confirmed not to result in the loss of 
operability or functionality, did not represent the loss of a system safety function and did not screen as potentially risk 
significant due to a seismic, flooding, or severe weather initiating event. A cross-cutting aspect was not identified 
because the finding does not represent current performance. [Sections 1R21.2.2]  
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Significance:  Apr 15, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Calculate Motor Actuator Output Torque and Control Circuit Voltages for MOVs 
The team identified a non-cited violation (NCV) of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” for 
the licensee’s failure to use conservative motor control center (MCC) voltage inputs or methodologies when 
calculating motor actuator output torque and control circuit voltages for safety-related motor operated valves (MOV) 
that are be required to operate during design bases events. The licensee entered these issues into their corrective action 
program as CR-11-00782, CR-11-00956, and CR-11-00631 and performed an evaluation to confirm the operability of 
affected valves.  
 



The team determined that that the licensee’s use of non-conservative MCC voltage/current inputs in safety-related 
calculations was a performance deficiency. The performance deficiency was more than minor because it adversely 
affected the mitigating systems cornerstone attribute of design control and adversely 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 NRC IMC 0609.04,“Initial Screening and Characterization of 
Findings”, the inspectors conducted a Phase 1 SDP screening and determined the finding to be of very low safety 
significance (Green) because it was a design deficiency confirmed not to result in the loss of operability or 
functionality, did not represent the loss of a system safety function and did not screen as potentially risk significant 
due to a seismic, flooding, or severe weather initiating event. A cross-cutting aspect was not identified because the 
finding does not represent current performance  
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Significance:  Apr 15, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Verify Adequacy of the Suction Lift for the Fuel Oil Transfer Pumps 
The team identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion III, “Design Control,” for the 
licensee’s failure to establish design control measures to verify or check the adequacy of design inputs used to 
determine the required suction lift of the EDGs fuel oil transfer pumps. Specifically, the licensee used non-
conservative pressure drops and atmospheric pressure values to determine the available suction lift required at the 
pump’s suction in order to transfer the fuel oil from the bottom of the underground fuel storage tanks to the day tanks. 
The licensee entered these issues into their corrective action program as CR-11-00565 and performed an evaluation to 
confirm the ability of the pumps to transfer the required volume of fuel.  
 
The licensee’s failure to adequately account for pressure losses, flow rates and atmospheric conditions in a safety-
related calculation was a performance deficiency. The performance deficiency was more than minor because it 
adversely affected the mitigating systems cornerstone attribute of design control 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 deficiencies in Calculation DC06630-004 resulted in a reasonable 
doubt that the fuel oil transfer pump could deliver the TS required volume of 48,500 gallons; because, if the maximum 
allowed differential pressure of 2.5 psig had been realized, and combined with the uncertainties associated with the 
measuring equipment, the pump would have been unable to transfer the required volume of fuel. In accordance with 
NRC IMC 0609.04, “Initial Screening and Characterization of Findings”, the inspectors conducted a Phase 1 SDP 
screening and determined the finding to be of very low safety significance (Green) because it was a design deficiency 
confirmed not to result in the loss of operability or functionality. A cross-cutting aspect was not identified because the 
finding does not represent current performance. 
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Significance:  Apr 15, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Develop a Procedure to Ensure an Emergency Diesel Generator Alarm Device was Calibrated or 
Tested 
The team identified a NCV of Technical Specification 6.8, “Procedures and Programs”, for the licensee’s failure to 
develop a procedure to ensure an EDG alarm device was properly calibrated or tested. Specifically, the  
component validating the “full” status of the EDG fuel header lines had never been calibrated, nor tested. The licensee 
entered these issues into their corrective action program as CR-11-00984  
 
The team determined that the licensee’s failure to develop and implement a procedure that ensured the EDG ultrasonic 
alarm device was properly calibrated or tested was a performance deficiency. This performance deficiency is more 
than minor because it affected the mitigating systems cornerstone attribute of ensuring the availability, reliability, and 
capability of safety systems that respond to initiating events. Specifically, the lack of calibration and testing of a non 
safety-related device could adversely affect the capability of the EDG to start and load within 10 seconds as required 
by TS. In accordance with NRC IMC 0609.04, “Initial Screening and Characterization of Findings”, the inspectors 



conducted a Phase 1 SDP screening and determined the finding to be of very low safety significance (Green) because 
it was not a design issue resulting in loss of function, it did not represent an actual loss of a system safety function, it 
did not result in exceeding a TS allowed outage time, and it did not affect external event mitigation. A review of the 
most recent EDG tests demonstrated that the EDGs started within the required 10 seconds thereby indicating that the 
fuel line header was not empty at the time of the test. A cross-cutting aspect was not identified because the finding 
does not represent current performance. 
Inspection Report# : 2011006 (pdf)  

Significance:  Apr 15, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Test Emergency Feedwater Pump Discharge Check Valves 
The team identified a non-cited violation (NCV) of 10 CFR Part 50, Appendix B, Criterion XI, “Test Control” for the 
licensee’s failure to establish a test program that demonstrated the operability of EFW pump discharge check valves. 
The test procedure was inadequate to provide reasonable assurance that the check valves would (1) not allow reverse 
flow sufficient to rotate its pump backwards, (2) not allow reverse flow that would overpressurize its pump’s suction 
piping and, (3) not allow reverse flow that would lower the forward flow to a value below the required flow to the 
steam generators. This issue was entered into the licensee’s corrective action program as CR-11-00556.  
 
The team determined that the licensee’s development of an inadequate procedure to test safety-related check valves 
was a performance deficiency. This performance deficiency is more than minor because it affected the mitigating 
systems cornerstone attribute of ensuring the availability, reliability, and capability of safety systems that respond to 
initiating events. Specifically, the licensee failed to develop a test procedure that would reliably ascertain that the 
steam generators were not deprived of design bases flow via a leaking check valve. In accordance with NRC IMC 
0609.04, “Initial Screening and Characterization of Findings”, the inspectors conducted a Phase 1 SDP screening and 
determined the finding to be of very low safety significance (Green) because it was not a design issue resulting in loss 
of function, it did not represent an actual loss of a system safety function, it did not result in exceeding a Technical 
Specification allowed outage time, and it did not affect external event mitigation. A cross-cutting aspect was not 
identified because the finding does not represent current performance. 
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Significance:  Apr 15, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Use the Most Limiting Design Inputs in an Electrical Calculation 
The team identified a non-cited violation (NCV) of 10 CFR Part 50, Appendix B, Criterion III, "Design Control" for 
the licensee’s failure to use the most limiting design inputs in an electrical calculation associated with determining 
settings for the degraded voltage relays to ensure that adequate voltages would be available to safety-related 
emergency core cooling system equipment during a design basis loss of coolant accident with offsite power available. 
Specifically, the team identified nine deficiencies in Calculation DC08200-001, “ESF Undervoltage Logic and 
Settings.” The licensee entered this issue into the corrective action program as condition report CR-11-01045.  
 
The team determined that the use of non-conservative inputs and methodologies in electrical calculation DC08200-
001 was a performance deficiency. Specifically, the nine examples of deficiencies in the calculation resulted in a 
reasonable doubt that a spurious separation from offsite power would occur and that adequate voltages would be 
available to safety-related emergency core cooling system equipment during a design basis loss of coolant accident 
with offsite power available. This finding was more than minor because it was associated with the design control 
attribute of the Mitigating Systems Cornerstone and affected the cornerstone objective of ensuring the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. The finding 
affected the availability of the offsite power feed from Transformer XTF-4 and/or XTF-5, and with XTF-6 voltage 
regulator not in service under specific minimum grid voltage conditions. These transformers are the normal offsite 
power supply to Safety Bus 1DA and the alternate supply to Safety Bus 1DB. Using Manual Chapter Attachment 
0609.04, "Phase 1 – Initial Screening and Characterization of Findings," the inspectors determined that the finding 
represented a potential loss of core decay heat removal safety function under the mitigating systems cornerstone 
conditional upon specific offsite power grid system voltage circumstances. The VC Summer SDP phase 2 pre-solved 



Worksheet did not have a suitable surrogate for this finding therefore a phase 3 SDP analysis was performed by a 
regional SRA. The phase 3 SDP analysis utilized the latest VC Summer NRC SPAR risk model and an exposure 
period of 3 hours per year. The dominant sequence was a loss of DC Bus B with a failure of emergency feedwater and 
a failure to implement feed and bleed leading to core damage. The risk was mitigated by equipment available from 
Safety Bus 1DB and the short exposure period. The SDP phase 3 risk analysis result was an increase in core damage 
frequency of <1E-6 per year. The finding was characterized as GREEN, a finding of very low safety significance. A 
cross-cutting aspect was not identified because the finding does not represent current performance.  
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Significance:  Apr 15, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Account for the In-rush Current of the 7.2 kV Breaker Spring Charging Motors in a 
Safety-related Battery Voltage Drop Calculation 
The team identified a non-cited violation (NCV) of 10 CFR Part 50, Appendix B, Criterion III, “Design Control” for 
the licensee’s failure to adequately account for the in-rush current of the 7.2 kV breaker spring charging motors in a 
safety-related calculation. Specifically, the licensee used the steady-state current instead of the more limiting in-rush 
current in battery voltage drop calculation. The licensee entered the issue into their corrective action program as CR 
11-00989 and performed testing to confirm the ability of the breaker to close with reduced voltage.  
 
The failure of the licensee to use the more limiting in-rush current in the safety-related calculation is a performance 
deficiency. The performance deficiency was more than minor because it adversely affected the mitigating systems 
cornerstone attribute of design control 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 deficiencies in Calculation DC08320-010 resulted in a reasonable doubt that the B service water 
pump breaker would not have reliably closed during a design bases event. The performance deficiency resulted in the 
breakers not being tested with the lower voltage (71.04vdc) that would be available during an event. In accordance 
with NRC IMC 0609.04,“Initial Screening and Characterization of Findings”, the inspectors conducted a Phase 1 
Significance Determination Process (SDP) screening and determined the finding to be of very low safety significance 
(Green) because it was a design deficiency confirmed not to result in the loss of operability or functionality, did not 
represent the loss of a system safety function and did not screen as potentially risk significant due to a seismic, 
flooding, or severe weather initiating event. A cross-cutting aspect was not identified because the finding does not 
represent current performance 
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Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to correct condition adverse to quality involving inadequate EDG engine driven pump preventive 
maintenance 
•Green. The inspectors identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XVI, “Corrective 
Action,” for the licensee’s failure to identify and correct a condition adverse to quality following the February 10, 
2010, failure of the ‘A’ Emergency Diesel Generator (EDG) jacket water pump mechanical seal. Specifically, the 
licensee failed to identify and correct inadequacies in their EDG preventive maintenance program for monitoring 
engine driven pump seal leakage in accordance with vendor recommendations, leading to subsequent ‘A’ EDG jacket 
water seal leakage going unidentified from approximately June 1, 2010, until October 20, 2010. The licensee initiated 
condition report (CR)-10-03861 and implemented requirements and operator training to conduct proper seal leakage 
monitoring during subsequent EDG operations.  
 
The inspectors determined that the licensee’s failure to take adequate corrective actions to identify and correct 
inadequacies in the EDG PM program for monitoring EDG engine driven pump seal leakage in accordance with 
vendor recommendations was a performance deficiency that was within the licensee’s ability to foresee and correct. 
This finding is more than minor because if left uncorrected, the issue would become a more significant safety concern, 
in that, the potential exists for unidentified engine driven pump seal leakage that could lead to EDG failure. This issue 



is associated with the equipment performance attribute of the Mitigating System cornerstone and adversely affects the 
cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to initiating events 
to prevent undesirable consequences (i.e., core damage). Specifically, the failure to take adequate corrective actions to 
identify inadequacies in the EDG preventive maintenance program for monitoring EDG engine driven pump seal 
leakage in accordance with vendor recommendations could adversely affect the reliability of the EDGs. This finding 
was evaluated using Inspection Manual Chapter 0609, “Significance Determination Process,” Phase 1 Worksheet for 
mitigating systems. The finding was determined to be of very low safety significance (Green) because it did not 
actually result in the loss of the EDG system safety function or the loss of function of a single EDG. The cause of this 
finding was directly related to the problem evaluation cross-cutting aspect in the corrective action program component 
of the Problem Identification and Resolution area because the licensee did not thoroughly evaluate the February 10, 
2010, jacket water pump mechanical seal failure event and identify nonconformance with the vendor recommended 
visual inspections of engine driven pump seals during EDG operations (P.1(c)). (Section 4OA2.3.1)  
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Significance:  Oct 22, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to maintain safety related cables in a nonsubmerged environment 
The inspectors identified a NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” for the licensee’s 
failure to identify and correct a condition adverse to quality. The licensee failed to recognize that low voltage safety 
related cables leading to the service water pump house (SWPH) from electrical manhole #2 (EMH-2) had been subject 
to submergence, a condition for which they were not designed. The license initiated CR-10-03994 to address this 
issue.  
 
The failure to recognize that safety related cables were being subjected to an environment for which they were not 
designed was a performance deficiency. The performance deficiency was more than minor in accordance with IMC 
0612, Appendix B (Block 9, Figure 2), “Issue Screening,” because if left uncorrected, the performance deficiency had 
the potential to lead to a more significant safety concern. Specifically, subjecting the low voltage electrical cables 
leading from EMH-2 to SWPH to continuous submersion had the potential to, over time, degrade the cable insulation 
and result in failure. In accordance with IMC 0609, Attachment 4,  
Table 4a, “Phase 1 – Initial Screening and Characterization of Findings”, the finding was determined to be of very low 
safety significance (Green) because the submerged cable condition was a design or qualification deficiency confirmed 
not to have resulted in a loss of operability or functionality.  
 
The cause of the finding was directly related to the problem evaluation cross-cutting aspect in the corrective action 
program component of the Problem Identification and Resolution area because the licensee did not thoroughly 
evaluate previous related conditions (CR-06-03220, CR-08-04927) and information contained in GL 2007-001 and, as 
a result, did not consider the potential for and the degrading effects of continuously submerged low voltage cables. 
(P.1(c)). 
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Barrier Integrity 

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Perform ISI General Visual Examinations of Containment Moisture Barrier Associated with 
Containment Liner Leak Chase Test Connection Threaded Pipe Plugs 
The inspectors identified a Green NCV of 10 CFR Part 50.55a, “Codes and Standards,” involving the licensee’s 
failure to properly apply Subsection IWE of ASME Section XI for conducting general visual examinations of the 
metal-to-metal pipe plugs installed in the containment liner channel weld leak chase test connections that provide a 
moisture barrier to the containment liner seam welds. Following the inspectors’ identification of this issue, the 



licensee conducted the visual examinations and found missing pipe plugs and water in four of the leak chase test 
connection zones. The licensee adequately assessed and corrected the deficiencies prior to entering Mode 4 (Hot 
Shutdown) to ensure the integrity of containment was maintained. The issue was entered into the licensee’s corrective 
action program as condition report CR-11-02834.  
 
The failure to conduct a general visual examination of 100 percent of the moisture barriers intended to prevent 
intrusion of moisture against inaccessible areas of the containment liner at metal-to-metal interfaces which are not seal 
welded, was a performance deficiency that was within the licensee’s ability to foresee and correct. This finding was of 
more than minor significance because the failure to conduct required visual examinations and identify the degraded 
moisture barriers which allowed the intrusion of water into the four liner leak chase channels, if left uncorrected, 
could have resulted in more significant corrosion degradation of the containment liner or associated liner welds. The 
finding was associated with the design control attribute of the Barrier Integrity Cornerstone and affected the 
cornerstone objective of providing reasonable assurance that physical design barriers protect the public from 
radionuclide releases caused by accidents or events. Specifically, visual examinations of the containment metal liner 
provide assurance that the liner remains capable of performing its intended safety function. The inspectors used IMC 
0609, “Significance Determination Process,” Attachment 0609.04, “Phase 1 – Initial Screening and Characterization 
of Findings,” and determined that the finding was of low safety significance (Green) because it did not represent an 
actual open pathway in the physical integrity of the reactor containment. A cross-cutting aspect was not identified 
because the finding does not represent current licensee performance. (Section 1R20)  
 
Inspection Report# : 2011003 (pdf)  

Significance:  Apr 15, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Timely Corrective Actions to Address Design Bases Requirements for SGTR Event 
The team identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action”, for 
the licensee’s failure to implement prompt corrective actions to ensure that SG primary to secondary break flow could 
be terminated within the accident analysis assumptions used for a design basis SGTR event. The licensee entered this 
concern into the corrective action program as CR-11-01031.  
 
The licensee’s failure to implement prompt and effective corrective actions to ensure that primary to secondary steam 
generator tube rupture (SGTR) break flow could be terminated within the timeframes established by the FSAR 
accident analysis of record was a performance deficiency. The performance deficiency was greater than minor 
because it adversely affected the SSC/barrier performance, procedure quality, and human performance attributes of 
the barrier integrity cornerstone objective to provide reasonable assurance that physical design barriers protect the 
public from radionuclide releases caused by accidents or events. Specifically, the failure to complete timely corrective 
actions to ensure the adequacy of system design, emergency operating procedures, and/or licensing basis SGTR 
accident analyses challenged the assurance that those attributes would demonstrate sufficient protection for the 
consequences associated with a design basis SGTR event. The significance of the finding was screened using the 
barrier integrity column of IMC 0609, “Significance Determination Process”, Attachment 4, “Phase 1 – Initial 
Screening and Characterization of Findings,” and determined to be of very low safety significance (Green) because 
the finding did not represent (1) the degradation of only the radiological barrier function provided for the control 
room/auxiliary building/spent fuel pool, (2) the degradation of the barrier function of the control room against toxic 
atmosphere or smoke, (3) an actual open pathway in the integrity of reactor containment or heat removal components, 
or (4) an actual reduction in function of hydrogen igniters in the reactor containment. The finding directly involved a 
cross-cutting aspect in the resources component of the human performance area [H.2(a)].  
 
Inspection Report# : 2011006 (pdf)  

Emergency Preparedness 



Occupational Radiation Safety 

Public Radiation Safety 

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

Miscellaneous 
Significance: SL-IV Sep 30, 2010 
Identified By: NRC 
Item Type: VIO Violation 
Failure to Notify the Commission of a Change in Medical Status 
The inspectors identified a cited violation of 10 CFR Part 55.25, “Incapacitation because of disability or illness,” for 
the failure of the facility licensee to notify the Commission of a change in the medical status of one licensed operator 
within 30 days of learning of the change as required. This issue was entered into the licensee’s corrective action 
program as Condition Report CR-10-03348.  
 
The failure of the facility licensee to notify the Commission within 30 days of learning of a permanent change in the 
medical status of a licensed operator as required by 10 CFR 55.25 was a performance deficiency. This performance 
deficiency was evaluated in accordance with the Enforcement Policy and determined to be a  
Severity Level IV violation in accordance with Supplement I. This violation is being cited in accordance with the 
Enforcement Policy Section 2.3.2.a.3 because it was a repetitive violation resulting from inadequate corrective action 
and was NRC identified. Because this Notice of Violation was evaluated in accordance with Traditional Enforcement, 
there was no cross-cutting aspect assigned. 
Inspection Report# : 2010004 (pdf)  
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Summer 
3Q/2011 Plant Inspection Findings 

Initiating Events 

Significance:  Sep 30, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Implement a Procedure for Manipulation of the C’ Main Steam Isolation Valve  
A self-revealing, non-cited violation was identified for the failure to comply with Technical Specification 6.8.1 to 
adequately implement a main steam operating procedure during manipulation of the ‘C’ main steam isolation valve 
(MSIV) resulting in excessive steam generator line differential pressure and subsequent safety injection. The issue 
was entered into the licensee’s corrective action program as condition report CR-11-03001.  
 
The failure to implement a procedure for manipulation of the ‘C’ MSIV was a performance deficiency (PD). The PD 
was more than minor and therefore a finding because it impacted the initiating events cornerstone objective to limit 
the likelihood of those events that upset plant stability and challenge critical safety functions during shutdown and the 
related attribute of human performance because the licensee failed to properly implement a procedure controlling the 
manipulation of a MSIV. In accordance with Inspector Manual Chapter 0609, “Significant Determination Process,” 
the inspectors performed a Phase 1 analysis and determined the finding was of very low safety significance or Green 
because the finding did not contribute to both the likelihood of both a reactor trip and the unavailability of mitigation 
equipment and associated functions. This finding involved the cross-cutting area of human performance, the 
component of the resources, and the aspect of procedure use and adherence, H.4(b), because the licensee failed to 
adequately follow procedures. (Section 4OA3.1)  
 
Inspection Report# : 2011004 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Assess and Manage Risk of Switchyard Maintenance Activities During Lowered RCS 
Inventory Conditions (Section 1R13) 
The inspectors identified a Green non-cited violation (NCV) of 10 CFR 50.65(a)(4), “Requirements for Monitoring 
the Effectiveness of Maintenance at Nuclear Power Plants,” for the failure to perform an adequate risk assessment and 
implement approved high risk management contingency plans for work in the station’s electrical switchyard. 
Specifically, on April 21, 2011, operations work control personnel failed to adequately assess the impact of work 
activities in the switchyard involving the use of vehicles, resulting in outage high risk management actions that 
prohibited the movement of vehicles during lowered reactor coolant system (RCS) inventory conditions from being 
implemented. Following the inspectors’ identification of this issue, the licensee adequately assessed and managed the 
increase in risk for the activities. The issue was entered into the licensee’s corrective action program as condition 
report CR-11-01908.  
 
The failure to perform an adequate risk assessment and implement high risk evolution contingency plans for work in 
the station’s switchyard was a performance deficiency within the licensee’s ability to foresee and correct. This finding 
was associated with the Initiating Events Cornerstone and affected the cornerstone objective for limiting the 
likelihood of those events that upset plant stability and challenge critical safety functions during shutdown, such as, 
loss of offsite power (LOOP) due to trucks damaging critical electrical components in the switchyard. The inspectors 
determined that the finding is more than minor because it was similar to both the more than minor examples 7.e and 
7.g in NRC Inspection Manual Chapter (IMC) 0612, Appendix E, “Examples of Minor Issues,” because the risk 
assessment for the switchyard work activity failed to consider the impact of vehicle movements resulting in outage 
high risk management actions that prohibited the movement of vehicles during lowered RCS inventory conditions 
from being implemented. A  



Significance Determination Process (SDP), Phase 1 screening determined that the performance deficiency represented 
an increase in the likelihood of a LOOP during shutdown and therefore the risk was estimated using NRC IMC 0609, 
Appendix G, “Shutdown Operations Significance Determination Process.” A Phase 2 SDP risk evaluation was done 
by a regional senior risk analyst using IMC 0609, Appendix G, Attachment 2. The major assumptions of the analysis 
were that the plant was in plant operating state (POS-2) in Mode 6, with the RCS vented and the residual heat removal 
(RHR) system in service for decay heat removal. Time to boil was estimated at 35 minutes with an estimated time to 
core damage of 8.8 hours. The exposure period was approximately 2.5 hours. The LOOP initiating event likelihood 
was increased by one order of magnitude due to the impact of the performance deficiency. Multiple (i.e., three) 
qualified sources of offsite power and both onsite emergency diesel generators were available when the vehicles were 
moved into the switchyard. Recovery credit for restoration of offsite power was included. The dominant sequence was 
a LOOP with failure of emergency power sources causing a loss of RHR and failure to recover offsite power or 
emergency power prior to core damage ensuing. The risk was mitigated by the short exposure period and the 
availability of mitigating system equipment. The result of the analysis was a core damage frequency risk increase of 
<1E-6/year, a finding of very low safety significance (Green). The inspectors determined that this finding had a cross-
cutting aspect in the area of Human Performance, because personnel did not appropriately plan and coordinate 
switchyard work activities consistent with nuclear safety by incorporating appropriate outage risk insights and risk 
management contingency plans [H.3(a)]. (Section 1R13)  
 
Inspection Report# : 2011003 (pdf)  

Mitigating Systems 

Significance:  Apr 15, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Develop Procedures to Provide Starting Air to EDGs During a SBO Event 
The team identified a non-cited violation (NCV) of 10 CFR 50.63, “Loss of all Alternating Current Power,” for failure 
to ensure Regulatory Guide 1.155, “Station Blackout,” (SBO) requirements were implemented. Specifically, the 
licensee failed to develop procedures to provide starting air to the emergency diesel generators (EDG) to restore 
emergency AC power during the recovery from a SBO. The licensee entered this issue into their corrective action 
program as CR-11-00746 and CR-11-00738, and initiated compensatory measures which included the development of 
procedure EMP-100.011, “Restoring Power to Emergency Diesel Generator Air Start Compressor,” Rev. 0.  
 
The licensee’s failure to establish procedures to provide starting air to the EDGs to restore emergency ac power in the 
event of a SBO was a performance deficiency. The finding was more than minor because it was 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. Specifically, the failure to develop procedures to provide starting air to the EDGs resulted in a lack of 
reasonable assurance that the licensee could provide adequate starting air to restore emergency ac power in the event 
of a SBO. The conditions necessary for the condition would be a loss of offsite power (LOOP), two failed start 
attempts of both EDGs, and failure to recover an EDG or offsite power within the four hour SBO coping period. 
Using Manual Chapter Attachment 0609.04, "Phase 1 – Initial Screening and Characterization of Findings," the 
inspectors determined the finding would represent a loss of the core heat removal safety function within the mitigating 
systems cornerstone conditional upon establishing these SBO circumstances. The pre-solved significance 
determination process (SDP) Phase 2 worksheet for VC Summer did not have an appropriate surrogate to evaluate 
these specific conditions, therefore an SDP phase 3 risk evaluation was performed by a regional SRA. The SDP phase 
3 risk evaluation was performed using failure data from the NRC VC Summer SPAR model using a one year exposure 
period. The risk was mitigated by the number and likelihood of the conditions required to establish the circumstances 
necessary for the performance deficiency. The result of the SDP phase 3 risk analysis was a risk increase in core 
damage frequency of < 1E-6/year. The performance deficiency is characterized as GREEN, a finding of very low 
safety significance. A cross-cutting aspect was not identified because the finding does not represent current 
performance  
 
Inspection Report# : 2011006 (pdf)  



Significance:  Apr 15, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Correctly Translate the Design Basis into Procedures for Low EDG Air Pressure and Low Thermal 
Barrier Heat Exchanger Flow 
The team identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion III, “Design Control” involving 
two examples. In one example, the licensee did not properly translate the instrument uncertainties associated with the 
EDG low pressure alarm and pressure indicator into operating procedures (OP) and alarm response procedures (ARP). 
In the second example, the licensee failed to translate the minimum thermal barrier flow requirements into applicable 
abnormal operating procedures (AOP) and ARPs. The licensee entered these issues into their corrective action 
program as CR 11-00744 and CR-11-00955.  
 
The licensee’s failure to correctly translate the applicable design bases information for the EDG air start system and 
the thermal barrier heat exchangers setpoints into procedures was a performance deficiency. The finding was 
determined to be more than minor because it was associated with the Procedure Quality 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. Specifically, the failure to translate the 
appropriate values into the procedures described above adversely affected the quality of procedures for abnormal and 
alarm conditions that are required by Regulatory Guide 1.33, Quality Assurance Program Requirements. The 
inadequate procedures adversely affected operator action to assess operability and to combat deficiencies associated 
with risk significant equipment. The team assessed the finding using the SDP and determined that the finding was of 
very low safety significance (Green) because it was a design deficiency confirmed not to result in the loss of 
operability or functionality, did not represent the loss of a system safety function and did not screen as potentially risk 
significant due to a seismic, flooding, or severe weather initiating event. A cross-cutting aspect was not identified 
because the finding does not represent current performance. [Sections 1R21.2.2]  
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Significance:  Apr 15, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Calculate Motor Actuator Output Torque and Control Circuit Voltages for MOVs 
The team identified a non-cited violation (NCV) of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” for 
the licensee’s failure to use conservative motor control center (MCC) voltage inputs or methodologies when 
calculating motor actuator output torque and control circuit voltages for safety-related motor operated valves (MOV) 
that are be required to operate during design bases events. The licensee entered these issues into their corrective action 
program as CR-11-00782, CR-11-00956, and CR-11-00631 and performed an evaluation to confirm the operability of 
affected valves.  
 
The team determined that that the licensee’s use of non-conservative MCC voltage/current inputs in safety-related 
calculations was a performance deficiency. The performance deficiency was more than minor because it adversely 
affected the mitigating systems cornerstone attribute of design control and adversely 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 NRC IMC 0609.04,“Initial Screening and Characterization of 
Findings”, the inspectors conducted a Phase 1 SDP screening and determined the finding to be of very low safety 
significance (Green) because it was a design deficiency confirmed not to result in the loss of operability or 
functionality, did not represent the loss of a system safety function and did not screen as potentially risk significant 
due to a seismic, flooding, or severe weather initiating event. A cross-cutting aspect was not identified because the 
finding does not represent current performance  
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Significance:  Apr 15, 2011 
Identified By: NRC 



Item Type: NCV NonCited Violation 
Failure to Verify Adequacy of the Suction Lift for the Fuel Oil Transfer Pumps 
The team identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion III, “Design Control,” for the 
licensee’s failure to establish design control measures to verify or check the adequacy of design inputs used to 
determine the required suction lift of the EDGs fuel oil transfer pumps. Specifically, the licensee used non-
conservative pressure drops and atmospheric pressure values to determine the available suction lift required at the 
pump’s suction in order to transfer the fuel oil from the bottom of the underground fuel storage tanks to the day tanks. 
The licensee entered these issues into their corrective action program as CR-11-00565 and performed an evaluation to 
confirm the ability of the pumps to transfer the required volume of fuel.  
 
The licensee’s failure to adequately account for pressure losses, flow rates and atmospheric conditions in a safety-
related calculation was a performance deficiency. The performance deficiency was more than minor because it 
adversely affected the mitigating systems cornerstone attribute of design control 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 deficiencies in Calculation DC06630-004 resulted in a reasonable 
doubt that the fuel oil transfer pump could deliver the TS required volume of 48,500 gallons; because, if the maximum 
allowed differential pressure of 2.5 psig had been realized, and combined with the uncertainties associated with the 
measuring equipment, the pump would have been unable to transfer the required volume of fuel. In accordance with 
NRC IMC 0609.04, “Initial Screening and Characterization of Findings”, the inspectors conducted a Phase 1 SDP 
screening and determined the finding to be of very low safety significance (Green) because it was a design deficiency 
confirmed not to result in the loss of operability or functionality. A cross-cutting aspect was not identified because the 
finding does not represent current performance. 
Inspection Report# : 2011006 (pdf)  

Significance:  Apr 15, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Develop a Procedure to Ensure an Emergency Diesel Generator Alarm Device was Calibrated or 
Tested 
The team identified a NCV of Technical Specification 6.8, “Procedures and Programs”, for the licensee’s failure to 
develop a procedure to ensure an EDG alarm device was properly calibrated or tested. Specifically, the  
component validating the “full” status of the EDG fuel header lines had never been calibrated, nor tested. The licensee 
entered these issues into their corrective action program as CR-11-00984  
 
The team determined that the licensee’s failure to develop and implement a procedure that ensured the EDG ultrasonic 
alarm device was properly calibrated or tested was a performance deficiency. This performance deficiency is more 
than minor because it affected the mitigating systems cornerstone attribute of ensuring the availability, reliability, and 
capability of safety systems that respond to initiating events. Specifically, the lack of calibration and testing of a non 
safety-related device could adversely affect the capability of the EDG to start and load within 10 seconds as required 
by TS. In accordance with NRC IMC 0609.04, “Initial Screening and Characterization of Findings”, the inspectors 
conducted a Phase 1 SDP screening and determined the finding to be of very low safety significance (Green) because 
it was not a design issue resulting in loss of function, it did not represent an actual loss of a system safety function, it 
did not result in exceeding a TS allowed outage time, and it did not affect external event mitigation. A review of the 
most recent EDG tests demonstrated that the EDGs started within the required 10 seconds thereby indicating that the 
fuel line header was not empty at the time of the test. A cross-cutting aspect was not identified because the finding 
does not represent current performance. 
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Significance:  Apr 15, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Test Emergency Feedwater Pump Discharge Check Valves 
The team identified a non-cited violation (NCV) of 10 CFR Part 50, Appendix B, Criterion XI, “Test Control” for the 
licensee’s failure to establish a test program that demonstrated the operability of EFW pump discharge check valves. 
The test procedure was inadequate to provide reasonable assurance that the check valves would (1) not allow reverse 



flow sufficient to rotate its pump backwards, (2) not allow reverse flow that would overpressurize its pump’s suction 
piping and, (3) not allow reverse flow that would lower the forward flow to a value below the required flow to the 
steam generators. This issue was entered into the licensee’s corrective action program as CR-11-00556.  
 
The team determined that the licensee’s development of an inadequate procedure to test safety-related check valves 
was a performance deficiency. This performance deficiency is more than minor because it affected the mitigating 
systems cornerstone attribute of ensuring the availability, reliability, and capability of safety systems that respond to 
initiating events. Specifically, the licensee failed to develop a test procedure that would reliably ascertain that the 
steam generators were not deprived of design bases flow via a leaking check valve. In accordance with NRC IMC 
0609.04, “Initial Screening and Characterization of Findings”, the inspectors conducted a Phase 1 SDP screening and 
determined the finding to be of very low safety significance (Green) because it was not a design issue resulting in loss 
of function, it did not represent an actual loss of a system safety function, it did not result in exceeding a Technical 
Specification allowed outage time, and it did not affect external event mitigation. A cross-cutting aspect was not 
identified because the finding does not represent current performance. 
Inspection Report# : 2011006 (pdf)  

Significance:  Apr 15, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Use the Most Limiting Design Inputs in an Electrical Calculation 
The team identified a non-cited violation (NCV) of 10 CFR Part 50, Appendix B, Criterion III, "Design Control" for 
the licensee’s failure to use the most limiting design inputs in an electrical calculation associated with determining 
settings for the degraded voltage relays to ensure that adequate voltages would be available to safety-related 
emergency core cooling system equipment during a design basis loss of coolant accident with offsite power available. 
Specifically, the team identified nine deficiencies in Calculation DC08200-001, “ESF Undervoltage Logic and 
Settings.” The licensee entered this issue into the corrective action program as condition report CR-11-01045.  
 
The team determined that the use of non-conservative inputs and methodologies in electrical calculation DC08200-
001 was a performance deficiency. Specifically, the nine examples of deficiencies in the calculation resulted in a 
reasonable doubt that a spurious separation from offsite power would occur and that adequate voltages would be 
available to safety-related emergency core cooling system equipment during a design basis loss of coolant accident 
with offsite power available. This finding was more than minor because it was associated with the design control 
attribute of the Mitigating Systems Cornerstone and affected the cornerstone objective of ensuring the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. The finding 
affected the availability of the offsite power feed from Transformer XTF-4 and/or XTF-5, and with XTF-6 voltage 
regulator not in service under specific minimum grid voltage conditions. These transformers are the normal offsite 
power supply to Safety Bus 1DA and the alternate supply to Safety Bus 1DB. Using Manual Chapter Attachment 
0609.04, "Phase 1 – Initial Screening and Characterization of Findings," the inspectors determined that the finding 
represented a potential loss of core decay heat removal safety function under the mitigating systems cornerstone 
conditional upon specific offsite power grid system voltage circumstances. The VC Summer SDP phase 2 pre-solved 
Worksheet did not have a suitable surrogate for this finding therefore a phase 3 SDP analysis was performed by a 
regional SRA. The phase 3 SDP analysis utilized the latest VC Summer NRC SPAR risk model and an exposure 
period of 3 hours per year. The dominant sequence was a loss of DC Bus B with a failure of emergency feedwater and 
a failure to implement feed and bleed leading to core damage. The risk was mitigated by equipment available from 
Safety Bus 1DB and the short exposure period. The SDP phase 3 risk analysis result was an increase in core damage 
frequency of <1E-6 per year. The finding was characterized as GREEN, a finding of very low safety significance. A 
cross-cutting aspect was not identified because the finding does not represent current performance.  
 
Inspection Report# : 2011006 (pdf)  

Significance:  Apr 15, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Account for the In-rush Current of the 7.2 kV Breaker Spring Charging Motors in a 
Safety-related Battery Voltage Drop Calculation



The team identified a non-cited violation (NCV) of 10 CFR Part 50, Appendix B, Criterion III, “Design Control” for 
the licensee’s failure to adequately account for the in-rush current of the 7.2 kV breaker spring charging motors in a 
safety-related calculation. Specifically, the licensee used the steady-state current instead of the more limiting in-rush 
current in battery voltage drop calculation. The licensee entered the issue into their corrective action program as CR 
11-00989 and performed testing to confirm the ability of the breaker to close with reduced voltage.  
 
The failure of the licensee to use the more limiting in-rush current in the safety-related calculation is a performance 
deficiency. The performance deficiency was more than minor because it adversely affected the mitigating systems 
cornerstone attribute of design control 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 deficiencies in Calculation DC08320-010 resulted in a reasonable doubt that the B service water 
pump breaker would not have reliably closed during a design bases event. The performance deficiency resulted in the 
breakers not being tested with the lower voltage (71.04vdc) that would be available during an event. In accordance 
with NRC IMC 0609.04,“Initial Screening and Characterization of Findings”, the inspectors conducted a Phase 1 
Significance Determination Process (SDP) screening and determined the finding to be of very low safety significance 
(Green) because it was a design deficiency confirmed not to result in the loss of operability or functionality, did not 
represent the loss of a system safety function and did not screen as potentially risk significant due to a seismic, 
flooding, or severe weather initiating event. A cross-cutting aspect was not identified because the finding does not 
represent current performance 
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Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to correct condition adverse to quality involving inadequate EDG engine driven pump preventive 
maintenance 
•Green. The inspectors identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XVI, “Corrective 
Action,” for the licensee’s failure to identify and correct a condition adverse to quality following the February 10, 
2010, failure of the ‘A’ Emergency Diesel Generator (EDG) jacket water pump mechanical seal. Specifically, the 
licensee failed to identify and correct inadequacies in their EDG preventive maintenance program for monitoring 
engine driven pump seal leakage in accordance with vendor recommendations, leading to subsequent ‘A’ EDG jacket 
water seal leakage going unidentified from approximately June 1, 2010, until October 20, 2010. The licensee initiated 
condition report (CR)-10-03861 and implemented requirements and operator training to conduct proper seal leakage 
monitoring during subsequent EDG operations.  
 
The inspectors determined that the licensee’s failure to take adequate corrective actions to identify and correct 
inadequacies in the EDG PM program for monitoring EDG engine driven pump seal leakage in accordance with 
vendor recommendations was a performance deficiency that was within the licensee’s ability to foresee and correct. 
This finding is more than minor because if left uncorrected, the issue would become a more significant safety concern, 
in that, the potential exists for unidentified engine driven pump seal leakage that could lead to EDG failure. This issue 
is associated with the equipment performance attribute of the Mitigating System cornerstone and adversely affects the 
cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to initiating events 
to prevent undesirable consequences (i.e., core damage). Specifically, the failure to take adequate corrective actions to 
identify inadequacies in the EDG preventive maintenance program for monitoring EDG engine driven pump seal 
leakage in accordance with vendor recommendations could adversely affect the reliability of the EDGs. This finding 
was evaluated using Inspection Manual Chapter 0609, “Significance Determination Process,” Phase 1 Worksheet for 
mitigating systems. The finding was determined to be of very low safety significance (Green) because it did not 
actually result in the loss of the EDG system safety function or the loss of function of a single EDG. The cause of this 
finding was directly related to the problem evaluation cross-cutting aspect in the corrective action program component 
of the Problem Identification and Resolution area because the licensee did not thoroughly evaluate the February 10, 
2010, jacket water pump mechanical seal failure event and identify nonconformance with the vendor recommended 
visual inspections of engine driven pump seals during EDG operations (P.1(c)). (Section 4OA2.3.1)  
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Significance:  Oct 22, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to maintain safety related cables in a nonsubmerged environment 
The inspectors identified a NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” for the licensee’s 
failure to identify and correct a condition adverse to quality. The licensee failed to recognize that low voltage safety 
related cables leading to the service water pump house (SWPH) from electrical manhole #2 (EMH-2) had been subject 
to submergence, a condition for which they were not designed. The license initiated CR-10-03994 to address this 
issue.  
 
The failure to recognize that safety related cables were being subjected to an environment for which they were not 
designed was a performance deficiency. The performance deficiency was more than minor in accordance with IMC 
0612, Appendix B (Block 9, Figure 2), “Issue Screening,” because if left uncorrected, the performance deficiency had 
the potential to lead to a more significant safety concern. Specifically, subjecting the low voltage electrical cables 
leading from EMH-2 to SWPH to continuous submersion had the potential to, over time, degrade the cable insulation 
and result in failure. In accordance with IMC 0609, Attachment 4,  
Table 4a, “Phase 1 – Initial Screening and Characterization of Findings”, the finding was determined to be of very low 
safety significance (Green) because the submerged cable condition was a design or qualification deficiency confirmed 
not to have resulted in a loss of operability or functionality.  
 
The cause of the finding was directly related to the problem evaluation cross-cutting aspect in the corrective action 
program component of the Problem Identification and Resolution area because the licensee did not thoroughly 
evaluate previous related conditions (CR-06-03220, CR-08-04927) and information contained in GL 2007-001 and, as 
a result, did not consider the potential for and the degrading effects of continuously submerged low voltage cables. 
(P.1(c)). 
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Barrier Integrity 

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Perform ISI General Visual Examinations of Containment Moisture Barrier Associated with 
Containment Liner Leak Chase Test Connection Threaded Pipe Plugs 
The inspectors identified a Green NCV of 10 CFR Part 50.55a, “Codes and Standards,” involving the licensee’s 
failure to properly apply Subsection IWE of ASME Section XI for conducting general visual examinations of the 
metal-to-metal pipe plugs installed in the containment liner channel weld leak chase test connections that provide a 
moisture barrier to the containment liner seam welds. Following the inspectors’ identification of this issue, the 
licensee conducted the visual examinations and found missing pipe plugs and water in four of the leak chase test 
connection zones. The licensee adequately assessed and corrected the deficiencies prior to entering Mode 4 (Hot 
Shutdown) to ensure the integrity of containment was maintained. The issue was entered into the licensee’s corrective 
action program as condition report CR-11-02834.  
 
The failure to conduct a general visual examination of 100 percent of the moisture barriers intended to prevent 
intrusion of moisture against inaccessible areas of the containment liner at metal-to-metal interfaces which are not seal 
welded, was a performance deficiency that was within the licensee’s ability to foresee and correct. This finding was of 
more than minor significance because the failure to conduct required visual examinations and identify the degraded 
moisture barriers which allowed the intrusion of water into the four liner leak chase channels, if left uncorrected, 
could have resulted in more significant corrosion degradation of the containment liner or associated liner welds. The 
finding was associated with the design control attribute of the Barrier Integrity Cornerstone and affected the 
cornerstone objective of providing reasonable assurance that physical design barriers protect the public from 
radionuclide releases caused by accidents or events. Specifically, visual examinations of the containment metal liner 
provide assurance that the liner remains capable of performing its intended safety function. The inspectors used IMC 



0609, “Significance Determination Process,” Attachment 0609.04, “Phase 1 – Initial Screening and Characterization 
of Findings,” and determined that the finding was of low safety significance (Green) because it did not represent an 
actual open pathway in the physical integrity of the reactor containment. A cross-cutting aspect was not identified 
because the finding does not represent current licensee performance. (Section 1R20)  
 
Inspection Report# : 2011003 (pdf)  

Significance:  Apr 15, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Timely Corrective Actions to Address Design Bases Requirements for SGTR Event 
The team identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action”, for 
the licensee’s failure to implement prompt corrective actions to ensure that SG primary to secondary break flow could 
be terminated within the accident analysis assumptions used for a design basis SGTR event. The licensee entered this 
concern into the corrective action program as CR-11-01031.  
 
The licensee’s failure to implement prompt and effective corrective actions to ensure that primary to secondary steam 
generator tube rupture (SGTR) break flow could be terminated within the timeframes established by the FSAR 
accident analysis of record was a performance deficiency. The performance deficiency was greater than minor 
because it adversely affected the SSC/barrier performance, procedure quality, and human performance attributes of 
the barrier integrity cornerstone objective to provide reasonable assurance that physical design barriers protect the 
public from radionuclide releases caused by accidents or events. Specifically, the failure to complete timely corrective 
actions to ensure the adequacy of system design, emergency operating procedures, and/or licensing basis SGTR 
accident analyses challenged the assurance that those attributes would demonstrate sufficient protection for the 
consequences associated with a design basis SGTR event. The significance of the finding was screened using the 
barrier integrity column of IMC 0609, “Significance Determination Process”, Attachment 4, “Phase 1 – Initial 
Screening and Characterization of Findings,” and determined to be of very low safety significance (Green) because 
the finding did not represent (1) the degradation of only the radiological barrier function provided for the control 
room/auxiliary building/spent fuel pool, (2) the degradation of the barrier function of the control room against toxic 
atmosphere or smoke, (3) an actual open pathway in the integrity of reactor containment or heat removal components, 
or (4) an actual reduction in function of hydrogen igniters in the reactor containment. The finding directly involved a 
cross-cutting aspect in the resources component of the human performance area [H.2(a)].  
 
Inspection Report# : 2011006 (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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Summer 
4Q/2011 Plant Inspection Findings 

Initiating Events 

Significance:  Sep 30, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Implement a Procedure for Manipulation of the C’ Main Steam Isolation Valve  
A self-revealing, non-cited violation was identified for the failure to comply with Technical Specification 6.8.1 to 
adequately implement a main steam operating procedure during manipulation of the ‘C’ main steam isolation valve 
(MSIV) resulting in excessive steam generator line differential pressure and subsequent safety injection. The issue 
was entered into the licensee’s corrective action program as condition report CR-11-03001.  
 
The failure to implement a procedure for manipulation of the ‘C’ MSIV was a performance deficiency (PD). The PD 
was more than minor and therefore a finding because it impacted the initiating events cornerstone objective to limit 
the likelihood of those events that upset plant stability and challenge critical safety functions during shutdown and the 
related attribute of human performance because the licensee failed to properly implement a procedure controlling the 
manipulation of a MSIV. In accordance with Inspector Manual Chapter 0609, “Significant Determination Process,” 
the inspectors performed a Phase 1 analysis and determined the finding was of very low safety significance or Green 
because the finding did not contribute to both the likelihood of both a reactor trip and the unavailability of mitigation 
equipment and associated functions. This finding involved the cross-cutting area of human performance, the 
component of the resources, and the aspect of procedure use and adherence, H.4(b), because the licensee failed to 
adequately follow procedures. (Section 4OA3.1)  
 
Inspection Report# : 2011004 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Assess and Manage Risk of Switchyard Maintenance Activities During Lowered RCS 
Inventory Conditions (Section 1R13) 
The inspectors identified a Green non-cited violation (NCV) of 10 CFR 50.65(a)(4), “Requirements for Monitoring 
the Effectiveness of Maintenance at Nuclear Power Plants,” for the failure to perform an adequate risk assessment and 
implement approved high risk management contingency plans for work in the station’s electrical switchyard. 
Specifically, on April 21, 2011, operations work control personnel failed to adequately assess the impact of work 
activities in the switchyard involving the use of vehicles, resulting in outage high risk management actions that 
prohibited the movement of vehicles during lowered reactor coolant system (RCS) inventory conditions from being 
implemented. Following the inspectors’ identification of this issue, the licensee adequately assessed and managed the 
increase in risk for the activities. The issue was entered into the licensee’s corrective action program as condition 
report CR-11-01908.  
 
The failure to perform an adequate risk assessment and implement high risk evolution contingency plans for work in 
the station’s switchyard was a performance deficiency within the licensee’s ability to foresee and correct. This finding 
was associated with the Initiating Events Cornerstone and affected the cornerstone objective for limiting the 
likelihood of those events that upset plant stability and challenge critical safety functions during shutdown, such as, 
loss of offsite power (LOOP) due to trucks damaging critical electrical components in the switchyard. The inspectors 
determined that the finding is more than minor because it was similar to both the more than minor examples 7.e and 
7.g in NRC Inspection Manual Chapter (IMC) 0612, Appendix E, “Examples of Minor Issues,” because the risk 
assessment for the switchyard work activity failed to consider the impact of vehicle movements resulting in outage 
high risk management actions that prohibited the movement of vehicles during lowered RCS inventory conditions 
from being implemented. A  



Significance Determination Process (SDP), Phase 1 screening determined that the performance deficiency represented 
an increase in the likelihood of a LOOP during shutdown and therefore the risk was estimated using NRC IMC 0609, 
Appendix G, “Shutdown Operations Significance Determination Process.” A Phase 2 SDP risk evaluation was done 
by a regional senior risk analyst using IMC 0609, Appendix G, Attachment 2. The major assumptions of the analysis 
were that the plant was in plant operating state (POS-2) in Mode 6, with the RCS vented and the residual heat removal 
(RHR) system in service for decay heat removal. Time to boil was estimated at 35 minutes with an estimated time to 
core damage of 8.8 hours. The exposure period was approximately 2.5 hours. The LOOP initiating event likelihood 
was increased by one order of magnitude due to the impact of the performance deficiency. Multiple (i.e., three) 
qualified sources of offsite power and both onsite emergency diesel generators were available when the vehicles were 
moved into the switchyard. Recovery credit for restoration of offsite power was included. The dominant sequence was 
a LOOP with failure of emergency power sources causing a loss of RHR and failure to recover offsite power or 
emergency power prior to core damage ensuing. The risk was mitigated by the short exposure period and the 
availability of mitigating system equipment. The result of the analysis was a core damage frequency risk increase of 
<1E-6/year, a finding of very low safety significance (Green). The inspectors determined that this finding had a cross-
cutting aspect in the area of Human Performance, because personnel did not appropriately plan and coordinate 
switchyard work activities consistent with nuclear safety by incorporating appropriate outage risk insights and risk 
management contingency plans [H.3(a)]. (Section 1R13)  
 
Inspection Report# : 2011003 (pdf)  

Mitigating Systems 

Significance:  Apr 15, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Develop Procedures to Provide Starting Air to EDGs During a SBO Event 
The team identified a non-cited violation (NCV) of 10 CFR 50.63, “Loss of all Alternating Current Power,” for failure 
to ensure Regulatory Guide 1.155, “Station Blackout,” (SBO) requirements were implemented. Specifically, the 
licensee failed to develop procedures to provide starting air to the emergency diesel generators (EDG) to restore 
emergency AC power during the recovery from a SBO. The licensee entered this issue into their corrective action 
program as CR-11-00746 and CR-11-00738, and initiated compensatory measures which included the development of 
procedure EMP-100.011, “Restoring Power to Emergency Diesel Generator Air Start Compressor,” Rev. 0.  
 
The licensee’s failure to establish procedures to provide starting air to the EDGs to restore emergency ac power in the 
event of a SBO was a performance deficiency. The finding was more than minor because it was 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. Specifically, the failure to develop procedures to provide starting air to the EDGs resulted in a lack of 
reasonable assurance that the licensee could provide adequate starting air to restore emergency ac power in the event 
of a SBO. The conditions necessary for the condition would be a loss of offsite power (LOOP), two failed start 
attempts of both EDGs, and failure to recover an EDG or offsite power within the four hour SBO coping period. 
Using Manual Chapter Attachment 0609.04, "Phase 1 – Initial Screening and Characterization of Findings," the 
inspectors determined the finding would represent a loss of the core heat removal safety function within the mitigating 
systems cornerstone conditional upon establishing these SBO circumstances. The pre-solved significance 
determination process (SDP) Phase 2 worksheet for VC Summer did not have an appropriate surrogate to evaluate 
these specific conditions, therefore an SDP phase 3 risk evaluation was performed by a regional SRA. The SDP phase 
3 risk evaluation was performed using failure data from the NRC VC Summer SPAR model using a one year exposure 
period. The risk was mitigated by the number and likelihood of the conditions required to establish the circumstances 
necessary for the performance deficiency. The result of the SDP phase 3 risk analysis was a risk increase in core 
damage frequency of < 1E-6/year. The performance deficiency is characterized as GREEN, a finding of very low 
safety significance. A cross-cutting aspect was not identified because the finding does not represent current 
performance  
 
Inspection Report# : 2011006 (pdf)  



Significance:  Apr 15, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Correctly Translate the Design Basis into Procedures for Low EDG Air Pressure and Low Thermal 
Barrier Heat Exchanger Flow 
The team identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion III, “Design Control” involving 
two examples. In one example, the licensee did not properly translate the instrument uncertainties associated with the 
EDG low pressure alarm and pressure indicator into operating procedures (OP) and alarm response procedures (ARP). 
In the second example, the licensee failed to translate the minimum thermal barrier flow requirements into applicable 
abnormal operating procedures (AOP) and ARPs. The licensee entered these issues into their corrective action 
program as CR 11-00744 and CR-11-00955.  
 
The licensee’s failure to correctly translate the applicable design bases information for the EDG air start system and 
the thermal barrier heat exchangers setpoints into procedures was a performance deficiency. The finding was 
determined to be more than minor because it was associated with the Procedure Quality 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. Specifically, the failure to translate the 
appropriate values into the procedures described above adversely affected the quality of procedures for abnormal and 
alarm conditions that are required by Regulatory Guide 1.33, Quality Assurance Program Requirements. The 
inadequate procedures adversely affected operator action to assess operability and to combat deficiencies associated 
with risk significant equipment. The team assessed the finding using the SDP and determined that the finding was of 
very low safety significance (Green) because it was a design deficiency confirmed not to result in the loss of 
operability or functionality, did not represent the loss of a system safety function and did not screen as potentially risk 
significant due to a seismic, flooding, or severe weather initiating event. A cross-cutting aspect was not identified 
because the finding does not represent current performance. [Sections 1R21.2.2]  
 
Inspection Report# : 2011006 (pdf)  

Significance:  Apr 15, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Calculate Motor Actuator Output Torque and Control Circuit Voltages for MOVs 
The team identified a non-cited violation (NCV) of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” for 
the licensee’s failure to use conservative motor control center (MCC) voltage inputs or methodologies when 
calculating motor actuator output torque and control circuit voltages for safety-related motor operated valves (MOV) 
that are be required to operate during design bases events. The licensee entered these issues into their corrective action 
program as CR-11-00782, CR-11-00956, and CR-11-00631 and performed an evaluation to confirm the operability of 
affected valves.  
 
The team determined that that the licensee’s use of non-conservative MCC voltage/current inputs in safety-related 
calculations was a performance deficiency. The performance deficiency was more than minor because it adversely 
affected the mitigating systems cornerstone attribute of design control and adversely 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 NRC IMC 0609.04,“Initial Screening and Characterization of 
Findings”, the inspectors conducted a Phase 1 SDP screening and determined the finding to be of very low safety 
significance (Green) because it was a design deficiency confirmed not to result in the loss of operability or 
functionality, did not represent the loss of a system safety function and did not screen as potentially risk significant 
due to a seismic, flooding, or severe weather initiating event. A cross-cutting aspect was not identified because the 
finding does not represent current performance  
 
Inspection Report# : 2011006 (pdf)  

Significance:  Apr 15, 2011 
Identified By: NRC 



Item Type: NCV NonCited Violation 
Failure to Verify Adequacy of the Suction Lift for the Fuel Oil Transfer Pumps 
The team identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion III, “Design Control,” for the 
licensee’s failure to establish design control measures to verify or check the adequacy of design inputs used to 
determine the required suction lift of the EDGs fuel oil transfer pumps. Specifically, the licensee used non-
conservative pressure drops and atmospheric pressure values to determine the available suction lift required at the 
pump’s suction in order to transfer the fuel oil from the bottom of the underground fuel storage tanks to the day tanks. 
The licensee entered these issues into their corrective action program as CR-11-00565 and performed an evaluation to 
confirm the ability of the pumps to transfer the required volume of fuel.  
 
The licensee’s failure to adequately account for pressure losses, flow rates and atmospheric conditions in a safety-
related calculation was a performance deficiency. The performance deficiency was more than minor because it 
adversely affected the mitigating systems cornerstone attribute of design control 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 deficiencies in Calculation DC06630-004 resulted in a reasonable 
doubt that the fuel oil transfer pump could deliver the TS required volume of 48,500 gallons; because, if the maximum 
allowed differential pressure of 2.5 psig had been realized, and combined with the uncertainties associated with the 
measuring equipment, the pump would have been unable to transfer the required volume of fuel. In accordance with 
NRC IMC 0609.04, “Initial Screening and Characterization of Findings”, the inspectors conducted a Phase 1 SDP 
screening and determined the finding to be of very low safety significance (Green) because it was a design deficiency 
confirmed not to result in the loss of operability or functionality. A cross-cutting aspect was not identified because the 
finding does not represent current performance. 
Inspection Report# : 2011006 (pdf)  

Significance:  Apr 15, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Develop a Procedure to Ensure an Emergency Diesel Generator Alarm Device was Calibrated or 
Tested 
The team identified a NCV of Technical Specification 6.8, “Procedures and Programs”, for the licensee’s failure to 
develop a procedure to ensure an EDG alarm device was properly calibrated or tested. Specifically, the  
component validating the “full” status of the EDG fuel header lines had never been calibrated, nor tested. The licensee 
entered these issues into their corrective action program as CR-11-00984  
 
The team determined that the licensee’s failure to develop and implement a procedure that ensured the EDG ultrasonic 
alarm device was properly calibrated or tested was a performance deficiency. This performance deficiency is more 
than minor because it affected the mitigating systems cornerstone attribute of ensuring the availability, reliability, and 
capability of safety systems that respond to initiating events. Specifically, the lack of calibration and testing of a non 
safety-related device could adversely affect the capability of the EDG to start and load within 10 seconds as required 
by TS. In accordance with NRC IMC 0609.04, “Initial Screening and Characterization of Findings”, the inspectors 
conducted a Phase 1 SDP screening and determined the finding to be of very low safety significance (Green) because 
it was not a design issue resulting in loss of function, it did not represent an actual loss of a system safety function, it 
did not result in exceeding a TS allowed outage time, and it did not affect external event mitigation. A review of the 
most recent EDG tests demonstrated that the EDGs started within the required 10 seconds thereby indicating that the 
fuel line header was not empty at the time of the test. A cross-cutting aspect was not identified because the finding 
does not represent current performance. 
Inspection Report# : 2011006 (pdf)  

Significance:  Apr 15, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Test Emergency Feedwater Pump Discharge Check Valves 
The team identified a non-cited violation (NCV) of 10 CFR Part 50, Appendix B, Criterion XI, “Test Control” for the 
licensee’s failure to establish a test program that demonstrated the operability of EFW pump discharge check valves. 
The test procedure was inadequate to provide reasonable assurance that the check valves would (1) not allow reverse 



flow sufficient to rotate its pump backwards, (2) not allow reverse flow that would overpressurize its pump’s suction 
piping and, (3) not allow reverse flow that would lower the forward flow to a value below the required flow to the 
steam generators. This issue was entered into the licensee’s corrective action program as CR-11-00556.  
 
The team determined that the licensee’s development of an inadequate procedure to test safety-related check valves 
was a performance deficiency. This performance deficiency is more than minor because it affected the mitigating 
systems cornerstone attribute of ensuring the availability, reliability, and capability of safety systems that respond to 
initiating events. Specifically, the licensee failed to develop a test procedure that would reliably ascertain that the 
steam generators were not deprived of design bases flow via a leaking check valve. In accordance with NRC IMC 
0609.04, “Initial Screening and Characterization of Findings”, the inspectors conducted a Phase 1 SDP screening and 
determined the finding to be of very low safety significance (Green) because it was not a design issue resulting in loss 
of function, it did not represent an actual loss of a system safety function, it did not result in exceeding a Technical 
Specification allowed outage time, and it did not affect external event mitigation. A cross-cutting aspect was not 
identified because the finding does not represent current performance. 
Inspection Report# : 2011006 (pdf)  

Significance:  Apr 15, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Use the Most Limiting Design Inputs in an Electrical Calculation 
The team identified a non-cited violation (NCV) of 10 CFR Part 50, Appendix B, Criterion III, "Design Control" for 
the licensee’s failure to use the most limiting design inputs in an electrical calculation associated with determining 
settings for the degraded voltage relays to ensure that adequate voltages would be available to safety-related 
emergency core cooling system equipment during a design basis loss of coolant accident with offsite power available. 
Specifically, the team identified nine deficiencies in Calculation DC08200-001, “ESF Undervoltage Logic and 
Settings.” The licensee entered this issue into the corrective action program as condition report CR-11-01045.  
 
The team determined that the use of non-conservative inputs and methodologies in electrical calculation DC08200-
001 was a performance deficiency. Specifically, the nine examples of deficiencies in the calculation resulted in a 
reasonable doubt that a spurious separation from offsite power would occur and that adequate voltages would be 
available to safety-related emergency core cooling system equipment during a design basis loss of coolant accident 
with offsite power available. This finding was more than minor because it was associated with the design control 
attribute of the Mitigating Systems Cornerstone and affected the cornerstone objective of ensuring the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. The finding 
affected the availability of the offsite power feed from Transformer XTF-4 and/or XTF-5, and with XTF-6 voltage 
regulator not in service under specific minimum grid voltage conditions. These transformers are the normal offsite 
power supply to Safety Bus 1DA and the alternate supply to Safety Bus 1DB. Using Manual Chapter Attachment 
0609.04, "Phase 1 – Initial Screening and Characterization of Findings," the inspectors determined that the finding 
represented a potential loss of core decay heat removal safety function under the mitigating systems cornerstone 
conditional upon specific offsite power grid system voltage circumstances. The VC Summer SDP phase 2 pre-solved 
Worksheet did not have a suitable surrogate for this finding therefore a phase 3 SDP analysis was performed by a 
regional SRA. The phase 3 SDP analysis utilized the latest VC Summer NRC SPAR risk model and an exposure 
period of 3 hours per year. The dominant sequence was a loss of DC Bus B with a failure of emergency feedwater and 
a failure to implement feed and bleed leading to core damage. The risk was mitigated by equipment available from 
Safety Bus 1DB and the short exposure period. The SDP phase 3 risk analysis result was an increase in core damage 
frequency of <1E-6 per year. The finding was characterized as GREEN, a finding of very low safety significance. A 
cross-cutting aspect was not identified because the finding does not represent current performance.  
 
Inspection Report# : 2011006 (pdf)  

Significance:  Apr 15, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Account for the In-rush Current of the 7.2 kV Breaker Spring Charging Motors in a 
Safety-related Battery Voltage Drop Calculation



The team identified a non-cited violation (NCV) of 10 CFR Part 50, Appendix B, Criterion III, “Design Control” for 
the licensee’s failure to adequately account for the in-rush current of the 7.2 kV breaker spring charging motors in a 
safety-related calculation. Specifically, the licensee used the steady-state current instead of the more limiting in-rush 
current in battery voltage drop calculation. The licensee entered the issue into their corrective action program as CR 
11-00989 and performed testing to confirm the ability of the breaker to close with reduced voltage.  
 
The failure of the licensee to use the more limiting in-rush current in the safety-related calculation is a performance 
deficiency. The performance deficiency was more than minor because it adversely affected the mitigating systems 
cornerstone attribute of design control 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 deficiencies in Calculation DC08320-010 resulted in a reasonable doubt that the B service water 
pump breaker would not have reliably closed during a design bases event. The performance deficiency resulted in the 
breakers not being tested with the lower voltage (71.04vdc) that would be available during an event. In accordance 
with NRC IMC 0609.04,“Initial Screening and Characterization of Findings”, the inspectors conducted a Phase 1 
Significance Determination Process (SDP) screening and determined the finding to be of very low safety significance 
(Green) because it was a design deficiency confirmed not to result in the loss of operability or functionality, did not 
represent the loss of a system safety function and did not screen as potentially risk significant due to a seismic, 
flooding, or severe weather initiating event. A cross-cutting aspect was not identified because the finding does not 
represent current performance 
Inspection Report# : 2011006 (pdf)  

Barrier Integrity 

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Perform ISI General Visual Examinations of Containment Moisture Barrier Associated with 
Containment Liner Leak Chase Test Connection Threaded Pipe Plugs 
The inspectors identified a Green NCV of 10 CFR Part 50.55a, “Codes and Standards,” involving the licensee’s 
failure to properly apply Subsection IWE of ASME Section XI for conducting general visual examinations of the 
metal-to-metal pipe plugs installed in the containment liner channel weld leak chase test connections that provide a 
moisture barrier to the containment liner seam welds. Following the inspectors’ identification of this issue, the 
licensee conducted the visual examinations and found missing pipe plugs and water in four of the leak chase test 
connection zones. The licensee adequately assessed and corrected the deficiencies prior to entering Mode 4 (Hot 
Shutdown) to ensure the integrity of containment was maintained. The issue was entered into the licensee’s corrective 
action program as condition report CR-11-02834.  
 
The failure to conduct a general visual examination of 100 percent of the moisture barriers intended to prevent 
intrusion of moisture against inaccessible areas of the containment liner at metal-to-metal interfaces which are not seal 
welded, was a performance deficiency that was within the licensee’s ability to foresee and correct. This finding was of 
more than minor significance because the failure to conduct required visual examinations and identify the degraded 
moisture barriers which allowed the intrusion of water into the four liner leak chase channels, if left uncorrected, 
could have resulted in more significant corrosion degradation of the containment liner or associated liner welds. The 
finding was associated with the design control attribute of the Barrier Integrity Cornerstone and affected the 
cornerstone objective of providing reasonable assurance that physical design barriers protect the public from 
radionuclide releases caused by accidents or events. Specifically, visual examinations of the containment metal liner 
provide assurance that the liner remains capable of performing its intended safety function. The inspectors used IMC 
0609, “Significance Determination Process,” Attachment 0609.04, “Phase 1 – Initial Screening and Characterization 
of Findings,” and determined that the finding was of low safety significance (Green) because it did not represent an 
actual open pathway in the physical integrity of the reactor containment. A cross-cutting aspect was not identified 
because the finding does not represent current licensee performance. (Section 1R20)  
 
Inspection Report# : 2011003 (pdf)  



Significance:  Apr 15, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Timely Corrective Actions to Address Design Bases Requirements for SGTR Event 
The team identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action”, for 
the licensee’s failure to implement prompt corrective actions to ensure that SG primary to secondary break flow could 
be terminated within the accident analysis assumptions used for a design basis SGTR event. The licensee entered this 
concern into the corrective action program as CR-11-01031.  
 
The licensee’s failure to implement prompt and effective corrective actions to ensure that primary to secondary steam 
generator tube rupture (SGTR) break flow could be terminated within the timeframes established by the FSAR 
accident analysis of record was a performance deficiency. The performance deficiency was greater than minor 
because it adversely affected the SSC/barrier performance, procedure quality, and human performance attributes of 
the barrier integrity cornerstone objective to provide reasonable assurance that physical design barriers protect the 
public from radionuclide releases caused by accidents or events. Specifically, the failure to complete timely corrective 
actions to ensure the adequacy of system design, emergency operating procedures, and/or licensing basis SGTR 
accident analyses challenged the assurance that those attributes would demonstrate sufficient protection for the 
consequences associated with a design basis SGTR event. The significance of the finding was screened using the 
barrier integrity column of IMC 0609, “Significance Determination Process”, Attachment 4, “Phase 1 – Initial 
Screening and Characterization of Findings,” and determined to be of very low safety significance (Green) because 
the finding did not represent (1) the degradation of only the radiological barrier function provided for the control 
room/auxiliary building/spent fuel pool, (2) the degradation of the barrier function of the control room against toxic 
atmosphere or smoke, (3) an actual open pathway in the integrity of reactor containment or heat removal components, 
or (4) an actual reduction in function of hydrogen igniters in the reactor containment. The finding directly involved a 
cross-cutting aspect in the resources component of the human performance area [H.2(a)].  
 
Inspection Report# : 2011006 (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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Summer 
1Q/2012 Plant Inspection Findings 

Initiating Events 

Significance:  Sep 30, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Implement a Procedure for Manipulation of the C’ Main Steam Isolation Valve  
A self-revealing, non-cited violation was identified for the failure to comply with Technical Specification 6.8.1 to 
adequately implement a main steam operating procedure during manipulation of the ‘C’ main steam isolation valve 
(MSIV) resulting in excessive steam generator line differential pressure and subsequent safety injection. The issue 
was entered into the licensee’s corrective action program as condition report CR-11-03001.  
 
The failure to implement a procedure for manipulation of the ‘C’ MSIV was a performance deficiency (PD). The PD 
was more than minor and therefore a finding because it impacted the initiating events cornerstone objective to limit 
the likelihood of those events that upset plant stability and challenge critical safety functions during shutdown and the 
related attribute of human performance because the licensee failed to properly implement a procedure controlling the 
manipulation of a MSIV. In accordance with Inspector Manual Chapter 0609, “Significant Determination Process,” 
the inspectors performed a Phase 1 analysis and determined the finding was of very low safety significance or Green 
because the finding did not contribute to both the likelihood of both a reactor trip and the unavailability of mitigation 
equipment and associated functions. This finding involved the cross-cutting area of human performance, the 
component of the resources, and the aspect of procedure use and adherence, H.4(b), because the licensee failed to 
adequately follow procedures. (Section 4OA3.1)  
 
Inspection Report# : 2011004 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Assess and Manage Risk of Switchyard Maintenance Activities During Lowered RCS 
Inventory Conditions (Section 1R13) 
The inspectors identified a Green non-cited violation (NCV) of 10 CFR 50.65(a)(4), “Requirements for Monitoring 
the Effectiveness of Maintenance at Nuclear Power Plants,” for the failure to perform an adequate risk assessment and 
implement approved high risk management contingency plans for work in the station’s electrical switchyard. 
Specifically, on April 21, 2011, operations work control personnel failed to adequately assess the impact of work 
activities in the switchyard involving the use of vehicles, resulting in outage high risk management actions that 
prohibited the movement of vehicles during lowered reactor coolant system (RCS) inventory conditions from being 
implemented. Following the inspectors’ identification of this issue, the licensee adequately assessed and managed the 
increase in risk for the activities. The issue was entered into the licensee’s corrective action program as condition 
report CR-11-01908.  
 
The failure to perform an adequate risk assessment and implement high risk evolution contingency plans for work in 
the station’s switchyard was a performance deficiency within the licensee’s ability to foresee and correct. This finding 
was associated with the Initiating Events Cornerstone and affected the cornerstone objective for limiting the 
likelihood of those events that upset plant stability and challenge critical safety functions during shutdown, such as, 
loss of offsite power (LOOP) due to trucks damaging critical electrical components in the switchyard. The inspectors 
determined that the finding is more than minor because it was similar to both the more than minor examples 7.e and 
7.g in NRC Inspection Manual Chapter (IMC) 0612, Appendix E, “Examples of Minor Issues,” because the risk 
assessment for the switchyard work activity failed to consider the impact of vehicle movements resulting in outage 
high risk management actions that prohibited the movement of vehicles during lowered RCS inventory conditions 
from being implemented. A  



Significance Determination Process (SDP), Phase 1 screening determined that the performance deficiency represented 
an increase in the likelihood of a LOOP during shutdown and therefore the risk was estimated using NRC IMC 0609, 
Appendix G, “Shutdown Operations Significance Determination Process.” A Phase 2 SDP risk evaluation was done 
by a regional senior risk analyst using IMC 0609, Appendix G, Attachment 2. The major assumptions of the analysis 
were that the plant was in plant operating state (POS-2) in Mode 6, with the RCS vented and the residual heat removal 
(RHR) system in service for decay heat removal. Time to boil was estimated at 35 minutes with an estimated time to 
core damage of 8.8 hours. The exposure period was approximately 2.5 hours. The LOOP initiating event likelihood 
was increased by one order of magnitude due to the impact of the performance deficiency. Multiple (i.e., three) 
qualified sources of offsite power and both onsite emergency diesel generators were available when the vehicles were 
moved into the switchyard. Recovery credit for restoration of offsite power was included. The dominant sequence was 
a LOOP with failure of emergency power sources causing a loss of RHR and failure to recover offsite power or 
emergency power prior to core damage ensuing. The risk was mitigated by the short exposure period and the 
availability of mitigating system equipment. The result of the analysis was a core damage frequency risk increase of 
<1E-6/year, a finding of very low safety significance (Green). The inspectors determined that this finding had a cross-
cutting aspect in the area of Human Performance, because personnel did not appropriately plan and coordinate 
switchyard work activities consistent with nuclear safety by incorporating appropriate outage risk insights and risk 
management contingency plans [H.3(a)]. (Section 1R13)  
 
Inspection Report# : 2011003 (pdf)  

Mitigating Systems 

Significance:  Apr 15, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Develop Procedures to Provide Starting Air to EDGs During a SBO Event 
The team identified a non-cited violation (NCV) of 10 CFR 50.63, “Loss of all Alternating Current Power,” for failure 
to ensure Regulatory Guide 1.155, “Station Blackout,” (SBO) requirements were implemented. Specifically, the 
licensee failed to develop procedures to provide starting air to the emergency diesel generators (EDG) to restore 
emergency AC power during the recovery from a SBO. The licensee entered this issue into their corrective action 
program as CR-11-00746 and CR-11-00738, and initiated compensatory measures which included the development of 
procedure EMP-100.011, “Restoring Power to Emergency Diesel Generator Air Start Compressor,” Rev. 0.  
 
The licensee’s failure to establish procedures to provide starting air to the EDGs to restore emergency ac power in the 
event of a SBO was a performance deficiency. The finding was more than minor because it was 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. Specifically, the failure to develop procedures to provide starting air to the EDGs resulted in a lack of 
reasonable assurance that the licensee could provide adequate starting air to restore emergency ac power in the event 
of a SBO. The conditions necessary for the condition would be a loss of offsite power (LOOP), two failed start 
attempts of both EDGs, and failure to recover an EDG or offsite power within the four hour SBO coping period. 
Using Manual Chapter Attachment 0609.04, "Phase 1 – Initial Screening and Characterization of Findings," the 
inspectors determined the finding would represent a loss of the core heat removal safety function within the mitigating 
systems cornerstone conditional upon establishing these SBO circumstances. The pre-solved significance 
determination process (SDP) Phase 2 worksheet for VC Summer did not have an appropriate surrogate to evaluate 
these specific conditions, therefore an SDP phase 3 risk evaluation was performed by a regional SRA. The SDP phase 
3 risk evaluation was performed using failure data from the NRC VC Summer SPAR model using a one year exposure 
period. The risk was mitigated by the number and likelihood of the conditions required to establish the circumstances 
necessary for the performance deficiency. The result of the SDP phase 3 risk analysis was a risk increase in core 
damage frequency of < 1E-6/year. The performance deficiency is characterized as GREEN, a finding of very low 
safety significance. A cross-cutting aspect was not identified because the finding does not represent current 
performance  
 
Inspection Report# : 2011006 (pdf)  



Significance:  Apr 15, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Correctly Translate the Design Basis into Procedures for Low EDG Air Pressure and Low Thermal 
Barrier Heat Exchanger Flow 
The team identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion III, “Design Control” involving 
two examples. In one example, the licensee did not properly translate the instrument uncertainties associated with the 
EDG low pressure alarm and pressure indicator into operating procedures (OP) and alarm response procedures (ARP). 
In the second example, the licensee failed to translate the minimum thermal barrier flow requirements into applicable 
abnormal operating procedures (AOP) and ARPs. The licensee entered these issues into their corrective action 
program as CR 11-00744 and CR-11-00955.  
 
The licensee’s failure to correctly translate the applicable design bases information for the EDG air start system and 
the thermal barrier heat exchangers setpoints into procedures was a performance deficiency. The finding was 
determined to be more than minor because it was associated with the Procedure Quality 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. Specifically, the failure to translate the 
appropriate values into the procedures described above adversely affected the quality of procedures for abnormal and 
alarm conditions that are required by Regulatory Guide 1.33, Quality Assurance Program Requirements. The 
inadequate procedures adversely affected operator action to assess operability and to combat deficiencies associated 
with risk significant equipment. The team assessed the finding using the SDP and determined that the finding was of 
very low safety significance (Green) because it was a design deficiency confirmed not to result in the loss of 
operability or functionality, did not represent the loss of a system safety function and did not screen as potentially risk 
significant due to a seismic, flooding, or severe weather initiating event. A cross-cutting aspect was not identified 
because the finding does not represent current performance. [Sections 1R21.2.2]  
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Significance:  Apr 15, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Calculate Motor Actuator Output Torque and Control Circuit Voltages for MOVs 
The team identified a non-cited violation (NCV) of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” for 
the licensee’s failure to use conservative motor control center (MCC) voltage inputs or methodologies when 
calculating motor actuator output torque and control circuit voltages for safety-related motor operated valves (MOV) 
that are be required to operate during design bases events. The licensee entered these issues into their corrective action 
program as CR-11-00782, CR-11-00956, and CR-11-00631 and performed an evaluation to confirm the operability of 
affected valves.  
 
The team determined that that the licensee’s use of non-conservative MCC voltage/current inputs in safety-related 
calculations was a performance deficiency. The performance deficiency was more than minor because it adversely 
affected the mitigating systems cornerstone attribute of design control and adversely 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 NRC IMC 0609.04,“Initial Screening and Characterization of 
Findings”, the inspectors conducted a Phase 1 SDP screening and determined the finding to be of very low safety 
significance (Green) because it was a design deficiency confirmed not to result in the loss of operability or 
functionality, did not represent the loss of a system safety function and did not screen as potentially risk significant 
due to a seismic, flooding, or severe weather initiating event. A cross-cutting aspect was not identified because the 
finding does not represent current performance  
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Significance:  Apr 15, 2011 
Identified By: NRC 



Item Type: NCV NonCited Violation 
Failure to Verify Adequacy of the Suction Lift for the Fuel Oil Transfer Pumps 
The team identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion III, “Design Control,” for the 
licensee’s failure to establish design control measures to verify or check the adequacy of design inputs used to 
determine the required suction lift of the EDGs fuel oil transfer pumps. Specifically, the licensee used non-
conservative pressure drops and atmospheric pressure values to determine the available suction lift required at the 
pump’s suction in order to transfer the fuel oil from the bottom of the underground fuel storage tanks to the day tanks. 
The licensee entered these issues into their corrective action program as CR-11-00565 and performed an evaluation to 
confirm the ability of the pumps to transfer the required volume of fuel.  
 
The licensee’s failure to adequately account for pressure losses, flow rates and atmospheric conditions in a safety-
related calculation was a performance deficiency. The performance deficiency was more than minor because it 
adversely affected the mitigating systems cornerstone attribute of design control 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 deficiencies in Calculation DC06630-004 resulted in a reasonable 
doubt that the fuel oil transfer pump could deliver the TS required volume of 48,500 gallons; because, if the maximum 
allowed differential pressure of 2.5 psig had been realized, and combined with the uncertainties associated with the 
measuring equipment, the pump would have been unable to transfer the required volume of fuel. In accordance with 
NRC IMC 0609.04, “Initial Screening and Characterization of Findings”, the inspectors conducted a Phase 1 SDP 
screening and determined the finding to be of very low safety significance (Green) because it was a design deficiency 
confirmed not to result in the loss of operability or functionality. A cross-cutting aspect was not identified because the 
finding does not represent current performance. 
Inspection Report# : 2011006 (pdf)  

Significance:  Apr 15, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Develop a Procedure to Ensure an Emergency Diesel Generator Alarm Device was Calibrated or 
Tested 
The team identified a NCV of Technical Specification 6.8, “Procedures and Programs”, for the licensee’s failure to 
develop a procedure to ensure an EDG alarm device was properly calibrated or tested. Specifically, the  
component validating the “full” status of the EDG fuel header lines had never been calibrated, nor tested. The licensee 
entered these issues into their corrective action program as CR-11-00984  
 
The team determined that the licensee’s failure to develop and implement a procedure that ensured the EDG ultrasonic 
alarm device was properly calibrated or tested was a performance deficiency. This performance deficiency is more 
than minor because it affected the mitigating systems cornerstone attribute of ensuring the availability, reliability, and 
capability of safety systems that respond to initiating events. Specifically, the lack of calibration and testing of a non 
safety-related device could adversely affect the capability of the EDG to start and load within 10 seconds as required 
by TS. In accordance with NRC IMC 0609.04, “Initial Screening and Characterization of Findings”, the inspectors 
conducted a Phase 1 SDP screening and determined the finding to be of very low safety significance (Green) because 
it was not a design issue resulting in loss of function, it did not represent an actual loss of a system safety function, it 
did not result in exceeding a TS allowed outage time, and it did not affect external event mitigation. A review of the 
most recent EDG tests demonstrated that the EDGs started within the required 10 seconds thereby indicating that the 
fuel line header was not empty at the time of the test. A cross-cutting aspect was not identified because the finding 
does not represent current performance. 
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Significance:  Apr 15, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Test Emergency Feedwater Pump Discharge Check Valves 
The team identified a non-cited violation (NCV) of 10 CFR Part 50, Appendix B, Criterion XI, “Test Control” for the 
licensee’s failure to establish a test program that demonstrated the operability of EFW pump discharge check valves. 
The test procedure was inadequate to provide reasonable assurance that the check valves would (1) not allow reverse 



flow sufficient to rotate its pump backwards, (2) not allow reverse flow that would overpressurize its pump’s suction 
piping and, (3) not allow reverse flow that would lower the forward flow to a value below the required flow to the 
steam generators. This issue was entered into the licensee’s corrective action program as CR-11-00556.  
 
The team determined that the licensee’s development of an inadequate procedure to test safety-related check valves 
was a performance deficiency. This performance deficiency is more than minor because it affected the mitigating 
systems cornerstone attribute of ensuring the availability, reliability, and capability of safety systems that respond to 
initiating events. Specifically, the licensee failed to develop a test procedure that would reliably ascertain that the 
steam generators were not deprived of design bases flow via a leaking check valve. In accordance with NRC IMC 
0609.04, “Initial Screening and Characterization of Findings”, the inspectors conducted a Phase 1 SDP screening and 
determined the finding to be of very low safety significance (Green) because it was not a design issue resulting in loss 
of function, it did not represent an actual loss of a system safety function, it did not result in exceeding a Technical 
Specification allowed outage time, and it did not affect external event mitigation. A cross-cutting aspect was not 
identified because the finding does not represent current performance. 
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Significance:  Apr 15, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Use the Most Limiting Design Inputs in an Electrical Calculation 
The team identified a non-cited violation (NCV) of 10 CFR Part 50, Appendix B, Criterion III, "Design Control" for 
the licensee’s failure to use the most limiting design inputs in an electrical calculation associated with determining 
settings for the degraded voltage relays to ensure that adequate voltages would be available to safety-related 
emergency core cooling system equipment during a design basis loss of coolant accident with offsite power available. 
Specifically, the team identified nine deficiencies in Calculation DC08200-001, “ESF Undervoltage Logic and 
Settings.” The licensee entered this issue into the corrective action program as condition report CR-11-01045.  
 
The team determined that the use of non-conservative inputs and methodologies in electrical calculation DC08200-
001 was a performance deficiency. Specifically, the nine examples of deficiencies in the calculation resulted in a 
reasonable doubt that a spurious separation from offsite power would occur and that adequate voltages would be 
available to safety-related emergency core cooling system equipment during a design basis loss of coolant accident 
with offsite power available. This finding was more than minor because it was associated with the design control 
attribute of the Mitigating Systems Cornerstone and affected the cornerstone objective of ensuring the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. The finding 
affected the availability of the offsite power feed from Transformer XTF-4 and/or XTF-5, and with XTF-6 voltage 
regulator not in service under specific minimum grid voltage conditions. These transformers are the normal offsite 
power supply to Safety Bus 1DA and the alternate supply to Safety Bus 1DB. Using Manual Chapter Attachment 
0609.04, "Phase 1 – Initial Screening and Characterization of Findings," the inspectors determined that the finding 
represented a potential loss of core decay heat removal safety function under the mitigating systems cornerstone 
conditional upon specific offsite power grid system voltage circumstances. The VC Summer SDP phase 2 pre-solved 
Worksheet did not have a suitable surrogate for this finding therefore a phase 3 SDP analysis was performed by a 
regional SRA. The phase 3 SDP analysis utilized the latest VC Summer NRC SPAR risk model and an exposure 
period of 3 hours per year. The dominant sequence was a loss of DC Bus B with a failure of emergency feedwater and 
a failure to implement feed and bleed leading to core damage. The risk was mitigated by equipment available from 
Safety Bus 1DB and the short exposure period. The SDP phase 3 risk analysis result was an increase in core damage 
frequency of <1E-6 per year. The finding was characterized as GREEN, a finding of very low safety significance. A 
cross-cutting aspect was not identified because the finding does not represent current performance.  
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Significance:  Apr 15, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Account for the In-rush Current of the 7.2 kV Breaker Spring Charging Motors in a 
Safety-related Battery Voltage Drop Calculation



The team identified a non-cited violation (NCV) of 10 CFR Part 50, Appendix B, Criterion III, “Design Control” for 
the licensee’s failure to adequately account for the in-rush current of the 7.2 kV breaker spring charging motors in a 
safety-related calculation. Specifically, the licensee used the steady-state current instead of the more limiting in-rush 
current in battery voltage drop calculation. The licensee entered the issue into their corrective action program as CR 
11-00989 and performed testing to confirm the ability of the breaker to close with reduced voltage.  
 
The failure of the licensee to use the more limiting in-rush current in the safety-related calculation is a performance 
deficiency. The performance deficiency was more than minor because it adversely affected the mitigating systems 
cornerstone attribute of design control 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 deficiencies in Calculation DC08320-010 resulted in a reasonable doubt that the B service water 
pump breaker would not have reliably closed during a design bases event. The performance deficiency resulted in the 
breakers not being tested with the lower voltage (71.04vdc) that would be available during an event. In accordance 
with NRC IMC 0609.04,“Initial Screening and Characterization of Findings”, the inspectors conducted a Phase 1 
Significance Determination Process (SDP) screening and determined the finding to be of very low safety significance 
(Green) because it was a design deficiency confirmed not to result in the loss of operability or functionality, did not 
represent the loss of a system safety function and did not screen as potentially risk significant due to a seismic, 
flooding, or severe weather initiating event. A cross-cutting aspect was not identified because the finding does not 
represent current performance 
Inspection Report# : 2011006 (pdf)  

Barrier Integrity 

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Perform ISI General Visual Examinations of Containment Moisture Barrier Associated with 
Containment Liner Leak Chase Test Connection Threaded Pipe Plugs 
The inspectors identified a Green NCV of 10 CFR Part 50.55a, “Codes and Standards,” involving the licensee’s 
failure to properly apply Subsection IWE of ASME Section XI for conducting general visual examinations of the 
metal-to-metal pipe plugs installed in the containment liner channel weld leak chase test connections that provide a 
moisture barrier to the containment liner seam welds. Following the inspectors’ identification of this issue, the 
licensee conducted the visual examinations and found missing pipe plugs and water in four of the leak chase test 
connection zones. The licensee adequately assessed and corrected the deficiencies prior to entering Mode 4 (Hot 
Shutdown) to ensure the integrity of containment was maintained. The issue was entered into the licensee’s corrective 
action program as condition report CR-11-02834.  
 
The failure to conduct a general visual examination of 100 percent of the moisture barriers intended to prevent 
intrusion of moisture against inaccessible areas of the containment liner at metal-to-metal interfaces which are not seal 
welded, was a performance deficiency that was within the licensee’s ability to foresee and correct. This finding was of 
more than minor significance because the failure to conduct required visual examinations and identify the degraded 
moisture barriers which allowed the intrusion of water into the four liner leak chase channels, if left uncorrected, 
could have resulted in more significant corrosion degradation of the containment liner or associated liner welds. The 
finding was associated with the design control attribute of the Barrier Integrity Cornerstone and affected the 
cornerstone objective of providing reasonable assurance that physical design barriers protect the public from 
radionuclide releases caused by accidents or events. Specifically, visual examinations of the containment metal liner 
provide assurance that the liner remains capable of performing its intended safety function. The inspectors used IMC 
0609, “Significance Determination Process,” Attachment 0609.04, “Phase 1 – Initial Screening and Characterization 
of Findings,” and determined that the finding was of low safety significance (Green) because it did not represent an 
actual open pathway in the physical integrity of the reactor containment. A cross-cutting aspect was not identified 
because the finding does not represent current licensee performance. (Section 1R20)  
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Significance:  Apr 15, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Timely Corrective Actions to Address Design Bases Requirements for SGTR Event 
The team identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action”, for 
the licensee’s failure to implement prompt corrective actions to ensure that SG primary to secondary break flow could 
be terminated within the accident analysis assumptions used for a design basis SGTR event. The licensee entered this 
concern into the corrective action program as CR-11-01031.  
 
The licensee’s failure to implement prompt and effective corrective actions to ensure that primary to secondary steam 
generator tube rupture (SGTR) break flow could be terminated within the timeframes established by the FSAR 
accident analysis of record was a performance deficiency. The performance deficiency was greater than minor 
because it adversely affected the SSC/barrier performance, procedure quality, and human performance attributes of 
the barrier integrity cornerstone objective to provide reasonable assurance that physical design barriers protect the 
public from radionuclide releases caused by accidents or events. Specifically, the failure to complete timely corrective 
actions to ensure the adequacy of system design, emergency operating procedures, and/or licensing basis SGTR 
accident analyses challenged the assurance that those attributes would demonstrate sufficient protection for the 
consequences associated with a design basis SGTR event. The significance of the finding was screened using the 
barrier integrity column of IMC 0609, “Significance Determination Process”, Attachment 4, “Phase 1 – Initial 
Screening and Characterization of Findings,” and determined to be of very low safety significance (Green) because 
the finding did not represent (1) the degradation of only the radiological barrier function provided for the control 
room/auxiliary building/spent fuel pool, (2) the degradation of the barrier function of the control room against toxic 
atmosphere or smoke, (3) an actual open pathway in the integrity of reactor containment or heat removal components, 
or (4) an actual reduction in function of hydrogen igniters in the reactor containment. The finding directly involved a 
cross-cutting aspect in the resources component of the human performance area [H.2(a)].  
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Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

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

Initiating Events 

Significance:  Sep 30, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Implement a Procedure for Manipulation of the C’ Main Steam Isolation Valve  
A self-revealing, non-cited violation was identified for the failure to comply with Technical Specification 6.8.1 to 
adequately implement a main steam operating procedure during manipulation of the ‘C’ main steam isolation valve 
(MSIV) resulting in excessive steam generator line differential pressure and subsequent safety injection. The issue 
was entered into the licensee’s corrective action program as condition report CR-11-03001.  
 
The failure to implement a procedure for manipulation of the ‘C’ MSIV was a performance deficiency (PD). The PD 
was more than minor and therefore a finding because it impacted the initiating events cornerstone objective to limit 
the likelihood of those events that upset plant stability and challenge critical safety functions during shutdown and the 
related attribute of human performance because the licensee failed to properly implement a procedure controlling the 
manipulation of a MSIV. In accordance with Inspector Manual Chapter 0609, “Significant Determination Process,” 
the inspectors performed a Phase 1 analysis and determined the finding was of very low safety significance or Green 
because the finding did not contribute to both the likelihood of both a reactor trip and the unavailability of mitigation 
equipment and associated functions. This finding involved the cross-cutting area of human performance, the 
component of the resources, and the aspect of procedure use and adherence, H.4(b), because the licensee failed to 
adequately follow procedures. (Section 4OA3.1)  
 
Inspection Report# : 2011004 (pdf)  

Mitigating Systems 

Significance:  Apr 01, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Control Transient Combustibles Adjacent to a Safety-Related Motor Control Center 
The inspectors identified a non-cited violation of V.C. Summer Nuclear Station Technical Specification 6.8.1 for a 
failure to implement the requirements of their fire protection procedures for control of transient combustibles 
associated with a work activity in the Unit 1 ‘A’ train emergency diesel generator (EDG) motor control center (MCC) 
room. The licensee entered the problem into their corrective action program as condition report, CR-12-00767.  
 
The inspectors determined that the failure to implement the requirements of the fire protection procedures was a 
performance deficiency (PD). The inspectors also reviewed Inspection Manual Chapter (IMC) 0612, Appendix B and 
determined the PD is more than minor and therefore a finding, because (1) it was similar to IMC 0612, Appendix E, 
Example 4k, and (2) it impacted the Mitigating Systems cornerstone objective to ensure the availability, reliability, 
and capability of systems that respond to initiating events to prevent undesirable consequences, and the related 
attribute of protection against external factors such as fire. The inspectors used IMC 0609, Appendix F, Attachments 1 
and 2 to determine that the finding was of very low safety significance or Green because of the low fire frequency of 
the Unit 1 EDG MCC room and the short duration of the violation. The cause of this finding involved the cross-
cutting area of human performance, the component of work practices, and the aspect of work activity planning, H.3
(a), because the licensee failed to adequately evaluate transient combustible controls during planning for a work 



activity to monitor overloads in safety-related breakers. (Section 1R05) 
 
Inspection Report# : 2012002 (pdf)  

Significance:  Apr 01, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Inspect Service Water Pump Motor Lube Oil Heat Exchangers 
The inspectors identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, 
and Drawings,” for the failure to adequately prescribe a procedure to inspect the service water (SW) pump motor lube 
oil heat exchangers (HXs) as committed to in the licensee’s Generic Letter 89-13 response dated January 31, 1990. 
Specifically, a review of SW pump motor lube oil HX inspection documents identified that the licensee was not 
inspecting the internals of the lube oil HXs and did not adequately implement other accepted performance monitoring 
methodologies. The issue was entered into the licensee’s corrective action program as condition report CR-12-00844. 
 
The inspectors determined that the failure to adequately prescribe a procedure to inspect the SW pump motor lube oil 
HXs was a performance deficiency (PD). The inspectors also reviewed Inspection Manual Chapter (IMC) 0612, 
Appendix B and determined the PD is more than minor and therefore a finding, because it adversely impacted the 
Mitigating Systems cornerstone objective to ensure the availability, reliability, and capability of systems that respond 
to initiating events to prevent undesirable consequences and the respective attribute of procedure quality because 
inadequate monitoring of the HX performance would lead to a common mode failure mechanism that would adversely 
impact the safe operation of the SW pumps during severe environmental conditions. The inspectors performed a risk 
evaluation using IMC 0609, Appendix A, Phase 1, and determined the finding has very low safety significance 
(Green) because it was not a design deficiency, did not represent a loss of safety function and did not screen as 
potentially risk significant due to a seismic, flooding or severe weather initiating event. The cause of this finding did 
not involve a cross-cutting aspect because it is not indicative of current licensee performance. (Section 1R07)  
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Significance:  Apr 01, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Analyze a Moderate Energy Fluid System for Leakage Cracks 
The inspectors identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” for the 
failure to analyze a moderate energy fluid system for leakage cracks resulting in flooding and/or spray as described in 
the licensee’s Facility Safety Analysis Report (FSAR). Specifically, chilled water piping, located in a fan room 
located above and with access to the safety-related 1DB switchgear room, was not analyzed for leakage cracks. This 
issue was entered into the licensee’s corrective action program as condition report, CR-12-00844.  
 
The inspectors determined that the failure to analyze a moderate energy fluid system for leakage cracks as described 
in the FSAR was a performance deficiency (PD). The inspectors also reviewed Inspection Manual Chapter (IMC) 
0612, Appendix B and determined the PD is more than minor and therefore a finding, because (1) it was similar to 
IMC 0612, Appendix E, Example 3i, in that the licensee had to perform calculations to show that design basis 
requirements were met, and (2) 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 
and the respective attribute of design control because the licensee failed to analyze a chilled water pipe which 
presented a vulnerability to a safety-related motor control center that was not designed for water spray. The inspectors 
reviewed IMC 0609, Attachment 4, and determined that the finding was of very low safety significance, or Green, 
because the finding was a design or qualification deficiency confirmed not to result in loss of operability or 
functionality. The cause of this finding did not involve a cross-cutting aspect because it is not indicative of current 
licensee performance. (Section 1R15.1)  
 
Inspection Report# : 2012002 (pdf)  



Significance:  Apr 01, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Promptly Correct Conditions Adverse to Quality for Lightning Induced Trips of Safety-Related 
Chillers 
A non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," was identified by the inspectors 
for two examples of the failure to promptly identify and correct a condition adverse to quality (CAQ) involving 
safety-related chiller trips due to lightning. The licensee entered these problems into their corrective action program as 
condition reports, CR-11-03187 and CR-11-05225.  
 
The inspectors determined that the failures to promptly identify and correct the CAQs for the trips of safety-related 
chillers due to lightning were performance deficiencies (PDs). The inspectors reviewed Inspection Manual Chapter 
(IMC) 0612, Appendix E and determined the PDs were more than minor and therefore findings, because they were 
similar to Examples 4d and 4f in that the failure to correct a condition adverse to quality led to the inoperability of the 
component. The inspectors determined the PDs were also more than minor because they impacted the Mitigating 
Systems cornerstone objective to ensure the availability, reliability, and capability of systems that respond to initiating 
events to prevent undesirable consequences and the respective attribute of protection against external factors such as 
lightning. The inspectors reviewed IMC 0609, Attachment 4 and determined that the findings were of very low safety 
significance or Green because the findings were not a design deficiency confirmed not to result in loss of 
functionality, were not a loss of safety function, and did not screen as potentially risk significant for a severe weather 
initiating event. The cause of the findings involved the cross-cutting area of problem identification and resolution, the 
component of corrective action program, and the aspect of complete and thorough evaluation, P.1(c), because the 
licensee failed to identify corrective actions for the safety-related chiller trips caused by lightning. (4OA5.2)  
 
Inspection Report# : 2012002 (pdf)  

Significance:  Apr 01, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Fire Protection Program Requirements for Procurement and Use of Approved Fire Hose 
The NRC identified an apparent violation of V.C. Summer Nuclear Station’s Renewed Operating License NPF-12, 
2.C(18), “Fire Protection System,” with two examples for the failure to comply with Fire Protection Program (FPP) 
requirements in which the licensee used unapproved fire hoses. Specifically, the licensee selected non-collapsible hose 
with an incorrect minimum bend radius and failed to use lined fire hose. The issue was entered into the licensee’s 
corrective action program as condition reports (CR), CR-11-05578 and CR-11-05852.  
 
The inspectors determined that the procurement and use of the fire hose, which was not in accordance with the FPP, 
was a performance deficiency (PD). The inspectors also reviewed Inspection Manual Chapter (IMC) 0612, Appendix 
B and determined the PD is more than minor and therefore a finding, because it impacted the mitigating systems 
cornerstone objective to ensure the availability, reliability, and capability of systems that respond to initiating events 
to prevent undesirable consequences and the respective attribute of protection against external factors such as fire. The 
inspectors reviewed IMC 0609, Appendix F, Attachments 1 and 2, and determined that the finding was potentially of 
moderate safety significance because the non-collapsible rubber hose and portable extinguishers are the only local 
means of fire suppression for several fire zones, of which the most significant are the 7.2 kV safety-related switchgear 
rooms. The inspectors determined that because multiple fire areas were affected, a phase 3 SDP risk assessment was 
required. The phase 3 SDP risk assessment was performed by a regional senior reactor analyst using the guidance of 
NRC IMC 0609 Appendix F and NUREG/CR 6850, Revisions 0 and 1. Significant assumptions affecting the analysis 
are listed in the analysis section of 4OA5.2. The conditional core damage probability for the various fire scenarios was 
developed using the NRC’s latest V.C. Summer Saphire 8 SPAR model. The risk was mitigated by the fact that most 
of the failed hoses served areas which were equipped with fixed suppression and that the areas served by the failed 
hoses did not contain many fixed ignition sources. The result of the phase 3  
analysis was that the performance deficiency resulted in an increase in core damage frequency of <1E-6 per year, a 
GREEN finding of very low safety significance. The cause of the finding involved the cross-cutting area of human 
performance, the component of work practices, and the aspect of procedural compliance, H.4(b), because the licensee 



failed to follow FPP procedural and program requirements for proper fire hose selection and use. (Section 4OA5.2) 
 
This Apparent Violation (AV) was closed as a Non-Cited Violation (NCV) based on results of NRC Phase 3 
evaluation. This NCV was discussed and documented in the NRC inspection report no. 05000395/2012003.  
 
Inspection Report# : 2012002 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

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

Miscellaneous 
Last modified : September 12, 2012 



Summer 
3Q/2012 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Sep 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Update the UFSAR for a Modification to the Sodium Hydroxide System 
A Green, severity level (SL) IV, non-cited violation was identified by the NRC for the failure of the licensee to update 
the updated final safety analysis report (UFSAR) for a modification to the sodium hydroxide (NaOH) portion of the 
reactor building spray system. This modification installed recirculation and feed components primarily consisting of a 
feed tank and pump for makeup to the tank, a recirculation pump, and associated valves and piping. This violation is 
in the licensee?s corrective action program as condition report 12-03644.  
 
The failure to update the UFSAR to describe adequate facility operation for the aforementioned NaOH modification 
as required by 10 CFR 50.71(e) was a performance deficiency (PD). The PD is more than minor and therefore a 
finding because if left uncorrected it would have the potential to lead to a more significant safety concern. 
Additionally, the violation is considered for traditional enforcement because not having an updated UFSAR hinders 
the licensee?s ability to perform adequate 10 CFR 50.59 evaluations and can impact the NRC?s ability to perform its 
regulatory function such as license amendment reviews and inspections. This violation is also a finding which is 
evaluated by the significance determination process (SDP) to assess the effect on safety. However, the SDP does not 
specifically consider the effect on the regulatory process. Consequently, given the common regulatory concern 
different processes are used to correctly reflect both the regulatory importance of the violation and the safety 
significance of the associated finding. The inspectors evaluated the finding in accordance with NRC Inspection 
Manual Chapter 0609, “Significant Determination Process,” attachment 4 and appendix A and determined that the 
finding was of very low safety significance or Green because it was not a design deficiency, did not result in the loss 
of a system function, or have an impact on components needed to mitigate a seismic, flooding or severe weather 
initiating event. Additionally, this finding was determined to be a SL-IV violation using Section 6.1 of the NRC?s 
Enforcement Policy because the inaccurate information was not used to make an unacceptable change to the facility or 
procedures. There are no cross-cutting aspects because the finding was not representative of current licensee 
performance and cross-cutting aspects are not assigned to traditional enforcement violations. (Section 4OA2.3) 
Inspection Report# : 2012004 (pdf)  

Significance:  Sep 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Installation of Unit 1 Service Water Piping and Related Pipe Support 
A non-cited violation of 10 CFR 50, Appendix B, Criterion V, “Instructions, Procedures and Drawings,” was 
identified by the NRC for the failure to accomplish the installation of Unit 1 service water (SW) piping and supports 
in accordance with prescribed drawings which resulted in no contact between piping and pipe support, SSWH-245, 
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and caused an operable but degraded and nonconforming condition. The licensee entered this problem into their 
corrective action program as condition report 12-00771.  
 
A performance deficiency (PD) was identified by the NRC for the failure to adequately install a Unit 1 SW pipe 
support in accordance with prescribed drawings. This PD had a credible impact on safety due to a reasonable doubt of 
operability during a seismic event and the resultant engineering evaluations to conclude that a complete loss of 
functionality would not occur. The PD was more than minor and therefore a finding, because it impacted the 
mitigating systems cornerstone objective to ensure the reliability and capability of systems which respond to initiating 
events and the related attribute of equipment performance because the reliability of the support configuration had been 
impacted by the reduction in design margin. In accordance with NRC Inspection Manual Chapter 0609, “Significant 
Determination Process,” attachment 4 and appendix A the inspectors determined the finding was of very low safety 
significance or Green because the design deficiency was confirmed not to result in a loss of operability or 
functionality. The finding had no cross-cutting aspects because it was not representative of current licensee 
performance. (Section 4OA5.3) 
Inspection Report# : 2012004 (pdf)  

Significance:  Jul 03, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Duties of the Shift Engineer During Off-Normal Fire Events 
An NRC identified non-cited violation of V.C. Summer Technical Specification  
6.8.1.e., Procedures and Programs – Emergency Plan, was identified related to the  
emergency plan procedural duties of the Shift Engineer (SE)/Shift Technical Advisor  
(STA) during off-normal events. Specifically, fire emergency procedures (FEPs) 1.0, 2.0,  
3.0, and 4.0 assigned actions that would be performed by the SE during fire events  
which conflicted with the V.C. Summer Emergency Plan Procedure EP-100 requirement  
that the SE perform the duties of the STA of assessing and advising the Shift Supervisor  
during off-normal events. The licensee entered this issue in their corrective action  
program as Condition Report 12-02035 and implemented fire watch compensatory  
measures in the fire areas/fire zones where the FEPs assigned actions to be performed  
by the SE that were outside the main control room.  
 
The licensee’s failure to comply with Technical Specification 6.8.1.e. was a performance  
deficiency. The finding was more than minor because it negatively impacted the  
Emergency Response Organization (ERO) Readiness Attribute of the Emergency  
Preparedness cornerstone objective 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. This finding was determined to be of very low safety  
significance (Green) using NRC Inspection Manual Chapter 0609, Appendix B,  
Emergency Preparedness Significance Determination Process (Section 5.2, Table  
5.2.1), because there were no actual instances of entry into the FEPs in which shortages  
of the emergency plan minimum staffing occurred. The inspectors determined that there  
was no cross-cutting aspect associated with this finding because the licensee’s decision  
to use the SE/STA to perform safe shutdown actions occurred before the 1985 revision  
of the Fire Protection Evaluation Report (FPER) and was not reflective of current  
licensee performance. (Section 1R05.05) 
Inspection Report# : 2012007 (pdf)  

Significance:  Jul 03, 2012 
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Identified By: NRC 
Item Type: NCV NonCited Violation 
Missing Cold Shutdown Repair Equipment 
An NRC identified non-cited violation of License Condition 2.C (18), “Fire  
Protection System,” was identified for the licensee’s failure to provide readily available  
equipment to support the implementation of cold shutdown fire emergency procedures  
(FEPs). Specifically, the licensee failed to ensure that cold shutdown equipment will be  
readily available to implement Cold Shutdown Procedures FEP- 4.1 and EMP-100.002.  
 
The licensee documented the deficiencies in Condition Reports 12-01975, 12-01948 and  
12-01939. The licensee took immediate corrective action to replace all the missing  
equipment and performed an extent of condition to verify all other equipment identified in  
procedure FEP-4.1 was available and included on appropriate inventory lists.  
The licensee’s failure to ensure that cold shutdown equipment was readily available to  
implement cold shutdown Procedures FEP-4.1 and EMP-100.002 as written was a  
performance deficiency. The performance deficiency was more than minor because it  
was associated with the configuration control attribute of the Mitigating Systems  
Cornerstone and it adversely affected the cornerstone objective of ensuring the  
availability, reliability, and capability of systems that respond to initiating events (fire) to  
prevent undesirable consequences. The finding was evaluated for safety significance  
using NRC Inspection Manual Chapter 0609, Appendix F. Since the finding was related  
to the ability to achieve and maintain cold shutdown, the finding had very low safety  
significance (Green) from the Phase 1 evaluation. This performance deficiency had a  
cross-cutting aspect in the area of human performance associated with resources  
because the licensee did not have adequate and available facilities and equipment to  
ensure nuclear safety. Specifically, personnel did not have required equipment to  
implement the cold shut down procedures readily available in the designated  
areas [H.2 (d)]. (Section 1R05.09) 
Inspection Report# : 2012007 (pdf)  

Significance:  Apr 01, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Control Transient Combustibles Adjacent to a Safety-Related Motor Control Center 
The inspectors identified a non-cited violation of V.C. Summer Nuclear Station Technical Specification 6.8.1 for a 
failure to implement the requirements of their fire protection procedures for control of transient combustibles 
associated with a work activity in the Unit 1 ‘A’ train emergency diesel generator (EDG) motor control center (MCC) 
room. The licensee entered the problem into their corrective action program as condition report, CR-12-00767.  
 
The inspectors determined that the failure to implement the requirements of the fire protection procedures was a 
performance deficiency (PD). The inspectors also reviewed Inspection Manual Chapter (IMC) 0612, Appendix B and 
determined the PD is more than minor and therefore a finding, because (1) it was similar to IMC 0612, Appendix E, 
Example 4k, and (2) it impacted the Mitigating Systems cornerstone objective to ensure the availability, reliability, 
and capability of systems that respond to initiating events to prevent undesirable consequences, and the related 
attribute of protection against external factors such as fire. The inspectors used IMC 0609, Appendix F, Attachments 1 
and 2 to determine that the finding was of very low safety significance or Green because of the low fire frequency of 
the Unit 1 EDG MCC room and the short duration of the violation. The cause of this finding involved the cross-
cutting area of human performance, the component of work practices, and the aspect of work activity planning, H.3
(a), because the licensee failed to adequately evaluate transient combustible controls during planning for a work 
activity to monitor overloads in safety-related breakers. (Section 1R05) 
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Inspection Report# : 2012002 (pdf)  

Significance:  Apr 01, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Inspect Service Water Pump Motor Lube Oil Heat Exchangers 
The inspectors identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, 
and Drawings,” for the failure to adequately prescribe a procedure to inspect the service water (SW) pump motor lube 
oil heat exchangers (HXs) as committed to in the licensee’s Generic Letter 89-13 response dated January 31, 1990. 
Specifically, a review of SW pump motor lube oil HX inspection documents identified that the licensee was not 
inspecting the internals of the lube oil HXs and did not adequately implement other accepted performance monitoring 
methodologies. The issue was entered into the licensee’s corrective action program as condition report CR-12-00844. 
 
The inspectors determined that the failure to adequately prescribe a procedure to inspect the SW pump motor lube oil 
HXs was a performance deficiency (PD). The inspectors also reviewed Inspection Manual Chapter (IMC) 0612, 
Appendix B and determined the PD is more than minor and therefore a finding, because it adversely impacted the 
Mitigating Systems cornerstone objective to ensure the availability, reliability, and capability of systems that respond 
to initiating events to prevent undesirable consequences and the respective attribute of procedure quality because 
inadequate monitoring of the HX performance would lead to a common mode failure mechanism that would adversely 
impact the safe operation of the SW pumps during severe environmental conditions. The inspectors performed a risk 
evaluation using IMC 0609, Appendix A, Phase 1, and determined the finding has very low safety significance 
(Green) because it was not a design deficiency, did not represent a loss of safety function and did not screen as 
potentially risk significant due to a seismic, flooding or severe weather initiating event. The cause of this finding did 
not involve a cross-cutting aspect because it is not indicative of current licensee performance. (Section 1R07)  
 
Inspection Report# : 2012002 (pdf)  

Significance:  Apr 01, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Analyze a Moderate Energy Fluid System for Leakage Cracks 
The inspectors identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” for the 
failure to analyze a moderate energy fluid system for leakage cracks resulting in flooding and/or spray as described in 
the licensee’s Facility Safety Analysis Report (FSAR). Specifically, chilled water piping, located in a fan room 
located above and with access to the safety-related 1DB switchgear room, was not analyzed for leakage cracks. This 
issue was entered into the licensee’s corrective action program as condition report, CR-12-00844.  
 
The inspectors determined that the failure to analyze a moderate energy fluid system for leakage cracks as described 
in the FSAR was a performance deficiency (PD). The inspectors also reviewed Inspection Manual Chapter (IMC) 
0612, Appendix B and determined the PD is more than minor and therefore a finding, because (1) it was similar to 
IMC 0612, Appendix E, Example 3i, in that the licensee had to perform calculations to show that design basis 
requirements were met, and (2) 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 
and the respective attribute of design control because the licensee failed to analyze a chilled water pipe which 
presented a vulnerability to a safety-related motor control center that was not designed for water spray. The inspectors 
reviewed IMC 0609, Attachment 4, and determined that the finding was of very low safety significance, or Green, 
because the finding was a design or qualification deficiency confirmed not to result in loss of operability or 
functionality. The cause of this finding did not involve a cross-cutting aspect because it is not indicative of current 

3Q/2012 Inspection Findings - Summer

Page 4 of 6



licensee performance. (Section 1R15.1)  
 
Inspection Report# : 2012002 (pdf)  

Significance:  Apr 01, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Promptly Correct Conditions Adverse to Quality for Lightning Induced Trips of Safety-Related 
Chillers 
A non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," was identified by the inspectors 
for two examples of the failure to promptly identify and correct a condition adverse to quality (CAQ) involving 
safety-related chiller trips due to lightning. The licensee entered these problems into their corrective action program as 
condition reports, CR-11-03187 and CR-11-05225.  
 
The inspectors determined that the failures to promptly identify and correct the CAQs for the trips of safety-related 
chillers due to lightning were performance deficiencies (PDs). The inspectors reviewed Inspection Manual Chapter 
(IMC) 0612, Appendix E and determined the PDs were more than minor and therefore findings, because they were 
similar to Examples 4d and 4f in that the failure to correct a condition adverse to quality led to the inoperability of the 
component. The inspectors determined the PDs were also more than minor because they impacted the Mitigating 
Systems cornerstone objective to ensure the availability, reliability, and capability of systems that respond to initiating 
events to prevent undesirable consequences and the respective attribute of protection against external factors such as 
lightning. The inspectors reviewed IMC 0609, Attachment 4 and determined that the findings were of very low safety 
significance or Green because the findings were not a design deficiency confirmed not to result in loss of 
functionality, were not a loss of safety function, and did not screen as potentially risk significant for a severe weather 
initiating event. The cause of the findings involved the cross-cutting area of problem identification and resolution, the 
component of corrective action program, and the aspect of complete and thorough evaluation, P.1(c), because the 
licensee failed to identify corrective actions for the safety-related chiller trips caused by lightning. (4OA5.2)  
 
Inspection Report# : 2012002 (pdf)  

Significance:  Apr 01, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Fire Protection Program Requirements for Procurement and Use of Approved Fire Hose 
The NRC identified an apparent violation of V.C. Summer Nuclear Station’s Renewed Operating License NPF-12, 
2.C(18), “Fire Protection System,” with two examples for the failure to comply with Fire Protection Program (FPP) 
requirements in which the licensee used unapproved fire hoses. Specifically, the licensee selected non-collapsible hose 
with an incorrect minimum bend radius and failed to use lined fire hose. The issue was entered into the licensee’s 
corrective action program as condition reports (CR), CR-11-05578 and CR-11-05852.  
 
The inspectors determined that the procurement and use of the fire hose, which was not in accordance with the FPP, 
was a performance deficiency (PD). The inspectors also reviewed Inspection Manual Chapter (IMC) 0612, Appendix 
B and determined the PD is more than minor and therefore a finding, because it impacted the mitigating systems 
cornerstone objective to ensure the availability, reliability, and capability of systems that respond to initiating events 
to prevent undesirable consequences and the respective attribute of protection against external factors such as fire. The 
inspectors reviewed IMC 0609, Appendix F, Attachments 1 and 2, and determined that the finding was potentially of 
moderate safety significance because the non-collapsible rubber hose and portable extinguishers are the only local 
means of fire suppression for several fire zones, of which the most significant are the 7.2 kV safety-related switchgear 
rooms. The inspectors determined that because multiple fire areas were affected, a phase 3 SDP risk assessment was 
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required. The phase 3 SDP risk assessment was performed by a regional senior reactor analyst using the guidance of 
NRC IMC 0609 Appendix F and NUREG/CR 6850, Revisions 0 and 1. Significant assumptions affecting the analysis 
are listed in the analysis section of 4OA5.2. The conditional core damage probability for the various fire scenarios was 
developed using the NRC’s latest V.C. Summer Saphire 8 SPAR model. The risk was mitigated by the fact that most 
of the failed hoses served areas which were equipped with fixed suppression and that the areas served by the failed 
hoses did not contain many fixed ignition sources. The result of the phase 3  
analysis was that the performance deficiency resulted in an increase in core damage frequency of <1E-6 per year, a 
GREEN finding of very low safety significance. The cause of the finding involved the cross-cutting area of human 
performance, the component of work practices, and the aspect of procedural compliance, H.4(b), because the licensee 
failed to follow FPP procedural and program requirements for proper fire hose selection and use. (Section 4OA5.2)  
 
This Apparent Violation (AV) was closed as a Non-Cited Violation (NCV) based on results of NRC Phase 3 
evaluation. This NCV was discussed and documented in the NRC inspection report no. 05000395/2012003.  
 
Inspection Report# : 2012002 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Security 

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

Initiating Events 

Mitigating Systems 

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Promptly Identify and Correct a Condition Adverse to Quality for Alignment of the Safety-Related 
Refueling Water Storage Tank to a Non-Seismic Spent Fuel Purification system 
A non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," was identified by the inspectors 
for the failure to promptly identify and correct a condition adverse to quality (CAQ) involving alignment of the safety-
related refueling water storage tank (RWST) to a non-seismic spent fuel purification (SF) system. The licensee 
entered the problem into their corrective action program as condition report 12-06193.  
 
The inspectors determined that the failure to promptly identify and correct the CAQ for the alignment of the RWST to 
the SF system was a performance deficiency (PD). The inspectors reviewed Inspector Manual Chapter (IMC) 0612, 
Appendix B and determined the PD was more than minor and therefore a finding, because it affected the Mitigating 
Systems cornerstone objective to ensure the availability, reliability, and capability of systems that respond to initiating 
events to prevent undesirable consequences and the respective attribute of configuration control because the alignment 
of the safety-related RWST to the non-seismic SF system created a CAQ and rendered the RWST inoperable. The 
inspectors evaluated the finding in accordance with NRC IMC 0609, “Significant Determination Process,” 
Attachment 4 and Appendix A and determined that the finding required a phase 3 evaluation by a senior reactor 
analyst using the NRC SPAR model. A one year exposure period was used and no recovery credit was assumed in the 
analysis. The non-seismic RWST purification piping was assumed to fail at the same seismic input as that assumed for 
a loss of offsite power. The dominant sequence was a seismically induced loss of offsite power leading to a station 
blackout with failure of the emergency power system and failure to recover offsite power or the EDGs. Subsequent 
battery depletion and operator failure to control the TDEFW pump would lead to core damage. The risk was mitigated 
by the low probability of a seismic event. The analysis determined that the risk increase of the performance deficiency 
was an increase in core damage frequency less than 1E-6/year a GREEN finding of very low safety significance. The 
cause of the finding involved the cross-cutting area of problem identification and resolution, the component of 
corrective action program, and the aspect of complete and thorough evaluation, P.1(c), because the licensee failed to 
determine that the alignment of the safety-related RWST to the non-seismic SF system was a CAQ. (Section 4OA2.3) 
 
Inspection Report# : 2012005 (pdf)  

Significance:  Oct 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedures and Procedure Compliance For Preventative Maintenance Deferrals 
The inspectors identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, 
and Drawings.” The licensee failed to ensure that the procedure for performing Preventative Maintenance (PM) 
deferrals included provisions to ensure that when a Work Order (WO) high value Preventative Maintenance Task 
Sheet (PMTS) is deferred past its end date that the new end date for the PMTS is updated in the Computerized 
Maintenance Management System (CMMS). Additionally, the licensee failed to ensure personnel performed PM 
deferrals when a WO high value PMTS could not be performed by its required end date as directed by the PM 
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program procedure. The licensee entered the issue into the corrective action program as CRs 12-03940, 12-3930, 12-
03931, 12-04122, and 12-04152.  
 
The licensee’s failure to have an adequate procedure for PM deferrals and failure to perform PM deferrals as required 
by procedure SAP 143 was a performance deficiency. The performance deficiency was determined to be more than 
minor because if left uncorrected, the performance deficiency had the potential to lead to a more significant safety 
concern. Specifically, the failure to perform PMs at the required intervals could result in degradation or failure of 
safety significant equipment. The inspectors used IMC 0609, Att. 4, “Initial Characterization of Findings,” issued 
6/19/12, and IMC 0609, Appendix A, “The Significance Determination Process for Findings At-Power,” issued 
6/19/12, and determined the finding to be of very low safety significance (Green) because the finding was not a design 
or qualification deficiency, did not represent a loss of system and/or function, did not result in exceeding a TS allowed 
outage time and did not represent an actual loss of function of one or more non-Tech Spec Trains. The team identified 
a cross-cutting aspect in the resources component of the human performance area because the licensee failed to ensure 
that the procedure was complete accurate and up to date. [H.2(c)] (Section 4OA2 a.3) 
Inspection Report# : 2012008 (pdf)  

Significance:  Sep 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Update the UFSAR for a Modification to the Sodium Hydroxide System 
A Green, severity level (SL) IV, non-cited violation was identified by the NRC for the failure of the licensee to update 
the updated final safety analysis report (UFSAR) for a modification to the sodium hydroxide (NaOH) portion of the 
reactor building spray system. This modification installed recirculation and feed components primarily consisting of a 
feed tank and pump for makeup to the tank, a recirculation pump, and associated valves and piping. This violation is 
in the licensee?s corrective action program as condition report 12-03644.  
 
The failure to update the UFSAR to describe adequate facility operation for the aforementioned NaOH modification 
as required by 10 CFR 50.71(e) was a performance deficiency (PD). The PD is more than minor and therefore a 
finding because if left uncorrected it would have the potential to lead to a more significant safety concern. 
Additionally, the violation is considered for traditional enforcement because not having an updated UFSAR hinders 
the licensee?s ability to perform adequate 10 CFR 50.59 evaluations and can impact the NRC?s ability to perform its 
regulatory function such as license amendment reviews and inspections. This violation is also a finding which is 
evaluated by the significance determination process (SDP) to assess the effect on safety. However, the SDP does not 
specifically consider the effect on the regulatory process. Consequently, given the common regulatory concern 
different processes are used to correctly reflect both the regulatory importance of the violation and the safety 
significance of the associated finding. The inspectors evaluated the finding in accordance with NRC Inspection 
Manual Chapter 0609, “Significant Determination Process,” attachment 4 and appendix A and determined that the 
finding was of very low safety significance or Green because it was not a design deficiency, did not result in the loss 
of a system function, or have an impact on components needed to mitigate a seismic, flooding or severe weather 
initiating event. Additionally, this finding was determined to be a SL-IV violation using Section 6.1 of the NRC?s 
Enforcement Policy because the inaccurate information was not used to make an unacceptable change to the facility or 
procedures. There are no cross-cutting aspects because the finding was not representative of current licensee 
performance and cross-cutting aspects are not assigned to traditional enforcement violations. (Section 4OA2.3) 
Inspection Report# : 2012004 (pdf)  

Significance:  Sep 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Installation of Unit 1 Service Water Piping and Related Pipe Support 
A non-cited violation of 10 CFR 50, Appendix B, Criterion V, “Instructions, Procedures and Drawings,” was 
identified by the NRC for the failure to accomplish the installation of Unit 1 service water (SW) piping and supports 
in accordance with prescribed drawings which resulted in no contact between piping and pipe support, SSWH-245, 
and caused an operable but degraded and nonconforming condition. The licensee entered this problem into their 
corrective action program as condition report 12-00771. 
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A performance deficiency (PD) was identified by the NRC for the failure to adequately install a Unit 1 SW pipe 
support in accordance with prescribed drawings. This PD had a credible impact on safety due to a reasonable doubt of 
operability during a seismic event and the resultant engineering evaluations to conclude that a complete loss of 
functionality would not occur. The PD was more than minor and therefore a finding, because it impacted the 
mitigating systems cornerstone objective to ensure the reliability and capability of systems which respond to initiating 
events and the related attribute of equipment performance because the reliability of the support configuration had been 
impacted by the reduction in design margin. In accordance with NRC Inspection Manual Chapter 0609, “Significant 
Determination Process,” attachment 4 and appendix A the inspectors determined the finding was of very low safety 
significance or Green because the design deficiency was confirmed not to result in a loss of operability or 
functionality. The finding had no cross-cutting aspects because it was not representative of current licensee 
performance. (Section 4OA5.3) 
Inspection Report# : 2012004 (pdf)  

Significance:  Jul 03, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Duties of the Shift Engineer During Off-Normal Fire Events 
An NRC identified non-cited violation of V.C. Summer Technical Specification  
6.8.1.e., Procedures and Programs – Emergency Plan, was identified related to the  
emergency plan procedural duties of the Shift Engineer (SE)/Shift Technical Advisor  
(STA) during off-normal events. Specifically, fire emergency procedures (FEPs) 1.0, 2.0,  
3.0, and 4.0 assigned actions that would be performed by the SE during fire events  
which conflicted with the V.C. Summer Emergency Plan Procedure EP-100 requirement  
that the SE perform the duties of the STA of assessing and advising the Shift Supervisor  
during off-normal events. The licensee entered this issue in their corrective action  
program as Condition Report 12-02035 and implemented fire watch compensatory  
measures in the fire areas/fire zones where the FEPs assigned actions to be performed  
by the SE that were outside the main control room.  
 
The licensee’s failure to comply with Technical Specification 6.8.1.e. was a performance  
deficiency. The finding was more than minor because it negatively impacted the  
Emergency Response Organization (ERO) Readiness Attribute of the Emergency  
Preparedness cornerstone objective 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. This finding was determined to be of very low safety  
significance (Green) using NRC Inspection Manual Chapter 0609, Appendix B,  
Emergency Preparedness Significance Determination Process (Section 5.2, Table  
5.2.1), because there were no actual instances of entry into the FEPs in which shortages  
of the emergency plan minimum staffing occurred. The inspectors determined that there  
was no cross-cutting aspect associated with this finding because the licensee’s decision  
to use the SE/STA to perform safe shutdown actions occurred before the 1985 revision  
of the Fire Protection Evaluation Report (FPER) and was not reflective of current  
licensee performance. (Section 1R05.05) 
Inspection Report# : 2012007 (pdf)  

Significance:  Jul 03, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Missing Cold Shutdown Repair Equipment 
An NRC identified non-cited violation of License Condition 2.C (18), “Fire  
Protection System,” was identified for the licensee’s failure to provide readily available  
equipment to support the implementation of cold shutdown fire emergency procedures  
(FEPs). Specifically, the licensee failed to ensure that cold shutdown equipment will be  
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readily available to implement Cold Shutdown Procedures FEP- 4.1 and EMP-100.002.  
 
The licensee documented the deficiencies in Condition Reports 12-01975, 12-01948 and  
12-01939. The licensee took immediate corrective action to replace all the missing  
equipment and performed an extent of condition to verify all other equipment identified in  
procedure FEP-4.1 was available and included on appropriate inventory lists.  
The licensee’s failure to ensure that cold shutdown equipment was readily available to  
implement cold shutdown Procedures FEP-4.1 and EMP-100.002 as written was a  
performance deficiency. The performance deficiency was more than minor because it  
was associated with the configuration control attribute of the Mitigating Systems  
Cornerstone and it adversely affected the cornerstone objective of ensuring the  
availability, reliability, and capability of systems that respond to initiating events (fire) to  
prevent undesirable consequences. The finding was evaluated for safety significance  
using NRC Inspection Manual Chapter 0609, Appendix F. Since the finding was related  
to the ability to achieve and maintain cold shutdown, the finding had very low safety  
significance (Green) from the Phase 1 evaluation. This performance deficiency had a  
cross-cutting aspect in the area of human performance associated with resources  
because the licensee did not have adequate and available facilities and equipment to  
ensure nuclear safety. Specifically, personnel did not have required equipment to  
implement the cold shut down procedures readily available in the designated  
areas [H.2 (d)]. (Section 1R05.09) 
Inspection Report# : 2012007 (pdf)  

Significance:  Apr 01, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Control Transient Combustibles Adjacent to a Safety-Related Motor Control Center 
The inspectors identified a non-cited violation of V.C. Summer Nuclear Station Technical Specification 6.8.1 for a 
failure to implement the requirements of their fire protection procedures for control of transient combustibles 
associated with a work activity in the Unit 1 ‘A’ train emergency diesel generator (EDG) motor control center (MCC) 
room. The licensee entered the problem into their corrective action program as condition report, CR-12-00767.  
 
The inspectors determined that the failure to implement the requirements of the fire protection procedures was a 
performance deficiency (PD). The inspectors also reviewed Inspection Manual Chapter (IMC) 0612, Appendix B and 
determined the PD is more than minor and therefore a finding, because (1) it was similar to IMC 0612, Appendix E, 
Example 4k, and (2) it impacted the Mitigating Systems cornerstone objective to ensure the availability, reliability, 
and capability of systems that respond to initiating events to prevent undesirable consequences, and the related 
attribute of protection against external factors such as fire. The inspectors used IMC 0609, Appendix F, Attachments 1 
and 2 to determine that the finding was of very low safety significance or Green because of the low fire frequency of 
the Unit 1 EDG MCC room and the short duration of the violation. The cause of this finding involved the cross-
cutting area of human performance, the component of work practices, and the aspect of work activity planning, H.3
(a), because the licensee failed to adequately evaluate transient combustible controls during planning for a work 
activity to monitor overloads in safety-related breakers. (Section 1R05)  
 
Inspection Report# : 2012002 (pdf)  

Significance:  Apr 01, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Inspect Service Water Pump Motor Lube Oil Heat Exchangers 
The inspectors identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, 
and Drawings,” for the failure to adequately prescribe a procedure to inspect the service water (SW) pump motor lube 
oil heat exchangers (HXs) as committed to in the licensee’s Generic Letter 89-13 response dated January 31, 1990. 
Specifically, a review of SW pump motor lube oil HX inspection documents identified that the licensee was not 
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inspecting the internals of the lube oil HXs and did not adequately implement other accepted performance monitoring 
methodologies. The issue was entered into the licensee’s corrective action program as condition report CR-12-00844. 
 
The inspectors determined that the failure to adequately prescribe a procedure to inspect the SW pump motor lube oil 
HXs was a performance deficiency (PD). The inspectors also reviewed Inspection Manual Chapter (IMC) 0612, 
Appendix B and determined the PD is more than minor and therefore a finding, because it adversely impacted the 
Mitigating Systems cornerstone objective to ensure the availability, reliability, and capability of systems that respond 
to initiating events to prevent undesirable consequences and the respective attribute of procedure quality because 
inadequate monitoring of the HX performance would lead to a common mode failure mechanism that would adversely 
impact the safe operation of the SW pumps during severe environmental conditions. The inspectors performed a risk 
evaluation using IMC 0609, Appendix A, Phase 1, and determined the finding has very low safety significance 
(Green) because it was not a design deficiency, did not represent a loss of safety function and did not screen as 
potentially risk significant due to a seismic, flooding or severe weather initiating event. The cause of this finding did 
not involve a cross-cutting aspect because it is not indicative of current licensee performance. (Section 1R07)  
 
Inspection Report# : 2012002 (pdf)  

Significance:  Apr 01, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Analyze a Moderate Energy Fluid System for Leakage Cracks 
The inspectors identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” for the 
failure to analyze a moderate energy fluid system for leakage cracks resulting in flooding and/or spray as described in 
the licensee’s Facility Safety Analysis Report (FSAR). Specifically, chilled water piping, located in a fan room 
located above and with access to the safety-related 1DB switchgear room, was not analyzed for leakage cracks. This 
issue was entered into the licensee’s corrective action program as condition report, CR-12-00844.  
 
The inspectors determined that the failure to analyze a moderate energy fluid system for leakage cracks as described 
in the FSAR was a performance deficiency (PD). The inspectors also reviewed Inspection Manual Chapter (IMC) 
0612, Appendix B and determined the PD is more than minor and therefore a finding, because (1) it was similar to 
IMC 0612, Appendix E, Example 3i, in that the licensee had to perform calculations to show that design basis 
requirements were met, and (2) 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 
and the respective attribute of design control because the licensee failed to analyze a chilled water pipe which 
presented a vulnerability to a safety-related motor control center that was not designed for water spray. The inspectors 
reviewed IMC 0609, Attachment 4, and determined that the finding was of very low safety significance, or Green, 
because the finding was a design or qualification deficiency confirmed not to result in loss of operability or 
functionality. The cause of this finding did not involve a cross-cutting aspect because it is not indicative of current 
licensee performance. (Section 1R15.1)  
 
Inspection Report# : 2012002 (pdf)  

Significance:  Apr 01, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Promptly Correct Conditions Adverse to Quality for Lightning Induced Trips of Safety-Related 
Chillers 
A non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," was identified by the inspectors 
for two examples of the failure to promptly identify and correct a condition adverse to quality (CAQ) involving 
safety-related chiller trips due to lightning. The licensee entered these problems into their corrective action program as 
condition reports, CR-11-03187 and CR-11-05225.  
 
The inspectors determined that the failures to promptly identify and correct the CAQs for the trips of safety-related 
chillers due to lightning were performance deficiencies (PDs). The inspectors reviewed Inspection Manual Chapter 
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(IMC) 0612, Appendix E and determined the PDs were more than minor and therefore findings, because they were 
similar to Examples 4d and 4f in that the failure to correct a condition adverse to quality led to the inoperability of the 
component. The inspectors determined the PDs were also more than minor because they impacted the Mitigating 
Systems cornerstone objective to ensure the availability, reliability, and capability of systems that respond to initiating 
events to prevent undesirable consequences and the respective attribute of protection against external factors such as 
lightning. The inspectors reviewed IMC 0609, Attachment 4 and determined that the findings were of very low safety 
significance or Green because the findings were not a design deficiency confirmed not to result in loss of 
functionality, were not a loss of safety function, and did not screen as potentially risk significant for a severe weather 
initiating event. The cause of the findings involved the cross-cutting area of problem identification and resolution, the 
component of corrective action program, and the aspect of complete and thorough evaluation, P.1(c), because the 
licensee failed to identify corrective actions for the safety-related chiller trips caused by lightning. (4OA5.2)  
 
Inspection Report# : 2012002 (pdf)  

Significance:  Apr 01, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Fire Protection Program Requirements for Procurement and Use of Approved Fire Hose 
The NRC identified an apparent violation of V.C. Summer Nuclear Station’s Renewed Operating License NPF-12, 
2.C(18), “Fire Protection System,” with two examples for the failure to comply with Fire Protection Program (FPP) 
requirements in which the licensee used unapproved fire hoses. Specifically, the licensee selected non-collapsible hose 
with an incorrect minimum bend radius and failed to use lined fire hose. The issue was entered into the licensee’s 
corrective action program as condition reports (CR), CR-11-05578 and CR-11-05852.  
 
The inspectors determined that the procurement and use of the fire hose, which was not in accordance with the FPP, 
was a performance deficiency (PD). The inspectors also reviewed Inspection Manual Chapter (IMC) 0612, Appendix 
B and determined the PD is more than minor and therefore a finding, because it impacted the mitigating systems 
cornerstone objective to ensure the availability, reliability, and capability of systems that respond to initiating events 
to prevent undesirable consequences and the respective attribute of protection against external factors such as fire. The 
inspectors reviewed IMC 0609, Appendix F, Attachments 1 and 2, and determined that the finding was potentially of 
moderate safety significance because the non-collapsible rubber hose and portable extinguishers are the only local 
means of fire suppression for several fire zones, of which the most significant are the 7.2 kV safety-related switchgear 
rooms. The inspectors determined that because multiple fire areas were affected, a phase 3 SDP risk assessment was 
required. The phase 3 SDP risk assessment was performed by a regional senior reactor analyst using the guidance of 
NRC IMC 0609 Appendix F and NUREG/CR 6850, Revisions 0 and 1. Significant assumptions affecting the analysis 
are listed in the analysis section of 4OA5.2. The conditional core damage probability for the various fire scenarios was 
developed using the NRC’s latest V.C. Summer Saphire 8 SPAR model. The risk was mitigated by the fact that most 
of the failed hoses served areas which were equipped with fixed suppression and that the areas served by the failed 
hoses did not contain many fixed ignition sources. The result of the phase 3  
analysis was that the performance deficiency resulted in an increase in core damage frequency of <1E-6 per year, a 
GREEN finding of very low safety significance. The cause of the finding involved the cross-cutting area of human 
performance, the component of work practices, and the aspect of procedural compliance, H.4(b), because the licensee 
failed to follow FPP procedural and program requirements for proper fire hose selection and use. (Section 4OA5.2)  
 
This Apparent Violation (AV) was closed as a Non-Cited Violation (NCV) based on results of NRC Phase 3 
evaluation. This NCV was discussed and documented in the NRC inspection report no. 05000395/2012003.  
 
Inspection Report# : 2012002 (pdf)  

Barrier Integrity 
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Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Resin Shipment in Steel High Iintegrity Container Noncompliance with 10 CFR 61.56(b)(2) 
A self-revealing NCV of 10 CFR 61.56(b)(2) was identified because the licensee transported a cask shipment for 
disposal at the Energy Solutions Disposal Facility, Barnwell, South Carolina, which contained liquid above regulatory 
limits for final form for burial. The licensee entered the problem into their corrective action program as CR-12-04279. 
 
 
This finding is greater than minor because it was associated with the low level burial attribute of the Public Radiation 
Safety Cornerstone and adversely affected the cornerstone objective to ensure adequate protection of the public health 
and safety from exposure to radioactive materials released into the public domain. The finding is of very low safety 
significance because the shipping cask was discovered to have minimal liquid exceeding the regulatory limit of one 
half percent of the waste shipment total volume transported to the burial site for disposal and the liquid was 
discovered prior to waste disposal. The cause of the finding involved the cross-cutting area of human performance, the 
component of resources, and the aspect of complete and accurate procedures, H.2(c), because the procedures did not 
address the permutation of having wet resin added on top of already dewatered resin, nor did it lead the user to the 
more restrictive dewatering regimen based on internals as a first choice. (Section 2RS8)  
 
Inspection Report# : 2012005 (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 Oct 31, 2012 
Identified By: NRC 
Item Type: FIN Finding 
PI&R Assessment Results 
The inspectors concluded that, in general, problems were properly identified, evaluated, prioritized, and corrected. 
The licensee was generally effective at identifying problems and entering them into the corrective action program 
(CAP) for resolution. Generally, prioritization and evaluation of issues, formal root cause evaluations for significant 
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problems, and corrective actions specified for problems were consistent with licensee CAP procedures. Overall, 
corrective actions developed and implemented for issues were generally effective and implemented in a timely 
manner.  
 
The inspectors determined that audits and self-assessments were adequate in identifying deficiencies and areas for 
improvement in the CAP, and appropriate corrective actions were developed to address the issues identified. 
Operating experience usage was found to be generally acceptable and integrated into the licensee’s processes for 
performing and managing work, plant operations, and cause evaluations.  
 
Based on discussions and interviews conducted with plant employees from various departments, the inspectors 
determined that personnel at the site felt free to raise safety concerns to management and use the CAP to resolve those 
concerns. 
Inspection Report# : 2012008 (pdf)  

Last modified : February 28, 2013 
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Summer 
1Q/2013 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Promptly Identify and Correct a Condition Adverse to Quality for Alignment of the Safety-Related 
Refueling Water Storage Tank to a Non-Seismic Spent Fuel Purification system 
A non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," was identified by the inspectors 
for the failure to promptly identify and correct a condition adverse to quality (CAQ) involving alignment of the safety-
related refueling water storage tank (RWST) to a non-seismic spent fuel purification (SF) system. The licensee 
entered the problem into their corrective action program as condition report 12-06193.  
 
The inspectors determined that the failure to promptly identify and correct the CAQ for the alignment of the RWST to 
the SF system was a performance deficiency (PD). The inspectors reviewed Inspector Manual Chapter (IMC) 0612, 
Appendix B and determined the PD was more than minor and therefore a finding, because it affected the Mitigating 
Systems cornerstone objective to ensure the availability, reliability, and capability of systems that respond to initiating 
events to prevent undesirable consequences and the respective attribute of configuration control because the alignment 
of the safety-related RWST to the non-seismic SF system created a CAQ and rendered the RWST inoperable. The 
inspectors evaluated the finding in accordance with NRC IMC 0609, “Significant Determination Process,” 
Attachment 4 and Appendix A and determined that the finding required a phase 3 evaluation by a senior reactor 
analyst using the NRC SPAR model. A one year exposure period was used and no recovery credit was assumed in the 
analysis. The non-seismic RWST purification piping was assumed to fail at the same seismic input as that assumed for 
a loss of offsite power. The dominant sequence was a seismically induced loss of offsite power leading to a station 
blackout with failure of the emergency power system and failure to recover offsite power or the EDGs. Subsequent 
battery depletion and operator failure to control the TDEFW pump would lead to core damage. The risk was mitigated 
by the low probability of a seismic event. The analysis determined that the risk increase of the performance deficiency 
was an increase in core damage frequency less than 1E-6/year a GREEN finding of very low safety significance. The 
cause of the finding involved the cross-cutting area of problem identification and resolution, the component of 
corrective action program, and the aspect of complete and thorough evaluation, P.1(c), because the licensee failed to 
determine that the alignment of the safety-related RWST to the non-seismic SF system was a CAQ. (Section 4OA2.3) 
 
Inspection Report# : 2012005 (pdf)  

Significance:  Oct 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedures and Procedure Compliance For Preventative Maintenance Deferrals 
The inspectors identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, 
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and Drawings.” The licensee failed to ensure that the procedure for performing Preventative Maintenance (PM) 
deferrals included provisions to ensure that when a Work Order (WO) high value Preventative Maintenance Task 
Sheet (PMTS) is deferred past its end date that the new end date for the PMTS is updated in the Computerized 
Maintenance Management System (CMMS). Additionally, the licensee failed to ensure personnel performed PM 
deferrals when a WO high value PMTS could not be performed by its required end date as directed by the PM 
program procedure. The licensee entered the issue into the corrective action program as CRs 12-03940, 12-3930, 12-
03931, 12-04122, and 12-04152.  
 
The licensee’s failure to have an adequate procedure for PM deferrals and failure to perform PM deferrals as required 
by procedure SAP 143 was a performance deficiency. The performance deficiency was determined to be more than 
minor because if left uncorrected, the performance deficiency had the potential to lead to a more significant safety 
concern. Specifically, the failure to perform PMs at the required intervals could result in degradation or failure of 
safety significant equipment. The inspectors used IMC 0609, Att. 4, “Initial Characterization of Findings,” issued 
6/19/12, and IMC 0609, Appendix A, “The Significance Determination Process for Findings At-Power,” issued 
6/19/12, and determined the finding to be of very low safety significance (Green) because the finding was not a design 
or qualification deficiency, did not represent a loss of system and/or function, did not result in exceeding a TS allowed 
outage time and did not represent an actual loss of function of one or more non-Tech Spec Trains. The team identified 
a cross-cutting aspect in the resources component of the human performance area because the licensee failed to ensure 
that the procedure was complete accurate and up to date. [H.2(c)] (Section 4OA2 a.3) 
Inspection Report# : 2012008 (pdf)  

Significance:  Sep 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Update the UFSAR for a Modification to the Sodium Hydroxide System 
A Green, severity level (SL) IV, non-cited violation was identified by the NRC for the failure of the licensee to update 
the updated final safety analysis report (UFSAR) for a modification to the sodium hydroxide (NaOH) portion of the 
reactor building spray system. This modification installed recirculation and feed components primarily consisting of a 
feed tank and pump for makeup to the tank, a recirculation pump, and associated valves and piping. This violation is 
in the licensee?s corrective action program as condition report 12-03644.  
 
The failure to update the UFSAR to describe adequate facility operation for the aforementioned NaOH modification 
as required by 10 CFR 50.71(e) was a performance deficiency (PD). The PD is more than minor and therefore a 
finding because if left uncorrected it would have the potential to lead to a more significant safety concern. 
Additionally, the violation is considered for traditional enforcement because not having an updated UFSAR hinders 
the licensee?s ability to perform adequate 10 CFR 50.59 evaluations and can impact the NRC?s ability to perform its 
regulatory function such as license amendment reviews and inspections. This violation is also a finding which is 
evaluated by the significance determination process (SDP) to assess the effect on safety. However, the SDP does not 
specifically consider the effect on the regulatory process. Consequently, given the common regulatory concern 
different processes are used to correctly reflect both the regulatory importance of the violation and the safety 
significance of the associated finding. The inspectors evaluated the finding in accordance with NRC Inspection 
Manual Chapter 0609, “Significant Determination Process,” attachment 4 and appendix A and determined that the 
finding was of very low safety significance or Green because it was not a design deficiency, did not result in the loss 
of a system function, or have an impact on components needed to mitigate a seismic, flooding or severe weather 
initiating event. Additionally, this finding was determined to be a SL-IV violation using Section 6.1 of the NRC?s 
Enforcement Policy because the inaccurate information was not used to make an unacceptable change to the facility or 
procedures. There are no cross-cutting aspects because the finding was not representative of current licensee 
performance and cross-cutting aspects are not assigned to traditional enforcement violations. (Section 4OA2.3) 
Inspection Report# : 2012004 (pdf)  
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Significance:  Sep 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Installation of Unit 1 Service Water Piping and Related Pipe Support 
A non-cited violation of 10 CFR 50, Appendix B, Criterion V, “Instructions, Procedures and Drawings,” was 
identified by the NRC for the failure to accomplish the installation of Unit 1 service water (SW) piping and supports 
in accordance with prescribed drawings which resulted in no contact between piping and pipe support, SSWH-245, 
and caused an operable but degraded and nonconforming condition. The licensee entered this problem into their 
corrective action program as condition report 12-00771.  
 
A performance deficiency (PD) was identified by the NRC for the failure to adequately install a Unit 1 SW pipe 
support in accordance with prescribed drawings. This PD had a credible impact on safety due to a reasonable doubt of 
operability during a seismic event and the resultant engineering evaluations to conclude that a complete loss of 
functionality would not occur. The PD was more than minor and therefore a finding, because it impacted the 
mitigating systems cornerstone objective to ensure the reliability and capability of systems which respond to initiating 
events and the related attribute of equipment performance because the reliability of the support configuration had been 
impacted by the reduction in design margin. In accordance with NRC Inspection Manual Chapter 0609, “Significant 
Determination Process,” attachment 4 and appendix A the inspectors determined the finding was of very low safety 
significance or Green because the design deficiency was confirmed not to result in a loss of operability or 
functionality. The finding had no cross-cutting aspects because it was not representative of current licensee 
performance. (Section 4OA5.3) 
Inspection Report# : 2012004 (pdf)  

Significance:  Jul 03, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Duties of the Shift Engineer During Off-Normal Fire Events 
An NRC identified non-cited violation of V.C. Summer Technical Specification  
6.8.1.e., Procedures and Programs – Emergency Plan, was identified related to the  
emergency plan procedural duties of the Shift Engineer (SE)/Shift Technical Advisor  
(STA) during off-normal events. Specifically, fire emergency procedures (FEPs) 1.0, 2.0,  
3.0, and 4.0 assigned actions that would be performed by the SE during fire events  
which conflicted with the V.C. Summer Emergency Plan Procedure EP-100 requirement  
that the SE perform the duties of the STA of assessing and advising the Shift Supervisor  
during off-normal events. The licensee entered this issue in their corrective action  
program as Condition Report 12-02035 and implemented fire watch compensatory  
measures in the fire areas/fire zones where the FEPs assigned actions to be performed  
by the SE that were outside the main control room.  
 
The licensee’s failure to comply with Technical Specification 6.8.1.e. was a performance  
deficiency. The finding was more than minor because it negatively impacted the  
Emergency Response Organization (ERO) Readiness Attribute of the Emergency  
Preparedness cornerstone objective 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. This finding was determined to be of very low safety  
significance (Green) using NRC Inspection Manual Chapter 0609, Appendix B,  
Emergency Preparedness Significance Determination Process (Section 5.2, Table  
5.2.1), because there were no actual instances of entry into the FEPs in which shortages  
of the emergency plan minimum staffing occurred. The inspectors determined that there  
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was no cross-cutting aspect associated with this finding because the licensee’s decision  
to use the SE/STA to perform safe shutdown actions occurred before the 1985 revision  
of the Fire Protection Evaluation Report (FPER) and was not reflective of current  
licensee performance. (Section 1R05.05) 
Inspection Report# : 2012007 (pdf)  

Significance:  Jul 03, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Missing Cold Shutdown Repair Equipment 
An NRC identified non-cited violation of License Condition 2.C (18), “Fire  
Protection System,” was identified for the licensee’s failure to provide readily available  
equipment to support the implementation of cold shutdown fire emergency procedures  
(FEPs). Specifically, the licensee failed to ensure that cold shutdown equipment will be  
readily available to implement Cold Shutdown Procedures FEP- 4.1 and EMP-100.002.  
 
The licensee documented the deficiencies in Condition Reports 12-01975, 12-01948 and  
12-01939. The licensee took immediate corrective action to replace all the missing  
equipment and performed an extent of condition to verify all other equipment identified in  
procedure FEP-4.1 was available and included on appropriate inventory lists.  
The licensee’s failure to ensure that cold shutdown equipment was readily available to  
implement cold shutdown Procedures FEP-4.1 and EMP-100.002 as written was a  
performance deficiency. The performance deficiency was more than minor because it  
was associated with the configuration control attribute of the Mitigating Systems  
Cornerstone and it adversely affected the cornerstone objective of ensuring the  
availability, reliability, and capability of systems that respond to initiating events (fire) to  
prevent undesirable consequences. The finding was evaluated for safety significance  
using NRC Inspection Manual Chapter 0609, Appendix F. Since the finding was related  
to the ability to achieve and maintain cold shutdown, the finding had very low safety  
significance (Green) from the Phase 1 evaluation. This performance deficiency had a  
cross-cutting aspect in the area of human performance associated with resources  
because the licensee did not have adequate and available facilities and equipment to  
ensure nuclear safety. Specifically, personnel did not have required equipment to  
implement the cold shut down procedures readily available in the designated  
areas [H.2 (d)]. (Section 1R05.09) 
Inspection Report# : 2012007 (pdf)  

Significance:  Apr 01, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Control Transient Combustibles Adjacent to a Safety-Related Motor Control Center 
The inspectors identified a non-cited violation of V.C. Summer Nuclear Station Technical Specification 6.8.1 for a 
failure to implement the requirements of their fire protection procedures for control of transient combustibles 
associated with a work activity in the Unit 1 ‘A’ train emergency diesel generator (EDG) motor control center (MCC) 
room. The licensee entered the problem into their corrective action program as condition report, CR-12-00767.  
 
The inspectors determined that the failure to implement the requirements of the fire protection procedures was a 
performance deficiency (PD). The inspectors also reviewed Inspection Manual Chapter (IMC) 0612, Appendix B and 
determined the PD is more than minor and therefore a finding, because (1) it was similar to IMC 0612, Appendix E, 
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Example 4k, and (2) it impacted the Mitigating Systems cornerstone objective to ensure the availability, reliability, 
and capability of systems that respond to initiating events to prevent undesirable consequences, and the related 
attribute of protection against external factors such as fire. The inspectors used IMC 0609, Appendix F, Attachments 1 
and 2 to determine that the finding was of very low safety significance or Green because of the low fire frequency of 
the Unit 1 EDG MCC room and the short duration of the violation. The cause of this finding involved the cross-
cutting area of human performance, the component of work practices, and the aspect of work activity planning, H.3
(a), because the licensee failed to adequately evaluate transient combustible controls during planning for a work 
activity to monitor overloads in safety-related breakers. (Section 1R05)  
 
Inspection Report# : 2012002 (pdf)  

Significance:  Apr 01, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Inspect Service Water Pump Motor Lube Oil Heat Exchangers 
The inspectors identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, 
and Drawings,” for the failure to adequately prescribe a procedure to inspect the service water (SW) pump motor lube 
oil heat exchangers (HXs) as committed to in the licensee’s Generic Letter 89-13 response dated January 31, 1990. 
Specifically, a review of SW pump motor lube oil HX inspection documents identified that the licensee was not 
inspecting the internals of the lube oil HXs and did not adequately implement other accepted performance monitoring 
methodologies. The issue was entered into the licensee’s corrective action program as condition report CR-12-00844. 
 
The inspectors determined that the failure to adequately prescribe a procedure to inspect the SW pump motor lube oil 
HXs was a performance deficiency (PD). The inspectors also reviewed Inspection Manual Chapter (IMC) 0612, 
Appendix B and determined the PD is more than minor and therefore a finding, because it adversely impacted the 
Mitigating Systems cornerstone objective to ensure the availability, reliability, and capability of systems that respond 
to initiating events to prevent undesirable consequences and the respective attribute of procedure quality because 
inadequate monitoring of the HX performance would lead to a common mode failure mechanism that would adversely 
impact the safe operation of the SW pumps during severe environmental conditions. The inspectors performed a risk 
evaluation using IMC 0609, Appendix A, Phase 1, and determined the finding has very low safety significance 
(Green) because it was not a design deficiency, did not represent a loss of safety function and did not screen as 
potentially risk significant due to a seismic, flooding or severe weather initiating event. The cause of this finding did 
not involve a cross-cutting aspect because it is not indicative of current licensee performance. (Section 1R07)  
 
Inspection Report# : 2012002 (pdf)  

Significance:  Apr 01, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Analyze a Moderate Energy Fluid System for Leakage Cracks 
The inspectors identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” for the 
failure to analyze a moderate energy fluid system for leakage cracks resulting in flooding and/or spray as described in 
the licensee’s Facility Safety Analysis Report (FSAR). Specifically, chilled water piping, located in a fan room 
located above and with access to the safety-related 1DB switchgear room, was not analyzed for leakage cracks. This 
issue was entered into the licensee’s corrective action program as condition report, CR-12-00844.  
 
The inspectors determined that the failure to analyze a moderate energy fluid system for leakage cracks as described 
in the FSAR was a performance deficiency (PD). The inspectors also reviewed Inspection Manual Chapter (IMC) 
0612, Appendix B and determined the PD is more than minor and therefore a finding, because (1) it was similar to 
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IMC 0612, Appendix E, Example 3i, in that the licensee had to perform calculations to show that design basis 
requirements were met, and (2) 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 
and the respective attribute of design control because the licensee failed to analyze a chilled water pipe which 
presented a vulnerability to a safety-related motor control center that was not designed for water spray. The inspectors 
reviewed IMC 0609, Attachment 4, and determined that the finding was of very low safety significance, or Green, 
because the finding was a design or qualification deficiency confirmed not to result in loss of operability or 
functionality. The cause of this finding did not involve a cross-cutting aspect because it is not indicative of current 
licensee performance. (Section 1R15.1)  
 
Inspection Report# : 2012002 (pdf)  

Significance:  Apr 01, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Promptly Correct Conditions Adverse to Quality for Lightning Induced Trips of Safety-Related 
Chillers 
A non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," was identified by the inspectors 
for two examples of the failure to promptly identify and correct a condition adverse to quality (CAQ) involving 
safety-related chiller trips due to lightning. The licensee entered these problems into their corrective action program as 
condition reports, CR-11-03187 and CR-11-05225.  
 
The inspectors determined that the failures to promptly identify and correct the CAQs for the trips of safety-related 
chillers due to lightning were performance deficiencies (PDs). The inspectors reviewed Inspection Manual Chapter 
(IMC) 0612, Appendix E and determined the PDs were more than minor and therefore findings, because they were 
similar to Examples 4d and 4f in that the failure to correct a condition adverse to quality led to the inoperability of the 
component. The inspectors determined the PDs were also more than minor because they impacted the Mitigating 
Systems cornerstone objective to ensure the availability, reliability, and capability of systems that respond to initiating 
events to prevent undesirable consequences and the respective attribute of protection against external factors such as 
lightning. The inspectors reviewed IMC 0609, Attachment 4 and determined that the findings were of very low safety 
significance or Green because the findings were not a design deficiency confirmed not to result in loss of 
functionality, were not a loss of safety function, and did not screen as potentially risk significant for a severe weather 
initiating event. The cause of the findings involved the cross-cutting area of problem identification and resolution, the 
component of corrective action program, and the aspect of complete and thorough evaluation, P.1(c), because the 
licensee failed to identify corrective actions for the safety-related chiller trips caused by lightning. (4OA5.2)  
 
Inspection Report# : 2012002 (pdf)  

Significance:  Apr 01, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Fire Protection Program Requirements for Procurement and Use of Approved Fire Hose 
The NRC identified an apparent violation of V.C. Summer Nuclear Station’s Renewed Operating License NPF-12, 
2.C(18), “Fire Protection System,” with two examples for the failure to comply with Fire Protection Program (FPP) 
requirements in which the licensee used unapproved fire hoses. Specifically, the licensee selected non-collapsible hose 
with an incorrect minimum bend radius and failed to use lined fire hose. The issue was entered into the licensee’s 
corrective action program as condition reports (CR), CR-11-05578 and CR-11-05852.  
 
The inspectors determined that the procurement and use of the fire hose, which was not in accordance with the FPP, 
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was a performance deficiency (PD). The inspectors also reviewed Inspection Manual Chapter (IMC) 0612, Appendix 
B and determined the PD is more than minor and therefore a finding, because it impacted the mitigating systems 
cornerstone objective to ensure the availability, reliability, and capability of systems that respond to initiating events 
to prevent undesirable consequences and the respective attribute of protection against external factors such as fire. The 
inspectors reviewed IMC 0609, Appendix F, Attachments 1 and 2, and determined that the finding was potentially of 
moderate safety significance because the non-collapsible rubber hose and portable extinguishers are the only local 
means of fire suppression for several fire zones, of which the most significant are the 7.2 kV safety-related switchgear 
rooms. The inspectors determined that because multiple fire areas were affected, a phase 3 SDP risk assessment was 
required. The phase 3 SDP risk assessment was performed by a regional senior reactor analyst using the guidance of 
NRC IMC 0609 Appendix F and NUREG/CR 6850, Revisions 0 and 1. Significant assumptions affecting the analysis 
are listed in the analysis section of 4OA5.2. The conditional core damage probability for the various fire scenarios was 
developed using the NRC’s latest V.C. Summer Saphire 8 SPAR model. The risk was mitigated by the fact that most 
of the failed hoses served areas which were equipped with fixed suppression and that the areas served by the failed 
hoses did not contain many fixed ignition sources. The result of the phase 3  
analysis was that the performance deficiency resulted in an increase in core damage frequency of <1E-6 per year, a 
GREEN finding of very low safety significance. The cause of the finding involved the cross-cutting area of human 
performance, the component of work practices, and the aspect of procedural compliance, H.4(b), because the licensee 
failed to follow FPP procedural and program requirements for proper fire hose selection and use. (Section 4OA5.2)  
 
This Apparent Violation (AV) was closed as a Non-Cited Violation (NCV) based on results of NRC Phase 3 
evaluation. This NCV was discussed and documented in the NRC inspection report no. 05000395/2012003.  
 
Inspection Report# : 2012002 (pdf)  

Barrier Integrity 

Significance:  Mar 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Perform Examinations of Reactor Pressure Vessel Supports 
The inspectors identified a non-cited violation (NCV) of Code of Federal Regulation (CFR) 10 CFR Part 50.55a, 
“Codes and Standards,” involving the licensee’s failure to include the reactor pressure vessel supports in the scope of 
the V. C. Summer Inservice Inspection Program (ISI) program. 10 CFR 50.55a requires that licensees develop an 
Inservice Inspection (ISI) program and update that program every 10 years in accordance with the approved edition of 
American Society of Mechanical Engineers (ASME) Section XI in effect 12 months prior to the beginning of the 10 
year interval. The inspectors identified that the nuclear Class 1 reactor pressure vessel supports were not included in 
the scope of the V. C. Summer Unit 1 ISI Program for the third interval. The licensee’s ISI program was prepared in 
accordance with the 1998 Edition of the ASME Section XI Code, with addenda through 2000, as modified by 10 CFR 
50.55a. As required by Article IWF 1000, Table 2500-1, Examination Category Item Number F1.40, the Reactor 
Pressure Vessel (RPV) supports are required to be periodically VT-3 visually examined. Also as required by 
Subsection IWB of Section XI, Table IWB-2500-1, Examination Category B-K, Item No. B10.10, the support integral 
attachment weld is to be periodically subjected to a surface examination. This issue was entered into the licensee’s 
corrective action program as Condition Report (CR) 13-00138 and CR-13-00737. The licensee took action and 
performed an operability determination and conducted remote visual examinations to assess the condition of the 
reactor vessel supports.  
 
The failure to include the RPV supports in the scope of the ISI program and the failure to conduct the required 
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examinations was a performance deficiency that was within the ability of the licensee to foresee and correct. This 
finding was of more than minor significance because it was associated with the Design Control attribute of the Barrier 
Integrity Cornerstone and affected the cornerstone objective of providing reasonable assurance that physical design 
barriers protect the public from radionuclide releases caused by accidents or events. Specifically, examinations of the 
RPV supports provide assurance that the structural boundary of the reactor coolant system remains capable of 
performing its intended safety function. The inspectors used IMC 0609, “Significance  
Determination Process,” Attachment 0609.04, “Phase 1 – Initial Screening and Characterization of Findings,” and 
determined that the finding was of low safety significance (Green) because it did not represent an actual failure of the 
RPV supports.  
 
The cause of the finding involved the cross-cutting area of problem identification and resolution, the component of 
operating experience (OE), and the aspect of implements and institutionalizes OE through changes to station process, 
procedures and programs, P.2(b). Specifically, the licensee failed to implement and institutionalize OE for RPV 
supports into station processes and procedures. (Section 40A5.4)  
 
Inspection Report# : 2013002 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Resin Shipment in Steel High Iintegrity Container Noncompliance with 10 CFR 61.56(b)(2) 
A self-revealing NCV of 10 CFR 61.56(b)(2) was identified because the licensee transported a cask shipment for 
disposal at the Energy Solutions Disposal Facility, Barnwell, South Carolina, which contained liquid above regulatory 
limits for final form for burial. The licensee entered the problem into their corrective action program as CR-12-04279. 
 
 
This finding is greater than minor because it was associated with the low level burial attribute of the Public Radiation 
Safety Cornerstone and adversely affected the cornerstone objective to ensure adequate protection of the public health 
and safety from exposure to radioactive materials released into the public domain. The finding is of very low safety 
significance because the shipping cask was discovered to have minimal liquid exceeding the regulatory limit of one 
half percent of the waste shipment total volume transported to the burial site for disposal and the liquid was 
discovered prior to waste disposal. The cause of the finding involved the cross-cutting area of human performance, the 
component of resources, and the aspect of complete and accurate procedures, H.2(c), because the procedures did not 
address the permutation of having wet resin added on top of already dewatered resin, nor did it lead the user to the 
more restrictive dewatering regimen based on internals as a first choice. (Section 2RS8)  
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Inspection Report# : 2012005 (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 Oct 31, 2012 
Identified By: NRC 
Item Type: FIN Finding 
PI&R Assessment Results 
The inspectors concluded that, in general, problems were properly identified, evaluated, prioritized, and corrected. 
The licensee was generally effective at identifying problems and entering them into the corrective action program 
(CAP) for resolution. Generally, prioritization and evaluation of issues, formal root cause evaluations for significant 
problems, and corrective actions specified for problems were consistent with licensee CAP procedures. Overall, 
corrective actions developed and implemented for issues were generally effective and implemented in a timely 
manner.  
 
The inspectors determined that audits and self-assessments were adequate in identifying deficiencies and areas for 
improvement in the CAP, and appropriate corrective actions were developed to address the issues identified. 
Operating experience usage was found to be generally acceptable and integrated into the licensee’s processes for 
performing and managing work, plant operations, and cause evaluations.  
 
Based on discussions and interviews conducted with plant employees from various departments, the inspectors 
determined that personnel at the site felt free to raise safety concerns to management and use the CAP to resolve those 
concerns. 
Inspection Report# : 2012008 (pdf)  

Last modified : June 04, 2013 
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Summer 
2Q/2013 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Jun 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Perform a Past Operability Evaluation of the Service Water Outlet Header to ‘B’ Component 
Cooling Water Cross-Connect Valve  
The inspectors identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, 
and Drawings,” for the failure to accomplish a past operability evaluation for the 'B' component cooling water (CCW) 
train as required by corrective action program (CAP) procedures; consequently, the licensee did not recognize that 
theTechnical Specification 3.7.3 allowed outage time was exceeded. The issue was entered into the licensee’s CAP as 
condition report CR-13-00930.  
 
The inspectors determined that the failure to evaluate past operability as required by the licensee’s CAP procedures 
was a performance deficiency (PD). The inspectors reviewed inspector manual chapter (IMC) 0612 and determined 
the PD is more than minor and therefore a finding because if left uncorrected it would have the potential to lead to a 
more significant safety concern in that the licensee would not have performed a past operability evaluation. 
Consequently, the licensee would not have realized technical specifications were exceeded, would not have performed 
as thorough of an extent of condition review and would not have submitted a LER. Additionally, the inspectors also 
considered IMC 0612, Appendix E, Example 4.a in which the PD is more than minor if the later evaluation 
determined that safety related equipment was adversely affected. The inspectors reviewed IMC 0609, Attachment 4, 
and Appendix A – Exhibit 2, and determined the finding was of very low safety significance or Green because the 
finding did not contribute to the likelihood of both a reactor trip and the unavailability of mitigation equipment and 
associated functions. The cause of the finding involved the cross-cutting area of problem identification and resolution, 
the component of corrective action program, and the aspect of complete and thorough evaluation, P.1(c), because the 
licensee failed to evaluate past operability for the ‘B’ CCW train. (Section 1R15)  
 
Inspection Report# : 2013003 (pdf)  

Significance:  Jun 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Design, Install and Maintain Oil Collection Devices for Reactor Coolant Pump Motors 
The inspectors identified three examples of a non-cited violation of the Virgil C. Summer Nuclear Station, Unit No. 1, 
Renewed Facility Operating Licensee No. NPF-12, Condition 2.C(18), Fire Protection System, associated with 10 
CFR 50, Appendix R, Section III.O, for problems associated with reactor coolant pump (RCP) motor oil collection 
system. Specifically, the inspectors identified (1) a split in the sealing boot for the ‘B’ reactor coolant pump (RCP) 
motor oil cooler enclosure, (2) a failure to ensure an adequate design for the oil lift pump enclosure, and (3) a failure 
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to have oil collection components for internally leaked oil escaping the RCP motor discharge air ductwork flange area. 
The licensee entered the problem into their corrective action program as condition reports 12-05736 and 12-05756.  
 
The inspectors determined that the aforementioned problems with RCP motor oil enclosures and ductwork were 
performance deficiencies (PD). The inspectors reviewed inspector manual chapter (IMC) 0612 and determined that 
the PDs were more than minor and therefore a finding because they impacted the mitigating systems cornerstone 
objective to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences, and the related attribute of protection against external factors such as fire. This finding has 
a credible impact on safety because the failure to adequately install, maintain and design the oil collection system 
presented a degradation of a fire confinement component which has a fire prevention function of not allowing an oil 
leak to reach hot surfaces. The inspectors reviewed IMC0609, Attachment 4, and Appendix F and determined that the 
following for each example.  
 
Example 1 was assigned a high degradation rating because the split in the boot on the bottom of the oil enclosure 
would allow significant leakage to occur. The duration was greater than thirty days because the condition had existed 
for the previous operating cycle and this yields a duration factor of 1.0. Combining this with a generic fire frequency 
for a pressurized water reactor (PWR) containment or 1E-2 results in a fire frequency of 1E-2 which requires a phase 
2 evaluation.  
 
Example 2 was assigned a moderate degradation rating due to openings which would allow the escape of high 
pressure oil based on the location and orientation of the leak within the enclosure on each of the three RCPs. 
However, since the oil lift pumps are only operated for approximately five minutes before the start of a RCP, the 
duration is less than three days yielding a duration factor of .02. Combining this with a generic fire frequency for a 
PWR containment or 1E-2 results in a fire frequency of 2E-4 which requires a phase 2 evaluation.  
Example 3 was assigned a low degradation rating due to minimal leakage potential which screens to a Green or very 
low safety significance.  
 
A phase 2 Significance Determination Process (SDP) risk evaluation was performed by a regional SRA for PD 
examples 1 and 2 using NRC IMC 0609 Appendix F, with data from NUREG/CR 6850, the licensee’s fire protection 
engineering report and the latest NRC VC Summer SPAR PRA risk model. The major assumptions for example 1 
included: a one year exposure period, the ignition frequency from NUREG /CR 6850 for reactor coolant pump oil 
fires increased by one order of magnitude to account for the PD, the probability of non-suppression (PNS) from 
NUREG/CR 6850 for containment with detection at 5 minutes and damage at 10 minutes, and a base reactor trip 
transient conditional core damage probability (CCDP). The Example 2 assumptions included: a one hour exposure 
period to account for oil lift system operation for all three RCPs, the ignition frequency from NUREG/CR 6850 for 
reactor coolant pump oil fires increased by an order of magnitude to account for the PD, the PNS from NUREG/CR 
6850 for containment with detection at 5 minutes and damage at 10 minutes, and a CCDP assumed for a small loss of 
coolant accident (LOCA) given the potential target cables in the RCP enclosures. The dominant sequence for example 
1 was an oil leak in the B RCP oil cooler enclosure which leaked onto hot surfaces causing an oil fire on B RCP which 
was assumed to lead to a reactor trip if not rapidly suppressed. The dominant sequence for example 2 was an oil fire in 
any of the 3 RCPs upon startup due to spray from the oil lift system enclosure causing a fire on contact with hot 
surfaces. The fire is assumed to damage cables associated with reactor coolant system boundary valves if not rapidly 
suppressed leading to a small LOCA. For PD example 1 the risk was mitigated by the absence of safe shutdown 
equipment in the vicinity of the B RCP and PD example 2 risk was mitigated by the short exposure period. The risk of 
the three examples together represented an increase in core damage frequency of <1E-6/year a GREEN finding of 
very low safety significance.  
 
The cause example 1 relating to ensuring collection devices are leak-free involved the cross-cutting area of human 
performance, the component of resources, and the aspect of complete and accurate procedures, H.2(c), because the 
procedure for inspection of the oil collection enclosures was inadequate to detect the degraded condition. The other 
examples were not indicative of current licensee performance. (Section 4OA5.2) 
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Inspection Report# : 2013003 (pdf)  

Significance:  Jun 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Assess and Manage the Risk Impact of Time to Core Boil With Reactor Vessel Upper Internals 
Installed and Cavity Level is Greater Than Reactor Vessel Flange 
The inspectors identified a non-cited violation of 10 CFR 50.65 (a)(4) which requires in part that the licensee assess 
and manage the increase in risk that may result from proposed maintenance activities. Specifically, the licensee failed 
to assess and manage the increase in risk for shutdown operations and corresponding maintenance activities during 
Refueling Outage 20 because the qualitative risk evaluation failed to correctly update the time to core boil (TTCB), as 
determined by a computer program, for a plant operating state (POS) consisting of upper reactor vessel (RV) internals 
installed, RV head removed, and reactor cavity level greater than RV flange. The licensee entered this problem in 
their corrective action program as condition report 12-04757.  
 
The inspectors determined that the failure to assess and manage the increase in risk for shutdown operations and 
corresponding maintenance activities because the qualitative risk evaluation failed to correctly update the TTCB, as 
determined by a computer program, for the above POS was a performance deficiency (PD). The inspectors reviewed 
inspector manual chapter (IMC) 0612, Appendix B and determined the PD is more than minor and therefore a finding 
because if left uncorrected it would have to the potential to lead to a more significant safety concern. Specifically, the 
above POS results in a TTCB measured in minutes as opposed to hours, and the failure to accurately calculate and 
track for increase in risk and procedure applications would impact operator response to loss of the residual heat 
removal system.  
 
The finding was screened using IMC 0609 Attachment 4 which routed the significance determination to IMC 0609 
Appendix K. Since the licensee used a qualitative risk assessment process during shutdown conditions, a bounding 
risk assessment was done in accordance with IMC 0609 Appendix M requirements. A risk assessment was performed 
by a regional senior risk analyst using the shutdown risk methodology of IMC 0609 Appendix G. The major 
assumptions included: a 39 hour exposure period within Plant Operating State 2 (POS-2 early time window), Loss of 
Inventory, Loss of Offsite Power and Loss of residual heat removal (RHR) initiators were evaluated, both trains of 
RHR and emergency core cooling system including both emergency diesel generators were available, base case results 
were increased by a factor of 5 to account for the procedure SSP-004 not providing guidance that TTCB should be 
adjusted while the upper internals were installed (this was determined using the NRC standardized plant risk analysis 
– human (SPAR-H) error methodology for “Available but poor” procedure within the Diagnosis HEP performance 
shaping factors). The dominant sequence was Loss of RHR with failure to recover RHR and failure to initiate 
injection. The risk was mitigated by the short exposure period and the availability of both trains of RHR. The result of 
the risk evaluation was an increase in core damage frequency of <1E-6/year a GREEN finding of very low safety 
significance.  
 
This finding impacts the cross-cutting area of human performance, the component of work control, and the aspect of 
planning work activities by incorporating risk insights, H.3(a), because the licensee failed to recognize the TTCB for 
the identified POS caused a high risk evolution or a Yellow risk condition. (Section 4OA5.3)  
 
Inspection Report# : 2013003 (pdf)  

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
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Failure to Promptly Identify and Correct a Condition Adverse to Quality for Alignment of the Safety-Related 
Refueling Water Storage Tank to a Non-Seismic Spent Fuel Purification system 
A non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," was identified by the inspectors 
for the failure to promptly identify and correct a condition adverse to quality (CAQ) involving alignment of the safety-
related refueling water storage tank (RWST) to a non-seismic spent fuel purification (SF) system. The licensee 
entered the problem into their corrective action program as condition report 12-06193.  
 
The inspectors determined that the failure to promptly identify and correct the CAQ for the alignment of the RWST to 
the SF system was a performance deficiency (PD). The inspectors reviewed Inspector Manual Chapter (IMC) 0612, 
Appendix B and determined the PD was more than minor and therefore a finding, because it affected the Mitigating 
Systems cornerstone objective to ensure the availability, reliability, and capability of systems that respond to initiating 
events to prevent undesirable consequences and the respective attribute of configuration control because the alignment 
of the safety-related RWST to the non-seismic SF system created a CAQ and rendered the RWST inoperable. The 
inspectors evaluated the finding in accordance with NRC IMC 0609, “Significant Determination Process,” 
Attachment 4 and Appendix A and determined that the finding required a phase 3 evaluation by a senior reactor 
analyst using the NRC SPAR model. A one year exposure period was used and no recovery credit was assumed in the 
analysis. The non-seismic RWST purification piping was assumed to fail at the same seismic input as that assumed for 
a loss of offsite power. The dominant sequence was a seismically induced loss of offsite power leading to a station 
blackout with failure of the emergency power system and failure to recover offsite power or the EDGs. Subsequent 
battery depletion and operator failure to control the TDEFW pump would lead to core damage. The risk was mitigated 
by the low probability of a seismic event. The analysis determined that the risk increase of the performance deficiency 
was an increase in core damage frequency less than 1E-6/year a GREEN finding of very low safety significance. The 
cause of the finding involved the cross-cutting area of problem identification and resolution, the component of 
corrective action program, and the aspect of complete and thorough evaluation, P.1(c), because the licensee failed to 
determine that the alignment of the safety-related RWST to the non-seismic SF system was a CAQ. (Section 4OA2.3) 
 
Inspection Report# : 2012005 (pdf)  

Significance:  Oct 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedures and Procedure Compliance For Preventative Maintenance Deferrals 
The inspectors identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, 
and Drawings.” The licensee failed to ensure that the procedure for performing Preventative Maintenance (PM) 
deferrals included provisions to ensure that when a Work Order (WO) high value Preventative Maintenance Task 
Sheet (PMTS) is deferred past its end date that the new end date for the PMTS is updated in the Computerized 
Maintenance Management System (CMMS). Additionally, the licensee failed to ensure personnel performed PM 
deferrals when a WO high value PMTS could not be performed by its required end date as directed by the PM 
program procedure. The licensee entered the issue into the corrective action program as CRs 12-03940, 12-3930, 12-
03931, 12-04122, and 12-04152.  
 
The licensee’s failure to have an adequate procedure for PM deferrals and failure to perform PM deferrals as required 
by procedure SAP 143 was a performance deficiency. The performance deficiency was determined to be more than 
minor because if left uncorrected, the performance deficiency had the potential to lead to a more significant safety 
concern. Specifically, the failure to perform PMs at the required intervals could result in degradation or failure of 
safety significant equipment. The inspectors used IMC 0609, Att. 4, “Initial Characterization of Findings,” issued 
6/19/12, and IMC 0609, Appendix A, “The Significance Determination Process for Findings At-Power,” issued 
6/19/12, and determined the finding to be of very low safety significance (Green) because the finding was not a design 
or qualification deficiency, did not represent a loss of system and/or function, did not result in exceeding a TS allowed 
outage time and did not represent an actual loss of function of one or more non-Tech Spec Trains. The team identified 
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a cross-cutting aspect in the resources component of the human performance area because the licensee failed to ensure 
that the procedure was complete accurate and up to date. [H.2(c)] (Section 4OA2 a.3) 
Inspection Report# : 2012008 (pdf)  

Significance:  Sep 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Update the UFSAR for a Modification to the Sodium Hydroxide System 
A Green, severity level (SL) IV, non-cited violation was identified by the NRC for the failure of the licensee to update 
the updated final safety analysis report (UFSAR) for a modification to the sodium hydroxide (NaOH) portion of the 
reactor building spray system. This modification installed recirculation and feed components primarily consisting of a 
feed tank and pump for makeup to the tank, a recirculation pump, and associated valves and piping. This violation is 
in the licensee?s corrective action program as condition report 12-03644.  
 
The failure to update the UFSAR to describe adequate facility operation for the aforementioned NaOH modification 
as required by 10 CFR 50.71(e) was a performance deficiency (PD). The PD is more than minor and therefore a 
finding because if left uncorrected it would have the potential to lead to a more significant safety concern. 
Additionally, the violation is considered for traditional enforcement because not having an updated UFSAR hinders 
the licensee?s ability to perform adequate 10 CFR 50.59 evaluations and can impact the NRC?s ability to perform its 
regulatory function such as license amendment reviews and inspections. This violation is also a finding which is 
evaluated by the significance determination process (SDP) to assess the effect on safety. However, the SDP does not 
specifically consider the effect on the regulatory process. Consequently, given the common regulatory concern 
different processes are used to correctly reflect both the regulatory importance of the violation and the safety 
significance of the associated finding. The inspectors evaluated the finding in accordance with NRC Inspection 
Manual Chapter 0609, “Significant Determination Process,” attachment 4 and appendix A and determined that the 
finding was of very low safety significance or Green because it was not a design deficiency, did not result in the loss 
of a system function, or have an impact on components needed to mitigate a seismic, flooding or severe weather 
initiating event. Additionally, this finding was determined to be a SL-IV violation using Section 6.1 of the NRC?s 
Enforcement Policy because the inaccurate information was not used to make an unacceptable change to the facility or 
procedures. There are no cross-cutting aspects because the finding was not representative of current licensee 
performance and cross-cutting aspects are not assigned to traditional enforcement violations. (Section 4OA2.3) 
Inspection Report# : 2012004 (pdf)  

Significance:  Sep 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Installation of Unit 1 Service Water Piping and Related Pipe Support 
A non-cited violation of 10 CFR 50, Appendix B, Criterion V, “Instructions, Procedures and Drawings,” was 
identified by the NRC for the failure to accomplish the installation of Unit 1 service water (SW) piping and supports 
in accordance with prescribed drawings which resulted in no contact between piping and pipe support, SSWH-245, 
and caused an operable but degraded and nonconforming condition. The licensee entered this problem into their 
corrective action program as condition report 12-00771.  
 
A performance deficiency (PD) was identified by the NRC for the failure to adequately install a Unit 1 SW pipe 
support in accordance with prescribed drawings. This PD had a credible impact on safety due to a reasonable doubt of 
operability during a seismic event and the resultant engineering evaluations to conclude that a complete loss of 
functionality would not occur. The PD was more than minor and therefore a finding, because it impacted the 
mitigating systems cornerstone objective to ensure the reliability and capability of systems which respond to initiating 
events and the related attribute of equipment performance because the reliability of the support configuration had been 
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impacted by the reduction in design margin. In accordance with NRC Inspection Manual Chapter 0609, “Significant 
Determination Process,” attachment 4 and appendix A the inspectors determined the finding was of very low safety 
significance or Green because the design deficiency was confirmed not to result in a loss of operability or 
functionality. The finding had no cross-cutting aspects because it was not representative of current licensee 
performance. (Section 4OA5.3) 
Inspection Report# : 2012004 (pdf)  

Significance:  Jul 03, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Duties of the Shift Engineer During Off-Normal Fire Events 
An NRC identified non-cited violation of V.C. Summer Technical Specification  
6.8.1.e., Procedures and Programs – Emergency Plan, was identified related to the  
emergency plan procedural duties of the Shift Engineer (SE)/Shift Technical Advisor  
(STA) during off-normal events. Specifically, fire emergency procedures (FEPs) 1.0, 2.0,  
3.0, and 4.0 assigned actions that would be performed by the SE during fire events  
which conflicted with the V.C. Summer Emergency Plan Procedure EP-100 requirement  
that the SE perform the duties of the STA of assessing and advising the Shift Supervisor  
during off-normal events. The licensee entered this issue in their corrective action  
program as Condition Report 12-02035 and implemented fire watch compensatory  
measures in the fire areas/fire zones where the FEPs assigned actions to be performed  
by the SE that were outside the main control room.  
 
The licensee’s failure to comply with Technical Specification 6.8.1.e. was a performance  
deficiency. The finding was more than minor because it negatively impacted the  
Emergency Response Organization (ERO) Readiness Attribute of the Emergency  
Preparedness cornerstone objective 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. This finding was determined to be of very low safety  
significance (Green) using NRC Inspection Manual Chapter 0609, Appendix B,  
Emergency Preparedness Significance Determination Process (Section 5.2, Table  
5.2.1), because there were no actual instances of entry into the FEPs in which shortages  
of the emergency plan minimum staffing occurred. The inspectors determined that there  
was no cross-cutting aspect associated with this finding because the licensee’s decision  
to use the SE/STA to perform safe shutdown actions occurred before the 1985 revision  
of the Fire Protection Evaluation Report (FPER) and was not reflective of current  
licensee performance. (Section 1R05.05) 
Inspection Report# : 2012007 (pdf)  

Significance:  Jul 03, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Missing Cold Shutdown Repair Equipment 
An NRC identified non-cited violation of License Condition 2.C (18), “Fire  
Protection System,” was identified for the licensee’s failure to provide readily available  
equipment to support the implementation of cold shutdown fire emergency procedures  
(FEPs). Specifically, the licensee failed to ensure that cold shutdown equipment will be  
readily available to implement Cold Shutdown Procedures FEP- 4.1 and EMP-100.002.  
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The licensee documented the deficiencies in Condition Reports 12-01975, 12-01948 and  
12-01939. The licensee took immediate corrective action to replace all the missing  
equipment and performed an extent of condition to verify all other equipment identified in  
procedure FEP-4.1 was available and included on appropriate inventory lists.  
The licensee’s failure to ensure that cold shutdown equipment was readily available to  
implement cold shutdown Procedures FEP-4.1 and EMP-100.002 as written was a  
performance deficiency. The performance deficiency was more than minor because it  
was associated with the configuration control attribute of the Mitigating Systems  
Cornerstone and it adversely affected the cornerstone objective of ensuring the  
availability, reliability, and capability of systems that respond to initiating events (fire) to  
prevent undesirable consequences. The finding was evaluated for safety significance  
using NRC Inspection Manual Chapter 0609, Appendix F. Since the finding was related  
to the ability to achieve and maintain cold shutdown, the finding had very low safety  
significance (Green) from the Phase 1 evaluation. This performance deficiency had a  
cross-cutting aspect in the area of human performance associated with resources  
because the licensee did not have adequate and available facilities and equipment to  
ensure nuclear safety. Specifically, personnel did not have required equipment to  
implement the cold shut down procedures readily available in the designated  
areas [H.2 (d)]. (Section 1R05.09) 
Inspection Report# : 2012007 (pdf)  

Barrier Integrity 

Significance:  Mar 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Perform Examinations of Reactor Pressure Vessel Supports 
The inspectors identified a non-cited violation (NCV) of Code of Federal Regulation (CFR) 10 CFR Part 50.55a, 
“Codes and Standards,” involving the licensee’s failure to include the reactor pressure vessel supports in the scope of 
the V. C. Summer Inservice Inspection Program (ISI) program. 10 CFR 50.55a requires that licensees develop an 
Inservice Inspection (ISI) program and update that program every 10 years in accordance with the approved edition of 
American Society of Mechanical Engineers (ASME) Section XI in effect 12 months prior to the beginning of the 10 
year interval. The inspectors identified that the nuclear Class 1 reactor pressure vessel supports were not included in 
the scope of the V. C. Summer Unit 1 ISI Program for the third interval. The licensee’s ISI program was prepared in 
accordance with the 1998 Edition of the ASME Section XI Code, with addenda through 2000, as modified by 10 CFR 
50.55a. As required by Article IWF 1000, Table 2500-1, Examination Category Item Number F1.40, the Reactor 
Pressure Vessel (RPV) supports are required to be periodically VT-3 visually examined. Also as required by 
Subsection IWB of Section XI, Table IWB-2500-1, Examination Category B-K, Item No. B10.10, the support integral 
attachment weld is to be periodically subjected to a surface examination. This issue was entered into the licensee’s 
corrective action program as Condition Report (CR) 13-00138 and CR-13-00737. The licensee took action and 
performed an operability determination and conducted remote visual examinations to assess the condition of the 
reactor vessel supports.  
 
The failure to include the RPV supports in the scope of the ISI program and the failure to conduct the required 
examinations was a performance deficiency that was within the ability of the licensee to foresee and correct. This 
finding was of more than minor significance because it was associated with the Design Control attribute of the Barrier 
Integrity Cornerstone and affected the cornerstone objective of providing reasonable assurance that physical design 
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barriers protect the public from radionuclide releases caused by accidents or events. Specifically, examinations of the 
RPV supports provide assurance that the structural boundary of the reactor coolant system remains capable of 
performing its intended safety function. The inspectors used IMC 0609, “Significance  
Determination Process,” Attachment 0609.04, “Phase 1 – Initial Screening and Characterization of Findings,” and 
determined that the finding was of low safety significance (Green) because it did not represent an actual failure of the 
RPV supports.  
 
The cause of the finding involved the cross-cutting area of problem identification and resolution, the component of 
operating experience (OE), and the aspect of implements and institutionalizes OE through changes to station process, 
procedures and programs, P.2(b). Specifically, the licensee failed to implement and institutionalize OE for RPV 
supports into station processes and procedures. (Section 40A5.4)  
 
Inspection Report# : 2013002 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Resin Shipment in Steel High Iintegrity Container Noncompliance with 10 CFR 61.56(b)(2) 
A self-revealing NCV of 10 CFR 61.56(b)(2) was identified because the licensee transported a cask shipment for 
disposal at the Energy Solutions Disposal Facility, Barnwell, South Carolina, which contained liquid above regulatory 
limits for final form for burial. The licensee entered the problem into their corrective action program as CR-12-04279. 
 
 
This finding is greater than minor because it was associated with the low level burial attribute of the Public Radiation 
Safety Cornerstone and adversely affected the cornerstone objective to ensure adequate protection of the public health 
and safety from exposure to radioactive materials released into the public domain. The finding is of very low safety 
significance because the shipping cask was discovered to have minimal liquid exceeding the regulatory limit of one 
half percent of the waste shipment total volume transported to the burial site for disposal and the liquid was 
discovered prior to waste disposal. The cause of the finding involved the cross-cutting area of human performance, the 
component of resources, and the aspect of complete and accurate procedures, H.2(c), because the procedures did not 
address the permutation of having wet resin added on top of already dewatered resin, nor did it lead the user to the 
more restrictive dewatering regimen based on internals as a first choice. (Section 2RS8)  
 
Inspection Report# : 2012005 (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 Oct 31, 2012 
Identified By: NRC 
Item Type: FIN Finding 
PI&R Assessment Results 
The inspectors concluded that, in general, problems were properly identified, evaluated, prioritized, and corrected. 
The licensee was generally effective at identifying problems and entering them into the corrective action program 
(CAP) for resolution. Generally, prioritization and evaluation of issues, formal root cause evaluations for significant 
problems, and corrective actions specified for problems were consistent with licensee CAP procedures. Overall, 
corrective actions developed and implemented for issues were generally effective and implemented in a timely 
manner.  
 
The inspectors determined that audits and self-assessments were adequate in identifying deficiencies and areas for 
improvement in the CAP, and appropriate corrective actions were developed to address the issues identified. 
Operating experience usage was found to be generally acceptable and integrated into the licensee’s processes for 
performing and managing work, plant operations, and cause evaluations.  
 
Based on discussions and interviews conducted with plant employees from various departments, the inspectors 
determined that personnel at the site felt free to raise safety concerns to management and use the CAP to resolve those 
concerns. 
Inspection Report# : 2012008 (pdf)  

Last modified : September 03, 2013 
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Summer 
3Q/2013 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Sep 30, 2013 
Identified By: NRC 
Item Type: FIN Finding 
Failure to develop adequate corrective action for a condition adverse to quality involving the loss of the 
alternate AC transformer 
The inspectors identified a Green finding of licensee procedure, SAP-999, “Corrective Action,” Revision 11 for the 
failure to develop corrective actions for a Level 3 condition report (CR) which described a condition adverse to 
quality (CAQ) associated with the loss of transformer, XTF-5052, alternate AC source.  
 
The inspectors determined that the failure to develop corrective actions for a Level 3 CR as required by their 
corrective action program (CAP) procedure was a performance deficiency (PD). The inspectors reviewed inspector 
manual chapter (IMC) 0612 and determined the PD is more than minor and therefore a finding because it adversely 
impacted the Mitigating Systems cornerstone objective to ensure the availability, reliability and capability of systems 
that respond to initiating events to prevent undesirable consequences and the respective attribute of equipment 
performance. Specifically, a system component, XTF-5052, associated with recovery of an offsite power circuit and 
installed to reduce core damage frequency, was rendered unavailable. The inspectors reviewed IMC 0609, Attachment 
4, and Appendix A – Exhibit 2, and determined the finding was of very low safety significance or Green because the 
finding was not a design deficiency or a loss of function during a required alignment per Technical Specifications. 
The inspectors reviewed IMC 0310 and determined the cause of the finding involved the cross-cutting area of problem 
identification and resolution, the component of corrective action program, and the aspect of appropriate corrective 
actions, P.1(d), because the licensee failed to develop corrective actions for the Level 3 CR associated with the loss of 
XTF5052. (Section 4OA2.3)  
 
Inspection Report# : 2013004 (pdf)  

Significance:  Sep 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to adequately evaluate new fire hoses for post-loss coolant accident conditions. 
The NRC inspectors identified a NCV of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, and 
Drawings,” for the failure to adequately accomplish engineering services procedure, ES-0419, “Equal To/Better Than 
(ETBT) Evaluation Process,” Revision 9, for new fire hoses located in the reactor building. The issue was entered into 
the licensee’s CAP as condition report CR-12-05730.  
 
The inspectors determined that the failure to adequately accomplish ES-0419 for new fire hoses in the reactor building 
was a PD. The inspectors reviewed IMC 0612 and determined that the PD is more than minor and therefore a finding 
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because if left uncorrected it would have the potential to lead to a more significant safety concern in that degradation 
of the fire hoses in post loss of coolant accident (LOCA) conditions would adversely impact the emergency core 
cooling system (ECCS) containment sump screens. The inspectors reviewed IMC 0609, Attachment 4, and Appendix 
A – Exhibit 2, and determined the finding was of very low safety significance or Green because the finding was not a 
design deficiency or represented a loss of function. Specifically, the inspectors identified the problem prior to the 
licensee incurring actual risk exposure time. The inspectors reviewed IMC 0310 and determined the cause of the 
finding involved the cross-cutting area of human performance, the component of resources, and the aspect of adequate 
emergency equipment, H.2(d), because the licensee failed to ensure the new fire hoses would not impact safety-related 
components such as ECCS sump screens during post-LOCA conditions. (Section 4OA5.2)  
 
Inspection Report# : 2013004 (pdf)  

Significance:  Jun 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Perform a Past Operability Evaluation of the Service Water Outlet Header to ‘B’ Component 
Cooling Water Cross-Connect Valve  
The inspectors identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, 
and Drawings,” for the failure to accomplish a past operability evaluation for the 'B' component cooling water (CCW) 
train as required by corrective action program (CAP) procedures; consequently, the licensee did not recognize that 
theTechnical Specification 3.7.3 allowed outage time was exceeded. The issue was entered into the licensee’s CAP as 
condition report CR-13-00930.  
 
The inspectors determined that the failure to evaluate past operability as required by the licensee’s CAP procedures 
was a performance deficiency (PD). The inspectors reviewed inspector manual chapter (IMC) 0612 and determined 
the PD is more than minor and therefore a finding because if left uncorrected it would have the potential to lead to a 
more significant safety concern in that the licensee would not have performed a past operability evaluation. 
Consequently, the licensee would not have realized technical specifications were exceeded, would not have performed 
as thorough of an extent of condition review and would not have submitted a LER. Additionally, the inspectors also 
considered IMC 0612, Appendix E, Example 4.a in which the PD is more than minor if the later evaluation 
determined that safety related equipment was adversely affected. The inspectors reviewed IMC 0609, Attachment 4, 
and Appendix A – Exhibit 2, and determined the finding was of very low safety significance or Green because the 
finding did not contribute to the likelihood of both a reactor trip and the unavailability of mitigation equipment and 
associated functions. The cause of the finding involved the cross-cutting area of problem identification and resolution, 
the component of corrective action program, and the aspect of complete and thorough evaluation, P.1(c), because the 
licensee failed to evaluate past operability for the ‘B’ CCW train. (Section 1R15)  
 
Inspection Report# : 2013003 (pdf)  

Significance:  Jun 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Design, Install and Maintain Oil Collection Devices for Reactor Coolant Pump Motors 
The inspectors identified three examples of a non-cited violation of the Virgil C. Summer Nuclear Station, Unit No. 1, 
Renewed Facility Operating Licensee No. NPF-12, Condition 2.C(18), Fire Protection System, associated with 10 
CFR 50, Appendix R, Section III.O, for problems associated with reactor coolant pump (RCP) motor oil collection 
system. Specifically, the inspectors identified (1) a split in the sealing boot for the ‘B’ reactor coolant pump (RCP) 
motor oil cooler enclosure, (2) a failure to ensure an adequate design for the oil lift pump enclosure, and (3) a failure 
to have oil collection components for internally leaked oil escaping the RCP motor discharge air ductwork flange area. 
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The licensee entered the problem into their corrective action program as condition reports 12-05736 and 12-05756. 
 
The inspectors determined that the aforementioned problems with RCP motor oil enclosures and ductwork were 
performance deficiencies (PD). The inspectors reviewed inspector manual chapter (IMC) 0612 and determined that 
the PDs were more than minor and therefore a finding because they impacted the mitigating systems cornerstone 
objective to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences, and the related attribute of protection against external factors such as fire. This finding has 
a credible impact on safety because the failure to adequately install, maintain and design the oil collection system 
presented a degradation of a fire confinement component which has a fire prevention function of not allowing an oil 
leak to reach hot surfaces. The inspectors reviewed IMC0609, Attachment 4, and Appendix F and determined that the 
following for each example.  
 
Example 1 was assigned a high degradation rating because the split in the boot on the bottom of the oil enclosure 
would allow significant leakage to occur. The duration was greater than thirty days because the condition had existed 
for the previous operating cycle and this yields a duration factor of 1.0. Combining this with a generic fire frequency 
for a pressurized water reactor (PWR) containment or 1E-2 results in a fire frequency of 1E-2 which requires a phase 
2 evaluation.  
 
Example 2 was assigned a moderate degradation rating due to openings which would allow the escape of high 
pressure oil based on the location and orientation of the leak within the enclosure on each of the three RCPs. 
However, since the oil lift pumps are only operated for approximately five minutes before the start of a RCP, the 
duration is less than three days yielding a duration factor of .02. Combining this with a generic fire frequency for a 
PWR containment or 1E-2 results in a fire frequency of 2E-4 which requires a phase 2 evaluation.  
Example 3 was assigned a low degradation rating due to minimal leakage potential which screens to a Green or very 
low safety significance.  
 
A phase 2 Significance Determination Process (SDP) risk evaluation was performed by a regional SRA for PD 
examples 1 and 2 using NRC IMC 0609 Appendix F, with data from NUREG/CR 6850, the licensee’s fire protection 
engineering report and the latest NRC VC Summer SPAR PRA risk model. The major assumptions for example 1 
included: a one year exposure period, the ignition frequency from NUREG /CR 6850 for reactor coolant pump oil 
fires increased by one order of magnitude to account for the PD, the probability of non-suppression (PNS) from 
NUREG/CR 6850 for containment with detection at 5 minutes and damage at 10 minutes, and a base reactor trip 
transient conditional core damage probability (CCDP). The Example 2 assumptions included: a one hour exposure 
period to account for oil lift system operation for all three RCPs, the ignition frequency from NUREG/CR 6850 for 
reactor coolant pump oil fires increased by an order of magnitude to account for the PD, the PNS from NUREG/CR 
6850 for containment with detection at 5 minutes and damage at 10 minutes, and a CCDP assumed for a small loss of 
coolant accident (LOCA) given the potential target cables in the RCP enclosures. The dominant sequence for example 
1 was an oil leak in the B RCP oil cooler enclosure which leaked onto hot surfaces causing an oil fire on B RCP which 
was assumed to lead to a reactor trip if not rapidly suppressed. The dominant sequence for example 2 was an oil fire in 
any of the 3 RCPs upon startup due to spray from the oil lift system enclosure causing a fire on contact with hot 
surfaces. The fire is assumed to damage cables associated with reactor coolant system boundary valves if not rapidly 
suppressed leading to a small LOCA. For PD example 1 the risk was mitigated by the absence of safe shutdown 
equipment in the vicinity of the B RCP and PD example 2 risk was mitigated by the short exposure period. The risk of 
the three examples together represented an increase in core damage frequency of <1E-6/year a GREEN finding of 
very low safety significance.  
 
The cause example 1 relating to ensuring collection devices are leak-free involved the cross-cutting area of human 
performance, the component of resources, and the aspect of complete and accurate procedures, H.2(c), because the 
procedure for inspection of the oil collection enclosures was inadequate to detect the degraded condition. The other 
examples were not indicative of current licensee performance. (Section 4OA5.2)  
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Inspection Report# : 2013003 (pdf)  

Significance:  Jun 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Assess and Manage the Risk Impact of Time to Core Boil With Reactor Vessel Upper Internals 
Installed and Cavity Level is Greater Than Reactor Vessel Flange 
The inspectors identified a non-cited violation of 10 CFR 50.65 (a)(4) which requires in part that the licensee assess 
and manage the increase in risk that may result from proposed maintenance activities. Specifically, the licensee failed 
to assess and manage the increase in risk for shutdown operations and corresponding maintenance activities during 
Refueling Outage 20 because the qualitative risk evaluation failed to correctly update the time to core boil (TTCB), as 
determined by a computer program, for a plant operating state (POS) consisting of upper reactor vessel (RV) internals 
installed, RV head removed, and reactor cavity level greater than RV flange. The licensee entered this problem in 
their corrective action program as condition report 12-04757.  
 
The inspectors determined that the failure to assess and manage the increase in risk for shutdown operations and 
corresponding maintenance activities because the qualitative risk evaluation failed to correctly update the TTCB, as 
determined by a computer program, for the above POS was a performance deficiency (PD). The inspectors reviewed 
inspector manual chapter (IMC) 0612, Appendix B and determined the PD is more than minor and therefore a finding 
because if left uncorrected it would have to the potential to lead to a more significant safety concern. Specifically, the 
above POS results in a TTCB measured in minutes as opposed to hours, and the failure to accurately calculate and 
track for increase in risk and procedure applications would impact operator response to loss of the residual heat 
removal system.  
 
The finding was screened using IMC 0609 Attachment 4 which routed the significance determination to IMC 0609 
Appendix K. Since the licensee used a qualitative risk assessment process during shutdown conditions, a bounding 
risk assessment was done in accordance with IMC 0609 Appendix M requirements. A risk assessment was performed 
by a regional senior risk analyst using the shutdown risk methodology of IMC 0609 Appendix G. The major 
assumptions included: a 39 hour exposure period within Plant Operating State 2 (POS-2 early time window), Loss of 
Inventory, Loss of Offsite Power and Loss of residual heat removal (RHR) initiators were evaluated, both trains of 
RHR and emergency core cooling system including both emergency diesel generators were available, base case results 
were increased by a factor of 5 to account for the procedure SSP-004 not providing guidance that TTCB should be 
adjusted while the upper internals were installed (this was determined using the NRC standardized plant risk analysis 
– human (SPAR-H) error methodology for “Available but poor” procedure within the Diagnosis HEP performance 
shaping factors). The dominant sequence was Loss of RHR with failure to recover RHR and failure to initiate 
injection. The risk was mitigated by the short exposure period and the availability of both trains of RHR. The result of 
the risk evaluation was an increase in core damage frequency of <1E-6/year a GREEN finding of very low safety 
significance.  
 
This finding impacts the cross-cutting area of human performance, the component of work control, and the aspect of 
planning work activities by incorporating risk insights, H.3(a), because the licensee failed to recognize the TTCB for 
the identified POS caused a high risk evolution or a Yellow risk condition. (Section 4OA5.3)  
 
Inspection Report# : 2013003 (pdf)  

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Promptly Identify and Correct a Condition Adverse to Quality for Alignment of the Safety-Related 
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Refueling Water Storage Tank to a Non-Seismic Spent Fuel Purification system
A non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," was identified by the inspectors 
for the failure to promptly identify and correct a condition adverse to quality (CAQ) involving alignment of the safety-
related refueling water storage tank (RWST) to a non-seismic spent fuel purification (SF) system. The licensee 
entered the problem into their corrective action program as condition report 12-06193.  
 
The inspectors determined that the failure to promptly identify and correct the CAQ for the alignment of the RWST to 
the SF system was a performance deficiency (PD). The inspectors reviewed Inspector Manual Chapter (IMC) 0612, 
Appendix B and determined the PD was more than minor and therefore a finding, because it affected the Mitigating 
Systems cornerstone objective to ensure the availability, reliability, and capability of systems that respond to initiating 
events to prevent undesirable consequences and the respective attribute of configuration control because the alignment 
of the safety-related RWST to the non-seismic SF system created a CAQ and rendered the RWST inoperable. The 
inspectors evaluated the finding in accordance with NRC IMC 0609, “Significant Determination Process,” 
Attachment 4 and Appendix A and determined that the finding required a phase 3 evaluation by a senior reactor 
analyst using the NRC SPAR model. A one year exposure period was used and no recovery credit was assumed in the 
analysis. The non-seismic RWST purification piping was assumed to fail at the same seismic input as that assumed for 
a loss of offsite power. The dominant sequence was a seismically induced loss of offsite power leading to a station 
blackout with failure of the emergency power system and failure to recover offsite power or the EDGs. Subsequent 
battery depletion and operator failure to control the TDEFW pump would lead to core damage. The risk was mitigated 
by the low probability of a seismic event. The analysis determined that the risk increase of the performance deficiency 
was an increase in core damage frequency less than 1E-6/year a GREEN finding of very low safety significance. The 
cause of the finding involved the cross-cutting area of problem identification and resolution, the component of 
corrective action program, and the aspect of complete and thorough evaluation, P.1(c), because the licensee failed to 
determine that the alignment of the safety-related RWST to the non-seismic SF system was a CAQ. (Section 4OA2.3) 
 
Inspection Report# : 2012005 (pdf)  

Significance:  Oct 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedures and Procedure Compliance For Preventative Maintenance Deferrals 
The inspectors identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, 
and Drawings.” The licensee failed to ensure that the procedure for performing Preventative Maintenance (PM) 
deferrals included provisions to ensure that when a Work Order (WO) high value Preventative Maintenance Task 
Sheet (PMTS) is deferred past its end date that the new end date for the PMTS is updated in the Computerized 
Maintenance Management System (CMMS). Additionally, the licensee failed to ensure personnel performed PM 
deferrals when a WO high value PMTS could not be performed by its required end date as directed by the PM 
program procedure. The licensee entered the issue into the corrective action program as CRs 12-03940, 12-3930, 12-
03931, 12-04122, and 12-04152.  
 
The licensee’s failure to have an adequate procedure for PM deferrals and failure to perform PM deferrals as required 
by procedure SAP 143 was a performance deficiency. The performance deficiency was determined to be more than 
minor because if left uncorrected, the performance deficiency had the potential to lead to a more significant safety 
concern. Specifically, the failure to perform PMs at the required intervals could result in degradation or failure of 
safety significant equipment. The inspectors used IMC 0609, Att. 4, “Initial Characterization of Findings,” issued 
6/19/12, and IMC 0609, Appendix A, “The Significance Determination Process for Findings At-Power,” issued 
6/19/12, and determined the finding to be of very low safety significance (Green) because the finding was not a design 
or qualification deficiency, did not represent a loss of system and/or function, did not result in exceeding a TS allowed 
outage time and did not represent an actual loss of function of one or more non-Tech Spec Trains. The team identified 
a cross-cutting aspect in the resources component of the human performance area because the licensee failed to ensure 
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that the procedure was complete accurate and up to date. [H.2(c)] (Section 4OA2 a.3)
Inspection Report# : 2012008 (pdf)  

Barrier Integrity 

Significance:  Mar 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Perform Examinations of Reactor Pressure Vessel Supports 
The inspectors identified a non-cited violation (NCV) of Code of Federal Regulation (CFR) 10 CFR Part 50.55a, 
“Codes and Standards,” involving the licensee’s failure to include the reactor pressure vessel supports in the scope of 
the V. C. Summer Inservice Inspection Program (ISI) program. 10 CFR 50.55a requires that licensees develop an 
Inservice Inspection (ISI) program and update that program every 10 years in accordance with the approved edition of 
American Society of Mechanical Engineers (ASME) Section XI in effect 12 months prior to the beginning of the 10 
year interval. The inspectors identified that the nuclear Class 1 reactor pressure vessel supports were not included in 
the scope of the V. C. Summer Unit 1 ISI Program for the third interval. The licensee’s ISI program was prepared in 
accordance with the 1998 Edition of the ASME Section XI Code, with addenda through 2000, as modified by 10 CFR 
50.55a. As required by Article IWF 1000, Table 2500-1, Examination Category Item Number F1.40, the Reactor 
Pressure Vessel (RPV) supports are required to be periodically VT-3 visually examined. Also as required by 
Subsection IWB of Section XI, Table IWB-2500-1, Examination Category B-K, Item No. B10.10, the support integral 
attachment weld is to be periodically subjected to a surface examination. This issue was entered into the licensee’s 
corrective action program as Condition Report (CR) 13-00138 and CR-13-00737. The licensee took action and 
performed an operability determination and conducted remote visual examinations to assess the condition of the 
reactor vessel supports.  
 
The failure to include the RPV supports in the scope of the ISI program and the failure to conduct the required 
examinations was a performance deficiency that was within the ability of the licensee to foresee and correct. This 
finding was of more than minor significance because it was associated with the Design Control attribute of the Barrier 
Integrity Cornerstone and affected the cornerstone objective of providing reasonable assurance that physical design 
barriers protect the public from radionuclide releases caused by accidents or events. Specifically, examinations of the 
RPV supports provide assurance that the structural boundary of the reactor coolant system remains capable of 
performing its intended safety function. The inspectors used IMC 0609, “Significance  
Determination Process,” Attachment 0609.04, “Phase 1 – Initial Screening and Characterization of Findings,” and 
determined that the finding was of low safety significance (Green) because it did not represent an actual failure of the 
RPV supports.  
 
The cause of the finding involved the cross-cutting area of problem identification and resolution, the component of 
operating experience (OE), and the aspect of implements and institutionalizes OE through changes to station process, 
procedures and programs, P.2(b). Specifically, the licensee failed to implement and institutionalize OE for RPV 
supports into station processes and procedures. (Section 40A5.4)  
 
Inspection Report# : 2013002 (pdf)  

Emergency Preparedness 
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Occupational Radiation Safety 

Significance:  Sep 30, 2013 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to evaluate readiological conditions 
A Green, self-revealing, NCV was identified for the failure to perform radiological surveys required by 10 CFR 
20.1501(a) to ensure the potential radiological hazards and extent of radiation levels were understood and controlled 
before disassembling pressurizer spray valve PCV-444C. The issue was entered in the licensee’s CAP as CR-12-
05132.  
 
The inspectors determined that the failure to perform radiological surveys required by 10 CFR 20.1501(a) was a PD. 
The inspectors determined that the PD was more than minor because it impacted the program and process attribute of 
the Occupational Radiation Safety Cornerstone and adversely affected the cornerstone objective of ensuring adequate 
protection of worker health and safety from exposure to radiation in that the licensee failed to adequately evaluate 
potential radiological hazards that could be present in a work area. The finding was assessed using the Occupational 
Radiation Safety significance determination process and was determined to be of very low safety significance (Green) 
because it was not an ALARA planning issue, there was no overexposure nor substantial potential for an 
overexposure, and the licensee’s ability to assess dose was not compromised because the workers were wearing 
electronic dosimetry that was remotely monitored and intermittent on-site HP coverage was provided. This finding 
had a crosscutting aspect associated with human performance, work control, H.3(a). When licensee personnel failed to 
identify potential changes in expected radiological conditions and incorporate those changes into the RWP 
requirements prior to beginning work on valve PCV-444C, appropriate radiological work controls were not 
established. (Section 2RS1)  
 
Inspection Report# : 2013004 (pdf)  

Public Radiation Safety 

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Resin Shipment in Steel High Iintegrity Container Noncompliance with 10 CFR 61.56(b)(2) 
A self-revealing NCV of 10 CFR 61.56(b)(2) was identified because the licensee transported a cask shipment for 
disposal at the Energy Solutions Disposal Facility, Barnwell, South Carolina, which contained liquid above regulatory 
limits for final form for burial. The licensee entered the problem into their corrective action program as CR-12-04279. 
 
 
This finding is greater than minor because it was associated with the low level burial attribute of the Public Radiation 
Safety Cornerstone and adversely affected the cornerstone objective to ensure adequate protection of the public health 
and safety from exposure to radioactive materials released into the public domain. The finding is of very low safety 
significance because the shipping cask was discovered to have minimal liquid exceeding the regulatory limit of one 
half percent of the waste shipment total volume transported to the burial site for disposal and the liquid was 
discovered prior to waste disposal. The cause of the finding involved the cross-cutting area of human performance, the 
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component of resources, and the aspect of complete and accurate procedures, H.2(c), because the procedures did not 
address the permutation of having wet resin added on top of already dewatered resin, nor did it lead the user to the 
more restrictive dewatering regimen based on internals as a first choice. (Section 2RS8)  
 
Inspection Report# : 2012005 (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 Oct 31, 2012 
Identified By: NRC 
Item Type: FIN Finding 
PI&R Assessment Results 
The inspectors concluded that, in general, problems were properly identified, evaluated, prioritized, and corrected. 
The licensee was generally effective at identifying problems and entering them into the corrective action program 
(CAP) for resolution. Generally, prioritization and evaluation of issues, formal root cause evaluations for significant 
problems, and corrective actions specified for problems were consistent with licensee CAP procedures. Overall, 
corrective actions developed and implemented for issues were generally effective and implemented in a timely 
manner.  
 
The inspectors determined that audits and self-assessments were adequate in identifying deficiencies and areas for 
improvement in the CAP, and appropriate corrective actions were developed to address the issues identified. 
Operating experience usage was found to be generally acceptable and integrated into the licensee’s processes for 
performing and managing work, plant operations, and cause evaluations.  
 
Based on discussions and interviews conducted with plant employees from various departments, the inspectors 
determined that personnel at the site felt free to raise safety concerns to management and use the CAP to resolve those 
concerns. 
Inspection Report# : 2012008 (pdf)  

Last modified : December 03, 2013 
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Summer 
4Q/2013 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Nov 22, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Design the Safety-related Chiller Modification to Appropriate Quality Standards  
Green: The team identified a non-cited violation of 10 CFR 50, Appendix B, Criterion III, “Design Control,” for the 
licensee’s failure to review the application of design processes prescribed for the heating, ventilation, and air 
conditioning (HVAC) system chillers for suitability, to assure that appropriate quality standards were specified and 
included in design documents, and to ensure that deviations from such standards were controlled. This was a 
performance deficiency. The licensee entered this issue into their corrective action program as condition reports 13-
04803, 13-04804, and 13-04665. The licensee performed an operability evaluation and determined the ‘A’ chiller was 
inoperable with the two remaining operable chillers providing compliance with technical specifications.  
 
The performance deficiency was 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 availability, reliability, 
and capability of systems that respond to initiating events to prevent undesirable consequences. Specifically, the 
failure to establish adequate design control measures that required the review of applicable design processes for 
suitability resulted in a failure to meet specified quality objectives, which decreased the availability and reliability of 
the ‘A’ chiller. The team determined the finding to be of very low safety significance (Green) because although the 
finding was a deficiency affecting the design of a mitigating system, structure, or component which failed to maintain 
its operability, it did not represent a loss of the system function or a single train for greater than its technical 
specification allowed outage time. The HVAC system remains operable with the two remaining chillers, ‘B’ and ‘C’, 
in operation. The team determined the finding involved the cross-cutting aspect of supervisory and management 
oversight, within the Work Practices component of Human Performance area which states that, “the licensee ensures 
supervisory and management oversight of work activities, including contractors, such that nuclear safety is 
supported.” Specifically, V. C. Summer management did not ensure management oversight of work activities that  
provided for the administration of quality assurance necessary to support nuclear  
safety. [H.4(c)] (Section 1R17.b.i)  
 
Inspection Report# : 2013008 (pdf)  

Significance:  Nov 22, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Prevent a Water Hammer Event in the RBCU SW Discharge Piping 
Green: The team identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” for 
the licensee’s failure to verify the adequacy of design to prevent water hammer on the reactor building cooling unit 
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(RBCU) service water (SW) return lines following a potential design basis accident and a delayed closure of SW 
valves 3107A/B. This was a performance deficiency. The licensee entered this issue into their corrective action 
program as condition reports 13-04877 and 13-05139. The licensee restricted the alignment of SW to the RBCUs 
during normal plant operation until changes to procedures or additional control circuit interlocks between 3107A/B 
and the service water booster pump (SWBP) could be implemented to mitigate the consequences of a delayed closure 
of the valves.  
 
The performance deficiency was more than minor because it was associated with the Structures, Systems and 
Components and Barrier Performance attribute of the Barrier Integrity cornerstone and affected the cornerstone 
objective to provide reasonable assurance that physical design barriers (i.e. containment) protect the public from 
radionuclide releases caused by accident or events. Specifically, startup of the SWBP following a delayed closure of 
3107A/B would cause a water hammer event on the RBCU SW return lines inside containment. The water hammer 
loads would challenge SW piping and/or valve integrity and could compromise containment isolation. The team 
determined the finding to be of very low safety significance (Green) because the finding did not represent an actual 
open pathway in the physical integrity of reactor containment, containment isolation system, or heat removal 
components, and it did not involve a reduction in function of hydrogen igniters in the reactor containment. No cross-
cutting aspect was assigned to this finding because the team determined that the cause of the finding was not 
indicative of current licensee performance. (Section 1R17.b.ii)  
 
Inspection Report# : 2013008 (pdf)  

Significance:  Nov 01, 2013 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Meet Training Program Standards on Job Performance Measures for the Annual Licensed Operator 
Requalification Operating Examination (Section 1R11.1) 
 
Inspection Report# : 2013010 (pdf)  

Significance:  Nov 01, 2013 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Meet Training Program Standards for the Biennial Licensed Operator Requalification Written 
Examination (Section 1R11.2) 
 
Inspection Report# : 2013010 (pdf)  

Significance:  Nov 01, 2013 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Meet Training Program Standards for Administration of the Annual Licensed Operator 
Requalification Operating Examination (Section 1R11.3) 
 
Inspection Report# : 2013010 (pdf)  

Significance:  Sep 30, 2013 
Identified By: NRC 
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Item Type: FIN Finding 
Failure to develop adequate corrective action for a condition adverse to quality involving the loss of the 
alternate AC transformer 
The inspectors identified a Green finding of licensee procedure, SAP-999, “Corrective Action,” Revision 11 for the 
failure to develop corrective actions for a Level 3 condition report (CR) which described a condition adverse to 
quality (CAQ) associated with the loss of transformer, XTF-5052, alternate AC source.  
 
The inspectors determined that the failure to develop corrective actions for a Level 3 CR as required by their 
corrective action program (CAP) procedure was a performance deficiency (PD). The inspectors reviewed inspector 
manual chapter (IMC) 0612 and determined the PD is more than minor and therefore a finding because it adversely 
impacted the Mitigating Systems cornerstone objective to ensure the availability, reliability and capability of systems 
that respond to initiating events to prevent undesirable consequences and the respective attribute of equipment 
performance. Specifically, a system component, XTF-5052, associated with recovery of an offsite power circuit and 
installed to reduce core damage frequency, was rendered unavailable. The inspectors reviewed IMC 0609, Attachment 
4, and Appendix A – Exhibit 2, and determined the finding was of very low safety significance or Green because the 
finding was not a design deficiency or a loss of function during a required alignment per Technical Specifications. 
The inspectors reviewed IMC 0310 and determined the cause of the finding involved the cross-cutting area of problem 
identification and resolution, the component of corrective action program, and the aspect of appropriate corrective 
actions, P.1(d), because the licensee failed to develop corrective actions for the Level 3 CR associated with the loss of 
XTF5052. (Section 4OA2.3)  
 
Inspection Report# : 2013004 (pdf)  

Significance:  Sep 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to adequately evaluate new fire hoses for post-loss coolant accident conditions. 
The NRC inspectors identified a NCV of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, and 
Drawings,” for the failure to adequately accomplish engineering services procedure, ES-0419, “Equal To/Better Than 
(ETBT) Evaluation Process,” Revision 9, for new fire hoses located in the reactor building. The issue was entered into 
the licensee’s CAP as condition report CR-12-05730.  
 
The inspectors determined that the failure to adequately accomplish ES-0419 for new fire hoses in the reactor building 
was a PD. The inspectors reviewed IMC 0612 and determined that the PD is more than minor and therefore a finding 
because if left uncorrected it would have the potential to lead to a more significant safety concern in that degradation 
of the fire hoses in post loss of coolant accident (LOCA) conditions would adversely impact the emergency core 
cooling system (ECCS) containment sump screens. The inspectors reviewed IMC 0609, Attachment 4, and Appendix 
A – Exhibit 2, and determined the finding was of very low safety significance or Green because the finding was not a 
design deficiency or represented a loss of function. Specifically, the inspectors identified the problem prior to the 
licensee incurring actual risk exposure time. The inspectors reviewed IMC 0310 and determined the cause of the 
finding involved the cross-cutting area of human performance, the component of resources, and the aspect of adequate 
emergency equipment, H.2(d), because the licensee failed to ensure the new fire hoses would not impact safety-related 
components such as ECCS sump screens during post-LOCA conditions. (Section 4OA5.2)  
 
Inspection Report# : 2013004 (pdf)  

Significance:  Jun 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
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Failure to Perform a Past Operability Evaluation of the Service Water Outlet Header to ‘B’ Component 
Cooling Water Cross-Connect Valve  
The inspectors identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, 
and Drawings,” for the failure to accomplish a past operability evaluation for the 'B' component cooling water (CCW) 
train as required by corrective action program (CAP) procedures; consequently, the licensee did not recognize that 
theTechnical Specification 3.7.3 allowed outage time was exceeded. The issue was entered into the licensee’s CAP as 
condition report CR-13-00930.  
 
The inspectors determined that the failure to evaluate past operability as required by the licensee’s CAP procedures 
was a performance deficiency (PD). The inspectors reviewed inspector manual chapter (IMC) 0612 and determined 
the PD is more than minor and therefore a finding because if left uncorrected it would have the potential to lead to a 
more significant safety concern in that the licensee would not have performed a past operability evaluation. 
Consequently, the licensee would not have realized technical specifications were exceeded, would not have performed 
as thorough of an extent of condition review and would not have submitted a LER. Additionally, the inspectors also 
considered IMC 0612, Appendix E, Example 4.a in which the PD is more than minor if the later evaluation 
determined that safety related equipment was adversely affected. The inspectors reviewed IMC 0609, Attachment 4, 
and Appendix A – Exhibit 2, and determined the finding was of very low safety significance or Green because the 
finding did not contribute to the likelihood of both a reactor trip and the unavailability of mitigation equipment and 
associated functions. The cause of the finding involved the cross-cutting area of problem identification and resolution, 
the component of corrective action program, and the aspect of complete and thorough evaluation, P.1(c), because the 
licensee failed to evaluate past operability for the ‘B’ CCW train. (Section 1R15)  
 
Inspection Report# : 2013003 (pdf)  

Significance:  Jun 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Design, Install and Maintain Oil Collection Devices for Reactor Coolant Pump Motors 
The inspectors identified three examples of a non-cited violation of the Virgil C. Summer Nuclear Station, Unit No. 1, 
Renewed Facility Operating Licensee No. NPF-12, Condition 2.C(18), Fire Protection System, associated with 10 
CFR 50, Appendix R, Section III.O, for problems associated with reactor coolant pump (RCP) motor oil collection 
system. Specifically, the inspectors identified (1) a split in the sealing boot for the ‘B’ reactor coolant pump (RCP) 
motor oil cooler enclosure, (2) a failure to ensure an adequate design for the oil lift pump enclosure, and (3) a failure 
to have oil collection components for internally leaked oil escaping the RCP motor discharge air ductwork flange area. 
The licensee entered the problem into their corrective action program as condition reports 12-05736 and 12-05756.  
 
The inspectors determined that the aforementioned problems with RCP motor oil enclosures and ductwork were 
performance deficiencies (PD). The inspectors reviewed inspector manual chapter (IMC) 0612 and determined that 
the PDs were more than minor and therefore a finding because they impacted the mitigating systems cornerstone 
objective to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences, and the related attribute of protection against external factors such as fire. This finding has 
a credible impact on safety because the failure to adequately install, maintain and design the oil collection system 
presented a degradation of a fire confinement component which has a fire prevention function of not allowing an oil 
leak to reach hot surfaces. The inspectors reviewed IMC0609, Attachment 4, and Appendix F and determined that the 
following for each example.  
 
Example 1 was assigned a high degradation rating because the split in the boot on the bottom of the oil enclosure 
would allow significant leakage to occur. The duration was greater than thirty days because the condition had existed 
for the previous operating cycle and this yields a duration factor of 1.0. Combining this with a generic fire frequency 
for a pressurized water reactor (PWR) containment or 1E-2 results in a fire frequency of 1E-2 which requires a phase 
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2 evaluation.  
 
Example 2 was assigned a moderate degradation rating due to openings which would allow the escape of high 
pressure oil based on the location and orientation of the leak within the enclosure on each of the three RCPs. 
However, since the oil lift pumps are only operated for approximately five minutes before the start of a RCP, the 
duration is less than three days yielding a duration factor of .02. Combining this with a generic fire frequency for a 
PWR containment or 1E-2 results in a fire frequency of 2E-4 which requires a phase 2 evaluation.  
Example 3 was assigned a low degradation rating due to minimal leakage potential which screens to a Green or very 
low safety significance.  
 
A phase 2 Significance Determination Process (SDP) risk evaluation was performed by a regional SRA for PD 
examples 1 and 2 using NRC IMC 0609 Appendix F, with data from NUREG/CR 6850, the licensee’s fire protection 
engineering report and the latest NRC VC Summer SPAR PRA risk model. The major assumptions for example 1 
included: a one year exposure period, the ignition frequency from NUREG /CR 6850 for reactor coolant pump oil 
fires increased by one order of magnitude to account for the PD, the probability of non-suppression (PNS) from 
NUREG/CR 6850 for containment with detection at 5 minutes and damage at 10 minutes, and a base reactor trip 
transient conditional core damage probability (CCDP). The Example 2 assumptions included: a one hour exposure 
period to account for oil lift system operation for all three RCPs, the ignition frequency from NUREG/CR 6850 for 
reactor coolant pump oil fires increased by an order of magnitude to account for the PD, the PNS from NUREG/CR 
6850 for containment with detection at 5 minutes and damage at 10 minutes, and a CCDP assumed for a small loss of 
coolant accident (LOCA) given the potential target cables in the RCP enclosures. The dominant sequence for example 
1 was an oil leak in the B RCP oil cooler enclosure which leaked onto hot surfaces causing an oil fire on B RCP which 
was assumed to lead to a reactor trip if not rapidly suppressed. The dominant sequence for example 2 was an oil fire in 
any of the 3 RCPs upon startup due to spray from the oil lift system enclosure causing a fire on contact with hot 
surfaces. The fire is assumed to damage cables associated with reactor coolant system boundary valves if not rapidly 
suppressed leading to a small LOCA. For PD example 1 the risk was mitigated by the absence of safe shutdown 
equipment in the vicinity of the B RCP and PD example 2 risk was mitigated by the short exposure period. The risk of 
the three examples together represented an increase in core damage frequency of <1E-6/year a GREEN finding of 
very low safety significance.  
 
The cause example 1 relating to ensuring collection devices are leak-free involved the cross-cutting area of human 
performance, the component of resources, and the aspect of complete and accurate procedures, H.2(c), because the 
procedure for inspection of the oil collection enclosures was inadequate to detect the degraded condition. The other 
examples were not indicative of current licensee performance. (Section 4OA5.2)  
 
Inspection Report# : 2013003 (pdf)  

Significance:  Jun 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Assess and Manage the Risk Impact of Time to Core Boil With Reactor Vessel Upper Internals 
Installed and Cavity Level is Greater Than Reactor Vessel Flange 
The inspectors identified a non-cited violation of 10 CFR 50.65 (a)(4) which requires in part that the licensee assess 
and manage the increase in risk that may result from proposed maintenance activities. Specifically, the licensee failed 
to assess and manage the increase in risk for shutdown operations and corresponding maintenance activities during 
Refueling Outage 20 because the qualitative risk evaluation failed to correctly update the time to core boil (TTCB), as 
determined by a computer program, for a plant operating state (POS) consisting of upper reactor vessel (RV) internals 
installed, RV head removed, and reactor cavity level greater than RV flange. The licensee entered this problem in 
their corrective action program as condition report 12-04757.  
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The inspectors determined that the failure to assess and manage the increase in risk for shutdown operations and 
corresponding maintenance activities because the qualitative risk evaluation failed to correctly update the TTCB, as 
determined by a computer program, for the above POS was a performance deficiency (PD). The inspectors reviewed 
inspector manual chapter (IMC) 0612, Appendix B and determined the PD is more than minor and therefore a finding 
because if left uncorrected it would have to the potential to lead to a more significant safety concern. Specifically, the 
above POS results in a TTCB measured in minutes as opposed to hours, and the failure to accurately calculate and 
track for increase in risk and procedure applications would impact operator response to loss of the residual heat 
removal system.  
 
The finding was screened using IMC 0609 Attachment 4 which routed the significance determination to IMC 0609 
Appendix K. Since the licensee used a qualitative risk assessment process during shutdown conditions, a bounding 
risk assessment was done in accordance with IMC 0609 Appendix M requirements. A risk assessment was performed 
by a regional senior risk analyst using the shutdown risk methodology of IMC 0609 Appendix G. The major 
assumptions included: a 39 hour exposure period within Plant Operating State 2 (POS-2 early time window), Loss of 
Inventory, Loss of Offsite Power and Loss of residual heat removal (RHR) initiators were evaluated, both trains of 
RHR and emergency core cooling system including both emergency diesel generators were available, base case results 
were increased by a factor of 5 to account for the procedure SSP-004 not providing guidance that TTCB should be 
adjusted while the upper internals were installed (this was determined using the NRC standardized plant risk analysis 
– human (SPAR-H) error methodology for “Available but poor” procedure within the Diagnosis HEP performance 
shaping factors). The dominant sequence was Loss of RHR with failure to recover RHR and failure to initiate 
injection. The risk was mitigated by the short exposure period and the availability of both trains of RHR. The result of 
the risk evaluation was an increase in core damage frequency of <1E-6/year a GREEN finding of very low safety 
significance.  
 
This finding impacts the cross-cutting area of human performance, the component of work control, and the aspect of 
planning work activities by incorporating risk insights, H.3(a), because the licensee failed to recognize the TTCB for 
the identified POS caused a high risk evolution or a Yellow risk condition. (Section 4OA5.3)  
 
Inspection Report# : 2013003 (pdf)  

Barrier Integrity 

Significance:  Dec 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedure for Control of containment Penetrations 
An NRC-identified Green non-cited violation of 10 CFR 50, Appendix B, Criterion V, “Instructions, Procedures, and 
Drawings,”was identified for the licensee’s failure to prescribe an adequate procedure for control of temporary 
containment penetration devices. The violation is in the licensee’s corrective action program as condition report 13-
00739.  
 
The inspectors determined that the failure to have an adequate procedure for control of temporary containment 
penetration devices was a performance deficiency (PD). The PD is more than minor and therefore a finding because it 
impacted the barrier integrity cornerstone objective to provide reasonable assurance that physical design barriers such 
as the containment, protect the public from radionuclide releases caused by accidents or events and the attribute of 
procedure quality because the affected procedure allowed the use of silicone foam in configurations which did not 
provide adequate pressure retention capabilities. The inspectors evaluated the finding in accordance with NRC 
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Inspection Manual Chapter 0609, “Significant Determination Process,” attachment 4, appendix G, and appendix H 
and determined that an analysis was required by a senior reactor analyst. A regional SRA performed an SDP 
assessment of this finding. The licensee containment penetration testing and results were reviewed as well as the 
licensee's risk evaluation. The conclusion was that the finding represented a condition B finding which would only 
impact large early release fraction (LERF) and not core damage frequency. The test results showed that the finding 
would not meet the leakage criteria necessary for the finding to be >GREEN per NRC IMC 0609 Appendix H. The 
conditions necessary to achieve the leakage criteria were determined to be <1E-7 for LERF which represented a 
GREEN finding of very low safety significance. There are no cross-cutting aspects because the finding was not 
representative of current licensee performance. (Section 4OA5.2) 
Inspection Report# : 2013005 (pdf)  

Significance:  Mar 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Perform Examinations of Reactor Pressure Vessel Supports 
The inspectors identified a non-cited violation (NCV) of Code of Federal Regulation (CFR) 10 CFR Part 50.55a, 
“Codes and Standards,” involving the licensee’s failure to include the reactor pressure vessel supports in the scope of 
the V. C. Summer Inservice Inspection Program (ISI) program. 10 CFR 50.55a requires that licensees develop an 
Inservice Inspection (ISI) program and update that program every 10 years in accordance with the approved edition of 
American Society of Mechanical Engineers (ASME) Section XI in effect 12 months prior to the beginning of the 10 
year interval. The inspectors identified that the nuclear Class 1 reactor pressure vessel supports were not included in 
the scope of the V. C. Summer Unit 1 ISI Program for the third interval. The licensee’s ISI program was prepared in 
accordance with the 1998 Edition of the ASME Section XI Code, with addenda through 2000, as modified by 10 CFR 
50.55a. As required by Article IWF 1000, Table 2500-1, Examination Category Item Number F1.40, the Reactor 
Pressure Vessel (RPV) supports are required to be periodically VT-3 visually examined. Also as required by 
Subsection IWB of Section XI, Table IWB-2500-1, Examination Category B-K, Item No. B10.10, the support integral 
attachment weld is to be periodically subjected to a surface examination. This issue was entered into the licensee’s 
corrective action program as Condition Report (CR) 13-00138 and CR-13-00737. The licensee took action and 
performed an operability determination and conducted remote visual examinations to assess the condition of the 
reactor vessel supports.  
 
The failure to include the RPV supports in the scope of the ISI program and the failure to conduct the required 
examinations was a performance deficiency that was within the ability of the licensee to foresee and correct. This 
finding was of more than minor significance because it was associated with the Design Control attribute of the Barrier 
Integrity Cornerstone and affected the cornerstone objective of providing reasonable assurance that physical design 
barriers protect the public from radionuclide releases caused by accidents or events. Specifically, examinations of the 
RPV supports provide assurance that the structural boundary of the reactor coolant system remains capable of 
performing its intended safety function. The inspectors used IMC 0609, “Significance  
Determination Process,” Attachment 0609.04, “Phase 1 – Initial Screening and Characterization of Findings,” and 
determined that the finding was of low safety significance (Green) because it did not represent an actual failure of the 
RPV supports.  
 
The cause of the finding involved the cross-cutting area of problem identification and resolution, the component of 
operating experience (OE), and the aspect of implements and institutionalizes OE through changes to station process, 
procedures and programs, P.2(b). Specifically, the licensee failed to implement and institutionalize OE for RPV 
supports into station processes and procedures. (Section 40A5.4)  
 
Inspection Report# : 2013002 (pdf)  
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Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Sep 30, 2013 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to evaluate readiological conditions 
A Green, self-revealing, NCV was identified for the failure to perform radiological surveys required by 10 CFR 
20.1501(a) to ensure the potential radiological hazards and extent of radiation levels were understood and controlled 
before disassembling pressurizer spray valve PCV-444C. The issue was entered in the licensee’s CAP as CR-12-
05132.  
 
The inspectors determined that the failure to perform radiological surveys required by 10 CFR 20.1501(a) was a PD. 
The inspectors determined that the PD was more than minor because it impacted the program and process attribute of 
the Occupational Radiation Safety Cornerstone and adversely affected the cornerstone objective of ensuring adequate 
protection of worker health and safety from exposure to radiation in that the licensee failed to adequately evaluate 
potential radiological hazards that could be present in a work area. The finding was assessed using the Occupational 
Radiation Safety significance determination process and was determined to be of very low safety significance (Green) 
because it was not an ALARA planning issue, there was no overexposure nor substantial potential for an 
overexposure, and the licensee’s ability to assess dose was not compromised because the workers were wearing 
electronic dosimetry that was remotely monitored and intermittent on-site HP coverage was provided. This finding 
had a crosscutting aspect associated with human performance, work control, H.3(a). When licensee personnel failed to 
identify potential changes in expected radiological conditions and incorporate those changes into the RWP 
requirements prior to beginning work on valve PCV-444C, appropriate radiological work controls were not 
established. (Section 2RS1)  
 
Inspection Report# : 2013004 (pdf)  

Public Radiation Safety 

Security 
Although the Security Cornerstone is included in the Reactor Oversight Process assessment program, the Commission 
has decided that specific information related to findings and performance indicators pertaining to the Security 
Cornerstone will not be publicly available to ensure that security information is not provided to a possible adversary. 
Other than the fact that a finding or performance indicator is Green or Greater-Than-Green, security related 
information will not be displayed on the public web page. Therefore, the cover letters to security inspection reports 
may be viewed. 
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Summer 
1Q/2014 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Mar 31, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Declare the ‘A’ Safety Injection Pump Inoperable and Enter TS 3.5.2 Action a (Section 1R12) 
The NRC identified a NCV of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” 
for the licensee’s failure to enter TS 3.5.2, Action a, due to inoperability of the ‘A’ charging/safety injection (SI) 
pump during periods when its room cooler was out of service, as required by SAP-209, “Operability Determination 
Process,” Revision 1. The issue was entered into the licensee’s CAP as condition report CR-14-00778  
The inspectors determined that the failure to declare the ‘A’ SI pump inoperable and enter the respective TS 3.5.2, 
Action a, when the necessary support room cooler was incapable of performing its function, as required by SAP-209 
is a performance deficiency (PD). The inspectors reviewed Inspector Manual Chapter (IMC) 0612 and determined the 
PD is more than minor because, if left uncorrected, it would have had the potential to lead to a more significant safety 
concern in that the failure to identify and monitor an applicable technical specification action statement could lead to 
plant operations outside of TS analyzed conditions. The inspectors reviewed IMC 0609, Attachment 4, Initial 
Characterization of Findings, dated June 19, 2012, and Appendix A – Exhibit 2, The Significance Determination 
Process (SDP) for Findings At-Power, dated June 19, 2012, and determined the finding was of very low safety 
significance or Green because the system was not inoperable in excess of the TS allowed outage time. Since the 
original TS interpretation allowing removal of the SI pump room cooler from service was from 1997, this issue is not 
indicative of current performance and therefore no cross-cutting aspect is assigned. 
Inspection Report# : 2014002 (pdf)  

Significance:  Mar 31, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Promptly Identify and Correct a Condition Adverse to Quality for an Inboard Bearing Oil Leak on 
the ‘A’ CCW Pump 
The NRC identified a NCV of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," for the licensee’s failure 
to promptly identify and correct a condition adverse to quality (CAQ) involving an inboard bearing oil leak on the ‘A’
component cooling water (CCW) pump. The issue was entered into the licensee’s corrective action program (CAP) as 
Condition Report CR-13-03733.  
The inspectors determined that the failure to promptly identify and correct the CAQ for the ‘A’ CCW pump’s inboard 
bearing oil leak was a performance deficiency (PD). The inspectors reviewed Inspector Manual Chapter (IMC) 0612, 
Appendix B, “Issue Screening”, dated September 7, 2012, and determined the PD was more than minor and therefore 
a finding, because it affected the Mitigating Systems cornerstone objective to ensure the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences and the respective attribute 
of equipment performance. Specifically, an in-service train of CCW was declared inoperable due to a large oil leak 
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that could have depleted all available oil for inboard bearing lubrication within a short time period. The inspectors 
reviewed IMC 0609, Attachment 4, Initial Characterization of Findings, dated June 19, 2012, and Appendix A – 
Exhibit 2, “The Significance Determination Process (SDP) for Findings At-Power”, dated June 19, 2012, and 
determined the finding was of very low safety significance or Green because the finding was not a design deficiency 
or loss of function. The cause of the finding involved the cross-cutting area of problem identification and resolution 
and the aspect of resolution, P.3, because the licensee failed to take effective corrective actions commensurate with an 
issue’s safety significance in that they failed to promptly identify and correct an ‘A’ CCW pump inboard bearing oil 
leak that was a CAQ. 
Inspection Report# : 2014002 (pdf)  

Significance:  Nov 22, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Design the Safety-related Chiller Modification to Appropriate Quality Standards  
Green: The team identified a non-cited violation of 10 CFR 50, Appendix B, Criterion III, “Design Control,” for the 
licensee’s failure to review the application of design processes prescribed for the heating, ventilation, and air 
conditioning (HVAC) system chillers for suitability, to assure that appropriate quality standards were specified and 
included in design documents, and to ensure that deviations from such standards were controlled. This was a 
performance deficiency. The licensee entered this issue into their corrective action program as condition reports 13-
04803, 13-04804, and 13-04665. The licensee performed an operability evaluation and determined the ‘A’ chiller was 
inoperable with the two remaining operable chillers providing compliance with technical specifications.  
 
The performance deficiency was 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 availability, reliability, 
and capability of systems that respond to initiating events to prevent undesirable consequences. Specifically, the 
failure to establish adequate design control measures that required the review of applicable design processes for 
suitability resulted in a failure to meet specified quality objectives, which decreased the availability and reliability of 
the ‘A’ chiller. The team determined the finding to be of very low safety significance (Green) because although the 
finding was a deficiency affecting the design of a mitigating system, structure, or component which failed to maintain 
its operability, it did not represent a loss of the system function or a single train for greater than its technical 
specification allowed outage time. The HVAC system remains operable with the two remaining chillers, ‘B’ and ‘C’, 
in operation. The team determined the finding involved the cross-cutting aspect of supervisory and management 
oversight, within the Work Practices component of Human Performance area which states that, “the licensee ensures 
supervisory and management oversight of work activities, including contractors, such that nuclear safety is 
supported.” Specifically, V. C. Summer management did not ensure management oversight of work activities that  
provided for the administration of quality assurance necessary to support nuclear  
safety. [H.4(c)] (Section 1R17.b.i)  
 
Inspection Report# : 2013008 (pdf)  

Significance:  Nov 22, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Prevent a Water Hammer Event in the RBCU SW Discharge Piping 
Green: The team identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” for 
the licensee’s failure to verify the adequacy of design to prevent water hammer on the reactor building cooling unit 
(RBCU) service water (SW) return lines following a potential design basis accident and a delayed closure of SW 
valves 3107A/B. This was a performance deficiency. The licensee entered this issue into their corrective action 
program as condition reports 13-04877 and 13-05139. The licensee restricted the alignment of SW to the RBCUs 
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during normal plant operation until changes to procedures or additional control circuit interlocks between 3107A/B 
and the service water booster pump (SWBP) could be implemented to mitigate the consequences of a delayed closure 
of the valves.  
 
The performance deficiency was more than minor because it was associated with the Structures, Systems and 
Components and Barrier Performance attribute of the Barrier Integrity cornerstone and affected the cornerstone 
objective to provide reasonable assurance that physical design barriers (i.e. containment) protect the public from 
radionuclide releases caused by accident or events. Specifically, startup of the SWBP following a delayed closure of 
3107A/B would cause a water hammer event on the RBCU SW return lines inside containment. The water hammer 
loads would challenge SW piping and/or valve integrity and could compromise containment isolation. The team 
determined the finding to be of very low safety significance (Green) because the finding did not represent an actual 
open pathway in the physical integrity of reactor containment, containment isolation system, or heat removal 
components, and it did not involve a reduction in function of hydrogen igniters in the reactor containment. No cross-
cutting aspect was assigned to this finding because the team determined that the cause of the finding was not 
indicative of current licensee performance. (Section 1R17.b.ii)  
 
Inspection Report# : 2013008 (pdf)  

Significance:  Nov 01, 2013 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Meet Training Program Standards on Job Performance Measures for the Annual Licensed Operator 
Requalification Operating Examination (Section 1R11.1) 
 
Inspection Report# : 2013010 (pdf)  

Significance:  Nov 01, 2013 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Meet Training Program Standards for the Biennial Licensed Operator Requalification Written 
Examination (Section 1R11.2) 
 
Inspection Report# : 2013010 (pdf)  

Significance:  Nov 01, 2013 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Meet Training Program Standards for Administration of the Annual Licensed Operator 
Requalification Operating Examination (Section 1R11.3) 
 
Inspection Report# : 2013010 (pdf)  

Significance:  Sep 30, 2013 
Identified By: NRC 
Item Type: FIN Finding 
Failure to develop adequate corrective action for a condition adverse to quality involving the loss of the 
alternate AC transformer 
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The inspectors identified a Green finding of licensee procedure, SAP-999, “Corrective Action,” Revision 11 for the 
failure to develop corrective actions for a Level 3 condition report (CR) which described a condition adverse to 
quality (CAQ) associated with the loss of transformer, XTF-5052, alternate AC source.  
 
The inspectors determined that the failure to develop corrective actions for a Level 3 CR as required by their 
corrective action program (CAP) procedure was a performance deficiency (PD). The inspectors reviewed inspector 
manual chapter (IMC) 0612 and determined the PD is more than minor and therefore a finding because it adversely 
impacted the Mitigating Systems cornerstone objective to ensure the availability, reliability and capability of systems 
that respond to initiating events to prevent undesirable consequences and the respective attribute of equipment 
performance. Specifically, a system component, XTF-5052, associated with recovery of an offsite power circuit and 
installed to reduce core damage frequency, was rendered unavailable. The inspectors reviewed IMC 0609, Attachment 
4, and Appendix A – Exhibit 2, and determined the finding was of very low safety significance or Green because the 
finding was not a design deficiency or a loss of function during a required alignment per Technical Specifications. 
The inspectors reviewed IMC 0310 and determined the cause of the finding involved the cross-cutting area of problem 
identification and resolution, the component of corrective action program, and the aspect of appropriate corrective 
actions, P.1(d), because the licensee failed to develop corrective actions for the Level 3 CR associated with the loss of 
XTF5052. (Section 4OA2.3)  
 
Inspection Report# : 2013004 (pdf)  

Significance:  Sep 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to adequately evaluate new fire hoses for post-loss coolant accident conditions. 
The NRC inspectors identified a NCV of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, and 
Drawings,” for the failure to adequately accomplish engineering services procedure, ES-0419, “Equal To/Better Than 
(ETBT) Evaluation Process,” Revision 9, for new fire hoses located in the reactor building. The issue was entered into 
the licensee’s CAP as condition report CR-12-05730.  
 
The inspectors determined that the failure to adequately accomplish ES-0419 for new fire hoses in the reactor building 
was a PD. The inspectors reviewed IMC 0612 and determined that the PD is more than minor and therefore a finding 
because if left uncorrected it would have the potential to lead to a more significant safety concern in that degradation 
of the fire hoses in post loss of coolant accident (LOCA) conditions would adversely impact the emergency core 
cooling system (ECCS) containment sump screens. The inspectors reviewed IMC 0609, Attachment 4, and Appendix 
A – Exhibit 2, and determined the finding was of very low safety significance or Green because the finding was not a 
design deficiency or represented a loss of function. Specifically, the inspectors identified the problem prior to the 
licensee incurring actual risk exposure time. The inspectors reviewed IMC 0310 and determined the cause of the 
finding involved the cross-cutting area of human performance, the component of resources, and the aspect of adequate 
emergency equipment, H.2(d), because the licensee failed to ensure the new fire hoses would not impact safety-related 
components such as ECCS sump screens during post-LOCA conditions. (Section 4OA5.2)  
 
Inspection Report# : 2013004 (pdf)  

Significance:  Jun 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Perform a Past Operability Evaluation of the Service Water Outlet Header to ‘B’ Component 
Cooling Water Cross-Connect Valve  
The inspectors identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, 
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and Drawings,” for the failure to accomplish a past operability evaluation for the 'B' component cooling water (CCW) 
train as required by corrective action program (CAP) procedures; consequently, the licensee did not recognize that 
theTechnical Specification 3.7.3 allowed outage time was exceeded. The issue was entered into the licensee’s CAP as 
condition report CR-13-00930.  
 
The inspectors determined that the failure to evaluate past operability as required by the licensee’s CAP procedures 
was a performance deficiency (PD). The inspectors reviewed inspector manual chapter (IMC) 0612 and determined 
the PD is more than minor and therefore a finding because if left uncorrected it would have the potential to lead to a 
more significant safety concern in that the licensee would not have performed a past operability evaluation. 
Consequently, the licensee would not have realized technical specifications were exceeded, would not have performed 
as thorough of an extent of condition review and would not have submitted a LER. Additionally, the inspectors also 
considered IMC 0612, Appendix E, Example 4.a in which the PD is more than minor if the later evaluation 
determined that safety related equipment was adversely affected. The inspectors reviewed IMC 0609, Attachment 4, 
and Appendix A – Exhibit 2, and determined the finding was of very low safety significance or Green because the 
finding did not contribute to the likelihood of both a reactor trip and the unavailability of mitigation equipment and 
associated functions. The cause of the finding involved the cross-cutting area of problem identification and resolution, 
the component of corrective action program, and the aspect of complete and thorough evaluation, P.1(c), because the 
licensee failed to evaluate past operability for the ‘B’ CCW train. (Section 1R15)  
 
Inspection Report# : 2013003 (pdf)  

Significance:  Jun 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Design, Install and Maintain Oil Collection Devices for Reactor Coolant Pump Motors 
The inspectors identified three examples of a non-cited violation of the Virgil C. Summer Nuclear Station, Unit No. 1, 
Renewed Facility Operating Licensee No. NPF-12, Condition 2.C(18), Fire Protection System, associated with 10 
CFR 50, Appendix R, Section III.O, for problems associated with reactor coolant pump (RCP) motor oil collection 
system. Specifically, the inspectors identified (1) a split in the sealing boot for the ‘B’ reactor coolant pump (RCP) 
motor oil cooler enclosure, (2) a failure to ensure an adequate design for the oil lift pump enclosure, and (3) a failure 
to have oil collection components for internally leaked oil escaping the RCP motor discharge air ductwork flange area. 
The licensee entered the problem into their corrective action program as condition reports 12-05736 and 12-05756.  
 
The inspectors determined that the aforementioned problems with RCP motor oil enclosures and ductwork were 
performance deficiencies (PD). The inspectors reviewed inspector manual chapter (IMC) 0612 and determined that 
the PDs were more than minor and therefore a finding because they impacted the mitigating systems cornerstone 
objective to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences, and the related attribute of protection against external factors such as fire. This finding has 
a credible impact on safety because the failure to adequately install, maintain and design the oil collection system 
presented a degradation of a fire confinement component which has a fire prevention function of not allowing an oil 
leak to reach hot surfaces. The inspectors reviewed IMC0609, Attachment 4, and Appendix F and determined that the 
following for each example.  
 
Example 1 was assigned a high degradation rating because the split in the boot on the bottom of the oil enclosure 
would allow significant leakage to occur. The duration was greater than thirty days because the condition had existed 
for the previous operating cycle and this yields a duration factor of 1.0. Combining this with a generic fire frequency 
for a pressurized water reactor (PWR) containment or 1E-2 results in a fire frequency of 1E-2 which requires a phase 
2 evaluation.  
 
Example 2 was assigned a moderate degradation rating due to openings which would allow the escape of high 
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pressure oil based on the location and orientation of the leak within the enclosure on each of the three RCPs. 
However, since the oil lift pumps are only operated for approximately five minutes before the start of a RCP, the 
duration is less than three days yielding a duration factor of .02. Combining this with a generic fire frequency for a 
PWR containment or 1E-2 results in a fire frequency of 2E-4 which requires a phase 2 evaluation.  
Example 3 was assigned a low degradation rating due to minimal leakage potential which screens to a Green or very 
low safety significance.  
 
A phase 2 Significance Determination Process (SDP) risk evaluation was performed by a regional SRA for PD 
examples 1 and 2 using NRC IMC 0609 Appendix F, with data from NUREG/CR 6850, the licensee’s fire protection 
engineering report and the latest NRC VC Summer SPAR PRA risk model. The major assumptions for example 1 
included: a one year exposure period, the ignition frequency from NUREG /CR 6850 for reactor coolant pump oil 
fires increased by one order of magnitude to account for the PD, the probability of non-suppression (PNS) from 
NUREG/CR 6850 for containment with detection at 5 minutes and damage at 10 minutes, and a base reactor trip 
transient conditional core damage probability (CCDP). The Example 2 assumptions included: a one hour exposure 
period to account for oil lift system operation for all three RCPs, the ignition frequency from NUREG/CR 6850 for 
reactor coolant pump oil fires increased by an order of magnitude to account for the PD, the PNS from NUREG/CR 
6850 for containment with detection at 5 minutes and damage at 10 minutes, and a CCDP assumed for a small loss of 
coolant accident (LOCA) given the potential target cables in the RCP enclosures. The dominant sequence for example 
1 was an oil leak in the B RCP oil cooler enclosure which leaked onto hot surfaces causing an oil fire on B RCP which 
was assumed to lead to a reactor trip if not rapidly suppressed. The dominant sequence for example 2 was an oil fire in 
any of the 3 RCPs upon startup due to spray from the oil lift system enclosure causing a fire on contact with hot 
surfaces. The fire is assumed to damage cables associated with reactor coolant system boundary valves if not rapidly 
suppressed leading to a small LOCA. For PD example 1 the risk was mitigated by the absence of safe shutdown 
equipment in the vicinity of the B RCP and PD example 2 risk was mitigated by the short exposure period. The risk of 
the three examples together represented an increase in core damage frequency of <1E-6/year a GREEN finding of 
very low safety significance.  
 
The cause example 1 relating to ensuring collection devices are leak-free involved the cross-cutting area of human 
performance, the component of resources, and the aspect of complete and accurate procedures, H.2(c), because the 
procedure for inspection of the oil collection enclosures was inadequate to detect the degraded condition. The other 
examples were not indicative of current licensee performance. (Section 4OA5.2)  
 
Inspection Report# : 2013003 (pdf)  

Significance:  Jun 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Assess and Manage the Risk Impact of Time to Core Boil With Reactor Vessel Upper Internals 
Installed and Cavity Level is Greater Than Reactor Vessel Flange 
The inspectors identified a non-cited violation of 10 CFR 50.65 (a)(4) which requires in part that the licensee assess 
and manage the increase in risk that may result from proposed maintenance activities. Specifically, the licensee failed 
to assess and manage the increase in risk for shutdown operations and corresponding maintenance activities during 
Refueling Outage 20 because the qualitative risk evaluation failed to correctly update the time to core boil (TTCB), as 
determined by a computer program, for a plant operating state (POS) consisting of upper reactor vessel (RV) internals 
installed, RV head removed, and reactor cavity level greater than RV flange. The licensee entered this problem in 
their corrective action program as condition report 12-04757.  
 
The inspectors determined that the failure to assess and manage the increase in risk for shutdown operations and 
corresponding maintenance activities because the qualitative risk evaluation failed to correctly update the TTCB, as 
determined by a computer program, for the above POS was a performance deficiency (PD). The inspectors reviewed 
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inspector manual chapter (IMC) 0612, Appendix B and determined the PD is more than minor and therefore a finding 
because if left uncorrected it would have to the potential to lead to a more significant safety concern. Specifically, the 
above POS results in a TTCB measured in minutes as opposed to hours, and the failure to accurately calculate and 
track for increase in risk and procedure applications would impact operator response to loss of the residual heat 
removal system.  
 
The finding was screened using IMC 0609 Attachment 4 which routed the significance determination to IMC 0609 
Appendix K. Since the licensee used a qualitative risk assessment process during shutdown conditions, a bounding 
risk assessment was done in accordance with IMC 0609 Appendix M requirements. A risk assessment was performed 
by a regional senior risk analyst using the shutdown risk methodology of IMC 0609 Appendix G. The major 
assumptions included: a 39 hour exposure period within Plant Operating State 2 (POS-2 early time window), Loss of 
Inventory, Loss of Offsite Power and Loss of residual heat removal (RHR) initiators were evaluated, both trains of 
RHR and emergency core cooling system including both emergency diesel generators were available, base case results 
were increased by a factor of 5 to account for the procedure SSP-004 not providing guidance that TTCB should be 
adjusted while the upper internals were installed (this was determined using the NRC standardized plant risk analysis 
– human (SPAR-H) error methodology for “Available but poor” procedure within the Diagnosis HEP performance 
shaping factors). The dominant sequence was Loss of RHR with failure to recover RHR and failure to initiate 
injection. The risk was mitigated by the short exposure period and the availability of both trains of RHR. The result of 
the risk evaluation was an increase in core damage frequency of <1E-6/year a GREEN finding of very low safety 
significance.  
 
This finding impacts the cross-cutting area of human performance, the component of work control, and the aspect of 
planning work activities by incorporating risk insights, H.3(a), because the licensee failed to recognize the TTCB for 
the identified POS caused a high risk evolution or a Yellow risk condition. (Section 4OA5.3)  
 
Inspection Report# : 2013003 (pdf)  

Barrier Integrity 

Significance:  Dec 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedure for Control of containment Penetrations 
An NRC-identified Green non-cited violation of 10 CFR 50, Appendix B, Criterion V, “Instructions, Procedures, and 
Drawings,”was identified for the licensee’s failure to prescribe an adequate procedure for control of temporary 
containment penetration devices. The violation is in the licensee’s corrective action program as condition report 13-
00739.  
 
The inspectors determined that the failure to have an adequate procedure for control of temporary containment 
penetration devices was a performance deficiency (PD). The PD is more than minor and therefore a finding because it 
impacted the barrier integrity cornerstone objective to provide reasonable assurance that physical design barriers such 
as the containment, protect the public from radionuclide releases caused by accidents or events and the attribute of 
procedure quality because the affected procedure allowed the use of silicone foam in configurations which did not 
provide adequate pressure retention capabilities. The inspectors evaluated the finding in accordance with NRC 
Inspection Manual Chapter 0609, “Significant Determination Process,” attachment 4, appendix G, and appendix H 
and determined that an analysis was required by a senior reactor analyst. A regional SRA performed an SDP 
assessment of this finding. The licensee containment penetration testing and results were reviewed as well as the 

1Q/2014 Inspection Findings - Summer

Page 7 of 9



licensee's risk evaluation. The conclusion was that the finding represented a condition B finding which would only 
impact large early release fraction (LERF) and not core damage frequency. The test results showed that the finding 
would not meet the leakage criteria necessary for the finding to be >GREEN per NRC IMC 0609 Appendix H. The 
conditions necessary to achieve the leakage criteria were determined to be <1E-7 for LERF which represented a 
GREEN finding of very low safety significance. There are no cross-cutting aspects because the finding was not 
representative of current licensee performance. (Section 4OA5.2) 
Inspection Report# : 2013005 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Sep 30, 2013 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to evaluate readiological conditions 
A Green, self-revealing, NCV was identified for the failure to perform radiological surveys required by 10 CFR 
20.1501(a) to ensure the potential radiological hazards and extent of radiation levels were understood and controlled 
before disassembling pressurizer spray valve PCV-444C. The issue was entered in the licensee’s CAP as CR-12-
05132.  
 
The inspectors determined that the failure to perform radiological surveys required by 10 CFR 20.1501(a) was a PD. 
The inspectors determined that the PD was more than minor because it impacted the program and process attribute of 
the Occupational Radiation Safety Cornerstone and adversely affected the cornerstone objective of ensuring adequate 
protection of worker health and safety from exposure to radiation in that the licensee failed to adequately evaluate 
potential radiological hazards that could be present in a work area. The finding was assessed using the Occupational 
Radiation Safety significance determination process and was determined to be of very low safety significance (Green) 
because it was not an ALARA planning issue, there was no overexposure nor substantial potential for an 
overexposure, and the licensee’s ability to assess dose was not compromised because the workers were wearing 
electronic dosimetry that was remotely monitored and intermittent on-site HP coverage was provided. This finding 
had a crosscutting aspect associated with human performance, work control, H.3(a). When licensee personnel failed to 
identify potential changes in expected radiological conditions and incorporate those changes into the RWP 
requirements prior to beginning work on valve PCV-444C, appropriate radiological work controls were not 
established. (Section 2RS1)  
 
Inspection Report# : 2013004 (pdf)  

Public Radiation Safety 

Security 

1Q/2014 Inspection Findings - Summer

Page 8 of 9



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

Miscellaneous 
Last modified : May 30, 2014 
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Summer 
2Q/2014 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Jun 30, 2014 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Develop Adequate Post Modification Testing for the Alternate Seal Injection System 
An NRC-identified FIN was identified for the failure of the licensee to accomplish station procedures for 
development, review, and performance of adequate post modification testing of the alternate seal injection (ASI) 
system. The problem is in the licensee’s CAP as CR 13-00642.  
 
The inspectors determined that the failure to accomplish station procedures to develop, review and implement 
adequate post modification testing in accordance with station procedures was a PD, and was within the licensee’s 
ability to foresee and correct based on their existing knowledge of ASI designs at other plants. The inspectors 
reviewed IMC 0612 and determined the PD is more than minor and therefore a finding because if left uncorrected it 
would have the potential to result in a more significant safety event. Specifically, loss of the ASI system would lead to 
a reactor coolant pump seal loss of coolant accident during those events involving a loss of normal seal cooling such 
as a station blackout or fire. The inspectors reviewed IMC 0609, Attachment 4 and Appendix A, for the significance 
determination and determined the finding was of very low safety significance, or Green, because it did not involve a 
design deficiency and was not an actual loss of function. The inspectors reviewed IMC 0310 for cross-cutting aspects 
and determined the cause of the finding involved the area of human resources and the aspect of H.11, challenge the 
unknown, because the licensee did not identify the appropriate post modification testing when using a, first-for-the-
station, ASI design. (Section 4OA5.1)  
 
Inspection Report# : 2014003 (pdf)  

Significance:  Mar 31, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Declare the ‘A’ Safety Injection Pump Inoperable and Enter TS 3.5.2 Action a (Section 1R12) 
The NRC identified a NCV of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” 
for the licensee’s failure to enter TS 3.5.2, Action a, due to inoperability of the ‘A’ charging/safety injection (SI) 
pump during periods when its room cooler was out of service, as required by SAP-209, “Operability Determination 
Process,” Revision 1. The issue was entered into the licensee’s CAP as condition report CR-14-00778  
The inspectors determined that the failure to declare the ‘A’ SI pump inoperable and enter the respective TS 3.5.2, 
Action a, when the necessary support room cooler was incapable of performing its function, as required by SAP-209 
is a performance deficiency (PD). The inspectors reviewed Inspector Manual Chapter (IMC) 0612 and determined the 
PD is more than minor because, if left uncorrected, it would have had the potential to lead to a more significant safety 
concern in that the failure to identify and monitor an applicable technical specification action statement could lead to 
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plant operations outside of TS analyzed conditions. The inspectors reviewed IMC 0609, Attachment 4, Initial 
Characterization of Findings, dated June 19, 2012, and Appendix A – Exhibit 2, The Significance Determination 
Process (SDP) for Findings At-Power, dated June 19, 2012, and determined the finding was of very low safety 
significance or Green because the system was not inoperable in excess of the TS allowed outage time. Since the 
original TS interpretation allowing removal of the SI pump room cooler from service was from 1997, this issue is not 
indicative of current performance and therefore no cross-cutting aspect is assigned. 
Inspection Report# : 2014002 (pdf)  

Significance:  Mar 31, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Promptly Identify and Correct a Condition Adverse to Quality for an Inboard Bearing Oil Leak on 
the ‘A’ CCW Pump 
The NRC identified a NCV of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," for the licensee’s failure 
to promptly identify and correct a condition adverse to quality (CAQ) involving an inboard bearing oil leak on the ‘A’
component cooling water (CCW) pump. The issue was entered into the licensee’s corrective action program (CAP) as 
Condition Report CR-13-03733.  
The inspectors determined that the failure to promptly identify and correct the CAQ for the ‘A’ CCW pump’s inboard 
bearing oil leak was a performance deficiency (PD). The inspectors reviewed Inspector Manual Chapter (IMC) 0612, 
Appendix B, “Issue Screening”, dated September 7, 2012, and determined the PD was more than minor and therefore 
a finding, because it affected the Mitigating Systems cornerstone objective to ensure the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences and the respective attribute 
of equipment performance. Specifically, an in-service train of CCW was declared inoperable due to a large oil leak 
that could have depleted all available oil for inboard bearing lubrication within a short time period. The inspectors 
reviewed IMC 0609, Attachment 4, Initial Characterization of Findings, dated June 19, 2012, and Appendix A – 
Exhibit 2, “The Significance Determination Process (SDP) for Findings At-Power”, dated June 19, 2012, and 
determined the finding was of very low safety significance or Green because the finding was not a design deficiency 
or loss of function. The cause of the finding involved the cross-cutting area of problem identification and resolution 
and the aspect of resolution, P.3, because the licensee failed to take effective corrective actions commensurate with an 
issue’s safety significance in that they failed to promptly identify and correct an ‘A’ CCW pump inboard bearing oil 
leak that was a CAQ. 
Inspection Report# : 2014002 (pdf)  

Significance:  Nov 22, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Design the Safety-related Chiller Modification to Appropriate Quality Standards  
Green: The team identified a non-cited violation of 10 CFR 50, Appendix B, Criterion III, “Design Control,” for the 
licensee’s failure to review the application of design processes prescribed for the heating, ventilation, and air 
conditioning (HVAC) system chillers for suitability, to assure that appropriate quality standards were specified and 
included in design documents, and to ensure that deviations from such standards were controlled. This was a 
performance deficiency. The licensee entered this issue into their corrective action program as condition reports 13-
04803, 13-04804, and 13-04665. The licensee performed an operability evaluation and determined the ‘A’ chiller was 
inoperable with the two remaining operable chillers providing compliance with technical specifications.  
 
The performance deficiency was 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 availability, reliability, 
and capability of systems that respond to initiating events to prevent undesirable consequences. Specifically, the 
failure to establish adequate design control measures that required the review of applicable design processes for 
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suitability resulted in a failure to meet specified quality objectives, which decreased the availability and reliability of 
the ‘A’ chiller. The team determined the finding to be of very low safety significance (Green) because although the 
finding was a deficiency affecting the design of a mitigating system, structure, or component which failed to maintain 
its operability, it did not represent a loss of the system function or a single train for greater than its technical 
specification allowed outage time. The HVAC system remains operable with the two remaining chillers, ‘B’ and ‘C’, 
in operation. The team determined the finding involved the cross-cutting aspect of supervisory and management 
oversight, within the Work Practices component of Human Performance area which states that, “the licensee ensures 
supervisory and management oversight of work activities, including contractors, such that nuclear safety is 
supported.” Specifically, V. C. Summer management did not ensure management oversight of work activities that  
provided for the administration of quality assurance necessary to support nuclear  
safety. [H.4(c)] (Section 1R17.b.i)  
 
Inspection Report# : 2013008 (pdf)  

Significance:  Nov 22, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Prevent a Water Hammer Event in the RBCU SW Discharge Piping 
Green: The team identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” for 
the licensee’s failure to verify the adequacy of design to prevent water hammer on the reactor building cooling unit 
(RBCU) service water (SW) return lines following a potential design basis accident and a delayed closure of SW 
valves 3107A/B. This was a performance deficiency. The licensee entered this issue into their corrective action 
program as condition reports 13-04877 and 13-05139. The licensee restricted the alignment of SW to the RBCUs 
during normal plant operation until changes to procedures or additional control circuit interlocks between 3107A/B 
and the service water booster pump (SWBP) could be implemented to mitigate the consequences of a delayed closure 
of the valves.  
 
The performance deficiency was more than minor because it was associated with the Structures, Systems and 
Components and Barrier Performance attribute of the Barrier Integrity cornerstone and affected the cornerstone 
objective to provide reasonable assurance that physical design barriers (i.e. containment) protect the public from 
radionuclide releases caused by accident or events. Specifically, startup of the SWBP following a delayed closure of 
3107A/B would cause a water hammer event on the RBCU SW return lines inside containment. The water hammer 
loads would challenge SW piping and/or valve integrity and could compromise containment isolation. The team 
determined the finding to be of very low safety significance (Green) because the finding did not represent an actual 
open pathway in the physical integrity of reactor containment, containment isolation system, or heat removal 
components, and it did not involve a reduction in function of hydrogen igniters in the reactor containment. No cross-
cutting aspect was assigned to this finding because the team determined that the cause of the finding was not 
indicative of current licensee performance. (Section 1R17.b.ii)  
 
Inspection Report# : 2013008 (pdf)  

Significance:  Nov 01, 2013 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Meet Training Program Standards on Job Performance Measures for the Annual Licensed Operator 
Requalification Operating Examination (Section 1R11.1) 
 
Inspection Report# : 2013010 (pdf)  
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Significance:  Nov 01, 2013 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Meet Training Program Standards for the Biennial Licensed Operator Requalification Written 
Examination (Section 1R11.2) 
 
Inspection Report# : 2013010 (pdf)  

Significance:  Nov 01, 2013 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Meet Training Program Standards for Administration of the Annual Licensed Operator 
Requalification Operating Examination (Section 1R11.3) 
 
Inspection Report# : 2013010 (pdf)  

Significance:  Sep 30, 2013 
Identified By: NRC 
Item Type: FIN Finding 
Failure to develop adequate corrective action for a condition adverse to quality involving the loss of the 
alternate AC transformer 
The inspectors identified a Green finding of licensee procedure, SAP-999, “Corrective Action,” Revision 11 for the 
failure to develop corrective actions for a Level 3 condition report (CR) which described a condition adverse to 
quality (CAQ) associated with the loss of transformer, XTF-5052, alternate AC source.  
 
The inspectors determined that the failure to develop corrective actions for a Level 3 CR as required by their 
corrective action program (CAP) procedure was a performance deficiency (PD). The inspectors reviewed inspector 
manual chapter (IMC) 0612 and determined the PD is more than minor and therefore a finding because it adversely 
impacted the Mitigating Systems cornerstone objective to ensure the availability, reliability and capability of systems 
that respond to initiating events to prevent undesirable consequences and the respective attribute of equipment 
performance. Specifically, a system component, XTF-5052, associated with recovery of an offsite power circuit and 
installed to reduce core damage frequency, was rendered unavailable. The inspectors reviewed IMC 0609, Attachment 
4, and Appendix A – Exhibit 2, and determined the finding was of very low safety significance or Green because the 
finding was not a design deficiency or a loss of function during a required alignment per Technical Specifications. 
The inspectors reviewed IMC 0310 and determined the cause of the finding involved the cross-cutting area of problem 
identification and resolution, the component of corrective action program, and the aspect of appropriate corrective 
actions, P.1(d), because the licensee failed to develop corrective actions for the Level 3 CR associated with the loss of 
XTF5052. (Section 4OA2.3)  
 
Inspection Report# : 2013004 (pdf)  

Significance:  Sep 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to adequately evaluate new fire hoses for post-loss coolant accident conditions. 
The NRC inspectors identified a NCV of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, and 
Drawings,” for the failure to adequately accomplish engineering services procedure, ES-0419, “Equal To/Better Than 
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(ETBT) Evaluation Process,” Revision 9, for new fire hoses located in the reactor building. The issue was entered into 
the licensee’s CAP as condition report CR-12-05730.  
 
The inspectors determined that the failure to adequately accomplish ES-0419 for new fire hoses in the reactor building 
was a PD. The inspectors reviewed IMC 0612 and determined that the PD is more than minor and therefore a finding 
because if left uncorrected it would have the potential to lead to a more significant safety concern in that degradation 
of the fire hoses in post loss of coolant accident (LOCA) conditions would adversely impact the emergency core 
cooling system (ECCS) containment sump screens. The inspectors reviewed IMC 0609, Attachment 4, and Appendix 
A – Exhibit 2, and determined the finding was of very low safety significance or Green because the finding was not a 
design deficiency or represented a loss of function. Specifically, the inspectors identified the problem prior to the 
licensee incurring actual risk exposure time. The inspectors reviewed IMC 0310 and determined the cause of the 
finding involved the cross-cutting area of human performance, the component of resources, and the aspect of adequate 
emergency equipment, H.2(d), because the licensee failed to ensure the new fire hoses would not impact safety-related 
components such as ECCS sump screens during post-LOCA conditions. (Section 4OA5.2)  
 
Inspection Report# : 2013004 (pdf)  

Barrier Integrity 

Significance:  Jun 30, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Accomplish Procedure to Determine Cause and Correct Failures of Reactor Building Spray System 
Relief Valve 
An NRC-identified NCV of 10 CFR 50, Appendix B, Criterion V, "Instructions, Procedures, and Drawings," was 
identified for the licensee’s failure to accomplish a general test procedure, GTP-302, requirement to determine the 
cause and correct the conditions leading to two failures of reactor building spray system relief valve, XVR03026-SP. 
The licensee entered the problem into their corrective action program (CAP) as condition report (CR) 14-03079.  
 
The licensee’s failure to accomplish GTP-302 to determine and correct the cause of failures occurring in 2006 and 
2012 was a performance deficiency (PD) which was within their ability to foresee and correct based on the available 
vendor documentation. The inspectors reviewed IMC 0612, “Power Reactor Inspection Reports,” Appendix B, and 
determined the PD was more than minor and therefore a finding, because it affected the Barrier Integrity cornerstone 
objective to provide reasonable assurance that physical design barriers such as containment protect the public from 
radionuclide releases caused by accidents or events and the respective attribute of human performance because the 
availability and reliability of XVR03026-SP was not ensured by a failure to accomplish procedure requirements to 
determine the cause of two previous failures and correct. The inspectors evaluated the finding in accordance with 
NRC IMC 0609, “Significant Determination Process,” attachment 4 and appendix A, and determined that the finding 
was of very low safety significance, Green, because it did not represent an actual physical open pathway in 
containment. The inspectors reviewed IMC0310, “Aspects Within the Cross-cutting Areas,” and determined the cause 
of the finding involved the cross-cutting area of problem identification and resolution and the respective aspect of 
complete and thorough evaluation, P.2, because the licensee failed to determine the cause of the relief valve failures 
for adequate corrective actions. (Section 4OA2.4) 
Inspection Report# : 2014003 (pdf)  

Significance:  Dec 31, 2013 

2Q/2014 Inspection Findings - Summer

Page 5 of 7



Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedure for Control of containment Penetrations 
An NRC-identified Green non-cited violation of 10 CFR 50, Appendix B, Criterion V, “Instructions, Procedures, and 
Drawings,”was identified for the licensee’s failure to prescribe an adequate procedure for control of temporary 
containment penetration devices. The violation is in the licensee’s corrective action program as condition report 13-
00739.  
 
The inspectors determined that the failure to have an adequate procedure for control of temporary containment 
penetration devices was a performance deficiency (PD). The PD is more than minor and therefore a finding because it 
impacted the barrier integrity cornerstone objective to provide reasonable assurance that physical design barriers such 
as the containment, protect the public from radionuclide releases caused by accidents or events and the attribute of 
procedure quality because the affected procedure allowed the use of silicone foam in configurations which did not 
provide adequate pressure retention capabilities. The inspectors evaluated the finding in accordance with NRC 
Inspection Manual Chapter 0609, “Significant Determination Process,” attachment 4, appendix G, and appendix H 
and determined that an analysis was required by a senior reactor analyst. A regional SRA performed an SDP 
assessment of this finding. The licensee containment penetration testing and results were reviewed as well as the 
licensee's risk evaluation. The conclusion was that the finding represented a condition B finding which would only 
impact large early release fraction (LERF) and not core damage frequency. The test results showed that the finding 
would not meet the leakage criteria necessary for the finding to be >GREEN per NRC IMC 0609 Appendix H. The 
conditions necessary to achieve the leakage criteria were determined to be <1E-7 for LERF which represented a 
GREEN finding of very low safety significance. There are no cross-cutting aspects because the finding was not 
representative of current licensee performance. (Section 4OA5.2) 
Inspection Report# : 2013005 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Sep 30, 2013 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to evaluate readiological conditions 
A Green, self-revealing, NCV was identified for the failure to perform radiological surveys required by 10 CFR 
20.1501(a) to ensure the potential radiological hazards and extent of radiation levels were understood and controlled 
before disassembling pressurizer spray valve PCV-444C. The issue was entered in the licensee’s CAP as CR-12-
05132.  
 
The inspectors determined that the failure to perform radiological surveys required by 10 CFR 20.1501(a) was a PD. 
The inspectors determined that the PD was more than minor because it impacted the program and process attribute of 
the Occupational Radiation Safety Cornerstone and adversely affected the cornerstone objective of ensuring adequate 
protection of worker health and safety from exposure to radiation in that the licensee failed to adequately evaluate 
potential radiological hazards that could be present in a work area. The finding was assessed using the Occupational 
Radiation Safety significance determination process and was determined to be of very low safety significance (Green) 
because it was not an ALARA planning issue, there was no overexposure nor substantial potential for an 
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overexposure, and the licensee’s ability to assess dose was not compromised because the workers were wearing 
electronic dosimetry that was remotely monitored and intermittent on-site HP coverage was provided. This finding 
had a crosscutting aspect associated with human performance, work control, H.3(a). When licensee personnel failed to 
identify potential changes in expected radiological conditions and incorporate those changes into the RWP 
requirements prior to beginning work on valve PCV-444C, appropriate radiological work controls were not 
established. (Section 2RS1)  
 
Inspection Report# : 2013004 (pdf)  

Public Radiation Safety 

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

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

Initiating Events 

Mitigating Systems 

Significance:  Aug 22, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Degraded Emergency Feedwater System Piping Supports 
An NRC-identified non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, for the 
licensee’s failure to identify and correct conditions adverse to quality. Specifically, inspectors determined the licensee 
failed to identify three degraded emergency feedwater (EF) system piping supports during the May 27, 2014, water 
hammer post transient event walkdown. These included one upstream of the turbine driven EF pump discharge check 
valve XVC01016-EF (EFH-4018), one downstream of the turbine driven EF pump discharge valve, XVG01036-EF 
(EFH-0050), and one downstream of the ‘C’ SG turbine driven EF pump supply stop check valve, XVK0120C-EF 
(EFH-5048) during a routine plant walkdown.  
 
Failure to identify three damaged pipe supports as conditions adverse quality during a previous licensee evaluation for 
the water hammer event was a performance deficiency. This finding was more than minor because it adversely 
impacted the Mitigating Systems cornerstone objective to ensure the availability, reliability, and capability of systems 
that respond to external events (such as seismic) to prevent undesirable consequences. Specifically, these damaged 
piping supports resulted in a condition where there was a reasonable doubt on the operability of the EF system. 
Subsequently, the licensee performed pipe stress calculations and concluded that the EF system was degraded, but 
operable. In accordance with Manual Chapter 0609.04, “Phase 1 - Initial Screening and Characterization of Findings,”
a significance determination screening was performed and determined this finding was of very low safety significance 
(Green) because it was not a design or qualification deficiency, and did not represent an actual loss of system safety 
function. This finding had a cross-cutting aspect in the area of human performance resource because the licensee did 
not have an approved plant procedure to support the piping walk-downs post water hammer event. H.1 of IMC 0310. 
 
Inspection Report# : 2014008 (pdf)  

Significance:  Jun 30, 2014 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Develop Adequate Post Modification Testing for the Alternate Seal Injection System 
An NRC-identified FIN was identified for the failure of the licensee to accomplish station procedures for 
development, review, and performance of adequate post modification testing of the alternate seal injection (ASI) 
system. The problem is in the licensee’s CAP as CR 13-00642.  
 
The inspectors determined that the failure to accomplish station procedures to develop, review and implement 
adequate post modification testing in accordance with station procedures was a PD, and was within the licensee’s 
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ability to foresee and correct based on their existing knowledge of ASI designs at other plants. The inspectors 
reviewed IMC 0612 and determined the PD is more than minor and therefore a finding because if left uncorrected it 
would have the potential to result in a more significant safety event. Specifically, loss of the ASI system would lead to 
a reactor coolant pump seal loss of coolant accident during those events involving a loss of normal seal cooling such 
as a station blackout or fire. The inspectors reviewed IMC 0609, Attachment 4 and Appendix A, for the significance 
determination and determined the finding was of very low safety significance, or Green, because it did not involve a 
design deficiency and was not an actual loss of function. The inspectors reviewed IMC 0310 for cross-cutting aspects 
and determined the cause of the finding involved the area of human resources and the aspect of H.11, challenge the 
unknown, because the licensee did not identify the appropriate post modification testing when using a, first-for-the-
station, ASI design. (Section 4OA5.1)  
 
Inspection Report# : 2014003 (pdf)  

Significance:  Mar 31, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Declare the ‘A’ Safety Injection Pump Inoperable and Enter TS 3.5.2 Action a (Section 1R12) 
The NRC identified a NCV of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” 
for the licensee’s failure to enter TS 3.5.2, Action a, due to inoperability of the ‘A’ charging/safety injection (SI) 
pump during periods when its room cooler was out of service, as required by SAP-209, “Operability Determination 
Process,” Revision 1. The issue was entered into the licensee’s CAP as condition report CR-14-00778  
The inspectors determined that the failure to declare the ‘A’ SI pump inoperable and enter the respective TS 3.5.2, 
Action a, when the necessary support room cooler was incapable of performing its function, as required by SAP-209 
is a performance deficiency (PD). The inspectors reviewed Inspector Manual Chapter (IMC) 0612 and determined the 
PD is more than minor because, if left uncorrected, it would have had the potential to lead to a more significant safety 
concern in that the failure to identify and monitor an applicable technical specification action statement could lead to 
plant operations outside of TS analyzed conditions. The inspectors reviewed IMC 0609, Attachment 4, Initial 
Characterization of Findings, dated June 19, 2012, and Appendix A – Exhibit 2, The Significance Determination 
Process (SDP) for Findings At-Power, dated June 19, 2012, and determined the finding was of very low safety 
significance or Green because the system was not inoperable in excess of the TS allowed outage time. Since the 
original TS interpretation allowing removal of the SI pump room cooler from service was from 1997, this issue is not 
indicative of current performance and therefore no cross-cutting aspect is assigned. 
Inspection Report# : 2014002 (pdf)  

Significance:  Mar 31, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Promptly Identify and Correct a Condition Adverse to Quality for an Inboard Bearing Oil Leak on 
the ‘A’ CCW Pump 
The NRC identified a NCV of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," for the licensee’s failure 
to promptly identify and correct a condition adverse to quality (CAQ) involving an inboard bearing oil leak on the ‘A’
component cooling water (CCW) pump. The issue was entered into the licensee’s corrective action program (CAP) as 
Condition Report CR-13-03733.  
The inspectors determined that the failure to promptly identify and correct the CAQ for the ‘A’ CCW pump’s inboard 
bearing oil leak was a performance deficiency (PD). The inspectors reviewed Inspector Manual Chapter (IMC) 0612, 
Appendix B, “Issue Screening”, dated September 7, 2012, and determined the PD was more than minor and therefore 
a finding, because it affected the Mitigating Systems cornerstone objective to ensure the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences and the respective attribute 
of equipment performance. Specifically, an in-service train of CCW was declared inoperable due to a large oil leak 
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that could have depleted all available oil for inboard bearing lubrication within a short time period. The inspectors 
reviewed IMC 0609, Attachment 4, Initial Characterization of Findings, dated June 19, 2012, and Appendix A – 
Exhibit 2, “The Significance Determination Process (SDP) for Findings At-Power”, dated June 19, 2012, and 
determined the finding was of very low safety significance or Green because the finding was not a design deficiency 
or loss of function. The cause of the finding involved the cross-cutting area of problem identification and resolution 
and the aspect of resolution, P.3, because the licensee failed to take effective corrective actions commensurate with an 
issue’s safety significance in that they failed to promptly identify and correct an ‘A’ CCW pump inboard bearing oil 
leak that was a CAQ. 
Inspection Report# : 2014002 (pdf)  

Significance:  Nov 22, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Design the Safety-related Chiller Modification to Appropriate Quality Standards  
Green: The team identified a non-cited violation of 10 CFR 50, Appendix B, Criterion III, “Design Control,” for the 
licensee’s failure to review the application of design processes prescribed for the heating, ventilation, and air 
conditioning (HVAC) system chillers for suitability, to assure that appropriate quality standards were specified and 
included in design documents, and to ensure that deviations from such standards were controlled. This was a 
performance deficiency. The licensee entered this issue into their corrective action program as condition reports 13-
04803, 13-04804, and 13-04665. The licensee performed an operability evaluation and determined the ‘A’ chiller was 
inoperable with the two remaining operable chillers providing compliance with technical specifications.  
 
The performance deficiency was 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 availability, reliability, 
and capability of systems that respond to initiating events to prevent undesirable consequences. Specifically, the 
failure to establish adequate design control measures that required the review of applicable design processes for 
suitability resulted in a failure to meet specified quality objectives, which decreased the availability and reliability of 
the ‘A’ chiller. The team determined the finding to be of very low safety significance (Green) because although the 
finding was a deficiency affecting the design of a mitigating system, structure, or component which failed to maintain 
its operability, it did not represent a loss of the system function or a single train for greater than its technical 
specification allowed outage time. The HVAC system remains operable with the two remaining chillers, ‘B’ and ‘C’, 
in operation. The team determined the finding involved the cross-cutting aspect of supervisory and management 
oversight, within the Work Practices component of Human Performance area which states that, “the licensee ensures 
supervisory and management oversight of work activities, including contractors, such that nuclear safety is 
supported.” Specifically, V. C. Summer management did not ensure management oversight of work activities that  
provided for the administration of quality assurance necessary to support nuclear  
safety. [H.4(c)] (Section 1R17.b.i)  
 
Inspection Report# : 2013008 (pdf)  

Significance:  Nov 22, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Prevent a Water Hammer Event in the RBCU SW Discharge Piping 
Green: The team identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” for 
the licensee’s failure to verify the adequacy of design to prevent water hammer on the reactor building cooling unit 
(RBCU) service water (SW) return lines following a potential design basis accident and a delayed closure of SW 
valves 3107A/B. This was a performance deficiency. The licensee entered this issue into their corrective action 
program as condition reports 13-04877 and 13-05139. The licensee restricted the alignment of SW to the RBCUs 
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during normal plant operation until changes to procedures or additional control circuit interlocks between 3107A/B 
and the service water booster pump (SWBP) could be implemented to mitigate the consequences of a delayed closure 
of the valves.  
 
The performance deficiency was more than minor because it was associated with the Structures, Systems and 
Components and Barrier Performance attribute of the Barrier Integrity cornerstone and affected the cornerstone 
objective to provide reasonable assurance that physical design barriers (i.e. containment) protect the public from 
radionuclide releases caused by accident or events. Specifically, startup of the SWBP following a delayed closure of 
3107A/B would cause a water hammer event on the RBCU SW return lines inside containment. The water hammer 
loads would challenge SW piping and/or valve integrity and could compromise containment isolation. The team 
determined the finding to be of very low safety significance (Green) because the finding did not represent an actual 
open pathway in the physical integrity of reactor containment, containment isolation system, or heat removal 
components, and it did not involve a reduction in function of hydrogen igniters in the reactor containment. No cross-
cutting aspect was assigned to this finding because the team determined that the cause of the finding was not 
indicative of current licensee performance. (Section 1R17.b.ii)  
 
Inspection Report# : 2013008 (pdf)  

Significance:  Nov 01, 2013 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Meet Training Program Standards on Job Performance Measures for the Annual Licensed Operator 
Requalification Operating Examination (Section 1R11.1) 
 
Inspection Report# : 2013010 (pdf)  

Significance:  Nov 01, 2013 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Meet Training Program Standards for the Biennial Licensed Operator Requalification Written 
Examination (Section 1R11.2) 
 
Inspection Report# : 2013010 (pdf)  

Significance:  Nov 01, 2013 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Meet Training Program Standards for Administration of the Annual Licensed Operator 
Requalification Operating Examination (Section 1R11.3) 
 
Inspection Report# : 2013010 (pdf)  

Barrier Integrity 
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Significance:  Jun 30, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Accomplish Procedure to Determine Cause and Correct Failures of Reactor Building Spray System 
Relief Valve 
An NRC-identified NCV of 10 CFR 50, Appendix B, Criterion V, "Instructions, Procedures, and Drawings," was 
identified for the licensee’s failure to accomplish a general test procedure, GTP-302, requirement to determine the 
cause and correct the conditions leading to two failures of reactor building spray system relief valve, XVR03026-SP. 
The licensee entered the problem into their corrective action program (CAP) as condition report (CR) 14-03079.  
 
The licensee’s failure to accomplish GTP-302 to determine and correct the cause of failures occurring in 2006 and 
2012 was a performance deficiency (PD) which was within their ability to foresee and correct based on the available 
vendor documentation. The inspectors reviewed IMC 0612, “Power Reactor Inspection Reports,” Appendix B, and 
determined the PD was more than minor and therefore a finding, because it affected the Barrier Integrity cornerstone 
objective to provide reasonable assurance that physical design barriers such as containment protect the public from 
radionuclide releases caused by accidents or events and the respective attribute of human performance because the 
availability and reliability of XVR03026-SP was not ensured by a failure to accomplish procedure requirements to 
determine the cause of two previous failures and correct. The inspectors evaluated the finding in accordance with 
NRC IMC 0609, “Significant Determination Process,” attachment 4 and appendix A, and determined that the finding 
was of very low safety significance, Green, because it did not represent an actual physical open pathway in 
containment. The inspectors reviewed IMC0310, “Aspects Within the Cross-cutting Areas,” and determined the cause 
of the finding involved the cross-cutting area of problem identification and resolution and the respective aspect of 
complete and thorough evaluation, P.2, because the licensee failed to determine the cause of the relief valve failures 
for adequate corrective actions. (Section 4OA2.4) 
Inspection Report# : 2014003 (pdf)  

Significance:  Dec 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedure for Control of containment Penetrations 
An NRC-identified Green non-cited violation of 10 CFR 50, Appendix B, Criterion V, “Instructions, Procedures, and 
Drawings,”was identified for the licensee’s failure to prescribe an adequate procedure for control of temporary 
containment penetration devices. The violation is in the licensee’s corrective action program as condition report 13-
00739.  
 
The inspectors determined that the failure to have an adequate procedure for control of temporary containment 
penetration devices was a performance deficiency (PD). The PD is more than minor and therefore a finding because it 
impacted the barrier integrity cornerstone objective to provide reasonable assurance that physical design barriers such 
as the containment, protect the public from radionuclide releases caused by accidents or events and the attribute of 
procedure quality because the affected procedure allowed the use of silicone foam in configurations which did not 
provide adequate pressure retention capabilities. The inspectors evaluated the finding in accordance with NRC 
Inspection Manual Chapter 0609, “Significant Determination Process,” attachment 4, appendix G, and appendix H 
and determined that an analysis was required by a senior reactor analyst. A regional SRA performed an SDP 
assessment of this finding. The licensee containment penetration testing and results were reviewed as well as the 
licensee's risk evaluation. The conclusion was that the finding represented a condition B finding which would only 
impact large early release fraction (LERF) and not core damage frequency. The test results showed that the finding 
would not meet the leakage criteria necessary for the finding to be >GREEN per NRC IMC 0609 Appendix H. The 
conditions necessary to achieve the leakage criteria were determined to be <1E-7 for LERF which represented a 
GREEN finding of very low safety significance. There are no cross-cutting aspects because the finding was not 
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representative of current licensee performance. (Section 4OA5.2)
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 : November 26, 2014 
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Summer 
4Q/2014 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Nov 07, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Procedures for Scaffolding and Special Orders for 10CFR50.59 Screenings/Evaluations 
The team identified a Green non-cited violation of technical specification (TS) 6.8.1,  
Procedures and Programs, for the licensee’s failure to follow procedure requirements to  
perform 10CFR50.59 screenings/evaluations on scaffolding and special orders for  
approximately 97 scaffolds that existed in the plant for greater than 90 days at power  
operation and four special orders that provided guidance to the operations department  
outside normal routines. In response to this issue, the licensee initiated condition reports  
(CR) CR-14-05650, CR-14-05692, CR-14-05694, CR-14-05695, CR-14-05696, CR-14-  
05766, and CR-14-05446. The licensee performed an immediate operability determination  
in CR-14-05446 and determined potentially affected equipment remained operable.  
 
The team determined that the performance deficiency was more than minor because it  
affected the Design Control 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. Specifically, the team identified multiple examples  
where the licensee failed to evaluate temporary changes to the facility in accordance with  
station procedures, which could affect the availability, reliability, and capability of systems  
that respond to events. The team determined the finding to be of very low safety  
significance (Green) because it was not a design deficiency, did not represent the loss of  
system safety function, and did not represent a loss of function of TS or Non-TS equipment.  
The team determined the finding was indicative of present licensee performance, and was  
associated with the cross-cutting aspect of Procedure Adherence, in the area of Human  
Performance. Specifically, the licensee failed to screen temporary plant changes as  
required by procedures. [H.8] (Section 1R21.2) 
Inspection Report# : 2014007 (pdf)  

Significance:  Nov 07, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Failure to Follow Corrective Action Program Procedures 
The team identified a Green non-cited violation of 10 CFR Part 50, Appendix B,  
Criterion V, “Instructions, Procedures, and Drawings,” for the licensee’s failure to follow  
station procedures to perform operability/functionality evaluations for condition reports (CRs)  
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that affected structures, systems, and components (SSCs). Specifically, the licensee failed  
to properly screen, evaluate, and document operability or functionality determinations for six  
CRs that affected SSCs. Following identification by the team, the licensee generated CR3  
14-05700 and CR-14-05676. The licensee subsequently evaluated the six CRs, determined  
there were no impacts on the operability of the affected SSCs, and updated the CRs to  
include operability determinations.  
 
The team determined that the performance deficiency was more than minor, because  
if left uncorrected, it had the potential to lead to a more significant safety concern.  
Specifically, the licensee failed to perform operability/functionality reviews for CRs with  
administrative issues of concern that affected SSCs and that could result in safety-related  
SSCs being inoperable and remain undetected for a period of time. The team determined  
the finding to be of very low safety significance (Green) because it was not a design  
deficiency, did not represent the loss of system safety function, and did not represent a loss  
of function of technical specification (TS) or Non-TS equipment. The team determined the  
finding was indicative of present licensee performance and was associated with the crosscutting  
aspect of Identification, in the area of Problem Identification and Resolution.  
Specifically, the licensee did not identify issues completely, accurately, and in a timely  
manner in accordance with the program. [P.1] (Section 1R21.2) 
Inspection Report# : 2014007 (pdf)  

Significance:  Nov 07, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Instrument Uncertainties Result in Non-Conservative Values In EOP-2.2 & ARP-001-XCP-612; RWST 
Swapover 
The team identified a Green non-cited violation NCV of 10 CFR Part 50, Appendix  
B, Criterion III, “Design Control,” for the licensee’s failure to consider instrument  
uncertainties when determining refueling water storage tank (RWST) setpoints and  
associated time critical operator actions in procedures to perform RWST swapover.  
Specifically, the licensee failed to consider instrument uncertainties associated with the  
control room annunciator ‘RWST Empty’ alarm at 6% with respect to the critical vortex level  
and second, the RWST indicated level of 10% at which pumps would be secured in  
emergency operating procedures (EOPs). Following identification by the team, the licensee  
generated CR-14-05792, CR-14-05869, and CR-14-05868 to address the finding. The  
licensee also revised procedure EOP-2.2,”ES-1.3, Transfer to Cold Leg Recirculation,” to  
Rev. 17. The licensee performed an operability determination and concluded that the safety  
injection system was operable but degraded.  
 
The team determined that the performance deficiency was more than minor because it  
affected the Design Control 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. Specifically, the licensee failed to consider  
uncertainties associated with the level alarms and level indicators for the RWST, and as a  
result, impacted the availability, reliability, and capability of the ECCS to respond to initiating  
events. The team determined the finding to be of very low safety significance (Green)  
because it was a deficiency affecting the design or qualification of a mitigating structures,  
systems, and components (SSC), and the SSC maintained its operability or functionality.  
The team determined that no cross-cutting aspect was applicable because the finding was  
not indicative of present licensee performance. (Section 1R21.2)
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Inspection Report# : 2014007 (pdf)  

Significance:  Aug 22, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Degraded Emergency Feedwater System Piping Supports 
An NRC-identified non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, for the 
licensee’s failure to identify and correct conditions adverse to quality. Specifically, inspectors determined the licensee 
failed to identify three degraded emergency feedwater (EF) system piping supports during the May 27, 2014, water 
hammer post transient event walkdown. These included one upstream of the turbine driven EF pump discharge check 
valve XVC01016-EF (EFH-4018), one downstream of the turbine driven EF pump discharge valve, XVG01036-EF 
(EFH-0050), and one downstream of the ‘C’ SG turbine driven EF pump supply stop check valve, XVK0120C-EF 
(EFH-5048) during a routine plant walkdown.  
 
Failure to identify three damaged pipe supports as conditions adverse quality during a previous licensee evaluation for 
the water hammer event was a performance deficiency. This finding was more than minor because it adversely 
impacted the Mitigating Systems cornerstone objective to ensure the availability, reliability, and capability of systems 
that respond to external events (such as seismic) to prevent undesirable consequences. Specifically, these damaged 
piping supports resulted in a condition where there was a reasonable doubt on the operability of the EF system. 
Subsequently, the licensee performed pipe stress calculations and concluded that the EF system was degraded, but 
operable. In accordance with Manual Chapter 0609.04, “Phase 1 - Initial Screening and Characterization of Findings,”
a significance determination screening was performed and determined this finding was of very low safety significance 
(Green) because it was not a design or qualification deficiency, and did not represent an actual loss of system safety 
function. This finding had a cross-cutting aspect in the area of human performance resource because the licensee did 
not have an approved plant procedure to support the piping walk-downs post water hammer event. H.1 of IMC 0310. 
 
Inspection Report# : 2014008 (pdf)  

Significance:  Jun 30, 2014 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Develop Adequate Post Modification Testing for the Alternate Seal Injection System 
An NRC-identified FIN was identified for the failure of the licensee to accomplish station procedures for 
development, review, and performance of adequate post modification testing of the alternate seal injection (ASI) 
system. The problem is in the licensee’s CAP as CR 13-00642.  
 
The inspectors determined that the failure to accomplish station procedures to develop, review and implement 
adequate post modification testing in accordance with station procedures was a PD, and was within the licensee’s 
ability to foresee and correct based on their existing knowledge of ASI designs at other plants. The inspectors 
reviewed IMC 0612 and determined the PD is more than minor and therefore a finding because if left uncorrected it 
would have the potential to result in a more significant safety event. Specifically, loss of the ASI system would lead to 
a reactor coolant pump seal loss of coolant accident during those events involving a loss of normal seal cooling such 
as a station blackout or fire. The inspectors reviewed IMC 0609, Attachment 4 and Appendix A, for the significance 
determination and determined the finding was of very low safety significance, or Green, because it did not involve a 
design deficiency and was not an actual loss of function. The inspectors reviewed IMC 0310 for cross-cutting aspects 
and determined the cause of the finding involved the area of human resources and the aspect of H.11, challenge the 
unknown, because the licensee did not identify the appropriate post modification testing when using a, first-for-the-
station, ASI design. (Section 4OA5.1)  
 

4Q/2014 Inspection Findings - Summer

Page 3 of 6



Inspection Report# : 2014003 (pdf)  

Significance:  Mar 31, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Declare the ‘A’ Safety Injection Pump Inoperable and Enter TS 3.5.2 Action a (Section 1R12) 
The NRC identified a NCV of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” 
for the licensee’s failure to enter TS 3.5.2, Action a, due to inoperability of the ‘A’ charging/safety injection (SI) 
pump during periods when its room cooler was out of service, as required by SAP-209, “Operability Determination 
Process,” Revision 1. The issue was entered into the licensee’s CAP as condition report CR-14-00778  
The inspectors determined that the failure to declare the ‘A’ SI pump inoperable and enter the respective TS 3.5.2, 
Action a, when the necessary support room cooler was incapable of performing its function, as required by SAP-209 
is a performance deficiency (PD). The inspectors reviewed Inspector Manual Chapter (IMC) 0612 and determined the 
PD is more than minor because, if left uncorrected, it would have had the potential to lead to a more significant safety 
concern in that the failure to identify and monitor an applicable technical specification action statement could lead to 
plant operations outside of TS analyzed conditions. The inspectors reviewed IMC 0609, Attachment 4, Initial 
Characterization of Findings, dated June 19, 2012, and Appendix A – Exhibit 2, The Significance Determination 
Process (SDP) for Findings At-Power, dated June 19, 2012, and determined the finding was of very low safety 
significance or Green because the system was not inoperable in excess of the TS allowed outage time. Since the 
original TS interpretation allowing removal of the SI pump room cooler from service was from 1997, this issue is not 
indicative of current performance and therefore no cross-cutting aspect is assigned. 
Inspection Report# : 2014002 (pdf)  

Significance:  Mar 31, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Promptly Identify and Correct a Condition Adverse to Quality for an Inboard Bearing Oil Leak on 
the ‘A’ CCW Pump 
The NRC identified a NCV of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," for the licensee’s failure 
to promptly identify and correct a condition adverse to quality (CAQ) involving an inboard bearing oil leak on the ‘A’
component cooling water (CCW) pump. The issue was entered into the licensee’s corrective action program (CAP) as 
Condition Report CR-13-03733.  
The inspectors determined that the failure to promptly identify and correct the CAQ for the ‘A’ CCW pump’s inboard 
bearing oil leak was a performance deficiency (PD). The inspectors reviewed Inspector Manual Chapter (IMC) 0612, 
Appendix B, “Issue Screening”, dated September 7, 2012, and determined the PD was more than minor and therefore 
a finding, because it affected the Mitigating Systems cornerstone objective to ensure the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences and the respective attribute 
of equipment performance. Specifically, an in-service train of CCW was declared inoperable due to a large oil leak 
that could have depleted all available oil for inboard bearing lubrication within a short time period. The inspectors 
reviewed IMC 0609, Attachment 4, Initial Characterization of Findings, dated June 19, 2012, and Appendix A – 
Exhibit 2, “The Significance Determination Process (SDP) for Findings At-Power”, dated June 19, 2012, and 
determined the finding was of very low safety significance or Green because the finding was not a design deficiency 
or loss of function. The cause of the finding involved the cross-cutting area of problem identification and resolution 
and the aspect of resolution, P.3, because the licensee failed to take effective corrective actions commensurate with an 
issue’s safety significance in that they failed to promptly identify and correct an ‘A’ CCW pump inboard bearing oil 
leak that was a CAQ. 
Inspection Report# : 2014002 (pdf)  

4Q/2014 Inspection Findings - Summer

Page 4 of 6



Barrier Integrity 

Significance:  Nov 07, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Account for Containment Temperature Measurement Uncertainty 
The team identified a Green non-cited violation of 10 CFR Part 50, Appendix B,  
Criterion III, “Design Control,” for the licensee’s failure to account for instrument uncertainty  
on the containment bulk average temperature instrumentation used in calculation DC00020-  
005, “Steam Generator Replacement Reactor Building Temperature/Pressure – LOCA,“  
Rev. 6, Status A. Specifically, the licensee (1) failed to consider instrument uncertainty  
when verifying compliance with technical specification (TS) containment operability and  
design basis accident analysis; and (2) failed to consider instrument drift for reactor building  
resistance temperatures devices when calibration was not performed for 21 years.  
Following identification by the team, the licensee generated CR-14-05864, CR-14-05897,  
and CR-14-05888. The licensee performed an operability determination and determined the  
temperature monitoring system was operable with interim actions. The licensee revised  
procedure OAP-106.1, “Operating Rounds,” Rev. 16e to incorporate the instrument  
uncertainty identified in the operability determination.  
 
The team determined that the performance deficiency was more than minor because it was  
associated with the Configuration Control attribute of the Barrier Integrity Cornerstone, and  
adversely affected the cornerstone objective to ensure that physical design barriers protect  
the public from radionuclide releases caused by accidents or events. Specifically, by not  
accounting for the instrument uncertainty on the containment bulk average temperature  
instrumentation, the containment temperature could unknowingly exceed the design basis  
and TS operability limit. The team determined the finding to be of very low safety  
significance (Green) because it did not result in an open pathway in containment and did not  
involve hydrogen igniters. The team determined that no cross-cutting aspect was applicable  
because the finding was not indicative of present licensee performance. (Section 1R21.2) 
Inspection Report# : 2014007 (pdf)  

Significance:  Jun 30, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Accomplish Procedure to Determine Cause and Correct Failures of Reactor Building Spray System 
Relief Valve 
An NRC-identified NCV of 10 CFR 50, Appendix B, Criterion V, "Instructions, Procedures, and Drawings," was 
identified for the licensee’s failure to accomplish a general test procedure, GTP-302, requirement to determine the 
cause and correct the conditions leading to two failures of reactor building spray system relief valve, XVR03026-SP. 
The licensee entered the problem into their corrective action program (CAP) as condition report (CR) 14-03079.  
 
The licensee’s failure to accomplish GTP-302 to determine and correct the cause of failures occurring in 2006 and 
2012 was a performance deficiency (PD) which was within their ability to foresee and correct based on the available 
vendor documentation. The inspectors reviewed IMC 0612, “Power Reactor Inspection Reports,” Appendix B, and 
determined the PD was more than minor and therefore a finding, because it affected the Barrier Integrity cornerstone 
objective to provide reasonable assurance that physical design barriers such as containment protect the public from 
radionuclide releases caused by accidents or events and the respective attribute of human performance because the 
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availability and reliability of XVR03026-SP was not ensured by a failure to accomplish procedure requirements to 
determine the cause of two previous failures and correct. The inspectors evaluated the finding in accordance with 
NRC IMC 0609, “Significant Determination Process,” attachment 4 and appendix A, and determined that the finding 
was of very low safety significance, Green, because it did not represent an actual physical open pathway in 
containment. The inspectors reviewed IMC0310, “Aspects Within the Cross-cutting Areas,” and determined the cause 
of the finding involved the cross-cutting area of problem identification and resolution and the respective aspect of 
complete and thorough evaluation, P.2, because the licensee failed to determine the cause of the relief valve failures 
for adequate corrective actions. (Section 4OA2.4) 
Inspection Report# : 2014003 (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 26, 2015 
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Summer
1Q/2015 Plant Inspection Findings

Initiating Events

Mitigating Systems

Significance:  Nov 07, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Follow Procedures for Scaffolding and Special Orders for 10CFR50.59 Screenings/Evaluations
The team identified a Green non-cited violation of technical specification (TS) 6.8.1, 
Procedures and Programs, for the licensee’s failure to follow procedure requirements to 
perform 10CFR50.59 screenings/evaluations on scaffolding and special orders for 
approximately 97 scaffolds that existed in the plant for greater than 90 days at power 
operation and four special orders that provided guidance to the operations department 
outside normal routines. In response to this issue, the licensee initiated condition reports 
(CR) CR-14-05650, CR-14-05692, CR-14-05694, CR-14-05695, CR-14-05696, CR-14-
05766, and CR-14-05446. The licensee performed an immediate operability determination 
in CR-14-05446 and determined potentially affected equipment remained operable. 

The team determined that the performance deficiency was more than minor because it 
affected the Design Control 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. Specifically, the team identified multiple examples 
where the licensee failed to evaluate temporary changes to the facility in accordance with 
station procedures, which could affect the availability, reliability, and capability of systems 
that respond to events. The team determined the finding to be of very low safety 
significance (Green) because it was not a design deficiency, did not represent the loss of 
system safety function, and did not represent a loss of function of TS or Non-TS equipment. 
The team determined the finding was indicative of present licensee performance, and was 
associated with the cross-cutting aspect of Procedure Adherence, in the area of Human 
Performance. Specifically, the licensee failed to screen temporary plant changes as 
required by procedures. [H.8] (Section 1R21.2)
Inspection Report# : 2014007 (pdf)

Significance:  Nov 07, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Follow Failure to Follow Corrective Action Program Procedures
The team identified a Green non-cited violation of 10 CFR Part 50, Appendix B, 
Criterion V, “Instructions, Procedures, and Drawings,” for the licensee’s failure to follow 
station procedures to perform operability/functionality evaluations for condition reports (CRs) 
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that affected structures, systems, and components (SSCs). Specifically, the licensee failed 
to properly screen, evaluate, and document operability or functionality determinations for six 
CRs that affected SSCs. Following identification by the team, the licensee generated CR3 
14-05700 and CR-14-05676. The licensee subsequently evaluated the six CRs, determined 
there were no impacts on the operability of the affected SSCs, and updated the CRs to 
include operability determinations. 

The team determined that the performance deficiency was more than minor, because 
if left uncorrected, it had the potential to lead to a more significant safety concern. 
Specifically, the licensee failed to perform operability/functionality reviews for CRs with 
administrative issues of concern that affected SSCs and that could result in safety-related 
SSCs being inoperable and remain undetected for a period of time. The team determined 
the finding to be of very low safety significance (Green) because it was not a design 
deficiency, did not represent the loss of system safety function, and did not represent a loss 
of function of technical specification (TS) or Non-TS equipment. The team determined the 
finding was indicative of present licensee performance and was associated with the crosscutting 
aspect of Identification, in the area of Problem Identification and Resolution. 
Specifically, the licensee did not identify issues completely, accurately, and in a timely 
manner in accordance with the program. [P.1] (Section 1R21.2)
Inspection Report# : 2014007 (pdf)

Significance:  Nov 07, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Instrument Uncertainties Result in Non-Conservative Values In EOP-2.2 & ARP-001-XCP-612; RWST 
Swapover
The team identified a Green non-cited violation NCV of 10 CFR Part 50, Appendix 
B, Criterion III, “Design Control,” for the licensee’s failure to consider instrument 
uncertainties when determining refueling water storage tank (RWST) setpoints and 
associated time critical operator actions in procedures to perform RWST swapover. 
Specifically, the licensee failed to consider instrument uncertainties associated with the 
control room annunciator ‘RWST Empty’ alarm at 6% with respect to the critical vortex level 
and second, the RWST indicated level of 10% at which pumps would be secured in 
emergency operating procedures (EOPs). Following identification by the team, the licensee 
generated CR-14-05792, CR-14-05869, and CR-14-05868 to address the finding. The 
licensee also revised procedure EOP-2.2,”ES-1.3, Transfer to Cold Leg Recirculation,” to 
Rev. 17. The licensee performed an operability determination and concluded that the safety 
injection system was operable but degraded. 

The team determined that the performance deficiency was more than minor because it 
affected the Design Control 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. Specifically, the licensee failed to consider 
uncertainties associated with the level alarms and level indicators for the RWST, and as a 
result, impacted the availability, reliability, and capability of the ECCS to respond to initiating 
events. The team determined the finding to be of very low safety significance (Green) 
because it was a deficiency affecting the design or qualification of a mitigating structures, 
systems, and components (SSC), and the SSC maintained its operability or functionality. 
The team determined that no cross-cutting aspect was applicable because the finding was 
not indicative of present licensee performance. (Section 1R21.2)
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Inspection Report# : 2014007 (pdf)

Significance:  Aug 22, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Degraded Emergency Feedwater System Piping Supports
An NRC-identified non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, for the 
licensee’s failure to identify and correct conditions adverse to quality. Specifically, inspectors determined the licensee 
failed to identify three degraded emergency feedwater (EF) system piping supports during the May 27, 2014, water 
hammer post transient event walkdown. These included one upstream of the turbine driven EF pump discharge check 
valve XVC01016-EF (EFH-4018), one downstream of the turbine driven EF pump discharge valve, XVG01036-EF 
(EFH-0050), and one downstream of the ‘C’ SG turbine driven EF pump supply stop check valve, XVK0120C-EF 
(EFH-5048) during a routine plant walkdown. 

Failure to identify three damaged pipe supports as conditions adverse quality during a previous licensee evaluation for 
the water hammer event was a performance deficiency. This finding was more than minor because it adversely 
impacted the Mitigating Systems cornerstone objective to ensure the availability, reliability, and capability of systems 
that respond to external events (such as seismic) to prevent undesirable consequences. Specifically, these damaged 
piping supports resulted in a condition where there was a reasonable doubt on the operability of the EF system. 
Subsequently, the licensee performed pipe stress calculations and concluded that the EF system was degraded, but 
operable. In accordance with Manual Chapter 0609.04, “Phase 1 - Initial Screening and Characterization of Findings,”
a significance determination screening was performed and determined this finding was of very low safety significance 
(Green) because it was not a design or qualification deficiency, and did not represent an actual loss of system safety 
function. This finding had a cross-cutting aspect in the area of human performance resource because the licensee did 
not have an approved plant procedure to support the piping walk-downs post water hammer event. H.1 of IMC 0310. 

Inspection Report# : 2014008 (pdf)

Significance:  Jun 30, 2014
Identified By: NRC
Item Type: FIN Finding
Failure to Develop Adequate Post Modification Testing for the Alternate Seal Injection System
An NRC-identified FIN was identified for the failure of the licensee to accomplish station procedures for 
development, review, and performance of adequate post modification testing of the alternate seal injection (ASI) 
system. The problem is in the licensee’s CAP as CR 13-00642. 

The inspectors determined that the failure to accomplish station procedures to develop, review and implement 
adequate post modification testing in accordance with station procedures was a PD, and was within the licensee’s 
ability to foresee and correct based on their existing knowledge of ASI designs at other plants. The inspectors 
reviewed IMC 0612 and determined the PD is more than minor and therefore a finding because if left uncorrected it 
would have the potential to result in a more significant safety event. Specifically, loss of the ASI system would lead to 
a reactor coolant pump seal loss of coolant accident during those events involving a loss of normal seal cooling such 
as a station blackout or fire. The inspectors reviewed IMC 0609, Attachment 4 and Appendix A, for the significance 
determination and determined the finding was of very low safety significance, or Green, because it did not involve a 
design deficiency and was not an actual loss of function. The inspectors reviewed IMC 0310 for cross-cutting aspects 
and determined the cause of the finding involved the area of human resources and the aspect of H.11, challenge the 
unknown, because the licensee did not identify the appropriate post modification testing when using a, first-for-the-
station, ASI design. (Section 4OA5.1) 
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Inspection Report# : 2014003 (pdf)

Barrier Integrity

Significance:  Nov 07, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Account for Containment Temperature Measurement Uncertainty
The team identified a Green non-cited violation of 10 CFR Part 50, Appendix B, 
Criterion III, “Design Control,” for the licensee’s failure to account for instrument uncertainty 
on the containment bulk average temperature instrumentation used in calculation DC00020-
005, “Steam Generator Replacement Reactor Building Temperature/Pressure – LOCA,“
Rev. 6, Status A. Specifically, the licensee (1) failed to consider instrument uncertainty 
when verifying compliance with technical specification (TS) containment operability and 
design basis accident analysis; and (2) failed to consider instrument drift for reactor building 
resistance temperatures devices when calibration was not performed for 21 years. 
Following identification by the team, the licensee generated CR-14-05864, CR-14-05897, 
and CR-14-05888. The licensee performed an operability determination and determined the 
temperature monitoring system was operable with interim actions. The licensee revised 
procedure OAP-106.1, “Operating Rounds,” Rev. 16e to incorporate the instrument 
uncertainty identified in the operability determination. 

The team determined that the performance deficiency was more than minor because it was 
associated with the Configuration Control attribute of the Barrier Integrity Cornerstone, and 
adversely affected the cornerstone objective to ensure that physical design barriers protect 
the public from radionuclide releases caused by accidents or events. Specifically, by not 
accounting for the instrument uncertainty on the containment bulk average temperature 
instrumentation, the containment temperature could unknowingly exceed the design basis 
and TS operability limit. The team determined the finding to be of very low safety 
significance (Green) because it did not result in an open pathway in containment and did not 
involve hydrogen igniters. The team determined that no cross-cutting aspect was applicable 
because the finding was not indicative of present licensee performance. (Section 1R21.2)
Inspection Report# : 2014007 (pdf)

Significance:  Jun 30, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Accomplish Procedure to Determine Cause and Correct Failures of Reactor Building Spray System 
Relief Valve
An NRC-identified NCV of 10 CFR 50, Appendix B, Criterion V, "Instructions, Procedures, and Drawings," was 
identified for the licensee’s failure to accomplish a general test procedure, GTP-302, requirement to determine the 
cause and correct the conditions leading to two failures of reactor building spray system relief valve, XVR03026-SP. 
The licensee entered the problem into their corrective action program (CAP) as condition report (CR) 14-03079. 

The licensee’s failure to accomplish GTP-302 to determine and correct the cause of failures occurring in 2006 and 
2012 was a performance deficiency (PD) which was within their ability to foresee and correct based on the available 
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vendor documentation. The inspectors reviewed IMC 0612, “Power Reactor Inspection Reports,” Appendix B, and 
determined the PD was more than minor and therefore a finding, because it affected the Barrier Integrity cornerstone 
objective to provide reasonable assurance that physical design barriers such as containment protect the public from 
radionuclide releases caused by accidents or events and the respective attribute of human performance because the 
availability and reliability of XVR03026-SP was not ensured by a failure to accomplish procedure requirements to 
determine the cause of two previous failures and correct. The inspectors evaluated the finding in accordance with 
NRC IMC 0609, “Significant Determination Process,” attachment 4 and appendix A, and determined that the finding 
was of very low safety significance, Green, because it did not represent an actual physical open pathway in 
containment. The inspectors reviewed IMC0310, “Aspects Within the Cross-cutting Areas,” and determined the cause 
of the finding involved the cross-cutting area of problem identification and resolution and the respective aspect of 
complete and thorough evaluation, P.2, because the licensee failed to determine the cause of the relief valve failures 
for adequate corrective actions. (Section 4OA2.4)
Inspection Report# : 2014003 (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 : June 16, 2015
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Summer
2Q/2015 Plant Inspection Findings

Initiating Events

Mitigating Systems

Significance:  Nov 07, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Follow Procedures for Scaffolding and Special Orders for 10CFR50.59 Screenings/Evaluations
The team identified a Green non-cited violation of technical specification (TS) 6.8.1, 
Procedures and Programs, for the licensee’s failure to follow procedure requirements to 
perform 10CFR50.59 screenings/evaluations on scaffolding and special orders for 
approximately 97 scaffolds that existed in the plant for greater than 90 days at power 
operation and four special orders that provided guidance to the operations department 
outside normal routines. In response to this issue, the licensee initiated condition reports 
(CR) CR-14-05650, CR-14-05692, CR-14-05694, CR-14-05695, CR-14-05696, CR-14-
05766, and CR-14-05446. The licensee performed an immediate operability determination 
in CR-14-05446 and determined potentially affected equipment remained operable. 

The team determined that the performance deficiency was more than minor because it 
affected the Design Control 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. Specifically, the team identified multiple examples 
where the licensee failed to evaluate temporary changes to the facility in accordance with 
station procedures, which could affect the availability, reliability, and capability of systems 
that respond to events. The team determined the finding to be of very low safety 
significance (Green) because it was not a design deficiency, did not represent the loss of 
system safety function, and did not represent a loss of function of TS or Non-TS equipment. 
The team determined the finding was indicative of present licensee performance, and was 
associated with the cross-cutting aspect of Procedure Adherence, in the area of Human 
Performance. Specifically, the licensee failed to screen temporary plant changes as 
required by procedures. [H.8] (Section 1R21.2)
Inspection Report# : 2014007 (pdf)

Significance:  Nov 07, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Follow Failure to Follow Corrective Action Program Procedures
The team identified a Green non-cited violation of 10 CFR Part 50, Appendix B, 
Criterion V, “Instructions, Procedures, and Drawings,” for the licensee’s failure to follow 
station procedures to perform operability/functionality evaluations for condition reports (CRs) 
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that affected structures, systems, and components (SSCs). Specifically, the licensee failed 
to properly screen, evaluate, and document operability or functionality determinations for six 
CRs that affected SSCs. Following identification by the team, the licensee generated CR3 
14-05700 and CR-14-05676. The licensee subsequently evaluated the six CRs, determined 
there were no impacts on the operability of the affected SSCs, and updated the CRs to 
include operability determinations. 

The team determined that the performance deficiency was more than minor, because 
if left uncorrected, it had the potential to lead to a more significant safety concern. 
Specifically, the licensee failed to perform operability/functionality reviews for CRs with 
administrative issues of concern that affected SSCs and that could result in safety-related 
SSCs being inoperable and remain undetected for a period of time. The team determined 
the finding to be of very low safety significance (Green) because it was not a design 
deficiency, did not represent the loss of system safety function, and did not represent a loss 
of function of technical specification (TS) or Non-TS equipment. The team determined the 
finding was indicative of present licensee performance and was associated with the crosscutting 
aspect of Identification, in the area of Problem Identification and Resolution. 
Specifically, the licensee did not identify issues completely, accurately, and in a timely 
manner in accordance with the program. [P.1] (Section 1R21.2)
Inspection Report# : 2014007 (pdf)

Significance:  Nov 07, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Instrument Uncertainties Result in Non-Conservative Values In EOP-2.2 & ARP-001-XCP-612; RWST 
Swapover
The team identified a Green non-cited violation NCV of 10 CFR Part 50, Appendix 
B, Criterion III, “Design Control,” for the licensee’s failure to consider instrument 
uncertainties when determining refueling water storage tank (RWST) setpoints and 
associated time critical operator actions in procedures to perform RWST swapover. 
Specifically, the licensee failed to consider instrument uncertainties associated with the 
control room annunciator ‘RWST Empty’ alarm at 6% with respect to the critical vortex level 
and second, the RWST indicated level of 10% at which pumps would be secured in 
emergency operating procedures (EOPs). Following identification by the team, the licensee 
generated CR-14-05792, CR-14-05869, and CR-14-05868 to address the finding. The 
licensee also revised procedure EOP-2.2,”ES-1.3, Transfer to Cold Leg Recirculation,” to 
Rev. 17. The licensee performed an operability determination and concluded that the safety 
injection system was operable but degraded. 

The team determined that the performance deficiency was more than minor because it 
affected the Design Control 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. Specifically, the licensee failed to consider 
uncertainties associated with the level alarms and level indicators for the RWST, and as a 
result, impacted the availability, reliability, and capability of the ECCS to respond to initiating 
events. The team determined the finding to be of very low safety significance (Green) 
because it was a deficiency affecting the design or qualification of a mitigating structures, 
systems, and components (SSC), and the SSC maintained its operability or functionality. 
The team determined that no cross-cutting aspect was applicable because the finding was 
not indicative of present licensee performance. (Section 1R21.2)

2Q/2015 Inspection Findings - Summer

Page 2 of 4



Inspection Report# : 2014007 (pdf)

Significance:  Aug 22, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Degraded Emergency Feedwater System Piping Supports
An NRC-identified non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, for the 
licensee’s failure to identify and correct conditions adverse to quality. Specifically, inspectors determined the licensee 
failed to identify three degraded emergency feedwater (EF) system piping supports during the May 27, 2014, water 
hammer post transient event walkdown. These included one upstream of the turbine driven EF pump discharge check 
valve XVC01016-EF (EFH-4018), one downstream of the turbine driven EF pump discharge valve, XVG01036-EF 
(EFH-0050), and one downstream of the ‘C’ SG turbine driven EF pump supply stop check valve, XVK0120C-EF 
(EFH-5048) during a routine plant walkdown. 

Failure to identify three damaged pipe supports as conditions adverse quality during a previous licensee evaluation for 
the water hammer event was a performance deficiency. This finding was more than minor because it adversely 
impacted the Mitigating Systems cornerstone objective to ensure the availability, reliability, and capability of systems 
that respond to external events (such as seismic) to prevent undesirable consequences. Specifically, these damaged 
piping supports resulted in a condition where there was a reasonable doubt on the operability of the EF system. 
Subsequently, the licensee performed pipe stress calculations and concluded that the EF system was degraded, but 
operable. In accordance with Manual Chapter 0609.04, “Phase 1 - Initial Screening and Characterization of Findings,”
a significance determination screening was performed and determined this finding was of very low safety significance 
(Green) because it was not a design or qualification deficiency, and did not represent an actual loss of system safety 
function. This finding had a cross-cutting aspect in the area of human performance resource because the licensee did 
not have an approved plant procedure to support the piping walk-downs post water hammer event. H.1 of IMC 0310. 

Inspection Report# : 2014008 (pdf)

Barrier Integrity

Significance:  Nov 07, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Account for Containment Temperature Measurement Uncertainty
The team identified a Green non-cited violation of 10 CFR Part 50, Appendix B, 
Criterion III, “Design Control,” for the licensee’s failure to account for instrument uncertainty 
on the containment bulk average temperature instrumentation used in calculation DC00020-
005, “Steam Generator Replacement Reactor Building Temperature/Pressure – LOCA,“
Rev. 6, Status A. Specifically, the licensee (1) failed to consider instrument uncertainty 
when verifying compliance with technical specification (TS) containment operability and 
design basis accident analysis; and (2) failed to consider instrument drift for reactor building 
resistance temperatures devices when calibration was not performed for 21 years. 
Following identification by the team, the licensee generated CR-14-05864, CR-14-05897, 
and CR-14-05888. The licensee performed an operability determination and determined the 
temperature monitoring system was operable with interim actions. The licensee revised 
procedure OAP-106.1, “Operating Rounds,” Rev. 16e to incorporate the instrument 
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uncertainty identified in the operability determination. 

The team determined that the performance deficiency was more than minor because it was 
associated with the Configuration Control attribute of the Barrier Integrity Cornerstone, and 
adversely affected the cornerstone objective to ensure that physical design barriers protect 
the public from radionuclide releases caused by accidents or events. Specifically, by not 
accounting for the instrument uncertainty on the containment bulk average temperature 
instrumentation, the containment temperature could unknowingly exceed the design basis 
and TS operability limit. The team determined the finding to be of very low safety 
significance (Green) because it did not result in an open pathway in containment and did not 
involve hydrogen igniters. The team determined that no cross-cutting aspect was applicable 
because the finding was not indicative of present licensee performance. (Section 1R21.2)
Inspection Report# : 2014007 (pdf)

Emergency Preparedness

Occupational Radiation Safety

Public Radiation Safety

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

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

Initiating Events

Mitigating Systems

Significance:  Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Maintain Fire Door/Steam Propagation Barrier in Accordance With the Fire Protection Program 
Procedure
The inspectors identified a non-cited violation of Technical Specifications (TS) 6.8.1.f, Fire Protection Program (FPP) 
procedures, which involved a failure to comply with the requirements of FPP-025, “Fire Containment,” Revision 
(Rev.) 4H, for maintaining the operability of a fire door and steam propagation barrier (SPB), DRAB/319. The 
licensee entered the problem into their corrective action program as condition report (CR) 15-00662. 

The inspectors identified a performance deficiency (PD) for the failure to maintain the fire door and SPB operable per 
the requirements of FPP-025. The inspectors reviewed inspector manual chapter (IMC) 0612, Appendix B, Issue 
Screening, dated September 7, 2012, and determined the PD was more than minor because it impacted the mitigating 
systems cornerstone objective to ensure the availability, reliability, and capability of systems that respond to initiating 
events to prevent undesirable consequences, and the related attribute of protection against external factors such as fire. 
In regards to the fire confinement function of DRAB/319, the inspectors used IMC 0609, “Significant Determination 
Process,” Appendix F, Fire Protection Significance Determination Process, dated September 20, 2013, and performed 
a Phase 1 analysis to determine the finding was of very low significance or Green. The fire confinement program 
element was not of low degradation, the non-suppression probability was 0.1, the fire frequencies related to the 
affected fire zones AB01.10 and FH01.01 were 3.31E-3 and 8.69E-5 respectfully, and the duration of the component 
inoperability was approximately 12 hours or 0.00137, which resulted in screening check frequency of 4.65E-7 that 
was less than the screening criteria of 1E-6. Additionally, the inspectors noted minimal fixed combustibles and 
ignition sources in the near vicinity of both sides of DRAB/319, and the fire detection instrumentation in both affected 
fire zones remained operable allowing an operator response in the event of a fire. In regards to the SPB function of 
DRAB/219, the inspectors used IMC 0609, Appendix A, SDP for Findings at-Power, dated June 19, 2012, and 
determined the finding was also of very low safety significance, or Green, because it was not a design deficiency or 
loss of system function impacting TS. The resulting increase of humidity above equipment qualification test limits of 
one train of reactor vessel level instrumentation system transmitters would likely not have resulted in a loss of 
function. The inspectors reviewed IMC 0310, Aspects Within Cross Cutting Areas, dated December 4, 2014, and 
determined the cause of this finding involved the cross-cutting area of human performance and the aspect of 
resources, H.1, because the licensee failed to ensure that the fire door closure mechanism was adequate to close the 
door for the protection of equipment important to safety. (Section 1R15) 

Inspection Report# : 2015002 (pdf)

Significance:  Nov 07, 2014
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Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Follow Procedures for Scaffolding and Special Orders for 10CFR50.59 Screenings/Evaluations
The team identified a Green non-cited violation of technical specification (TS) 6.8.1, 
Procedures and Programs, for the licensee’s failure to follow procedure requirements to 
perform 10CFR50.59 screenings/evaluations on scaffolding and special orders for 
approximately 97 scaffolds that existed in the plant for greater than 90 days at power 
operation and four special orders that provided guidance to the operations department 
outside normal routines. In response to this issue, the licensee initiated condition reports 
(CR) CR-14-05650, CR-14-05692, CR-14-05694, CR-14-05695, CR-14-05696, CR-14-
05766, and CR-14-05446. The licensee performed an immediate operability determination 
in CR-14-05446 and determined potentially affected equipment remained operable. 

The team determined that the performance deficiency was more than minor because it 
affected the Design Control 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. Specifically, the team identified multiple examples 
where the licensee failed to evaluate temporary changes to the facility in accordance with 
station procedures, which could affect the availability, reliability, and capability of systems 
that respond to events. The team determined the finding to be of very low safety 
significance (Green) because it was not a design deficiency, did not represent the loss of 
system safety function, and did not represent a loss of function of TS or Non-TS equipment. 
The team determined the finding was indicative of present licensee performance, and was 
associated with the cross-cutting aspect of Procedure Adherence, in the area of Human 
Performance. Specifically, the licensee failed to screen temporary plant changes as 
required by procedures. [H.8] (Section 1R21.2)
Inspection Report# : 2014007 (pdf)

Significance:  Nov 07, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Follow Failure to Follow Corrective Action Program Procedures
The team identified a Green non-cited violation of 10 CFR Part 50, Appendix B, 
Criterion V, “Instructions, Procedures, and Drawings,” for the licensee’s failure to follow 
station procedures to perform operability/functionality evaluations for condition reports (CRs) 
that affected structures, systems, and components (SSCs). Specifically, the licensee failed 
to properly screen, evaluate, and document operability or functionality determinations for six 
CRs that affected SSCs. Following identification by the team, the licensee generated CR3 
14-05700 and CR-14-05676. The licensee subsequently evaluated the six CRs, determined 
there were no impacts on the operability of the affected SSCs, and updated the CRs to 
include operability determinations. 

The team determined that the performance deficiency was more than minor, because 
if left uncorrected, it had the potential to lead to a more significant safety concern. 
Specifically, the licensee failed to perform operability/functionality reviews for CRs with 
administrative issues of concern that affected SSCs and that could result in safety-related 
SSCs being inoperable and remain undetected for a period of time. The team determined 
the finding to be of very low safety significance (Green) because it was not a design 
deficiency, did not represent the loss of system safety function, and did not represent a loss 
of function of technical specification (TS) or Non-TS equipment. The team determined the 
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finding was indicative of present licensee performance and was associated with the crosscutting 
aspect of Identification, in the area of Problem Identification and Resolution. 
Specifically, the licensee did not identify issues completely, accurately, and in a timely 
manner in accordance with the program. [P.1] (Section 1R21.2)
Inspection Report# : 2014007 (pdf)

Significance:  Nov 07, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Instrument Uncertainties Result in Non-Conservative Values In EOP-2.2 & ARP-001-XCP-612; RWST 
Swapover
The team identified a Green non-cited violation NCV of 10 CFR Part 50, Appendix 
B, Criterion III, “Design Control,” for the licensee’s failure to consider instrument 
uncertainties when determining refueling water storage tank (RWST) setpoints and 
associated time critical operator actions in procedures to perform RWST swapover. 
Specifically, the licensee failed to consider instrument uncertainties associated with the 
control room annunciator ‘RWST Empty’ alarm at 6% with respect to the critical vortex level 
and second, the RWST indicated level of 10% at which pumps would be secured in 
emergency operating procedures (EOPs). Following identification by the team, the licensee 
generated CR-14-05792, CR-14-05869, and CR-14-05868 to address the finding. The 
licensee also revised procedure EOP-2.2,”ES-1.3, Transfer to Cold Leg Recirculation,” to 
Rev. 17. The licensee performed an operability determination and concluded that the safety 
injection system was operable but degraded. 

The team determined that the performance deficiency was more than minor because it 
affected the Design Control 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. Specifically, the licensee failed to consider 
uncertainties associated with the level alarms and level indicators for the RWST, and as a 
result, impacted the availability, reliability, and capability of the ECCS to respond to initiating 
events. The team determined the finding to be of very low safety significance (Green) 
because it was a deficiency affecting the design or qualification of a mitigating structures, 
systems, and components (SSC), and the SSC maintained its operability or functionality. 
The team determined that no cross-cutting aspect was applicable because the finding was 
not indicative of present licensee performance. (Section 1R21.2)
Inspection Report# : 2014007 (pdf)

Barrier Integrity

Significance:  Nov 07, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Account for Containment Temperature Measurement Uncertainty
The team identified a Green non-cited violation of 10 CFR Part 50, Appendix B, 
Criterion III, “Design Control,” for the licensee’s failure to account for instrument uncertainty 
on the containment bulk average temperature instrumentation used in calculation DC00020-
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005, “Steam Generator Replacement Reactor Building Temperature/Pressure – LOCA,“
Rev. 6, Status A. Specifically, the licensee (1) failed to consider instrument uncertainty 
when verifying compliance with technical specification (TS) containment operability and 
design basis accident analysis; and (2) failed to consider instrument drift for reactor building 
resistance temperatures devices when calibration was not performed for 21 years. 
Following identification by the team, the licensee generated CR-14-05864, CR-14-05897, 
and CR-14-05888. The licensee performed an operability determination and determined the 
temperature monitoring system was operable with interim actions. The licensee revised 
procedure OAP-106.1, “Operating Rounds,” Rev. 16e to incorporate the instrument 
uncertainty identified in the operability determination. 

The team determined that the performance deficiency was more than minor because it was 
associated with the Configuration Control attribute of the Barrier Integrity Cornerstone, and 
adversely affected the cornerstone objective to ensure that physical design barriers protect 
the public from radionuclide releases caused by accidents or events. Specifically, by not 
accounting for the instrument uncertainty on the containment bulk average temperature 
instrumentation, the containment temperature could unknowingly exceed the design basis 
and TS operability limit. The team determined the finding to be of very low safety 
significance (Green) because it did not result in an open pathway in containment and did not 
involve hydrogen igniters. The team determined that no cross-cutting aspect was applicable 
because the finding was not indicative of present licensee performance. (Section 1R21.2)
Inspection Report# : 2014007 (pdf)

Emergency Preparedness

Occupational Radiation Safety

Public Radiation Safety

Security
Although the Security Cornerstone is included in the Reactor Oversight Process assessment program, the Commission 
has decided that specific information related to findings and performance indicators pertaining to the Security 
Cornerstone will not be publicly available to ensure that security information is not provided to a possible adversary. 
Other than the fact that a finding or performance indicator is Green or Greater-Than-Green, security related 
information will not be displayed on the public web page. Therefore, the cover letters to security inspection reports 
may be viewed.
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Summer
4Q/2015 Plant Inspection Findings

Initiating Events

Mitigating Systems

Significance:  Sep 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Assess and Manage Risk Associated with Emergent Work
The inspectors identified a non-cited violation of 10 CFR 50.65 (a)(4) which requires in part that the licensee assess 
and manage the increase in risk that may result from proposed maintenance activities. Specifically, the licensee failed 
to assess and manage the increase in risk for emergent work on the ‘B’ train service water (SW) pump motor breaker. 
The licensee entered the problem into their corrective action program as condition report (CR) 15-03194. 

The inspectors identified a performance deficiency (PD) for the failure to assess and manage the increase in risk for 
work activities associated the ‘B’ SW pump motor breaker in accordance with 10 CFR 50.65 (a)(4). The inspectors 
reviewed IMC0612, Appendix B, “Issue Screening,” dated September 7, 2012, and determined the PD was more than 
minor because it adversely impacted the mitigating systems cornerstone objective to ensure the availability, reliability, 
and capability of systems that respond to initiating events to prevent undesirable consequences, and the related 
attribute of equipment perfomance involving availability and reliability. Specifically, the failure to identify increases 
in operational risk and implement risk management actions adversely affected the availability and reliability of those 
systems relied upon to respond to plant events. The inspectors used IMC 0609, Appendix K, “Maintenance Risk 
Assessment and Risk Management Significance Determination Process,” dated May 19, 2005, and determined the 
finding was of very low safety significance or Green, because the Incremental Core Damage Probability Deficit for 
the timeframe the ‘B’ SW pump was unavailable was less than 1E-6. The inspectors reviewed IMC 0310, “Aspects 
Within Cross Cutting Areas,” dated December 4, 2014, and determined the cause of this finding involved the cross-
cutting area of human performance and the aspect of work management, H.5, because the licensee failed to assess and 
manage the risk commensurate with the emergent work involving the ‘B’ SW pump motor. (Section 1R13) 

Inspection Report# : 2015003 (pdf)

Significance:  Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Maintain Fire Door/Steam Propagation Barrier in Accordance With the Fire Protection Program 
Procedure
The inspectors identified a non-cited violation of Technical Specifications (TS) 6.8.1.f, Fire Protection Program (FPP) 
procedures, which involved a failure to comply with the requirements of FPP-025, “Fire Containment,” Revision 
(Rev.) 4H, for maintaining the operability of a fire door and steam propagation barrier (SPB), DRAB/319. The 
licensee entered the problem into their corrective action program as condition report (CR) 15-00662. 
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The inspectors identified a performance deficiency (PD) for the failure to maintain the fire door and SPB operable per 
the requirements of FPP-025. The inspectors reviewed inspector manual chapter (IMC) 0612, Appendix B, Issue 
Screening, dated September 7, 2012, and determined the PD was more than minor because it impacted the mitigating 
systems cornerstone objective to ensure the availability, reliability, and capability of systems that respond to initiating 
events to prevent undesirable consequences, and the related attribute of protection against external factors such as fire. 
In regards to the fire confinement function of DRAB/319, the inspectors used IMC 0609, “Significant Determination 
Process,” Appendix F, Fire Protection Significance Determination Process, dated September 20, 2013, and performed 
a Phase 1 analysis to determine the finding was of very low significance or Green. The fire confinement program 
element was not of low degradation, the non-suppression probability was 0.1, the fire frequencies related to the 
affected fire zones AB01.10 and FH01.01 were 3.31E-3 and 8.69E-5 respectfully, and the duration of the component 
inoperability was approximately 12 hours or 0.00137, which resulted in screening check frequency of 4.65E-7 that 
was less than the screening criteria of 1E-6. Additionally, the inspectors noted minimal fixed combustibles and 
ignition sources in the near vicinity of both sides of DRAB/319, and the fire detection instrumentation in both affected 
fire zones remained operable allowing an operator response in the event of a fire. In regards to the SPB function of 
DRAB/219, the inspectors used IMC 0609, Appendix A, SDP for Findings at-Power, dated June 19, 2012, and 
determined the finding was also of very low safety significance, or Green, because it was not a design deficiency or 
loss of system function impacting TS. The resulting increase of humidity above equipment qualification test limits of 
one train of reactor vessel level instrumentation system transmitters would likely not have resulted in a loss of 
function. The inspectors reviewed IMC 0310, Aspects Within Cross Cutting Areas, dated December 4, 2014, and 
determined the cause of this finding involved the cross-cutting area of human performance and the aspect of 
resources, H.1, because the licensee failed to ensure that the fire door closure mechanism was adequate to close the 
door for the protection of equipment important to safety. (Section 1R15) 

Inspection Report# : 2015002 (pdf)

Barrier Integrity

Significance:  Dec 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Accomplish Procedure for Diagnostic Testing Resulting in Valve Failures (Section 4OA2.2) 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion V, Instructions, Procedures, and 
Drawings, which requires in part that activities affecting quality shall be accomplished in accordance with procedures. 
Specifically, the licensee failed to accomplish preventative maintenance diagnostic testing in accordance with their 
station administrative program procedure, SAP-160, “Motor Operated Valve Program,” Revision 1, to identify 
degradation of a torque switch that led to two failures of stroke time testing of ‘A’ train reactor building spray (SP) 
sump isolation valve, XVG03005A-SP. This also resulted in a loss of safety function involving reactor building spray. 
The licensee entered the problem into their corrective action program as condition report, CR-15-00541. 

The inspectors identified a performance deficiency (PD) for the failure to accomplish the requirements of SAP-160 
leading to two failures of XVG03005A-SP. The inspectors reviewed IMC 0612, Appendix B, “Issue Screening,”
dated September 7, 2012, and determined the PD was more than minor because it adversely impacted the barrier 
integrity cornerstone objective to provide reasonable assurance that the reactor building or containment protects the 
public from radionuclide releases caused by accidents or events and the related attribute of structures, systems and 
components (SSC) performance. Specifically, the licensee failed to perform preventative maintenance diagnostic 
testing required by SAP-160 to identify degradation of a torque switch for XVG03005A-SP. The inspectors used IMC 
0609, Appendix A, Exhibit 3, “Barrier Integrity Screening Questions,” dated July 1, 2012, and IMC 0609, Appendix 
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H, “Containment Integrity Significance Determination Process,” dated May 6, 2004, and determined the finding was 
of very low safety significance or Green, because the finding did not represent a significant impact to Large Early 
Release Failure. The inspectors reviewed IMC 0310, “Aspects Within Cross Cutting Areas,” dated December 4, 2014, 
and determined the cause of this finding involved the cross-cutting area of problem identification and resolution and 
the aspect of evaluation, P.2, because the licensee failed to thoroughly evaluate the failures of XVG03005A-SP to 
ensure that resolutions address causes and extent of conditions commensurate with their safety significance. (Section 
4OA2.2)
Inspection Report# : 2015004 (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 : March 01, 2016
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Summer
1Q/2016 Plant Inspection Findings

Initiating Events

Mitigating Systems

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Implement Adequate Administrative Controls Following a Departure from NFPA 80-1973 and 
Provide NRC Staff Complete and Accurate Information
The inspectors identified a Severity Level IV, non-cited violation (NCV) of 10 CFR 50.9(a), “Completeness and 
accuracy of information,” and an associated Green non-cited violation of V.C. Summer, Operating License Condition 
2.C.(18) for a NFPA 80-1973 code deviation that was not discussed in the licensee’s NFPA 805 license amendment 
request (LAR), and would result in adversely affecting the ability to achieve and maintain safe shutdown in the event 
of fire because the associated engineering evaluation relied on inadequate administrative controls to ensure the 
associated replacement doors in the intermediate building, DRIB/105A&B, were kept closed as a basis for not 
following NFPA 80-1973 which required the fire doors be self-closing. The licensee entered the violations into their 
corrective action program as condition reports CR-15-04027 and CR-16-00242 respectively. 

The inspectors identified a reactor oversight process (ROP) performance deficiency (PD) for the failure to provide 
adequate administrative controls to allow departure from NFPA 80-1973 requirements, which resulted in replacement 
of a self-closing fire door with two non-self-closing fire doors, DRIB/105A&B, that adversely affected the ability to 
achieve and maintain safe shutdown in the event of fire since they were found open on multiple occasions. The 
inspectors reviewed Inspection Manual Chapter (IMC) 0612, Appendix B, “Issue Screening,” dated September 7, 
2012, and determined the ROP PD was more than minor because it impacted the mitigating systems cornerstone 
objective to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences, and the related attribute of protection against external factors such as fire. The inspectors 
used IMC 0609, “Significant Determination Process,” Appendix F, “Fire Protection Significance Determination 
Process,” Attachment 1, dated September 20, 2013, to perform a Phase 1 analysis and determined that the ROP 
finding was of very low safety significance (Green) based on the response for Question 1.4.3.A in which the 
combustible loading on both sides of DRIB/105A&B was less than 120,000 BTU/ft2. Furthermore, the inspectors 
determined that the associated fire zone area (IB 7) with multiple equipment trains used a pre-action sprinkler system 
and automatic fire detection. 

The inspectors also determined that the licensee’s failure to include the departure from NFPA 80-1973 in their NFPA 
805 license amendment request was a violation of 10 CFR 50.9(a). Because this violation of 10 CFR 50.9(a) had the 
potential to impact the NRC’s ability to perform its regulatory function, the inspectors evaluated this violation using 
traditional enforcement (TE). Since the TE violation is associated with a Green ROP violation, and the misinformation 
was identified after the NRC relied on it for issuing a previous operating license amendment, the TE violation was 
determined to be a Severity Level IV violation, consistent with the language of the NRC Enforcement Policy, Section 
2.3.11, “Inaccurate and Incomplete Information.” The inspectors reviewed IMC 0310, “Aspects Within Cross Cutting 
Areas,” dated December 14, 2014, and determined the cause of this finding involved the cross-cutting area of problem 
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identification and resolution, P.3, because the licensee failed to ensure that adequate administrative controls were in 
place after the fire doors were found open multiple times. (Section 4OA5) 

Inspection Report# : 2016001 (pdf)

Significance:  Sep 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Assess and Manage Risk Associated with Emergent Work
The inspectors identified a non-cited violation of 10 CFR 50.65 (a)(4) which requires in part that the licensee assess 
and manage the increase in risk that may result from proposed maintenance activities. Specifically, the licensee failed 
to assess and manage the increase in risk for emergent work on the ‘B’ train service water (SW) pump motor breaker. 
The licensee entered the problem into their corrective action program as condition report (CR) 15-03194. 

The inspectors identified a performance deficiency (PD) for the failure to assess and manage the increase in risk for 
work activities associated the ‘B’ SW pump motor breaker in accordance with 10 CFR 50.65 (a)(4). The inspectors 
reviewed IMC0612, Appendix B, “Issue Screening,” dated September 7, 2012, and determined the PD was more than 
minor because it adversely impacted the mitigating systems cornerstone objective to ensure the availability, reliability, 
and capability of systems that respond to initiating events to prevent undesirable consequences, and the related 
attribute of equipment perfomance involving availability and reliability. Specifically, the failure to identify increases 
in operational risk and implement risk management actions adversely affected the availability and reliability of those 
systems relied upon to respond to plant events. The inspectors used IMC 0609, Appendix K, “Maintenance Risk 
Assessment and Risk Management Significance Determination Process,” dated May 19, 2005, and determined the 
finding was of very low safety significance or Green, because the Incremental Core Damage Probability Deficit for 
the timeframe the ‘B’ SW pump was unavailable was less than 1E-6. The inspectors reviewed IMC 0310, “Aspects 
Within Cross Cutting Areas,” dated December 4, 2014, and determined the cause of this finding involved the cross-
cutting area of human performance and the aspect of work management, H.5, because the licensee failed to assess and 
manage the risk commensurate with the emergent work involving the ‘B’ SW pump motor. (Section 1R13) 

Inspection Report# : 2015003 (pdf)

Significance:  Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Maintain Fire Door/Steam Propagation Barrier in Accordance With the Fire Protection Program 
Procedure
The inspectors identified a non-cited violation of Technical Specifications (TS) 6.8.1.f, Fire Protection Program (FPP) 
procedures, which involved a failure to comply with the requirements of FPP-025, “Fire Containment,” Revision 
(Rev.) 4H, for maintaining the operability of a fire door and steam propagation barrier (SPB), DRAB/319. The 
licensee entered the problem into their corrective action program as condition report (CR) 15-00662. 

The inspectors identified a performance deficiency (PD) for the failure to maintain the fire door and SPB operable per 
the requirements of FPP-025. The inspectors reviewed inspector manual chapter (IMC) 0612, Appendix B, Issue 
Screening, dated September 7, 2012, and determined the PD was more than minor because it impacted the mitigating 
systems cornerstone objective to ensure the availability, reliability, and capability of systems that respond to initiating 
events to prevent undesirable consequences, and the related attribute of protection against external factors such as fire. 
In regards to the fire confinement function of DRAB/319, the inspectors used IMC 0609, “Significant Determination 
Process,” Appendix F, Fire Protection Significance Determination Process, dated September 20, 2013, and performed 
a Phase 1 analysis to determine the finding was of very low significance or Green. The fire confinement program 
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element was not of low degradation, the non-suppression probability was 0.1, the fire frequencies related to the 
affected fire zones AB01.10 and FH01.01 were 3.31E-3 and 8.69E-5 respectfully, and the duration of the component 
inoperability was approximately 12 hours or 0.00137, which resulted in screening check frequency of 4.65E-7 that 
was less than the screening criteria of 1E-6. Additionally, the inspectors noted minimal fixed combustibles and 
ignition sources in the near vicinity of both sides of DRAB/319, and the fire detection instrumentation in both affected 
fire zones remained operable allowing an operator response in the event of a fire. In regards to the SPB function of 
DRAB/219, the inspectors used IMC 0609, Appendix A, SDP for Findings at-Power, dated June 19, 2012, and 
determined the finding was also of very low safety significance, or Green, because it was not a design deficiency or 
loss of system function impacting TS. The resulting increase of humidity above equipment qualification test limits of 
one train of reactor vessel level instrumentation system transmitters would likely not have resulted in a loss of 
function. The inspectors reviewed IMC 0310, Aspects Within Cross Cutting Areas, dated December 4, 2014, and 
determined the cause of this finding involved the cross-cutting area of human performance and the aspect of 
resources, H.1, because the licensee failed to ensure that the fire door closure mechanism was adequate to close the 
door for the protection of equipment important to safety. (Section 1R15) 

Inspection Report# : 2015002 (pdf)

Barrier Integrity

Significance:  Dec 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Accomplish Procedure for Diagnostic Testing Resulting in Valve Failures (Section 4OA2.2) 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion V, Instructions, Procedures, and 
Drawings, which requires in part that activities affecting quality shall be accomplished in accordance with procedures. 
Specifically, the licensee failed to accomplish preventative maintenance diagnostic testing in accordance with their 
station administrative program procedure, SAP-160, “Motor Operated Valve Program,” Revision 1, to identify 
degradation of a torque switch that led to two failures of stroke time testing of ‘A’ train reactor building spray (SP) 
sump isolation valve, XVG03005A-SP. This also resulted in a loss of safety function involving reactor building spray. 
The licensee entered the problem into their corrective action program as condition report, CR-15-00541. 

The inspectors identified a performance deficiency (PD) for the failure to accomplish the requirements of SAP-160 
leading to two failures of XVG03005A-SP. The inspectors reviewed IMC 0612, Appendix B, “Issue Screening,”
dated September 7, 2012, and determined the PD was more than minor because it adversely impacted the barrier 
integrity cornerstone objective to provide reasonable assurance that the reactor building or containment protects the 
public from radionuclide releases caused by accidents or events and the related attribute of structures, systems and 
components (SSC) performance. Specifically, the licensee failed to perform preventative maintenance diagnostic 
testing required by SAP-160 to identify degradation of a torque switch for XVG03005A-SP. The inspectors used IMC 
0609, Appendix A, Exhibit 3, “Barrier Integrity Screening Questions,” dated July 1, 2012, and IMC 0609, Appendix 
H, “Containment Integrity Significance Determination Process,” dated May 6, 2004, and determined the finding was 
of very low safety significance or Green, because the finding did not represent a significant impact to Large Early 
Release Failure. The inspectors reviewed IMC 0310, “Aspects Within Cross Cutting Areas,” dated December 4, 2014, 
and determined the cause of this finding involved the cross-cutting area of problem identification and resolution and 
the aspect of evaluation, P.2, because the licensee failed to thoroughly evaluate the failures of XVG03005A-SP to 
ensure that resolutions address causes and extent of conditions commensurate with their safety significance. (Section 
4OA2.2)
Inspection Report# : 2015004 (pdf)
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Emergency Preparedness

Occupational Radiation Safety

Public Radiation Safety

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

Miscellaneous
Last modified : July 11, 2016
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Summer
2Q/2016 Plant Inspection Findings

Initiating Events

Mitigating Systems

Significance:  Apr 29, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Adequately Manage Risk of Maintenance Activities Following Risk Model Updates (Section 1R13)
Green. The inspectors identified a Green, non-cited violation (NCV) of 10 CFR 50.65(a)(4), “Requirements for 
Monitoring the Effectiveness of Maintenance at Nuclear Power Plants,” involving the licensee’s failure to develop and 
implement specific risk management actions (RMAs) for a yellow risk condition associated with solid state protection 
system (SSPS) surveillance testing. The issue was entered into the licensee’s corrective action program (CAP) as 
condition report 
(CR)-16-02504. 

The inspectors identified a performance deficiency (PD) for the failure to manage the increase in risk associated with 
‘A’ train SSPS surveillance testing which was indicative of the lack of programmatic requirements for assessing and 
managing risk subsequent to equipment out of service (EOOS) model updates. The inspectors reviewed inspector 
manual chapter (IMC) 0612, Appendix B, “Issue Screening,” dated September 7, 2012, and determined that the PD 
was more than minor and therefore a finding because (1) it was associated with the Mitigating Systems Cornerstone 
and adversely affected the cornerstone objective to ensure in part the availability of systems that respond to initiating 
events to prevent undesirable consequences, and (2) if left uncorrected the PD would have the potential to lead to a 
more significant safety concern. Specifically, the failure to manage the increase in risk jeopardizes the availability of 
remaining safety systems to combat the consequences of an initiating event. The inspectors reviewed IMC 0609, 
Appendix K, “Maintenance Risk Assessment and Risk Management Significance Determination Process,” dated May 
19, 2005, and determined that the finding was of very low safety significance, Green, because the incremental core 
damage probability (ICDP) for the SSPS surveillance test was less than 1E-6. The inspectors reviewed IMC 0310, 
“Aspects Within Cross Cutting Areas,” dated December 4, 2014, and determined that this finding had a cross-cutting 
aspect in the area of Work Management (H.5), because the licensee did not develop specific RMAs for a yellow risk 
condition which was indicative of the lack of programmatic requirements for assessing and managing risk subsequent 
to EOOS model updates. (Section 1R13) 

Inspection Report# : 2016002 (pdf)

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Implement Adequate Administrative Controls Following a Departure from NFPA 80-1973 and 
Provide NRC Staff Complete and Accurate Information
The inspectors identified a Severity Level IV, non-cited violation (NCV) of 10 CFR 50.9(a), “Completeness and 
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accuracy of information,” and an associated Green non-cited violation of V.C. Summer, Operating License Condition 
2.C.(18) for a NFPA 80-1973 code deviation that was not discussed in the licensee’s NFPA 805 license amendment 
request (LAR), and would result in adversely affecting the ability to achieve and maintain safe shutdown in the event 
of fire because the associated engineering evaluation relied on inadequate administrative controls to ensure the 
associated replacement doors in the intermediate building, DRIB/105A&B, were kept closed as a basis for not 
following NFPA 80-1973 which required the fire doors be self-closing. The licensee entered the violations into their 
corrective action program as condition reports CR-15-04027 and CR-16-00242 respectively. 

The inspectors identified a reactor oversight process (ROP) performance deficiency (PD) for the failure to provide 
adequate administrative controls to allow departure from NFPA 80-1973 requirements, which resulted in replacement 
of a self-closing fire door with two non-self-closing fire doors, DRIB/105A&B, that adversely affected the ability to 
achieve and maintain safe shutdown in the event of fire since they were found open on multiple occasions. The 
inspectors reviewed Inspection Manual Chapter (IMC) 0612, Appendix B, “Issue Screening,” dated September 7, 
2012, and determined the ROP PD was more than minor because it impacted the mitigating systems cornerstone 
objective to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences, and the related attribute of protection against external factors such as fire. The inspectors 
used IMC 0609, “Significant Determination Process,” Appendix F, “Fire Protection Significance Determination 
Process,” Attachment 1, dated September 20, 2013, to perform a Phase 1 analysis and determined that the ROP 
finding was of very low safety significance (Green) based on the response for Question 1.4.3.A in which the 
combustible loading on both sides of DRIB/105A&B was less than 120,000 BTU/ft2. Furthermore, the inspectors 
determined that the associated fire zone area (IB 7) with multiple equipment trains used a pre-action sprinkler system 
and automatic fire detection. 

The inspectors also determined that the licensee’s failure to include the departure from NFPA 80-1973 in their NFPA 
805 license amendment request was a violation of 10 CFR 50.9(a). Because this violation of 10 CFR 50.9(a) had the 
potential to impact the NRC’s ability to perform its regulatory function, the inspectors evaluated this violation using 
traditional enforcement (TE). Since the TE violation is associated with a Green ROP violation, and the misinformation 
was identified after the NRC relied on it for issuing a previous operating license amendment, the TE violation was 
determined to be a Severity Level IV violation, consistent with the language of the NRC Enforcement Policy, Section 
2.3.11, “Inaccurate and Incomplete Information.” The inspectors reviewed IMC 0310, “Aspects Within Cross Cutting 
Areas,” dated December 14, 2014, and determined the cause of this finding involved the cross-cutting area of problem 
identification and resolution, P.3, because the licensee failed to ensure that adequate administrative controls were in 
place after the fire doors were found open multiple times. (Section 4OA5) 

Inspection Report# : 2016001 (pdf)

Significance:  Sep 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Assess and Manage Risk Associated with Emergent Work
The inspectors identified a non-cited violation of 10 CFR 50.65 (a)(4) which requires in part that the licensee assess 
and manage the increase in risk that may result from proposed maintenance activities. Specifically, the licensee failed 
to assess and manage the increase in risk for emergent work on the ‘B’ train service water (SW) pump motor breaker. 
The licensee entered the problem into their corrective action program as condition report (CR) 15-03194. 

The inspectors identified a performance deficiency (PD) for the failure to assess and manage the increase in risk for 
work activities associated the ‘B’ SW pump motor breaker in accordance with 10 CFR 50.65 (a)(4). The inspectors 
reviewed IMC0612, Appendix B, “Issue Screening,” dated September 7, 2012, and determined the PD was more than 
minor because it adversely impacted the mitigating systems cornerstone objective to ensure the availability, reliability, 
and capability of systems that respond to initiating events to prevent undesirable consequences, and the related 
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attribute of equipment perfomance involving availability and reliability. Specifically, the failure to identify increases 
in operational risk and implement risk management actions adversely affected the availability and reliability of those 
systems relied upon to respond to plant events. The inspectors used IMC 0609, Appendix K, “Maintenance Risk 
Assessment and Risk Management Significance Determination Process,” dated May 19, 2005, and determined the 
finding was of very low safety significance or Green, because the Incremental Core Damage Probability Deficit for 
the timeframe the ‘B’ SW pump was unavailable was less than 1E-6. The inspectors reviewed IMC 0310, “Aspects 
Within Cross Cutting Areas,” dated December 4, 2014, and determined the cause of this finding involved the cross-
cutting area of human performance and the aspect of work management, H.5, because the licensee failed to assess and 
manage the risk commensurate with the emergent work involving the ‘B’ SW pump motor. (Section 1R13) 

Inspection Report# : 2015003 (pdf)

Barrier Integrity

Significance:  Dec 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Accomplish Procedure for Diagnostic Testing Resulting in Valve Failures (Section 4OA2.2) 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion V, Instructions, Procedures, and 
Drawings, which requires in part that activities affecting quality shall be accomplished in accordance with procedures. 
Specifically, the licensee failed to accomplish preventative maintenance diagnostic testing in accordance with their 
station administrative program procedure, SAP-160, “Motor Operated Valve Program,” Revision 1, to identify 
degradation of a torque switch that led to two failures of stroke time testing of ‘A’ train reactor building spray (SP) 
sump isolation valve, XVG03005A-SP. This also resulted in a loss of safety function involving reactor building spray. 
The licensee entered the problem into their corrective action program as condition report, CR-15-00541. 

The inspectors identified a performance deficiency (PD) for the failure to accomplish the requirements of SAP-160 
leading to two failures of XVG03005A-SP. The inspectors reviewed IMC 0612, Appendix B, “Issue Screening,”
dated September 7, 2012, and determined the PD was more than minor because it adversely impacted the barrier 
integrity cornerstone objective to provide reasonable assurance that the reactor building or containment protects the 
public from radionuclide releases caused by accidents or events and the related attribute of structures, systems and 
components (SSC) performance. Specifically, the licensee failed to perform preventative maintenance diagnostic 
testing required by SAP-160 to identify degradation of a torque switch for XVG03005A-SP. The inspectors used IMC 
0609, Appendix A, Exhibit 3, “Barrier Integrity Screening Questions,” dated July 1, 2012, and IMC 0609, Appendix 
H, “Containment Integrity Significance Determination Process,” dated May 6, 2004, and determined the finding was 
of very low safety significance or Green, because the finding did not represent a significant impact to Large Early 
Release Failure. The inspectors reviewed IMC 0310, “Aspects Within Cross Cutting Areas,” dated December 4, 2014, 
and determined the cause of this finding involved the cross-cutting area of problem identification and resolution and 
the aspect of evaluation, P.2, because the licensee failed to thoroughly evaluate the failures of XVG03005A-SP to 
ensure that resolutions address causes and extent of conditions commensurate with their safety significance. (Section 
4OA2.2)
Inspection Report# : 2015004 (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 : August 29, 2016
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Summer
3Q/2016 Plant Inspection Findings

Initiating Events

Mitigating Systems

Significance:  Sep 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Prescribe Work Instructions for a Temporary Repair on a Safety-Related Component
Green. The inspectors identified a Green, non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion V, 
“Instructions, Procedures, and Drawings,” involving the failure to prescribe instructions for a temporary repair of the 
safety-related ‘C’ component cooling water (CCW) pump outboard bearing. The licensee entered condition report, 
CR-16-04576, in their corrective action program for appropriate response. 
The inspectors determined that the failure to prescribe documented work instructions of a type appropriate to the 
circumstances for the temporary repair of the ‘C’ CCW pump outboard bearing was a performance deficiency (PD). 
The inspectors reviewed IMC 0612, Appendix B, “Issue Screening,” dated September 7, 2012, and determined that 
the PD was more than minor and therefore a finding because it impacted the Mitigating Systems Cornerstone by 
adversely affecting the cornerstone objective to ensure in part the availability of systems that respond to initiating 
events to prevent undesirable consequences. Specifically, the design control attribute was impacted because not 
prescribing instructions that follow vendor instructions for temporary repairs on the safety-related pump resulted in 
improper repairs causing reasonable doubt in operability. The inspectors evaluated the finding in accordance with 
IMC 0609, “Significant Determination Process,” Attachment 4 and Appendix A, and determined that the finding was 
of very low safety significance, Green, because it did not represent an actual loss of a safety-related train since the ‘C’
CCW pump was operable but degraded. The inspectors reviewed IMC 0310, “Aspects Within Cross Cutting Areas,”
dated December 4, 2014, and determined the cause of this finding involved the cross-cutting area of Human 
Performance and the aspect of resources, H.1, because the licensee failed to ensure instructions were adequate and 
available to support nuclear safety-related work. (Section 4OA2.2) 

Inspection Report# : 2016003 (pdf)

Significance:  Apr 29, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Adequately Manage Risk of Maintenance Activities Following Risk Model Updates (Section 1R13)
Green. The inspectors identified a Green, non-cited violation (NCV) of 10 CFR 50.65(a)(4), “Requirements for 
Monitoring the Effectiveness of Maintenance at Nuclear Power Plants,” involving the licensee’s failure to develop and 
implement specific risk management actions (RMAs) for a yellow risk condition associated with solid state protection 
system (SSPS) surveillance testing. The issue was entered into the licensee’s corrective action program (CAP) as 
condition report 
(CR)-16-02504. 
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The inspectors identified a performance deficiency (PD) for the failure to manage the increase in risk associated with 
‘A’ train SSPS surveillance testing which was indicative of the lack of programmatic requirements for assessing and 
managing risk subsequent to equipment out of service (EOOS) model updates. The inspectors reviewed inspector 
manual chapter (IMC) 0612, Appendix B, “Issue Screening,” dated September 7, 2012, and determined that the PD 
was more than minor and therefore a finding because (1) it was associated with the Mitigating Systems Cornerstone 
and adversely affected the cornerstone objective to ensure in part the availability of systems that respond to initiating 
events to prevent undesirable consequences, and (2) if left uncorrected the PD would have the potential to lead to a 
more significant safety concern. Specifically, the failure to manage the increase in risk jeopardizes the availability of 
remaining safety systems to combat the consequences of an initiating event. The inspectors reviewed IMC 0609, 
Appendix K, “Maintenance Risk Assessment and Risk Management Significance Determination Process,” dated May 
19, 2005, and determined that the finding was of very low safety significance, Green, because the incremental core 
damage probability (ICDP) for the SSPS surveillance test was less than 1E-6. The inspectors reviewed IMC 0310, 
“Aspects Within Cross Cutting Areas,” dated December 4, 2014, and determined that this finding had a cross-cutting 
aspect in the area of Work Management (H.5), because the licensee did not develop specific RMAs for a yellow risk 
condition which was indicative of the lack of programmatic requirements for assessing and managing risk subsequent 
to EOOS model updates. (Section 1R13) 

Inspection Report# : 2016002 (pdf)

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Implement Adequate Administrative Controls Following a Departure from NFPA 80-1973 and 
Provide NRC Staff Complete and Accurate Information
The inspectors identified a Severity Level IV, non-cited violation (NCV) of 10 CFR 50.9(a), “Completeness and 
accuracy of information,” and an associated Green non-cited violation of V.C. Summer, Operating License Condition 
2.C.(18) for a NFPA 80-1973 code deviation that was not discussed in the licensee’s NFPA 805 license amendment 
request (LAR), and would result in adversely affecting the ability to achieve and maintain safe shutdown in the event 
of fire because the associated engineering evaluation relied on inadequate administrative controls to ensure the 
associated replacement doors in the intermediate building, DRIB/105A&B, were kept closed as a basis for not 
following NFPA 80-1973 which required the fire doors be self-closing. The licensee entered the violations into their 
corrective action program as condition reports CR-15-04027 and CR-16-00242 respectively. 

The inspectors identified a reactor oversight process (ROP) performance deficiency (PD) for the failure to provide 
adequate administrative controls to allow departure from NFPA 80-1973 requirements, which resulted in replacement 
of a self-closing fire door with two non-self-closing fire doors, DRIB/105A&B, that adversely affected the ability to 
achieve and maintain safe shutdown in the event of fire since they were found open on multiple occasions. The 
inspectors reviewed Inspection Manual Chapter (IMC) 0612, Appendix B, “Issue Screening,” dated September 7, 
2012, and determined the ROP PD was more than minor because it impacted the mitigating systems cornerstone 
objective to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences, and the related attribute of protection against external factors such as fire. The inspectors 
used IMC 0609, “Significant Determination Process,” Appendix F, “Fire Protection Significance Determination 
Process,” Attachment 1, dated September 20, 2013, to perform a Phase 1 analysis and determined that the ROP 
finding was of very low safety significance (Green) based on the response for Question 1.4.3.A in which the 
combustible loading on both sides of DRIB/105A&B was less than 120,000 BTU/ft2. Furthermore, the inspectors 
determined that the associated fire zone area (IB 7) with multiple equipment trains used a pre-action sprinkler system 
and automatic fire detection. 

The inspectors also determined that the licensee’s failure to include the departure from NFPA 80-1973 in their NFPA 
805 license amendment request was a violation of 10 CFR 50.9(a). Because this violation of 10 CFR 50.9(a) had the 
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potential to impact the NRC’s ability to perform its regulatory function, the inspectors evaluated this violation using 
traditional enforcement (TE). Since the TE violation is associated with a Green ROP violation, and the misinformation 
was identified after the NRC relied on it for issuing a previous operating license amendment, the TE violation was 
determined to be a Severity Level IV violation, consistent with the language of the NRC Enforcement Policy, Section 
2.3.11, “Inaccurate and Incomplete Information.” The inspectors reviewed IMC 0310, “Aspects Within Cross Cutting 
Areas,” dated December 14, 2014, and determined the cause of this finding involved the cross-cutting area of problem 
identification and resolution, P.3, because the licensee failed to ensure that adequate administrative controls were in 
place after the fire doors were found open multiple times. (Section 4OA5) 

Inspection Report# : 2016001 (pdf)

Barrier Integrity

Significance:  Dec 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Accomplish Procedure for Diagnostic Testing Resulting in Valve Failures (Section 4OA2.2) 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion V, Instructions, Procedures, and 
Drawings, which requires in part that activities affecting quality shall be accomplished in accordance with procedures. 
Specifically, the licensee failed to accomplish preventative maintenance diagnostic testing in accordance with their 
station administrative program procedure, SAP-160, “Motor Operated Valve Program,” Revision 1, to identify 
degradation of a torque switch that led to two failures of stroke time testing of ‘A’ train reactor building spray (SP) 
sump isolation valve, XVG03005A-SP. This also resulted in a loss of safety function involving reactor building spray. 
The licensee entered the problem into their corrective action program as condition report, CR-15-00541. 

The inspectors identified a performance deficiency (PD) for the failure to accomplish the requirements of SAP-160 
leading to two failures of XVG03005A-SP. The inspectors reviewed IMC 0612, Appendix B, “Issue Screening,”
dated September 7, 2012, and determined the PD was more than minor because it adversely impacted the barrier 
integrity cornerstone objective to provide reasonable assurance that the reactor building or containment protects the 
public from radionuclide releases caused by accidents or events and the related attribute of structures, systems and 
components (SSC) performance. Specifically, the licensee failed to perform preventative maintenance diagnostic 
testing required by SAP-160 to identify degradation of a torque switch for XVG03005A-SP. The inspectors used IMC 
0609, Appendix A, Exhibit 3, “Barrier Integrity Screening Questions,” dated July 1, 2012, and IMC 0609, Appendix 
H, “Containment Integrity Significance Determination Process,” dated May 6, 2004, and determined the finding was 
of very low safety significance or Green, because the finding did not represent a significant impact to Large Early 
Release Failure. The inspectors reviewed IMC 0310, “Aspects Within Cross Cutting Areas,” dated December 4, 2014, 
and determined the cause of this finding involved the cross-cutting area of problem identification and resolution and 
the aspect of evaluation, P.2, because the licensee failed to thoroughly evaluate the failures of XVG03005A-SP to 
ensure that resolutions address causes and extent of conditions commensurate with their safety significance. (Section 
4OA2.2)
Inspection Report# : 2015004 (pdf)

Emergency Preparedness
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Occupational Radiation Safety

Significance:  Sep 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Meet HRA Entry Requirements (Two Examples)
Green. The inspectors identified two examples of a Green, self-revealing, non-cited violation (NCV) of Technical 
Specification (TS) 6.12.1, “High Radiation Area.” TS 6.12.1 requires that entries into high radiation areas (HRAs) be 
controlled with issuance of a radiation work permit (RWP) and that individuals entering these areas be made 
knowledgeable of the dose rates. Contrary to that, on two separate occasions, workers made entries into HRAs without 
being issued an appropriate RWP and without being knowledgeable of area dose rates. Specifically, on 
March 28, 2016, a worker tagging a pump on the auxiliary building (AB) 400-01 slab entered a HRA without the 
required radiological briefing and appropriate RWP. Also, on April 18, 2016, a worker performing dry cask welding 
operations in the fuel handling building entered a HRA without the required radiological briefing and appropriate 
RWP. The licensee entered these events into their corrective action program as condition reports CR-16-01528 and 
CR-16-01863. 

This finding was more than minor because it is associated with the Occupational Radiation Safety Cornerstone 
attribute of Human Performance and adversely affects the cornerstone objective of ensuring adequate protection of 
worker health and safety from exposure to radiation from radioactive material during routine civilian nuclear reactor 
operation. The finding was not related to As Low As Reasonably Achievable planning, nor did it involve an 
overexposure or substantial potential for overexposure and the ability to assess dose was not compromised. Therefore, 
the finding was determined to be of very low safety significance (Green). This finding involved the cross-cutting 
aspect of Avoid Complacency (H.12) because in both examples there were repostings, radiation areas were upgraded 
to HRAs due to changing radiological conditions, and prior to entry the workers failed to stop and get updated 
conditions and to adhere to the postings. 

Inspection Report# : 2016003 (pdf)

Public Radiation Safety

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

Miscellaneous
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Summer
4Q/2016 Plant Inspection Findings

Initiating Events

Mitigating Systems

Significance:  Oct 21, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to identify unsealed cabinet Specified by NFPA 805 Section 3.3.1.2(1) (Section 1RO5.15)
Green. The NRC identified a Green, non-cited violation (NCV) of the 10 CFR 50.54(hh)(2) 
requirements. Specifically, the team identified aspects of the implementation strategy that 
were inconsistent to support the stated commitments. 
The licensee’s failure to ensure that credited components needed to implement the strategy 
were adequate for circumstances consistent with the stated commitments was a 
performance deficiency (PD). This PD was determined to be more than minor because of 
the adverse impact to the Mitigating Systems cornerstone objective. Specifically, the PD 
had the ability of impacting the availability and reliability of the credited strategy in response 
to conditions postulated to meet the 10 CFR 50.54hh requirements. The team screened the 
issue as Green using IMC 0612, Appendix B, “Issue Screening,” dated September 7, 2012, 
and determined that further screening was necessary consistent with IMC 0612, Appendix L, 
“B.5.b Significance Determination Process.” Dated December 24, 2009. In this instance, the 
finding was determined to be of Green significance since no additional strategies were 
impacted. The licensee initiated CR-16-05266 to address the NRC concerns. (Section 
1R05.16)
Inspection Report# : 2016010 (pdf)

Significance:  Oct 21, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to ensure credited equipment to support the 50 54hh requirements were adequate (Section 1RO5.16) 
Green. The NRC identified a Green, non-cited violation (NCV) for the failure to include 
potentially high-risk fire scenarios in the current fire protection program. In this instance, the 
team identified unsealed electrical cabinets credited as being sealed. 
The licensee’s failure to identified and assess the applicable electrical cabinet as a firescenario 
in its FSA database was a performance deficiency (PD). This PD was determined 
to be more than minor because of the adverse impact to the Mitigating Systems cornerstone 
objective. Specifically, the PD resulted in an incomplete fire risk model. The licensee 
performed an analysis of the performance deficiency using their fire probabilistic model and 
the results were that the PD represented a risk increase of <1.0E-6/year in core damage 
frequency and <1.0E-7/year in large early release fraction. The licensee’s results were 
reviewed by a regional senior reactor analyst (SRA). Additionally, a bounding analysis was 
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performed by the regional SRA in accordance with NRC IMC 0609 Appendix F which 
concluded that the core damage frequency risk increase due to the PD was <1.0 E-6/year, a 
GREEN finding of very low safety significance. 
The team assessed the issue consistent with IMC 0310, “Aspects Within Cross Cutting 
Areas,” dated December 4, 2014, and determined the finding to have a cross-cutting aspect 
of Field Presence (H.2) in the Human Performance area because the licensee did not 
ensure that senior managers and supervisory staff maintained the proper amount of 
oversight of contractors and supplemental personnel in the performance work activities 
relevant to fire protection program implementation. The licensee has fire watches in place 
as a compensatory measure and has entered this issue into their corrective action program 
as CR-16-05287. (Section 1R05.15)
Inspection Report# : 2016010 (pdf)

Significance:  Oct 21, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to meet corrective action requirements consistent with NFPA 805 Section 2.6.3) (Section 4OA2) 
Green. The NRC identified a Green non-cited violation (NCV) of the V.C Summer Nuclear 
Station, Unit 1, Renewed Facility Operating License (FOL) Condition 2.C.18 requiring the 
licensee to implement and maintain in effect all provisions of the approved FPP that 
complied with 10 CFR 50.48 (c), “National Fire Protection Association Standard NFPA 805.”
The NRC safety evaluation report (SER) dated February 11, 2015, relied upon an adequate 
corrective action program to implement the NFPA 805 requirements. NFPA 805 Section 
2.6.3, Corrective actions. Specifically, the team identified a failure to adequately classify and 
correct conditions adverse to quality (CAQ) in a timely manner. 
The licensee’s failure to properly assign an action level commensurate to ensure corrective 
actions were addressed consistent with the NFPA 805, Section 2.6.3 was a PD. The PD 
was more than minor because, if left uncorrected, it could lead to more significant safety 
concern. Specifically, the inadequate application of the corrective action program can lead 
to deficiencies degrading SSCs which can adversely impact the FPP requirements and lead 
to a more significant safety concern. The finding was screened in accordance with IMC 
0612, Appendix B, Issue Screening, dated September 7, 2012, and IMC 0609, Attachment 
4, “Characterization of Findings” dated October 7, 2016. A determination was made using 
IMC 0609, “Significance Determination Process,” dated April 29, 2015. Appendix A, “The 
Significance Determination Process for Findings At-Power,” dated June 19, 2012 was 
applicable since the administrative controls in this instance were not associated with 
transient or hot work activities. Using IMC 0609, Appendix A, Exhibit 2, “Mitigating Systems 
Screening Questions,” dated June 19, 2012, the finding was determined to be of very low 
safety significance (Green) because it did not represent an actual loss of safety function. 
The team assessed the finding against the IMC 0310, “Cross-cutting Aspects,” dated 
December 4, 2014, requirements and determined that cross-cutting was applicable. In this 
instance, the cause of this finding was determined by the team to have a cross-cutting 
aspect of the Resolution component (P.3) of the Problem Identification and Resolution 
(PI&R) area. This was selected based upon the inability organization to adequately identify 
and take effective corrective actions to address issues in a timely manner commensurate 
administrative procedures to meet the NFPA 805, Section 2.6.3 requirements. The licensee 
initiated CR-16-05306 and CR-16-05160, Action 1 related to this issue. (Section 4OA2)
Inspection Report# : 2016010 (pdf)

Significance: N/A Oct 21, 2016
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Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Meet the Quality Requirements Specified By NFPA 805 (Section 1RO5.06) 
SL IV. The NRC identified a SL IV, non-cited violation (NCV) of the 10 CFR 50.48(c), 
“National Fire Protection Association Standard (NFPA) 805,” requirements. Specifically, the 
team identified the licensee’s inability to ensure licensing basis information was maintained 
consistent with administrative procedures to support the NFPA 805 Section 2.2(j) and NFPA 
805, Section 2.7 requirements. 
The licensee’s failure to meet the quality requirements specified by NFPA 805 Section 2.2. 
(j) and NFPA 805, Section 2.7, Program Documentation, Configuration Control and Quality 
was a performance deficiency (PD). This PD was determined to be more than minor 
because it affected the regulatory process. In this instance, the licensee failed to ensure 
information to support the NFPA 805 licensing commitments was controlled in the manner 
specified by the requirement. This information served as the basis for the NRC to perform 
its regulatory function and had the ability to impact the credited analysis relied upon to reach 
and maintain safe and stable conditions in case of a fire. As a result, the team evaluated 
the finding using the traditional enforcement (TE) process based upon the guidance in NRC 
Enforcement Policy and NRC Enforcement Guidance. The team reviewed the NRC 
Enforcement Guidance, Part II, Section 2.2, “Actions Involving Fire Protection,” to aid 
assessing the significance of the issue and determined the issue to be a SL IV. A cross 
cutting aspect was not assigned based upon the TE determination. The licensee initiated 
CR-16-05060, CR-16-05074, CR-16-05160, CR-16-05276, and CR-16-05278 to address the 
NRC concerns. (Section 1R05.06)
Inspection Report# : 2016010 (pdf)

Significance: N/A Oct 21, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to seek or gain approval for risk-informed changes constituted a self-approved change which is 
inconsistent with the NFPA 805 requirements (Section 1R17)
SL IV. The NRC identified a SL IV, non-cited violation (NCV) of the 10 CFR 50.48(c), 
“NFPA 805,” requirements. Specifically, a Risk Informed Change was made that was 
inconsistent with Transition License Condition 2.C.18.(c).1 which stated in part: “Before 
achieving full compliance with 10 CFR 50.48(c), …risk-informed changes to the licensee's 
fire protection program may not be made without prior NRC review and approval.” In this 
instance, the team identified the licensee failed to seek or gain NRC approval for riskinformed 
changes that had a more than minimal risk impact to the fire protection program 
during the post-safety evaluation issuance period date of February 11, 2015. 
The licensee’s failure to obtain NRC approval prior to making any changes to the 2.C.18 
license requirements was a performance deficiency (PD). This PD was determined to be 
more than minor because it impacted the regulatory process. Specifically, the team 
determined that risk-informed changes made to a commitment specified by license condition 
2.C.18.(c).1, which was based upon docketed correspondence from the licensee, required 
NRC approval. The licensee deviated from the stated commitments without NRC approval 
which formed the basis for the team decision to evaluate the finding using traditional 
enforcement (TE) based upon the guidance in NRC Enforcement Policy. The team 
reviewed NRC Enforcement Guidance, Part II, Section 2.2, Actions Involving Fire Protection, 
to assess the significance of the issue and determined the issue to be a SL IV. The licensee 
initiated CR-16-01490 and CR-16-05291. (Section 1R17)
Inspection Report# : 2016010 (pdf)
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Significance:  Sep 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Prescribe Work Instructions for a Temporary Repair on a Safety-Related Component
Green. The inspectors identified a Green, non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion V, 
“Instructions, Procedures, and Drawings,” involving the failure to prescribe instructions for a temporary repair of the 
safety-related ‘C’ component cooling water (CCW) pump outboard bearing. The licensee entered condition report, 
CR-16-04576, in their corrective action program for appropriate response. 
The inspectors determined that the failure to prescribe documented work instructions of a type appropriate to the 
circumstances for the temporary repair of the ‘C’ CCW pump outboard bearing was a performance deficiency (PD). 
The inspectors reviewed IMC 0612, Appendix B, “Issue Screening,” dated September 7, 2012, and determined that 
the PD was more than minor and therefore a finding because it impacted the Mitigating Systems Cornerstone by 
adversely affecting the cornerstone objective to ensure in part the availability of systems that respond to initiating 
events to prevent undesirable consequences. Specifically, the design control attribute was impacted because not 
prescribing instructions that follow vendor instructions for temporary repairs on the safety-related pump resulted in 
improper repairs causing reasonable doubt in operability. The inspectors evaluated the finding in accordance with 
IMC 0609, “Significant Determination Process,” Attachment 4 and Appendix A, and determined that the finding was 
of very low safety significance, Green, because it did not represent an actual loss of a safety-related train since the ‘C’
CCW pump was operable but degraded. The inspectors reviewed IMC 0310, “Aspects Within Cross Cutting Areas,”
dated December 4, 2014, and determined the cause of this finding involved the cross-cutting area of Human 
Performance and the aspect of resources, H.1, because the licensee failed to ensure instructions were adequate and 
available to support nuclear safety-related work. (Section 4OA2.2) 

Inspection Report# : 2016003 (pdf)

Significance:  Apr 29, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Adequately Manage Risk of Maintenance Activities Following Risk Model Updates (Section 1R13)
Green. The inspectors identified a Green, non-cited violation (NCV) of 10 CFR 50.65(a)(4), “Requirements for 
Monitoring the Effectiveness of Maintenance at Nuclear Power Plants,” involving the licensee’s failure to develop and 
implement specific risk management actions (RMAs) for a yellow risk condition associated with solid state protection 
system (SSPS) surveillance testing. The issue was entered into the licensee’s corrective action program (CAP) as 
condition report 
(CR)-16-02504. 

The inspectors identified a performance deficiency (PD) for the failure to manage the increase in risk associated with 
‘A’ train SSPS surveillance testing which was indicative of the lack of programmatic requirements for assessing and 
managing risk subsequent to equipment out of service (EOOS) model updates. The inspectors reviewed inspector 
manual chapter (IMC) 0612, Appendix B, “Issue Screening,” dated September 7, 2012, and determined that the PD 
was more than minor and therefore a finding because (1) it was associated with the Mitigating Systems Cornerstone 
and adversely affected the cornerstone objective to ensure in part the availability of systems that respond to initiating 
events to prevent undesirable consequences, and (2) if left uncorrected the PD would have the potential to lead to a 
more significant safety concern. Specifically, the failure to manage the increase in risk jeopardizes the availability of 
remaining safety systems to combat the consequences of an initiating event. The inspectors reviewed IMC 0609, 
Appendix K, “Maintenance Risk Assessment and Risk Management Significance Determination Process,” dated May 
19, 2005, and determined that the finding was of very low safety significance, Green, because the incremental core 
damage probability (ICDP) for the SSPS surveillance test was less than 1E-6. The inspectors reviewed IMC 0310, 
“Aspects Within Cross Cutting Areas,” dated December 4, 2014, and determined that this finding had a cross-cutting 

4Q/2016 Inspection Findings - Summer

Page 4 of 7



aspect in the area of Work Management (H.5), because the licensee did not develop specific RMAs for a yellow risk 
condition which was indicative of the lack of programmatic requirements for assessing and managing risk subsequent 
to EOOS model updates. (Section 1R13) 

Inspection Report# : 2016002 (pdf)

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Implement Adequate Administrative Controls Following a Departure from NFPA 80-1973 and 
Provide NRC Staff Complete and Accurate Information
The inspectors identified a Severity Level IV, non-cited violation (NCV) of 10 CFR 50.9(a), “Completeness and 
accuracy of information,” and an associated Green non-cited violation of V.C. Summer, Operating License Condition 
2.C.(18) for a NFPA 80-1973 code deviation that was not discussed in the licensee’s NFPA 805 license amendment 
request (LAR), and would result in adversely affecting the ability to achieve and maintain safe shutdown in the event 
of fire because the associated engineering evaluation relied on inadequate administrative controls to ensure the 
associated replacement doors in the intermediate building, DRIB/105A&B, were kept closed as a basis for not 
following NFPA 80-1973 which required the fire doors be self-closing. The licensee entered the violations into their 
corrective action program as condition reports CR-15-04027 and CR-16-00242 respectively. 

The inspectors identified a reactor oversight process (ROP) performance deficiency (PD) for the failure to provide 
adequate administrative controls to allow departure from NFPA 80-1973 requirements, which resulted in replacement 
of a self-closing fire door with two non-self-closing fire doors, DRIB/105A&B, that adversely affected the ability to 
achieve and maintain safe shutdown in the event of fire since they were found open on multiple occasions. The 
inspectors reviewed Inspection Manual Chapter (IMC) 0612, Appendix B, “Issue Screening,” dated September 7, 
2012, and determined the ROP PD was more than minor because it impacted the mitigating systems cornerstone 
objective to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences, and the related attribute of protection against external factors such as fire. The inspectors 
used IMC 0609, “Significant Determination Process,” Appendix F, “Fire Protection Significance Determination 
Process,” Attachment 1, dated September 20, 2013, to perform a Phase 1 analysis and determined that the ROP 
finding was of very low safety significance (Green) based on the response for Question 1.4.3.A in which the 
combustible loading on both sides of DRIB/105A&B was less than 120,000 BTU/ft2. Furthermore, the inspectors 
determined that the associated fire zone area (IB 7) with multiple equipment trains used a pre-action sprinkler system 
and automatic fire detection. 

The inspectors also determined that the licensee’s failure to include the departure from NFPA 80-1973 in their NFPA 
805 license amendment request was a violation of 10 CFR 50.9(a). Because this violation of 10 CFR 50.9(a) had the 
potential to impact the NRC’s ability to perform its regulatory function, the inspectors evaluated this violation using 
traditional enforcement (TE). Since the TE violation is associated with a Green ROP violation, and the misinformation 
was identified after the NRC relied on it for issuing a previous operating license amendment, the TE violation was 
determined to be a Severity Level IV violation, consistent with the language of the NRC Enforcement Policy, Section 
2.3.11, “Inaccurate and Incomplete Information.” The inspectors reviewed IMC 0310, “Aspects Within Cross Cutting 
Areas,” dated December 14, 2014, and determined the cause of this finding involved the cross-cutting area of problem 
identification and resolution, P.3, because the licensee failed to ensure that adequate administrative controls were in 
place after the fire doors were found open multiple times. (Section 4OA5) 

Inspection Report# : 2016001 (pdf)
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Barrier Integrity

Emergency Preparedness

Occupational Radiation Safety

Significance:  Sep 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Meet HRA Entry Requirements (Two Examples)
Green. The inspectors identified two examples of a Green, self-revealing, non-cited violation (NCV) of Technical 
Specification (TS) 6.12.1, “High Radiation Area.” TS 6.12.1 requires that entries into high radiation areas (HRAs) be 
controlled with issuance of a radiation work permit (RWP) and that individuals entering these areas be made 
knowledgeable of the dose rates. Contrary to that, on two separate occasions, workers made entries into HRAs without 
being issued an appropriate RWP and without being knowledgeable of area dose rates. Specifically, on 
March 28, 2016, a worker tagging a pump on the auxiliary building (AB) 400-01 slab entered a HRA without the 
required radiological briefing and appropriate RWP. Also, on April 18, 2016, a worker performing dry cask welding 
operations in the fuel handling building entered a HRA without the required radiological briefing and appropriate 
RWP. The licensee entered these events into their corrective action program as condition reports CR-16-01528 and 
CR-16-01863. 
This finding was more than minor because it is associated with the Occupational Radiation Safety Cornerstone 
attribute of Human Performance and adversely affects the cornerstone objective of ensuring adequate protection of 
worker health and safety from exposure to radiation from radioactive material during routine civilian nuclear reactor 
operation. The finding was not related to As Low As Reasonably Achievable planning, nor did it involve an 
overexposure or substantial potential for overexposure and the ability to assess dose was not compromised. Therefore, 
the finding was determined to be of very low safety significance (Green). This finding involved the cross-cutting 
aspect of Avoid Complacency (H.12) because in both examples there were repostings, radiation areas were upgraded 
to HRAs due to changing radiological conditions, and prior to entry the workers failed to stop and get updated 
conditions and to adhere to the postings. 

Inspection Report# : 2016003 (pdf)

Public Radiation Safety

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

Miscellaneous

Significance:  Oct 14, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Correct a Condition Adverse to Quality Associated with a Previously Issued NCV (Section 
4OA1.C.2)
Green. The inspectors identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XVI, “Corrective 
Action,” for the failure to correct a condition adverse to quality associated with a previously issued NCV, 
05000395/2012004-02, Inadequate Installation of Unit 1 Service Water Piping and Related Pipe Support. The licensee 
entered the issue in the correction action program as condition report (CR)-16-04621. 
3 
The PD is more than minor because if left uncorrected, the reduction in design margin of the pipe support could affect 
the Unit 1 SW system’s ability to mitigate a seismic event. Specifically, Unit 1 service water (SW) piping and support 
had been impacted by the reduction in design margin and without formally updating the associated drawings and 
calculations or restoring to the original design, future modifications to the system could impact the system’s ability to 
mitigate a seismic event. Using Manual Chapter 0609 Attachment 04, “Initial Characterization of Findings,” Table 2, 
dated October 07, 2016, the finding was determined to adversely affect the External Event Mitigating Systems. The 
inspectors screened the finding using Inspection Manual Chapter (IMC) 0609, Appendix A, “Significance 
Determination Process (SDP) for Findings at-Power,” dated June 19, 2012, and determined that it screened as Green 
(very low safety significance) because the service water system maintained its functionality to mitigate a seismic 
event. The inspectors determined that the finding had a cross-cutting aspect in the area of PI&R because the licensee 
did not take effective corrective actions to address this issue in a timely manner [P.3]. (Section 4OA2)
Inspection Report# : 2016007 (pdf)
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Initiating Events
Mitigating Systems

Significance:  Dec 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Accomplish Procedure for Foreign Material Exclusion Control Involving Failure of a Safety-Related 
Breaker
Green. The inspectors identified a Green, non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion V, 
"Instructions, Procedures, and Drawings," involving the failure to accomplish safety-related (SR) station administrative 
procedure, SAP-0363, "Foreign Material and Debris Control," Revision 8H, for foreign material exclusion (FME) 
control during a SR breaker refurbishment. A subsequent breaker failure occurred due to foreign material. The licensee 
immediately initiated corrective actions to repair the breaker, and the licensee entered condition report, CR-16-03099, 
in their CAP. 

The inspectors reviewed IMC 0612, Appendix B, "Issue Screening," dated September 7, 2012, and determined that the 
PD was more than minor and therefore a finding because it impacted the Mitigating Systems Cornerstone by adversely 
affecting the cornerstone objective to ensure in part the availability of systems that respond to initiating events to 
prevent undesirable consequences. Specifically, the equipment reliability attribute was impacted because foreign 
material rendered the SR breaker nonfunctional causing inoperability of the pressurizer backup group 2 heaters for 
greater than the Technical Specification limiting condition for operation. The inspectors used IMC 0609, "Significant 
Determination Process," Attachment 4, dated October 7, 2016, and Appendix A - Exhibit 2, dated July 1, 2012, and 
determined that the finding required a detailed risk evaluation. A regional senior risk analyst performed a bounding risk 
evaluation in accordance with NRC IMC 0609 Appendix A using the VC Summer SPAR model. The finding was 
modelled as a transient initiator with a loss of the B EDG as a surrogate for the group 2 pressurizer heaters for a 94 
hour exposure interval. The dominant sequence was a transient initiator with a consequential loss of offsite power 
without recovery, failure of the A EDG without recovery leading to a station blackout and loss of core heat removal 
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after battery depletion. The risk was mitigated by the available normal and group 1 pressurizer heaters. The bounding 
assessment determined that the performance deficiency represented an increase in core damage frequency of < 1.0 E-
6/year, a GREEN finding of very low safety significance. The inspectors reviewed IMC 0310, "Aspects Within Cross 
Cutting Areas," dated December 4, 2014, and determined the cause of this finding involved the cross-cutting area of 
Problem Identification and Resolution and the aspect of work management, H.5, because the licensee failed to ensure 
the planning and execution of the respective work order for breaker refurbishment followed SAP-0363 for FME control 
to support nuclear safety-related work. (Section 4OA3.2) 

Inspection Report# : 2016004 (pdf)

Significance:  Oct 27, 2016
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Failure to Promptly Identify and Correct a Condition Adverse to Quality for 'B' Emergency Diesel Generator 
Exhaust Manifold Weld Indications
Green. A self-revealing, Green NCV of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," was identified for 
the failure to promptly identify and correct a condition adverse to quality (CAQ) involving welded joint indications in 
the 'B' emergency diesel generator (EDG) exhaust manifold. The licensee immediately removed the EDG from service 
to perform repairs, and the issue was entered into the licensee's CAP as Condition Report CR-16-05421. 

The inspectors reviewed Inspection Manual Chapter (IMC) 0612, Appendix B, "Issue Screening," dated September 7, 
2012, and determined the PD was more than minor and therefore a finding, because it affected the Mitigating Systems 
Cornerstone objective to ensure the availability, reliability, and capability of systems that respond to initiating events to 
prevent undesirable consequences and the respective attribute of equipment performance. Specifically, the 'B' EDG was 
declared operable but degraded or nonconforming due to a circumferential weld failure and resulting separation of an 
exhaust manifold joint causing a small reduction in EDG power. The inspectors used IMC 0609, "Significant 
Determination Process," Attachment 4, dated October 7, 2016, and Appendix A - Exhibit 2, dated July 1, 2012, and 
determined the finding was of very low safety significance or Green because the finding was not a design deficiency or 
loss of function. The inspectors reviewed IMC 0310, "Aspects Within Cross Cutting Areas," dated December 4, 2014, 
and determined the cause of this finding involved the cross-cutting area of problem identification and resolution and the 
aspect of resolution, P.3, because the licensee failed to take effective corrective actions commensurate with an issue's 
safety significance in that they failed to promptly identify and correct a CAQ involving welded joint indications in the 
'B' EDG exhaust manifold. (Section 1R15) 

Inspection Report# : 2016004 (pdf)

Significance:  Oct 21, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to identify unsealed cabinet Specified by NFPA 805 Section 3.3.1.2(1) (Section 1RO5.15)
Green. The NRC identified a Green, non-cited violation (NCV) of the 10 CFR 50.54(hh)(2) 
requirements. Specifically, the team identified aspects of the implementation strategy that 
were inconsistent to support the stated commitments. 
The licensee's failure to ensure that credited components needed to implement the strategy 
were adequate for circumstances consistent with the stated commitments was a 
performance deficiency (PD). This PD was determined to be more than minor because of 
the adverse impact to the Mitigating Systems cornerstone objective. Specifically, the PD 
had the ability of impacting the availability and reliability of the credited strategy in response 
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to conditions postulated to meet the 10 CFR 50.54hh requirements. The team screened the 
issue as Green using IMC 0612, Appendix B, "Issue Screening," dated September 7, 2012, 
and determined that further screening was necessary consistent with IMC 0612, Appendix L, 
"B.5.b Significance Determination Process." Dated December 24, 2009. In this instance, the 
finding was determined to be of Green significance since no additional strategies were 
impacted. The licensee initiated CR-16-05266 to address the NRC concerns. (Section 
1R05.16)
Inspection Report# : 2016010 (pdf)

Significance:  Oct 21, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to ensure credited equipment to support the 50 54hh requirements were adequate (Section 1RO5.16) 
Green. The NRC identified a Green, non-cited violation (NCV) for the failure to include 
potentially high-risk fire scenarios in the current fire protection program. In this instance, the 
team identified unsealed electrical cabinets credited as being sealed. 
The licensee's failure to identified and assess the applicable electrical cabinet as a firescenario 
in its FSA database was a performance deficiency (PD). This PD was determined 
to be more than minor because of the adverse impact to the Mitigating Systems cornerstone 
objective. Specifically, the PD resulted in an incomplete fire risk model. The licensee 
performed an analysis of the performance deficiency using their fire probabilistic model and 
the results were that the PD represented a risk increase of <1.0E-6/year in core damage 
frequency and <1.0E-7/year in large early release fraction. The licensee's results were 
reviewed by a regional senior reactor analyst (SRA). Additionally, a bounding analysis was 
performed by the regional SRA in accordance with NRC IMC 0609 Appendix F which 
concluded that the core damage frequency risk increase due to the PD was <1.0 E-6/year, a 
GREEN finding of very low safety significance. 
The team assessed the issue consistent with IMC 0310, "Aspects Within Cross Cutting 
Areas," dated December 4, 2014, and determined the finding to have a cross-cutting aspect 
of Field Presence (H.2) in the Human Performance area because the licensee did not 
ensure that senior managers and supervisory staff maintained the proper amount of 
oversight of contractors and supplemental personnel in the performance work activities 
relevant to fire protection program implementation. The licensee has fire watches in place 
as a compensatory measure and has entered this issue into their corrective action program 
as CR-16-05287. (Section 1R05.15)
Inspection Report# : 2016010 (pdf)

Significance:  Oct 21, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to meet corrective action requirements consistent with NFPA 805 Section 2.6.3) (Section 4OA2) 
Green. The NRC identified a Green non-cited violation (NCV) of the V.C Summer Nuclear 
Station, Unit 1, Renewed Facility Operating License (FOL) Condition 2.C.18 requiring the 
licensee to implement and maintain in effect all provisions of the approved FPP that 
complied with 10 CFR 50.48 (c), "National Fire Protection Association Standard NFPA 805." 
The NRC safety evaluation report (SER) dated February 11, 2015, relied upon an adequate 
corrective action program to implement the NFPA 805 requirements. NFPA 805 Section 
2.6.3, Corrective actions. Specifically, the team identified a failure to adequately classify and 
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correct conditions adverse to quality (CAQ) in a timely manner. 
The licensee's failure to properly assign an action level commensurate to ensure corrective 
actions were addressed consistent with the NFPA 805, Section 2.6.3 was a PD. The PD 
was more than minor because, if left uncorrected, it could lead to more significant safety 
concern. Specifically, the inadequate application of the corrective action program can lead 
to deficiencies degrading SSCs which can adversely impact the FPP requirements and lead 
to a more significant safety concern. The finding was screened in accordance with IMC 
0612, Appendix B, Issue Screening, dated September 7, 2012, and IMC 0609, Attachment 
4, "Characterization of Findings" dated October 7, 2016. A determination was made using 
IMC 0609, "Significance Determination Process," dated April 29, 2015. Appendix A, "The 
Significance Determination Process for Findings At-Power," dated June 19, 2012 was 
applicable since the administrative controls in this instance were not associated with 
transient or hot work activities. Using IMC 0609, Appendix A, Exhibit 2, "Mitigating Systems 
Screening Questions," dated June 19, 2012, the finding was determined to be of very low 
safety significance (Green) because it did not represent an actual loss of safety function. 
The team assessed the finding against the IMC 0310, "Cross-cutting Aspects," dated 
December 4, 2014, requirements and determined that cross-cutting was applicable. In this 
instance, the cause of this finding was determined by the team to have a cross-cutting 
aspect of the Resolution component (P.3) of the Problem Identification and Resolution 
(PI&R) area. This was selected based upon the inability organization to adequately identify 
and take effective corrective actions to address issues in a timely manner commensurate 
administrative procedures to meet the NFPA 805, Section 2.6.3 requirements. The licensee 
initiated CR-16-05306 and CR-16-05160, Action 1 related to this issue. (Section 4OA2)
Inspection Report# : 2016010 (pdf)

Significance: N/A Oct 21, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Meet the Quality Requirements Specified By NFPA 805 (Section 1RO5.06) 
SL IV. The NRC identified a SL IV, non-cited violation (NCV) of the 10 CFR 50.48(c), 
"National Fire Protection Association Standard (NFPA) 805," requirements. Specifically, the 
team identified the licensee's inability to ensure licensing basis information was maintained 
consistent with administrative procedures to support the NFPA 805 Section 2.2(j) and NFPA 
805, Section 2.7 requirements. 
The licensee's failure to meet the quality requirements specified by NFPA 805 Section 2.2. 
(j) and NFPA 805, Section 2.7, Program Documentation, Configuration Control and Quality 
was a performance deficiency (PD). This PD was determined to be more than minor 
because it affected the regulatory process. In this instance, the licensee failed to ensure 
information to support the NFPA 805 licensing commitments was controlled in the manner 
specified by the requirement. This information served as the basis for the NRC to perform 
its regulatory function and had the ability to impact the credited analysis relied upon to reach 
and maintain safe and stable conditions in case of a fire. As a result, the team evaluated 
the finding using the traditional enforcement (TE) process based upon the guidance in NRC 
Enforcement Policy and NRC Enforcement Guidance. The team reviewed the NRC 
Enforcement Guidance, Part II, Section 2.2, "Actions Involving Fire Protection," to aid 
assessing the significance of the issue and determined the issue to be a SL IV. A cross 
cutting aspect was not assigned based upon the TE determination. The licensee initiated 
CR-16-05060, CR-16-05074, CR-16-05160, CR-16-05276, and CR-16-05278 to address the 
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NRC concerns. (Section 1R05.06)
Inspection Report# : 2016010 (pdf)

Significance: N/A Oct 21, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to seek or gain approval for risk-informed changes constituted a self-approved change which is 
inconsistent with the NFPA 805 requirements (Section 1R17)
SL IV. The NRC identified a SL IV, non-cited violation (NCV) of the 10 CFR 50.48(c), 
"NFPA 805," requirements. Specifically, a Risk Informed Change was made that was 
inconsistent with Transition License Condition 2.C.18.(c).1 which stated in part: "Before 
achieving full compliance with 10 CFR 50.48(c), �risk-informed changes to the licensee's 
fire protection program may not be made without prior NRC review and approval." In this 
instance, the team identified the licensee failed to seek or gain NRC approval for riskinformed 
changes that had a more than minimal risk impact to the fire protection program 
during the post-safety evaluation issuance period date of February 11, 2015. 
The licensee's failure to obtain NRC approval prior to making any changes to the 2.C.18 
license requirements was a performance deficiency (PD). This PD was determined to be 
more than minor because it impacted the regulatory process. Specifically, the team 
determined that risk-informed changes made to a commitment specified by license condition 
2.C.18.(c).1, which was based upon docketed correspondence from the licensee, required 
NRC approval. The licensee deviated from the stated commitments without NRC approval 
which formed the basis for the team decision to evaluate the finding using traditional 
enforcement (TE) based upon the guidance in NRC Enforcement Policy. The team 
reviewed NRC Enforcement Guidance, Part II, Section 2.2, Actions Involving Fire Protection, 
to assess the significance of the issue and determined the issue to be a SL IV. The licensee 
initiated CR-16-01490 and CR-16-05291. (Section 1R17)
Inspection Report# : 2016010 (pdf)

Significance:  Oct 12, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Establish Procedures for Corrective Actions to Address Conditions Adverse to Fire Protection
Green. The inspectors identified a Green, non-cited violation (NCV) of the V.C. Summer Nuclear Station Operating 
License, Condition 2.C (18), "Fire Protection Program," for the failure to establish procedures requiring corrective 
action for conditions, including significant and repetitive, adverse to fire protection. The licensee immediately notified 
the corrective action program (CAP) supervisor and entered the problem into their CAP as condition report CR-16-
05270. 

The inspectors reviewed Inspection Manual Chapter (IMC) 0612, Appendix B, "Issue Screening," dated September 7, 
2012, and determined the performance deficiency (PD) was more than minor and therefore a finding because it 
impacted the Mitigating Systems Cornerstone objective to ensure the availability, reliability, and capability of systems 
that respond to initiating events to prevent undesirable consequences, and the related attribute of protection against 
external factors such as fire. Specifically, the failure to establish corrective action program requirements specific to fire 
protection with appropriate definitions for significant and repetitive would result in corrective actions not 
commensurate with the significance of the adverse condition. The inspectors used IMC 0609, "Significant 
Determination Process," Appendix F, "Fire Protection Significance Determination Process," Attachment 1, dated 
September 20, 2013, to perform a Phase 1 analysis and determined that the reactor oversight process (ROP) finding was 
of very low safety significance (Green) based on the response for Question 1.3.1A, in which the reactor was able to 
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reach and maintain safe shutdown. While the licensee does not have the required corrective actions defined, they have 
generally addressed conditions adverse to fire protection within the existing corrective action program. The inspectors 
reviewed IMC 0310, "Aspects Within Cross Cutting Areas," dated December 4, 2014, and determined the cause of this 
finding involved the cross-cutting area of human performance and the aspect of resources, H.1, because the licensee 
leadership failed to ensure that adequate procedures were in place to address significant and repetitive conditions 
adverse to fire protection. (Section 1R05) 

Inspection Report# : 2016004 (pdf)

Significance:  Sep 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Prescribe Work Instructions for a Temporary Repair on a Safety-Related Component
Green. The inspectors identified a Green, non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion V, 
"Instructions, Procedures, and Drawings," involving the failure to prescribe instructions for a temporary repair of the 
safety-related 'C' component cooling water (CCW) pump outboard bearing. The licensee entered condition report, CR-
16-04576, in their corrective action program for appropriate response. 
The inspectors determined that the failure to prescribe documented work instructions of a type appropriate to the 
circumstances for the temporary repair of the 'C' CCW pump outboard bearing was a performance deficiency (PD). The 
inspectors reviewed IMC 0612, Appendix B, "Issue Screening," dated September 7, 2012, and determined that the PD 
was more than minor and therefore a finding because it impacted the Mitigating Systems Cornerstone by adversely 
affecting the cornerstone objective to ensure in part the availability of systems that respond to initiating events to 
prevent undesirable consequences. Specifically, the design control attribute was impacted because not prescribing 
instructions that follow vendor instructions for temporary repairs on the safety-related pump resulted in improper 
repairs causing reasonable doubt in operability. The inspectors evaluated the finding in accordance with IMC 0609, 
"Significant Determination Process," Attachment 4 and Appendix A, and determined that the finding was of very low 
safety significance, Green, because it did not represent an actual loss of a safety-related train since the 'C' CCW pump 
was operable but degraded. The inspectors reviewed IMC 0310, "Aspects Within Cross Cutting Areas," dated 
December 4, 2014, and determined the cause of this finding involved the cross-cutting area of Human Performance and 
the aspect of resources, H.1, because the licensee failed to ensure instructions were adequate and available to support 
nuclear safety-related work. (Section 4OA2.2) 

Inspection Report# : 2016003 (pdf)

Barrier Integrity
Emergency Preparedness
Occupational Radiation Safety

Significance:  Sep 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Meet HRA Entry Requirements (Two Examples)
Green. The inspectors identified two examples of a Green, self-revealing, non-cited violation (NCV) of Technical 
Specification (TS) 6.12.1, "High Radiation Area." TS 6.12.1 requires that entries into high radiation areas (HRAs) be 
controlled with issuance of a radiation work permit (RWP) and that individuals entering these areas be made 
knowledgeable of the dose rates. Contrary to that, on two separate occasions, workers made entries into HRAs without 
being issued an appropriate RWP and without being knowledgeable of area dose rates. Specifically, on 
March 28, 2016, a worker tagging a pump on the auxiliary building (AB) 400-01 slab entered a HRA without the 
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required radiological briefing and appropriate RWP. Also, on April 18, 2016, a worker performing dry cask welding 
operations in the fuel handling building entered a HRA without the required radiological briefing and appropriate 
RWP. The licensee entered these events into their corrective action program as condition reports CR-16-01528 and CR-
16-01863. 
This finding was more than minor because it is associated with the Occupational Radiation Safety Cornerstone attribute 
of Human Performance and adversely affects the cornerstone objective of ensuring adequate protection of worker 
health and safety from exposure to radiation from radioactive material during routine civilian nuclear reactor operation. 
The finding was not related to As Low As Reasonably Achievable planning, nor did it involve an overexposure or 
substantial potential for overexposure and the ability to assess dose was not compromised. Therefore, the finding was 
determined to be of very low safety significance (Green). This finding involved the cross-cutting aspect of Avoid 
Complacency (H.12) because in both examples there were repostings, radiation areas were upgraded to HRAs due to 
changing radiological conditions, and prior to entry the workers failed to stop and get updated conditions and to adhere 
to the postings. 

Inspection Report# : 2016003 (pdf)

Public Radiation Safety
Security
The security cornerstone is an important component of the ROP, which includes various security inspection activities 
the NRC uses to verify licensee compliance with Commission regulations and thus ensure public health and safety. The 
Commission determined in the staff requirements memorandum (SRM) for SECY-04-0191, "Withholding Sensitive 
Unclassified Information Concerning Nuclear Power Reactors from Public Disclosure," dated November 9, 2004, that 
specific information related to findings and performance indicators associated with the security cornerstone will not be 
publicly available to ensure that security-related information is not provided to a possible adversary. Security 
inspection report cover letters will be available on the NRC Web site; however, security-related information on the 
details of inspection finding(s) will not be displayed.

Miscellaneous

Significance:  Oct 14, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Correct a Condition Adverse to Quality Associated with a Previously Issued NCV (Section 4OA1.C.2)
Green. The inspectors identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XVI, "Corrective 
Action," for the failure to correct a condition adverse to quality associated with a previously issued NCV, 
05000395/2012004-02, Inadequate Installation of Unit 1 Service Water Piping and Related Pipe Support. The licensee 
entered the issue in the correction action program as condition report (CR)-16-04621. 
3 
The PD is more than minor because if left uncorrected, the reduction in design margin of the pipe support could affect 
the Unit 1 SW system's ability to mitigate a seismic event. Specifically, Unit 1 service water (SW) piping and support 
had been impacted by the reduction in design margin and without formally updating the associated drawings and 
calculations or restoring to the original design, future modifications to the system could impact the system's ability to 
mitigate a seismic event. Using Manual Chapter 0609 Attachment 04, "Initial Characterization of Findings," Table 2, 
dated October 07, 2016, the finding was determined to adversely affect the External Event Mitigating Systems. The 
inspectors screened the finding using Inspection Manual Chapter (IMC) 0609, Appendix A, "Significance 
Determination Process (SDP) for Findings at-Power," dated June 19, 2012, and determined that it screened as Green 
(very low safety significance) because the service water system maintained its functionality to mitigate a seismic event. 
The inspectors determined that the finding had a cross-cutting aspect in the area of PI&R because the licensee did not 
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take effective corrective actions to address this issue in a timely manner [P.3]. (Section 4OA2)
Inspection Report# : 2016007 (pdf)

Current data as of : August 03, 2017
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Initiating Events
Mitigating Systems

Significance:  Jun 30, 2017
Identified By: NRC
Item Type: VIO Violation
Failure to Implement Corrective Actions to Restore Compliance for Previous NRC-identified Green NCV 
05000395/2013003-03 (4OA2.3)
The inspectors identified a Green finding with a cited violation of Operating Licensee Condition 2.C.(18) for failure to 
ensure that conditions adverse to fire protection as noted in a previous NRC-identified Green NCV, 
05000395/2013003-03, "Failure to Adequately Design, Install and Maintain Oil Collection Devices for Reactor Coolant 
Pump Motors," were corrected. Specifically, the licensee failed to implement corrective actions and restore compliance 
in a timely manner for (1) a failure to ensure an adequate design for the oil lift pump enclosure, and (2) a failure to have 
oil collection components for internally leaked oil dripping from the motor air discharge ductwork flange. The licensee 
entered the issue in their corrective action program as condition report CR-17-03962. 

The inspectors determined that the failure to implement corrective actions for the oil collection system to restore 
compliance was a performance deficiency (PD). The inspectors used IMC 0612 and determined that the PD was more 
than minor and therefore a finding because it impacted the mitigating systems cornerstone objective to ensure the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable consequences, 
and the related attribute of protection against external factors such as fire. This finding has a credible impact on safety 
because the failure to adequately install, maintain and design the oil collection system presented a degradation of a fire 
confinement component which has a fire prevention function of not allowing an oil leak to reach hot surfaces. This 
finding had been evaluated and screened to a low safety significance (Green) and documented in the previous NRC-
identified Green NCV, 05000395/2013003-03. Because the licensee failed to implement corrective actions and restore 
compliance in a timely manner, this violation is being treated as a cited violation, consistent with Section 2.3.3 of the 
NRC Enforcement Policy. 
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The inspectors used IMC 0310 and determined this finding has a cross-cutting aspect in the area of Problem 
Identification and Resolution because the organization failed to take effective corrective actions to address issues in a 
timely manner commensurate with their safety significance and restore compliance (P.3). (Section 4OA2.3) 

Inspection Report# : 2017002 (pdf)

Significance: N/A Jun 30, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Provide NRC Staff Complete and Accurate Information (4OA5.1)
SLIV. The inspectors identified a severity level (SL) IV NCV of 10 CFR 50.9(a), "Completeness and accuracy of 
information," involving licensee document, 
RC-13-0142, dated October 14, 2013. This document was a response to a request for additional information involving a 
license amendment request (LAR) to adopt 
NFPA 805 and contained an approval request, L12, associated with oil misting from the reactor coolant pumps. The 
licensee entered this violation into their corrective action program as CR-17-03961. 

The inspectors determined that the licensee's failure to provide complete and accurate information associated with 
approval request, L12, was a violation of 10 CFR 50.9(a). Because this violation of 10 CFR 50.9(a) impacted the 
NRC's ability to perform its regulatory function, the inspectors evaluated this violation using traditional enforcement 
(TE). Since the TE violation is associated with a previous Green reactor oversight process violation, and the 
misinformation was identified after the NRC relied on it for issuing a previous operating license amendment, the TE 
violation was determined to be a SL IV, NCV, consistent with the language of the NRC Enforcement Policy, Section 
2.3.11, "Inaccurate and Incomplete Information." This violation involved TE; therefore a cross-cutting aspect was not 
assigned. (Section 4OA5.1) 

Inspection Report# : 2017002 (pdf)

Significance:  Dec 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Accomplish Procedure for Foreign Material Exclusion Control Involving Failure of a Safety-Related 
Breaker
Green. The inspectors identified a Green, non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion V, 
"Instructions, Procedures, and Drawings," involving the failure to accomplish safety-related (SR) station administrative 
procedure, SAP-0363, "Foreign Material and Debris Control," Revision 8H, for foreign material exclusion (FME) 
control during a SR breaker refurbishment. A subsequent breaker failure occurred due to foreign material. The licensee 
immediately initiated corrective actions to repair the breaker, and the licensee entered condition report, CR-16-03099, 
in their CAP. 

The inspectors reviewed IMC 0612, Appendix B, "Issue Screening," dated September 7, 2012, and determined that the 
PD was more than minor and therefore a finding because it impacted the Mitigating Systems Cornerstone by adversely 
affecting the cornerstone objective to ensure in part the availability of systems that respond to initiating events to 
prevent undesirable consequences. Specifically, the equipment reliability attribute was impacted because foreign 
material rendered the SR breaker nonfunctional causing inoperability of the pressurizer backup group 2 heaters for 
greater than the Technical Specification limiting condition for operation. The inspectors used IMC 0609, "Significant 
Determination Process," Attachment 4, dated October 7, 2016, and Appendix A - Exhibit 2, dated July 1, 2012, and 
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determined that the finding required a detailed risk evaluation. A regional senior risk analyst performed a bounding risk 
evaluation in accordance with NRC IMC 0609 Appendix A using the VC Summer SPAR model. The finding was 
modelled as a transient initiator with a loss of the B EDG as a surrogate for the group 2 pressurizer heaters for a 94 
hour exposure interval. The dominant sequence was a transient initiator with a consequential loss of offsite power 
without recovery, failure of the A EDG without recovery leading to a station blackout and loss of core heat removal 
after battery depletion. The risk was mitigated by the available normal and group 1 pressurizer heaters. The bounding 
assessment determined that the performance deficiency represented an increase in core damage frequency of < 1.0 
E-6/year, a GREEN finding of very low safety significance. The inspectors reviewed IMC 0310, "Aspects Within Cross 
Cutting Areas," dated December 4, 2014, and determined the cause of this finding involved the cross-cutting area of 
Problem Identification and Resolution and the aspect of work management, H.5, because the licensee failed to ensure 
the planning and execution of the respective work order for breaker refurbishment followed SAP-0363 for FME control 
to support nuclear safety-related work. (Section 4OA3.2) 

Inspection Report# : 2016004 (pdf)

Significance:  Oct 27, 2016
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Failure to Promptly Identify and Correct a Condition Adverse to Quality for 'B' Emergency Diesel Generator 
Exhaust Manifold Weld Indications
Green. A self-revealing, Green NCV of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," was identified for 
the failure to promptly identify and correct a condition adverse to quality (CAQ) involving welded joint indications in 
the 'B' emergency diesel generator (EDG) exhaust manifold. The licensee immediately removed the EDG from service 
to perform repairs, and the issue was entered into the licensee's CAP as Condition Report CR-16-05421. 

The inspectors reviewed Inspection Manual Chapter (IMC) 0612, Appendix B, "Issue Screening," dated September 7, 
2012, and determined the PD was more than minor and therefore a finding, because it affected the Mitigating Systems 
Cornerstone objective to ensure the availability, reliability, and capability of systems that respond to initiating events to 
prevent undesirable consequences and the respective attribute of equipment performance. Specifically, the 'B' EDG was 
declared operable but degraded or nonconforming due to a circumferential weld failure and resulting separation of an 
exhaust manifold joint causing a small reduction in EDG power. The inspectors used IMC 0609, "Significant 
Determination Process," Attachment 4, dated October 7, 2016, and Appendix A - Exhibit 2, dated July 1, 2012, and 
determined the finding was of very low safety significance or Green because the finding was not a design deficiency or 
loss of function. The inspectors reviewed IMC 0310, "Aspects Within Cross Cutting Areas," dated December 4, 2014, 
and determined the cause of this finding involved the cross-cutting area of problem identification and resolution and the 
aspect of resolution, P.3, because the licensee failed to take effective corrective actions commensurate with an issue's 
safety significance in that they failed to promptly identify and correct a CAQ involving welded joint indications in the 
'B' EDG exhaust manifold. (Section 1R15) 

Inspection Report# : 2016004 (pdf)

Significance:  Oct 21, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to identify unsealed cabinet Specified by NFPA 805 Section 3.3.1.2(1) (Section 1RO5.15)
Green. The NRC identified a Green, non-cited violation (NCV) of the 10 CFR 50.54(hh)(2) 
requirements. Specifically, the team identified aspects of the implementation strategy that 
were inconsistent to support the stated commitments. 
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The licensee's failure to ensure that credited components needed to implement the strategy 
were adequate for circumstances consistent with the stated commitments was a 
performance deficiency (PD). This PD was determined to be more than minor because of 
the adverse impact to the Mitigating Systems cornerstone objective. Specifically, the PD 
had the ability of impacting the availability and reliability of the credited strategy in response 
to conditions postulated to meet the 10 CFR 50.54hh requirements. The team screened the 
issue as Green using IMC 0612, Appendix B, "Issue Screening," dated September 7, 2012, 
and determined that further screening was necessary consistent with IMC 0612, Appendix L, 
"B.5.b Significance Determination Process." Dated December 24, 2009. In this instance, the 
finding was determined to be of Green significance since no additional strategies were 
impacted. The licensee initiated CR-16-05266 to address the NRC concerns. (Section 
1R05.16)
Inspection Report# : 2016010 (pdf)

Significance:  Oct 21, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to ensure credited equipment to support the 50 54hh requirements were adequate (Section 1RO5.16) 
Green. The NRC identified a Green, non-cited violation (NCV) for the failure to include 
potentially high-risk fire scenarios in the current fire protection program. In this instance, the 
team identified unsealed electrical cabinets credited as being sealed. 
The licensee's failure to identified and assess the applicable electrical cabinet as a firescenario 
in its FSA database was a performance deficiency (PD). This PD was determined 
to be more than minor because of the adverse impact to the Mitigating Systems cornerstone 
objective. Specifically, the PD resulted in an incomplete fire risk model. The licensee 
performed an analysis of the performance deficiency using their fire probabilistic model and 
the results were that the PD represented a risk increase of <1.0E-6/year in core damage 
frequency and <1.0E-7/year in large early release fraction. The licensee's results were 
reviewed by a regional senior reactor analyst (SRA). Additionally, a bounding analysis was 
performed by the regional SRA in accordance with NRC IMC 0609 Appendix F which 
concluded that the core damage frequency risk increase due to the PD was <1.0 E-6/year, a 
GREEN finding of very low safety significance. 
The team assessed the issue consistent with IMC 0310, "Aspects Within Cross Cutting 
Areas," dated December 4, 2014, and determined the finding to have a cross-cutting aspect 
of Field Presence (H.2) in the Human Performance area because the licensee did not 
ensure that senior managers and supervisory staff maintained the proper amount of 
oversight of contractors and supplemental personnel in the performance work activities 
relevant to fire protection program implementation. The licensee has fire watches in place 
as a compensatory measure and has entered this issue into their corrective action program 
as CR-16-05287. (Section 1R05.15)
Inspection Report# : 2016010 (pdf)

Significance:  Oct 21, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to meet corrective action requirements consistent with NFPA 805 Section 2.6.3) (Section 4OA2) 
Green. The NRC identified a Green non-cited violation (NCV) of the V.C Summer Nuclear 
Station, Unit 1, Renewed Facility Operating License (FOL) Condition 2.C.18 requiring the 
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licensee to implement and maintain in effect all provisions of the approved FPP that 
complied with 10 CFR 50.48 (c), "National Fire Protection Association Standard NFPA 805." 
The NRC safety evaluation report (SER) dated February 11, 2015, relied upon an adequate 
corrective action program to implement the NFPA 805 requirements. NFPA 805 Section 
2.6.3, Corrective actions. Specifically, the team identified a failure to adequately classify and 
correct conditions adverse to quality (CAQ) in a timely manner. 
The licensee's failure to properly assign an action level commensurate to ensure corrective 
actions were addressed consistent with the NFPA 805, Section 2.6.3 was a PD. The PD 
was more than minor because, if left uncorrected, it could lead to more significant safety 
concern. Specifically, the inadequate application of the corrective action program can lead 
to deficiencies degrading SSCs which can adversely impact the FPP requirements and lead 
to a more significant safety concern. The finding was screened in accordance with IMC 
0612, Appendix B, Issue Screening, dated September 7, 2012, and IMC 0609, Attachment 
4, "Characterization of Findings" dated October 7, 2016. A determination was made using 
IMC 0609, "Significance Determination Process," dated April 29, 2015. Appendix A, "The 
Significance Determination Process for Findings At-Power," dated June 19, 2012 was 
applicable since the administrative controls in this instance were not associated with 
transient or hot work activities. Using IMC 0609, Appendix A, Exhibit 2, "Mitigating Systems 
Screening Questions," dated June 19, 2012, the finding was determined to be of very low 
safety significance (Green) because it did not represent an actual loss of safety function. 
The team assessed the finding against the IMC 0310, "Cross-cutting Aspects," dated 
December 4, 2014, requirements and determined that cross-cutting was applicable. In this 
instance, the cause of this finding was determined by the team to have a cross-cutting 
aspect of the Resolution component (P.3) of the Problem Identification and Resolution 
(PI&R) area. This was selected based upon the inability organization to adequately identify 
and take effective corrective actions to address issues in a timely manner commensurate 
administrative procedures to meet the NFPA 805, Section 2.6.3 requirements. The licensee 
initiated CR-16-05306 and CR-16-05160, Action 1 related to this issue. (Section 4OA2)
Inspection Report# : 2016010 (pdf)

Significance: N/A Oct 21, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Meet the Quality Requirements Specified By NFPA 805 (Section 1RO5.06) 
SL IV. The NRC identified a SL IV, non-cited violation (NCV) of the 10 CFR 50.48(c), 
"National Fire Protection Association Standard (NFPA) 805," requirements. Specifically, the 
team identified the licensee's inability to ensure licensing basis information was maintained 
consistent with administrative procedures to support the NFPA 805 Section 2.2(j) and NFPA 
805, Section 2.7 requirements. 
The licensee's failure to meet the quality requirements specified by NFPA 805 Section 2.2. 
(j) and NFPA 805, Section 2.7, Program Documentation, Configuration Control and Quality 
was a performance deficiency (PD). This PD was determined to be more than minor 
because it affected the regulatory process. In this instance, the licensee failed to ensure 
information to support the NFPA 805 licensing commitments was controlled in the manner 
specified by the requirement. This information served as the basis for the NRC to perform 
its regulatory function and had the ability to impact the credited analysis relied upon to reach 
and maintain safe and stable conditions in case of a fire. As a result, the team evaluated 
the finding using the traditional enforcement (TE) process based upon the guidance in NRC 
Enforcement Policy and NRC Enforcement Guidance. The team reviewed the NRC 
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Enforcement Guidance, Part II, Section 2.2, "Actions Involving Fire Protection," to aid 
assessing the significance of the issue and determined the issue to be a SL IV. A cross 
cutting aspect was not assigned based upon the TE determination. The licensee initiated 
CR-16-05060, CR-16-05074, CR-16-05160, CR-16-05276, and CR-16-05278 to address the 
NRC concerns. (Section 1R05.06)
Inspection Report# : 2016010 (pdf)

Significance: N/A Oct 21, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to seek or gain approval for risk-informed changes constituted a self-approved change which is 
inconsistent with the NFPA 805 requirements (Section 1R17)
SL IV. The NRC identified a SL IV, non-cited violation (NCV) of the 10 CFR 50.48(c), 
"NFPA 805," requirements. Specifically, a Risk Informed Change was made that was 
inconsistent with Transition License Condition 2.C.18.(c).1 which stated in part: "Before 
achieving full compliance with 10 CFR 50.48(c), �risk-informed changes to the licensee's 
fire protection program may not be made without prior NRC review and approval." In this 
instance, the team identified the licensee failed to seek or gain NRC approval for riskinformed 
changes that had a more than minimal risk impact to the fire protection program 
during the post-safety evaluation issuance period date of February 11, 2015. 
The licensee's failure to obtain NRC approval prior to making any changes to the 2.C.18 
license requirements was a performance deficiency (PD). This PD was determined to be 
more than minor because it impacted the regulatory process. Specifically, the team 
determined that risk-informed changes made to a commitment specified by license condition 
2.C.18.(c).1, which was based upon docketed correspondence from the licensee, required 
NRC approval. The licensee deviated from the stated commitments without NRC approval 
which formed the basis for the team decision to evaluate the finding using traditional 
enforcement (TE) based upon the guidance in NRC Enforcement Policy. The team 
reviewed NRC Enforcement Guidance, Part II, Section 2.2, Actions Involving Fire Protection, 
to assess the significance of the issue and determined the issue to be a SL IV. The licensee 
initiated CR-16-01490 and CR-16-05291. (Section 1R17)
Inspection Report# : 2016010 (pdf)

Significance:  Oct 12, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Establish Procedures for Corrective Actions to Address Conditions Adverse to Fire Protection
Green. The inspectors identified a Green, non-cited violation (NCV) of the V.C. Summer Nuclear Station Operating 
License, Condition 2.C (18), "Fire Protection Program," for the failure to establish procedures requiring corrective 
action for conditions, including significant and repetitive, adverse to fire protection. The licensee immediately notified 
the corrective action program (CAP) supervisor and entered the problem into their CAP as condition report CR-16-
05270. 

The inspectors reviewed Inspection Manual Chapter (IMC) 0612, Appendix B, "Issue Screening," dated September 7, 
2012, and determined the performance deficiency (PD) was more than minor and therefore a finding because it 
impacted the Mitigating Systems Cornerstone objective to ensure the availability, reliability, and capability of systems 
that respond to initiating events to prevent undesirable consequences, and the related attribute of protection against 
external factors such as fire. Specifically, the failure to establish corrective action program requirements specific to fire 
protection with appropriate definitions for significant and repetitive would result in corrective actions not 
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commensurate with the significance of the adverse condition. The inspectors used IMC 0609, "Significant 
Determination Process," Appendix F, "Fire Protection Significance Determination Process," Attachment 1, dated 
September 20, 2013, to perform a Phase 1 analysis and determined that the reactor oversight process (ROP) finding was 
of very low safety significance (Green) based on the response for Question 1.3.1A, in which the reactor was able to 
reach and maintain safe shutdown. While the licensee does not have the required corrective actions defined, they have 
generally addressed conditions adverse to fire protection within the existing corrective action program. The inspectors 
reviewed IMC 0310, "Aspects Within Cross Cutting Areas," dated December 4, 2014, and determined the cause of this 
finding involved the cross-cutting area of human performance and the aspect of resources, H.1, because the licensee 
leadership failed to ensure that adequate procedures were in place to address significant and repetitive conditions 
adverse to fire protection. (Section 1R05) 

Inspection Report# : 2016004 (pdf)

Significance:  Sep 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Prescribe Work Instructions for a Temporary Repair on a Safety-Related Component
Green. The inspectors identified a Green, non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion V, 
"Instructions, Procedures, and Drawings," involving the failure to prescribe instructions for a temporary repair of the 
safety-related 'C' component cooling water (CCW) pump outboard bearing. The licensee entered condition report, CR-
16-04576, in their corrective action program for appropriate response. 
The inspectors determined that the failure to prescribe documented work instructions of a type appropriate to the 
circumstances for the temporary repair of the 'C' CCW pump outboard bearing was a performance deficiency (PD). The 
inspectors reviewed IMC 0612, Appendix B, "Issue Screening," dated September 7, 2012, and determined that the PD 
was more than minor and therefore a finding because it impacted the Mitigating Systems Cornerstone by adversely 
affecting the cornerstone objective to ensure in part the availability of systems that respond to initiating events to 
prevent undesirable consequences. Specifically, the design control attribute was impacted because not prescribing 
instructions that follow vendor instructions for temporary repairs on the safety-related pump resulted in improper 
repairs causing reasonable doubt in operability. The inspectors evaluated the finding in accordance with IMC 0609, 
"Significant Determination Process," Attachment 4 and Appendix A, and determined that the finding was of very low 
safety significance, Green, because it did not represent an actual loss of a safety-related train since the 'C' CCW pump 
was operable but degraded. The inspectors reviewed IMC 0310, "Aspects Within Cross Cutting Areas," dated 
December 4, 2014, and determined the cause of this finding involved the cross-cutting area of Human Performance and 
the aspect of resources, H.1, because the licensee failed to ensure instructions were adequate and available to support 
nuclear safety-related work. (Section 4OA2.2) 

Inspection Report# : 2016003 (pdf)

Barrier Integrity
Emergency Preparedness
Occupational Radiation Safety

Significance:  Sep 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Meet HRA Entry Requirements (Two Examples)
Green. The inspectors identified two examples of a Green, self-revealing, non-cited violation (NCV) of Technical 
Specification (TS) 6.12.1, "High Radiation Area." TS 6.12.1 requires that entries into high radiation areas (HRAs) be 
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controlled with issuance of a radiation work permit (RWP) and that individuals entering these areas be made 
knowledgeable of the dose rates. Contrary to that, on two separate occasions, workers made entries into HRAs without 
being issued an appropriate RWP and without being knowledgeable of area dose rates. Specifically, on 
March 28, 2016, a worker tagging a pump on the auxiliary building (AB) 400-01 slab entered a HRA without the 
required radiological briefing and appropriate RWP. Also, on April 18, 2016, a worker performing dry cask welding 
operations in the fuel handling building entered a HRA without the required radiological briefing and appropriate 
RWP. The licensee entered these events into their corrective action program as condition reports CR-16-01528 and CR-
16-01863. 
This finding was more than minor because it is associated with the Occupational Radiation Safety Cornerstone attribute 
of Human Performance and adversely affects the cornerstone objective of ensuring adequate protection of worker 
health and safety from exposure to radiation from radioactive material during routine civilian nuclear reactor operation. 
The finding was not related to As Low As Reasonably Achievable planning, nor did it involve an overexposure or 
substantial potential for overexposure and the ability to assess dose was not compromised. Therefore, the finding was 
determined to be of very low safety significance (Green). This finding involved the cross-cutting aspect of Avoid 
Complacency (H.12) because in both examples there were repostings, radiation areas were upgraded to HRAs due to 
changing radiological conditions, and prior to entry the workers failed to stop and get updated conditions and to adhere 
to the postings. 

Inspection Report# : 2016003 (pdf)

Public Radiation Safety
Security
The security cornerstone is an important component of the ROP, which includes various security inspection activities 
the NRC uses to verify licensee compliance with Commission regulations and thus ensure public health and safety. The 
Commission determined in the staff requirements memorandum (SRM) for SECY-04-0191, "Withholding Sensitive 
Unclassified Information Concerning Nuclear Power Reactors from Public Disclosure," dated November 9, 2004, that 
specific information related to findings and performance indicators associated with the security cornerstone will not be 
publicly available to ensure that security-related information is not provided to a possible adversary. Security 
inspection report cover letters will be available on the NRC Web site; however, security-related information on the 
details of inspection finding(s) will not be displayed.

Miscellaneous

Significance:  Oct 14, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Correct a Condition Adverse to Quality Associated with a Previously Issued NCV (Section 4OA1.C.2)
Green. The inspectors identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XVI, "Corrective 
Action," for the failure to correct a condition adverse to quality associated with a previously issued NCV, 
05000395/2012004-02, Inadequate Installation of Unit 1 Service Water Piping and Related Pipe Support. The licensee 
entered the issue in the correction action program as condition report (CR)-16-04621. 
3 
The PD is more than minor because if left uncorrected, the reduction in design margin of the pipe support could affect 
the Unit 1 SW system's ability to mitigate a seismic event. Specifically, Unit 1 service water (SW) piping and support 
had been impacted by the reduction in design margin and without formally updating the associated drawings and 
calculations or restoring to the original design, future modifications to the system could impact the system's ability to 
mitigate a seismic event. Using Manual Chapter 0609 Attachment 04, "Initial Characterization of Findings," Table 2, 
dated October 07, 2016, the finding was determined to adversely affect the External Event Mitigating Systems. The 
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inspectors screened the finding using Inspection Manual Chapter (IMC) 0609, Appendix A, "Significance 
Determination Process (SDP) for Findings at-Power," dated June 19, 2012, and determined that it screened as Green 
(very low safety significance) because the service water system maintained its functionality to mitigate a seismic event. 
The inspectors determined that the finding had a cross-cutting aspect in the area of PI&R because the licensee did not 
take effective corrective actions to address this issue in a timely manner [P.3]. (Section 4OA2)
Inspection Report# : 2016007 (pdf)

Current data as of : September 05, 2017

Page Last Reviewed/Updated Wednesday, June 07, 2017
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Summer – Quarterly Plant Inspection Findings
3Q/2017 – Plant Inspection Findings
On this page:

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

Initiating Events
Mitigating Systems

Significance:  Jun 30, 2017
Identified By: NRC
Item Type: VIO Violation
Failure to Implement Corrective Actions to Restore Compliance for Previous NRC-identified Green NCV 
05000395/2013003-03 (4OA2.3)
The inspectors identified a Green finding with a cited violation of Operating Licensee Condition 2.C.(18) for failure to 
ensure that conditions adverse to fire protection as noted in a previous NRC-identified Green NCV, 
05000395/2013003-03, "Failure to Adequately Design, Install and Maintain Oil Collection Devices for Reactor Coolant 
Pump Motors," were corrected. Specifically, the licensee failed to implement corrective actions and restore compliance 
in a timely manner for (1) a failure to ensure an adequate design for the oil lift pump enclosure, and (2) a failure to have 
oil collection components for internally leaked oil dripping from the motor air discharge ductwork flange. The licensee 
entered the issue in their corrective action program as condition report CR-17-03962. 

The inspectors determined that the failure to implement corrective actions for the oil collection system to restore 
compliance was a performance deficiency (PD). The inspectors used IMC 0612 and determined that the PD was more 
than minor and therefore a finding because it impacted the mitigating systems cornerstone objective to ensure the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable consequences, 
and the related attribute of protection against external factors such as fire. This finding has a credible impact on safety 
because the failure to adequately install, maintain and design the oil collection system presented a degradation of a fire 
confinement component which has a fire prevention function of not allowing an oil leak to reach hot surfaces. This 
finding had been evaluated and screened to a low safety significance (Green) and documented in the previous NRC-
identified Green NCV, 05000395/2013003-03. Because the licensee failed to implement corrective actions and restore 
compliance in a timely manner, this violation is being treated as a cited violation, consistent with Section 2.3.3 of the 
NRC Enforcement Policy. 
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The inspectors used IMC 0310 and determined this finding has a cross-cutting aspect in the area of Problem 
Identification and Resolution because the organization failed to take effective corrective actions to address issues in a 
timely manner commensurate with their safety significance and restore compliance (P.3). (Section 4OA2.3) 

Inspection Report# : 2017002 (pdf)

Significance: N/A Jun 30, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Provide NRC Staff Complete and Accurate Information (4OA5.1)
SLIV. The inspectors identified a severity level (SL) IV NCV of 10 CFR 50.9(a), "Completeness and accuracy of 
information," involving licensee document, 
RC-13-0142, dated October 14, 2013. This document was a response to a request for additional information involving a 
license amendment request (LAR) to adopt 
NFPA 805 and contained an approval request, L12, associated with oil misting from the reactor coolant pumps. The 
licensee entered this violation into their corrective action program as CR-17-03961. 

The inspectors determined that the licensee's failure to provide complete and accurate information associated with 
approval request, L12, was a violation of 10 CFR 50.9(a). Because this violation of 10 CFR 50.9(a) impacted the 
NRC's ability to perform its regulatory function, the inspectors evaluated this violation using traditional enforcement 
(TE). Since the TE violation is associated with a previous Green reactor oversight process violation, and the 
misinformation was identified after the NRC relied on it for issuing a previous operating license amendment, the TE 
violation was determined to be a SL IV, NCV, consistent with the language of the NRC Enforcement Policy, Section 
2.3.11, "Inaccurate and Incomplete Information." This violation involved TE; therefore a cross-cutting aspect was not 
assigned. (Section 4OA5.1) 

Inspection Report# : 2017002 (pdf)

Significance:  Dec 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Accomplish Procedure for Foreign Material Exclusion Control Involving Failure of a Safety-Related 
Breaker
Green. The inspectors identified a Green, non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion V, 
"Instructions, Procedures, and Drawings," involving the failure to accomplish safety-related (SR) station administrative 
procedure, SAP-0363, "Foreign Material and Debris Control," Revision 8H, for foreign material exclusion (FME) 
control during a SR breaker refurbishment. A subsequent breaker failure occurred due to foreign material. The licensee 
immediately initiated corrective actions to repair the breaker, and the licensee entered condition report, CR-16-03099, 
in their CAP. 

The inspectors reviewed IMC 0612, Appendix B, "Issue Screening," dated September 7, 2012, and determined that the 
PD was more than minor and therefore a finding because it impacted the Mitigating Systems Cornerstone by adversely 
affecting the cornerstone objective to ensure in part the availability of systems that respond to initiating events to 
prevent undesirable consequences. Specifically, the equipment reliability attribute was impacted because foreign 
material rendered the SR breaker nonfunctional causing inoperability of the pressurizer backup group 2 heaters for 
greater than the Technical Specification limiting condition for operation. The inspectors used IMC 0609, "Significant 
Determination Process," Attachment 4, dated October 7, 2016, and Appendix A - Exhibit 2, dated July 1, 2012, and 
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determined that the finding required a detailed risk evaluation. A regional senior risk analyst performed a bounding risk 
evaluation in accordance with NRC IMC 0609 Appendix A using the VC Summer SPAR model. The finding was 
modelled as a transient initiator with a loss of the B EDG as a surrogate for the group 2 pressurizer heaters for a 94 
hour exposure interval. The dominant sequence was a transient initiator with a consequential loss of offsite power 
without recovery, failure of the A EDG without recovery leading to a station blackout and loss of core heat removal 
after battery depletion. The risk was mitigated by the available normal and group 1 pressurizer heaters. The bounding 
assessment determined that the performance deficiency represented an increase in core damage frequency of < 1.0 
E-6/year, a GREEN finding of very low safety significance. The inspectors reviewed IMC 0310, "Aspects Within Cross 
Cutting Areas," dated December 4, 2014, and determined the cause of this finding involved the cross-cutting area of 
Problem Identification and Resolution and the aspect of work management, H.5, because the licensee failed to ensure 
the planning and execution of the respective work order for breaker refurbishment followed SAP-0363 for FME control 
to support nuclear safety-related work. (Section 4OA3.2) 

Inspection Report# : 2016004 (pdf)

Significance:  Oct 27, 2016
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Failure to Promptly Identify and Correct a Condition Adverse to Quality for 'B' Emergency Diesel Generator 
Exhaust Manifold Weld Indications
Green. A self-revealing, Green NCV of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," was identified for 
the failure to promptly identify and correct a condition adverse to quality (CAQ) involving welded joint indications in 
the 'B' emergency diesel generator (EDG) exhaust manifold. The licensee immediately removed the EDG from service 
to perform repairs, and the issue was entered into the licensee's CAP as Condition Report CR-16-05421. 

The inspectors reviewed Inspection Manual Chapter (IMC) 0612, Appendix B, "Issue Screening," dated September 7, 
2012, and determined the PD was more than minor and therefore a finding, because it affected the Mitigating Systems 
Cornerstone objective to ensure the availability, reliability, and capability of systems that respond to initiating events to 
prevent undesirable consequences and the respective attribute of equipment performance. Specifically, the 'B' EDG was 
declared operable but degraded or nonconforming due to a circumferential weld failure and resulting separation of an 
exhaust manifold joint causing a small reduction in EDG power. The inspectors used IMC 0609, "Significant 
Determination Process," Attachment 4, dated October 7, 2016, and Appendix A - Exhibit 2, dated July 1, 2012, and 
determined the finding was of very low safety significance or Green because the finding was not a design deficiency or 
loss of function. The inspectors reviewed IMC 0310, "Aspects Within Cross Cutting Areas," dated December 4, 2014, 
and determined the cause of this finding involved the cross-cutting area of problem identification and resolution and the 
aspect of resolution, P.3, because the licensee failed to take effective corrective actions commensurate with an issue's 
safety significance in that they failed to promptly identify and correct a CAQ involving welded joint indications in the 
'B' EDG exhaust manifold. (Section 1R15) 

Inspection Report# : 2016004 (pdf)

Significance:  Oct 21, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to identify unsealed cabinet Specified by NFPA 805 Section 3.3.1.2(1) (Section 1RO5.15)
Green. The NRC identified a Green, non-cited violation (NCV) of the 10 CFR 50.54(hh)(2) 
requirements. Specifically, the team identified aspects of the implementation strategy that 
were inconsistent to support the stated commitments. 
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The licensee's failure to ensure that credited components needed to implement the strategy 
were adequate for circumstances consistent with the stated commitments was a 
performance deficiency (PD). This PD was determined to be more than minor because of 
the adverse impact to the Mitigating Systems cornerstone objective. Specifically, the PD 
had the ability of impacting the availability and reliability of the credited strategy in response 
to conditions postulated to meet the 10 CFR 50.54hh requirements. The team screened the 
issue as Green using IMC 0612, Appendix B, "Issue Screening," dated September 7, 2012, 
and determined that further screening was necessary consistent with IMC 0612, Appendix L, 
"B.5.b Significance Determination Process." Dated December 24, 2009. In this instance, the 
finding was determined to be of Green significance since no additional strategies were 
impacted. The licensee initiated CR-16-05266 to address the NRC concerns. (Section 
1R05.16)
Inspection Report# : 2016010 (pdf)

Significance:  Oct 21, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to ensure credited equipment to support the 50 54hh requirements were adequate (Section 1RO5.16) 
Green. The NRC identified a Green, non-cited violation (NCV) for the failure to include 
potentially high-risk fire scenarios in the current fire protection program. In this instance, the 
team identified unsealed electrical cabinets credited as being sealed. 
The licensee's failure to identified and assess the applicable electrical cabinet as a firescenario 
in its FSA database was a performance deficiency (PD). This PD was determined 
to be more than minor because of the adverse impact to the Mitigating Systems cornerstone 
objective. Specifically, the PD resulted in an incomplete fire risk model. The licensee 
performed an analysis of the performance deficiency using their fire probabilistic model and 
the results were that the PD represented a risk increase of <1.0E-6/year in core damage 
frequency and <1.0E-7/year in large early release fraction. The licensee's results were 
reviewed by a regional senior reactor analyst (SRA). Additionally, a bounding analysis was 
performed by the regional SRA in accordance with NRC IMC 0609 Appendix F which 
concluded that the core damage frequency risk increase due to the PD was <1.0 E-6/year, a 
GREEN finding of very low safety significance. 
The team assessed the issue consistent with IMC 0310, "Aspects Within Cross Cutting 
Areas," dated December 4, 2014, and determined the finding to have a cross-cutting aspect 
of Field Presence (H.2) in the Human Performance area because the licensee did not 
ensure that senior managers and supervisory staff maintained the proper amount of 
oversight of contractors and supplemental personnel in the performance work activities 
relevant to fire protection program implementation. The licensee has fire watches in place 
as a compensatory measure and has entered this issue into their corrective action program 
as CR-16-05287. (Section 1R05.15)
Inspection Report# : 2016010 (pdf)

Significance:  Oct 21, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to meet corrective action requirements consistent with NFPA 805 Section 2.6.3) (Section 4OA2) 
Green. The NRC identified a Green non-cited violation (NCV) of the V.C Summer Nuclear 
Station, Unit 1, Renewed Facility Operating License (FOL) Condition 2.C.18 requiring the 
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licensee to implement and maintain in effect all provisions of the approved FPP that 
complied with 10 CFR 50.48 (c), "National Fire Protection Association Standard NFPA 805." 
The NRC safety evaluation report (SER) dated February 11, 2015, relied upon an adequate 
corrective action program to implement the NFPA 805 requirements. NFPA 805 Section 
2.6.3, Corrective actions. Specifically, the team identified a failure to adequately classify and 
correct conditions adverse to quality (CAQ) in a timely manner. 
The licensee's failure to properly assign an action level commensurate to ensure corrective 
actions were addressed consistent with the NFPA 805, Section 2.6.3 was a PD. The PD 
was more than minor because, if left uncorrected, it could lead to more significant safety 
concern. Specifically, the inadequate application of the corrective action program can lead 
to deficiencies degrading SSCs which can adversely impact the FPP requirements and lead 
to a more significant safety concern. The finding was screened in accordance with IMC 
0612, Appendix B, Issue Screening, dated September 7, 2012, and IMC 0609, Attachment 
4, "Characterization of Findings" dated October 7, 2016. A determination was made using 
IMC 0609, "Significance Determination Process," dated April 29, 2015. Appendix A, "The 
Significance Determination Process for Findings At-Power," dated June 19, 2012 was 
applicable since the administrative controls in this instance were not associated with 
transient or hot work activities. Using IMC 0609, Appendix A, Exhibit 2, "Mitigating Systems 
Screening Questions," dated June 19, 2012, the finding was determined to be of very low 
safety significance (Green) because it did not represent an actual loss of safety function. 
The team assessed the finding against the IMC 0310, "Cross-cutting Aspects," dated 
December 4, 2014, requirements and determined that cross-cutting was applicable. In this 
instance, the cause of this finding was determined by the team to have a cross-cutting 
aspect of the Resolution component (P.3) of the Problem Identification and Resolution 
(PI&R) area. This was selected based upon the inability organization to adequately identify 
and take effective corrective actions to address issues in a timely manner commensurate 
administrative procedures to meet the NFPA 805, Section 2.6.3 requirements. The licensee 
initiated CR-16-05306 and CR-16-05160, Action 1 related to this issue. (Section 4OA2)
Inspection Report# : 2016010 (pdf)

Significance: N/A Oct 21, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Meet the Quality Requirements Specified By NFPA 805 (Section 1RO5.06) 
SL IV. The NRC identified a SL IV, non-cited violation (NCV) of the 10 CFR 50.48(c), 
"National Fire Protection Association Standard (NFPA) 805," requirements. Specifically, the 
team identified the licensee's inability to ensure licensing basis information was maintained 
consistent with administrative procedures to support the NFPA 805 Section 2.2(j) and NFPA 
805, Section 2.7 requirements. 
The licensee's failure to meet the quality requirements specified by NFPA 805 Section 2.2. 
(j) and NFPA 805, Section 2.7, Program Documentation, Configuration Control and Quality 
was a performance deficiency (PD). This PD was determined to be more than minor 
because it affected the regulatory process. In this instance, the licensee failed to ensure 
information to support the NFPA 805 licensing commitments was controlled in the manner 
specified by the requirement. This information served as the basis for the NRC to perform 
its regulatory function and had the ability to impact the credited analysis relied upon to reach 
and maintain safe and stable conditions in case of a fire. As a result, the team evaluated 
the finding using the traditional enforcement (TE) process based upon the guidance in NRC 
Enforcement Policy and NRC Enforcement Guidance. The team reviewed the NRC 
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Enforcement Guidance, Part II, Section 2.2, "Actions Involving Fire Protection," to aid 
assessing the significance of the issue and determined the issue to be a SL IV. A cross 
cutting aspect was not assigned based upon the TE determination. The licensee initiated 
CR-16-05060, CR-16-05074, CR-16-05160, CR-16-05276, and CR-16-05278 to address the 
NRC concerns. (Section 1R05.06)
Inspection Report# : 2016010 (pdf)

Significance: N/A Oct 21, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to seek or gain approval for risk-informed changes constituted a self-approved change which is 
inconsistent with the NFPA 805 requirements (Section 1R17)
SL IV. The NRC identified a SL IV, non-cited violation (NCV) of the 10 CFR 50.48(c), 
"NFPA 805," requirements. Specifically, a Risk Informed Change was made that was 
inconsistent with Transition License Condition 2.C.18.(c).1 which stated in part: "Before 
achieving full compliance with 10 CFR 50.48(c), �risk-informed changes to the licensee's 
fire protection program may not be made without prior NRC review and approval." In this 
instance, the team identified the licensee failed to seek or gain NRC approval for riskinformed 
changes that had a more than minimal risk impact to the fire protection program 
during the post-safety evaluation issuance period date of February 11, 2015. 
The licensee's failure to obtain NRC approval prior to making any changes to the 2.C.18 
license requirements was a performance deficiency (PD). This PD was determined to be 
more than minor because it impacted the regulatory process. Specifically, the team 
determined that risk-informed changes made to a commitment specified by license condition 
2.C.18.(c).1, which was based upon docketed correspondence from the licensee, required 
NRC approval. The licensee deviated from the stated commitments without NRC approval 
which formed the basis for the team decision to evaluate the finding using traditional 
enforcement (TE) based upon the guidance in NRC Enforcement Policy. The team 
reviewed NRC Enforcement Guidance, Part II, Section 2.2, Actions Involving Fire Protection, 
to assess the significance of the issue and determined the issue to be a SL IV. The licensee 
initiated CR-16-01490 and CR-16-05291. (Section 1R17)
Inspection Report# : 2016010 (pdf)

Significance:  Oct 12, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Establish Procedures for Corrective Actions to Address Conditions Adverse to Fire Protection
Green. The inspectors identified a Green, non-cited violation (NCV) of the V.C. Summer Nuclear Station Operating 
License, Condition 2.C (18), "Fire Protection Program," for the failure to establish procedures requiring corrective 
action for conditions, including significant and repetitive, adverse to fire protection. The licensee immediately notified 
the corrective action program (CAP) supervisor and entered the problem into their CAP as condition report CR-16-
05270. 

The inspectors reviewed Inspection Manual Chapter (IMC) 0612, Appendix B, "Issue Screening," dated September 7, 
2012, and determined the performance deficiency (PD) was more than minor and therefore a finding because it 
impacted the Mitigating Systems Cornerstone objective to ensure the availability, reliability, and capability of systems 
that respond to initiating events to prevent undesirable consequences, and the related attribute of protection against 
external factors such as fire. Specifically, the failure to establish corrective action program requirements specific to fire 
protection with appropriate definitions for significant and repetitive would result in corrective actions not 
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commensurate with the significance of the adverse condition. The inspectors used IMC 0609, "Significant 
Determination Process," Appendix F, "Fire Protection Significance Determination Process," Attachment 1, dated 
September 20, 2013, to perform a Phase 1 analysis and determined that the reactor oversight process (ROP) finding was 
of very low safety significance (Green) based on the response for Question 1.3.1A, in which the reactor was able to 
reach and maintain safe shutdown. While the licensee does not have the required corrective actions defined, they have 
generally addressed conditions adverse to fire protection within the existing corrective action program. The inspectors 
reviewed IMC 0310, "Aspects Within Cross Cutting Areas," dated December 4, 2014, and determined the cause of this 
finding involved the cross-cutting area of human performance and the aspect of resources, H.1, because the licensee 
leadership failed to ensure that adequate procedures were in place to address significant and repetitive conditions 
adverse to fire protection. (Section 1R05) 

Inspection Report# : 2016004 (pdf)

Barrier Integrity
Emergency Preparedness
Occupational Radiation Safety
Public Radiation Safety
Security
The security cornerstone is an important component of the ROP, which includes various security inspection activities 
the NRC uses to verify licensee compliance with Commission regulations and thus ensure public health and safety. The 
Commission determined in the staff requirements memorandum (SRM) for SECY-04-0191, "Withholding Sensitive 
Unclassified Information Concerning Nuclear Power Reactors from Public Disclosure," dated November 9, 2004, that 
specific information related to findings and performance indicators associated with the security cornerstone will not be 
publicly available to ensure that security-related information is not provided to a possible adversary. Security 
inspection report cover letters will be available on the NRC Web site; however, security-related information on the 
details of inspection finding(s) will not be displayed.

Miscellaneous

Significance:  Oct 14, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Correct a Condition Adverse to Quality Associated with a Previously Issued NCV (Section 4OA1.C.2)
Green. The inspectors identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XVI, "Corrective 
Action," for the failure to correct a condition adverse to quality associated with a previously issued NCV, 
05000395/2012004-02, Inadequate Installation of Unit 1 Service Water Piping and Related Pipe Support. The licensee 
entered the issue in the correction action program as condition report (CR)-16-04621. 
3 
The PD is more than minor because if left uncorrected, the reduction in design margin of the pipe support could affect 
the Unit 1 SW system's ability to mitigate a seismic event. Specifically, Unit 1 service water (SW) piping and support 
had been impacted by the reduction in design margin and without formally updating the associated drawings and 
calculations or restoring to the original design, future modifications to the system could impact the system's ability to 
mitigate a seismic event. Using Manual Chapter 0609 Attachment 04, "Initial Characterization of Findings," Table 2, 
dated October 07, 2016, the finding was determined to adversely affect the External Event Mitigating Systems. The 
inspectors screened the finding using Inspection Manual Chapter (IMC) 0609, Appendix A, "Significance 
Determination Process (SDP) for Findings at-Power," dated June 19, 2012, and determined that it screened as Green 
(very low safety significance) because the service water system maintained its functionality to mitigate a seismic event. 
The inspectors determined that the finding had a cross-cutting aspect in the area of PI&R because the licensee did not 
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take effective corrective actions to address this issue in a timely manner [P.3]. (Section 4OA2)
Inspection Report# : 2016007 (pdf)

Current data as of : November 29, 2017

Page Last Reviewed/Updated Monday, November 06, 2017
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• Occupational Radiation Safety
• Public Radiation Safety
• Security

Initiating Events
Mitigating Systems

Significance:  Nov 30, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Verify the Adequacy of Design for the EFW system when Supplied by SW

Green: The NRC identified a non-cited violation (NCV) of Title 10 of the Code of Federal Regulations (CFR) Part 50, 
Appendix B, Criterion III, ?Design Control,? for the licensee?s

failure to verify the emergency feedwater (EFW) pumps would be capable of taking suction from service water for an 
indefinite period of time as required by Updated Final

Safety Analysis Report Section 10.4.9.2. The licensee entered this issue into their corrective action program (CAP) as 
condition report (CR) 17-05528 and performed an

operability determination to verify the EFW pumps remained operable.

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
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consequences. Specifically, the failure to evaluate worst-case design conditions resulted in a reasonable doubt that the 
EFW pumps could provide cooling water to the

steam generators and perform their design basis function. The team determined the finding to be of very low safety 
significance (Green) because the finding was a deficiency

affecting the design or qualification of a mitigating structure, system, and component (SSC), and the SSC maintained 
its operability. The team determined that no

crosscutting aspect was applicable because the finding did not reflect current licensee performance.

Inspection Report# : 2017007 (pdf)

Significance:  Nov 30, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Establish a Testing Program for Inverter XIT5904 and Time Delay Relay in the EFW/SW Crosstie 
Valve Actuation Circuitry

Green: The NRC identified an NCV of 10 CFR Part 50, Appendix B, Criterion XI, ?Test Control,? involving two 
examples. Specifically, the licensee (1) failed to establish a testing program to

assure the adequacy of the shutdown setpoint of the safety-related inverters, and (2) failed to establish a testing 
program to assure the adequacy of the time delay relay in the emergency

feedwater/service water (EFW/SW) crosstie valve actuation circuitry. The licensee entered this issue into their CAP as 
CRs17-05534 and 17-05536, and performed an operability

determination to verify that the safety-related components remained operable.

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. Specifically,

failing to establish a testing program for the low voltage DC setpoint of inverter XIT 5904 and for the time delay relay 
in the EFW/SW crosstie actuation circuitry could result in undetected

degradation of the equipment to perform their intended safety functions. The team determined the finding to be of very 
low safety significance (Green) because it was a deficiency affecting the

design or qualification of a mitigating SSC, and the SSC maintained its operability. The team determined that no cross-
cutting aspect was applicable because the finding did not reflect current

licensee performance.
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Inspection Report# : 2017007 (pdf)

Significance:  Nov 30, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Identify a CAQ for Power Shield Catalog #609903-T501N

Green: The NRC identified an NCV of 10 CFR Part 50, Appendix B, Criterion XVI, ?Corrective Actions,? for the 
licensee?s failure to identify that a deviation in equipment qualification of power shield 

relays in 480V switchgear XSW-1DB1 was a condition adverse to quality in their CAP. Specifically, the licensee failed 
to identify that Power Shield catalog #609903-T501N in purchase order 

NU-02SR750589 was not qualified to meet its original total integrated dose limit of 100,000 rads as stated in the Asea 
Brown Boveri 10 CFR Part 21 notification letter. The licensee entered this issue 

into their CAP as CR-17-05391 and performed an evaluation to determine there was reasonable assurance that the 
power shield relay in purchase order NU-02SR750589 could perform its intended safety function.  

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. Specifically, the failure to identify that Power Shield catalog 

#609903- T501N in purchase order NU-02SR750589 was not qualified to the 1,350 rad TID specified in the equipment 
qualification database for zone AB-72 resulted in a reasonable doubt that the 

qualification requirements over the relay?s service life would be met. The team determined the finding to be of very 
low safety significance (Green) because the finding affected the design or qualification 

of a mitigating SSC and the SSC maintained its operability. The team determined that no crosscutting aspect was 
applicable because the finding did not reflect current licensee performance.

Inspection Report# : 2017007 (pdf)

Significance:  Nov 01, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Adequately Assess the Risk for an Activity with Consequent Loss of Core Cooling (Section 1R13)

The inspectors identified a Green, NCV of 10 CFR 50.65(a)(4), ?Requirements for Monitoring the Effectiveness of 
Maintenance at Nuclear Power Plants,? involving the licensee?s failure to perform an adequate risk assessment for an 
activity involving restoration of the ?B? train emergency bus to the normal supply and a subsequent loss of the ?B? 

NRC: Summer – Quarterly Plant Inspection Findings

Page 3 of 7



train residual heat removal (RHR) pump and a consequent loss of core cooling.  The issue was entered into the 
licensee?s CAP as condition report, CR-17-03696

The inspectors reviewed IMC 0612, Appendix B, ?Issue Screening,? dated    September 7, 2012, and determined that 
the PD was more than minor and therefore a finding because it was associated with the Mitigating Systems 
Cornerstone, and adversely affected the cornerstone objective to ensure in part the availability of systems that respond 
to initiating events to prevent undesirable consequences. Specifically, the failure to perform an adequate risk 
assessment resulted in performance of an activity causing a vulnerability to operability of the running RHR pump and a 
consequent loss of core cooling.  The finding was screened for risk significance using NRC IMC 0609.04 and routed to 
NRC IMC 0609, Appendix G. A detailed shutdown risk assessment was performed by a regional senior risk analyst 
using NRC IMC 0609 Appendix G and Attachments 1 and 2. The major analysis assumptions included: treatment of 
the PD as a loss of RHR with an initiating event likelihood of 1.0 using NRC IMC 0609 Appendix G, Attachment 2, 
worksheet 9       (loss of RHR in plant operating state 2); and recovery credit was applied for closing the alternate 
feeder breaker. The dominant sequence was a loss of RHR, failure to recover decay heat removal prior to reactor 
coolant system (RCS) boiling, failure to initiate RCS injection before core damage and failure to restore power to the B 
train safety bus. The RCS conditions of time to boil and time to core uncovery and availability of mitigating equipment 
limited the risk. The detailed risk evaluation determined that the PD represented an increase in core damage frequency 
<1.0E-6 a GREEN finding of very low safety significance. The inspectors reviewed IMC 0310, ?Aspects Within Cross 
Cutting Areas,? dated December 4, 2014, and determined that this finding had a cross-cutting aspect in the area of 
Work Management (H.5), because the licensee did not perform an adequate risk assessment in accordance with their 
procedure.  (Section 1R13)

Inspection Report# : 2017003 (pdf)

Significance:  Nov 01, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate Procedures for Inspection of Fire Barriers

The inspectors identified a Green, NCV of Operating License Condition 2.C.(18), ?Fire Protection Program,? for 
failure to adequately establish a surveillance procedure for fire penetration inspections. The licensee entered the 
problem into their corrective action program (CAP) as condition report, CR-17-04029. The inspectors used IMC 0612, 
Appendix B, ?Issue Screening,? dated September 7, 2012, and determined that the performance deficiency (PD) was 
more than minor and therefore a finding because it was associated with the Mitigating System Cornerstone and the 
respective attribute of protection against external factors (fire). This finding had a credible impact on safety and 
adversely affected the cornerstone objective because STP-728.043 failed to specify adequate inspection of penetrations 
added by modification of which one penetration (5045) was degraded. The inspectors used IMC 0609, Appendix F, ?
Fire Protection Significance Determination Process,? dated September 20, 2013, and determined that the finding 
impacted the fire confinement finding category. Based on review of respective Attachment 2, ?Degradation Rating 
Guidance Specific to Various Fire Protection Program Elements,? dated February 28, 2005, the inspectors determined 
that the degradation rating was low based on the size of the degradation identified. Specifically, the separation of foam 
seal material was approximately 3? from the mating conduit surfaces and there was greater than 12? of foam seal 
material when it was initially installed. As a result, this finding was determined to be of very low safety significance 
(Green) based on the guidance in IMC 0609, Appendix F, Attachment 1, ?Fire Protection Significance Determination 
Process Worksheet,? dated September 20, 2013. 
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Inspection Report# : 2017003 (pdf)

Significance:  Aug 09, 2017
Identified By: NRC
Item Type: VIO Violation
Failure to Implement Corrective Actions to Restore Compliance for Previous NRC-identified Green NCV 
05000395/2013003-03 (4OA2.3)

The inspectors identified a Green finding with a cited violation of Operating Licensee Condition 2.C.(18) for failure to 
ensure that conditions adverse to fire protection as noted in a previous NRC-identified Green NCV, 
05000395/2013003-03, "Failure to Adequately Design, Install and Maintain Oil Collection Devices for Reactor Coolant 
Pump Motors," were corrected. Specifically, the licensee failed to implement corrective actions and restore compliance 
in a timely manner for (1) a failure to ensure an adequate design for the oil lift pump enclosure, and (2) a failure to have 
oil collection components for internally leaked oil dripping from the motor air discharge ductwork flange. The licensee 
entered the issue in their corrective action program as condition report CR-17-03962.

The inspectors determined that the failure to implement corrective actions for the oil collection system to restore 
compliance was a performance deficiency (PD). The inspectors used IMC 0612 and determined that the PD was more 
than minor and therefore a finding because it impacted the mitigating systems cornerstone objective to ensure the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable consequences, 
and the related attribute of protection against external factors such as fire. This finding has a credible impact on safety 
because the failure to adequately install, maintain and design the oil collection system presented a degradation of a fire 
confinement component which has a fire prevention function of not allowing an oil leak to reach hot surfaces. This 
finding had been evaluated and screened to a low safety significance (Green) and documented in the previous NRC-
identified Green NCV, 05000395/2013003-03. Because the licensee failed to implement corrective actions and restore 
compliance in a timely manner, this violation is being treated as a cited violation, consistent with Section 2.3.3 of the 
NRC Enforcement Policy.

The inspectors used IMC 0310 and determined this finding has a cross-cutting aspect in the area of Problem 
Identification and Resolution because the organization failed to take effective corrective actions to address issues in a 
timely manner commensurate with their safety significance and restore compliance (P.3). (Section 4OA2.3)

Inspection Report# : 2017002 (pdf)

Significance: N/A Aug 09, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Provide NRC Staff Complete and Accurate Information (4OA5.1)

SLIV. The inspectors identified a severity level (SL) IV NCV of 10 CFR 50.9(a), "Completeness and accuracy of 
information," involving licensee document,
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RC-13-0142, dated October 14, 2013. This document was a response to a request for additional information involving a 
license amendment request (LAR) to adopt

NFPA 805 and contained an approval request, L12, associated with oil misting from the reactor coolant pumps. The 
licensee entered this violation into their corrective action program as CR-17-03961.

The inspectors determined that the licensee's failure to provide complete and accurate information associated with 
approval request, L12, was a violation of 10 CFR 50.9(a). Because this violation of 10 CFR 50.9(a) impacted the 
NRC's ability to perform its regulatory function, the inspectors evaluated this violation using traditional enforcement 
(TE). Since the TE violation is associated with a previous Green reactor oversight process violation, and the 
misinformation was identified after the NRC relied on it for issuing a previous operating license amendment, the TE 
violation was determined to be a SL IV, NCV, consistent with the language of the NRC Enforcement Policy, Section 
2.3.11, "Inaccurate and Incomplete Information." This violation involved TE; therefore a cross-cutting aspect was not 
assigned. (Section 4OA5.1) 

Inspection Report# : 2017002 (pdf)

Barrier Integrity
Emergency Preparedness
Occupational Radiation Safety
Public Radiation Safety
Security
The security cornerstone is an important component of the ROP, which includes various security inspection activities 
the NRC uses to verify licensee compliance with Commission regulations and thus ensure public health and safety. The 
Commission determined in the staff requirements memorandum (SRM) for SECY-04-0191, "Withholding Sensitive 
Unclassified Information Concerning Nuclear Power Reactors from Public Disclosure," dated November 9, 2004, that 
specific information related to findings and performance indicators associated with the security cornerstone will not be 
publicly available to ensure that security-related information is not provided to a possible adversary. Security 
inspection report cover letters will be available on the NRC Web site; however, security-related information on the 
details of inspection finding(s) will not be displayed.

Miscellaneous
Significance: N/A Nov 01, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Violation of NRC Examination Security as Required by 10 CFR 55.49 (Section 1R11.3)

The inspectors identified a Green, NCV of 10 CFR 55.49, ?Integrity of examinations and tests,? for the licensee?s 
failure to ensure the paper strip chart recorders were advanced following the completion of Job Performance Measures 
(JPMs) and simulator scenarios to prevent examination compromise when the same examination was administered to 
multiple crews on the same day. While observing simulator JPMs, the inspectors identified that simulator staff was not 
advancing any of the strip chart recorders after each JPM. This left examination material out and visible to the next 
operator performing the JPM. The inspectors informed the licensee of this issue and they immediately started 
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advancing each chart recorder until no exam related material was visible. An initial review by the licensee indicated 
that not advancing the paper had been a standard practice for this exam period.

In accordance with the NRC Enforcement Policy, this violation was classified as Severity Level IV Violation (Section 
6.4.d). This Severity Level IV violation is being treated as a Non-Cited Violation, consistent with Section 2.3.2.a of the 
Enforcement Policy.  This violation is in the licensee?s corrective action program under CR 17-04424 (Section 1R11.3)

Inspection Report# : 2017003 (pdf)

Current data as of : February 01, 2018

Page Last Reviewed/Updated Monday, November 06, 2017
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