
Susquehanna 1 

Initiating Events 

Significance:  Dec 01, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Identification and Problem Resolution Effectivenessof Corrective Actions 
The inspectors identified a finding regarding the effectiveness of corrective actions for breaker over-current protection relays. In 1998, PPL 
established a relay replacement schedule for over-current protection relays due to a manufacturing defect. PPL did not re-evaluate the 
effectiveness of the relay replacement schedule following two electro-hydraulic control (EHC) system pump trips due to over-current protection 
relay failures. This condition is more than minor because the EHC pump malfunction could contribute to the likelihood of a reactor trip, and since 
EHC is required to maintain the turbine bypass valves open, it could affect a mitigating system used to remove reactor core decay heat. The risk of 
this finding was determined to be low since multiple mitigating systems (high pressure injection system, low pressure injection system and 
automatic depressurization system) remained available to respond to a transient. The EHC system is not safety-related and no violations of NRC 
requirements were identified. This is a cross-cutting issue covering two cornerstones. It also covers Mitigation systems.  
Inspection Report# : 2000006(pdf)  

Significance:  Jun 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Off-Normal Operation Procedure for Reactor Pressure Control 
On June 14, the inspectors observed that Unit 2 reactor pressure control was swapped over from the "A" electro-hydraulic control system pressure 
regulator to the "B" regulator, due to drift on the "A" regulator. The instrument and controls technicians performed the activity with no written 
instructions or procedures, and were under the direct technical supervision of a system engineer. This issue was considered to have very low 
safety significance because the verbal technical direction provided by the system engineer to the instrument and controls technicians was 
adequate, in this instance, to control the activity. The inspectors identified a Non-Cited Violation for failure to satisfy Technical Specification 
requirements to implement written procedures. 
Inspection Report# : 2000004(pdf)  

Mitigating Systems 

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
No procedure to maintain the environmental qualification associated with T-drains on motors inside primary containment 
The inspectors identified a non-cited violation for failure to have procedures or instructions to maintain the required environmental qualification 
configuration associated with motor T-drains for motor-operated valve actuators located within the primary containment (10 CFR 50 Appendix B, 
Criterion III, "Design Control") This violation was of very low safety significance because the specific component qualification deficiency was 
determined not to result in a loss of safety function, and therefore, did not impact system or component operability. In addition, the finding did not 
represent an actual open pathway in the primary containment since the redundant isolation valves, located outside of the primary containment, 
were not affected and remained operable. This issue also covers Barrier Integrity 
Inspection Report# : 2001006(pdf)  

Significance:  May 12, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to include and conduct appropriate valve testing in the IST Program as required by Technical Specification 5.5.6 
The inspectors identified a Non-cited violation of Technical Specifications 5.5.6, "In-service Testing Program," for failure to leak test eight reactor 
building closed cooling water system and eight turbine building closed cooling water system valves. This finding was of very low safety significance 
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because the leakage through the valves was subsequently determined to be less than the maximum flow that can be diverted from the emergency 
service water system to non-safety related loads during an accident. 
Inspection Report# : 2001005(pdf)  

Significance:  Apr 06, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Corrective Action to Preclude Recurrence of SLC Pump Discharge Pressure Relief Valve Setpoint Drift 
The team found that the as-found relief setpoints of the Unit 1 SLC pump discharge valves were outside the specified tolerance 20 of the 27 times 
the in-service test (IST) of the valves was conducted. The failure rate of the Unit 2 valves was similarly high. The team determined that the 
recurrence of the setpoint drift outside the valve performance criteria was of very low risk significance (Green) by the SDP screening process. This 
conclusion was based on the fact that the licensee's engineering assessment determined that even with both relief valves lifting, sufficient boron 
solution would be injected in the reactor to maintain the integrity of the RPV, fuel, and containment barriers. 
Inspection Report# : 2001004(pdf)  

Significance:  Apr 06, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Non-Conservative Test Acceptance Criteria for RCIC System Surveillance 
The team found that the reactor core isolation cooling (RCIC) pump in-service test acceptance criteria was non-conservative because it would not 
have ensured that the system design function was maintained. This was determined to be of very low risk significance (Green) by the significance 
determination process (SDP) phase 1 screening because an actual loss of the system safety function had not occurred. The failure to establish 
adequate test acceptance criteria for the RCIC pump was considered a non-cited violation of 10CFR50, Appendix B, Criterion XI, Test Control. 
Inspection Report# : 2001004(pdf)  

Significance:  Apr 06, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Meet ATWS Rule in the Design of SLC System 
The team determined that during an anticipated transient without scram (ATWS) loss-of-offsite power (LOOP) scenario, the standby liquid control 
(SLC) system would not satisfy the ATWS rule requirement in that one or both SLC pump relief valves could lift and inhibit full flow to the reactor. 
The team determined this issue to be of very low risk significance (Green) through phase I of the SDP screening process. This conclusion was 
based upon the fact that the licensee's engineering assessment determined that, even with both relief valves lifting, sufficient boron solution would 
be injected in the reactor to maintain the integrity of the fuel, reactor pressure vessel, and containment barriers. In addition, the event itself has a 
low occurrence probability. The failure by the licensee to ensure that the required ATWS rule flow rate would be injected into the reactor vessel was 
considered a non-cited violation of 10CFR50.62. 
Inspection Report# : 2001004(pdf)  

Significance:  Apr 06, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Test the Motor Operated Valve Thermal Overload Bypass Circuit 
The team found that the licensee had neither tested nor developed test procedures that verified the ability of the safety-related motor operated 
valve (MOV) thermal overloads (TOLs) bypass relay contacts to perform their bypass function. The team also found that the TOL setpoints had not 
been selected to ensure that the valves would be able to perform their safety-related function. The team determined that the licensee's failure to 
test the TOL bypasses periodically was of very low risk significance (Green) by the SDP screening process. This determination was based upon 
the results of a subsequent PPL analysis and test conclusions that the current sizing of all TOLs provided reasonable assurance of operability of 
the affected valves. The failure by the licensee to verify the integrity of the bypass circuit was considered an additional example of a non-cited 
violation of 10CFR50, Appendix B, Criterion XI, Test Control. 
Inspection Report# : 2001004(pdf)  

Significance:  Dec 31, 2000 
Identified By: NRC 
Item Type: FIN Finding 
HPCI Operation After a Main Steam Isolation Valve Closure Transient Without Automatic Reactor Shutdown 
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PPL has not taken timely actions to resolve an issue regarding the ability of the high pressure coolant injection (HPCI) system to respond to a 
transient in which the main steam line isolation valves close and the reactor does not automatically shut down. Since 1991, PPL documents have 
recognized: that continued HPCI operation during this transient requires prompt operator action outside of the control room to bypass high 
suppression pool level signals to prevent HPCI valves from automatically changing the HPCI suction source from the condensate storage tank to 
the suppression pool; it was unreasonable to expect that the specified prompt operator actions would be reliably completed within the required 
time; and that this automatic HPCI suction transfer feature should be removed. To date, PPL has not removed this automatic HPCI suction transfer 
feature. A phase 2 significance determination process assessment concluded that this issue was very low safety significance based on the 
availability of safety relief valves and low pressure injection systems to respond if HPCI failed 
Inspection Report# : 2000009(pdf)  

Significance:  Dec 31, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Perform a Risk Assessment Prior to Planned Maintenance Activities 
The inspectors identified a Non-Cited Violation for failure to assess risk prior to performing maintenance activities. PPL did not assess the risk of 
performing a Unit 1 high pressure coolant injection (HPCI) system test concurrent with a test of the "B" emergency diesel generator (EDG). This 
resulted in the inappropriate removal of the Unit 1 HPCI from service during the EDG testing and an unnecessary increase in risk for the one hour 
period that both the "B" EDG and Unit 1 HPCI were removed from service for testing. This finding was of very low safety significance because 
HPCI would have been available for vessel injection with minimal operator action. Independent calculation of the increase in core damage 
frequency associated with removal of both the EDG and HPCI system for one hour determined the risk to be within the very low safety significance 
band. 
Inspection Report# : 2000009(pdf)  

Significance:  Dec 31, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Post Accident Residual Heat Removal System Operation 
The inspectors identified a Non-Cited Violation for inadequate alarm response procedures related to residual heat removal service water radiation 
monitors. The alarm response procedures were inadequate because, although residual heat removal service water process radiation levels are not 
expected to be high, the expected area background radiation levels during a loss of coolant accident would cause the radiation monitors to alarm 
and the procedures would then direct the operator to inappropriately shut down the residual heat removal and residual heat removal service water 
systems when they were required to mitigate the accident. This finding was determined to be of very low risk significance because sufficient 
information was available for operators to recognize that these alarms were due to background radiation and not cause the systems to be 
shutdown. 
Inspection Report# : 2000009(pdf)  

Significance:  Nov 11, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Multiple Test Failures of Main Steam Safety Relief Valves 
Technical Specification (TS) 3.4.3, "Safety Relief Valves (SRVs)," requires an allowable pressure band of +/- 1% for opening individual SRVs. Five 
of eight SRVs tested on April 14, 2000, opened outside of the TS band, as described in condition report 249300. 
Inspection Report# : 2000008(pdf)  

Barrier Integrity 

Significance:  Feb 09, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Unit 1 reactor water cleanup overflow and floor contamination due to the failure to follow a plant operating procedure 
Technical Specification section 5.4.1 states: "Written procedures shall be established and implemented that meet the requirements of NRC's 
Regulatory Guide 1.33, Rev. 2, February 1978. Operations procedure OP-161-002, "RWCU Filter Demineralizers," Rev. 22. Section 3.3.3, states "If 
backwashing "1B" filter, CLOSE reactor water cleanup (RWCU) filter demineralizer "B" effluent isolation valve 145041B. On January 21, 2002, a 
plant operator failed to close the RWCU 14541B manual isolation valve. The error resulted in overflow of radioactive water and contamination in the 
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Unit 1 Reactor Building on the 670 foot elevation. The issue was documented in condition report 379343. 
Inspection Report# : 2001012(pdf)  

Significance:  Sep 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Main Steam Isolation Valve Total Leakage Exceeded Technical Specification 
PPL determined that the "as-found" maximum pathway leakage for the Unit 1 inboard MSIV on the "C" steam line and the outboard MSIV on the 
"A" steam line were in excess of the limit specified in TS 3.6.1.3, "Primary Containment Isolation Valves." This finding affects the Barrier Integrity 
Cornerstone and is considered to have very low safety significance using the Significance Determination Process because the redundant valve in 
the "A" and "C" line functioned and would have limited the leak rate to less than the leakage assumed in the offsite dose limit calculation for MSIV 
leakage. The failure to satisfy Technical Specification 3.6.1.3 "Primary Containment Isolation Valves," leakage limits is a violation of NRC 
requirements. 
Inspection Report# : 2000007(pdf)  

Significance:  Aug 12, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Missed Surveillance Testing on the Hydrogen/Oxygen Analyzer Systems 
On February 2, 2000, PPL identified that Technical Specification required leakage rate surveillance testing had not been performed on the Unit 1 or 
Unit 2 Hydrogen/Oxygen Analyzer System or the Post Accident Sampling System. This issue was of very low safety significance because the 
likelihood of an accident leading to core damage was not affected, the probability of early primary containment failure was negligible, and the as-
found leakage results for these systems in both units was determined to be acceptable. The inspectors identified a Non-Cited Violation for failure to 
perform leakage rate testing as required by Technical Specification 5.5.12, "Primary Containment Leakage Rate Testing Program 10 CFR 50 
Appendix J." 
Inspection Report# : 2000005(pdf)  

Significance:  Jun 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Suppression Chamber-to-Drywell Vacuum Breaker Valve Multiple Test Failures 
In March 2000, four out of ten Unit 1 vacuum breakers had as-found lift setpoints which exceeded the Technical Specification limits. This was of 
very low safety significance because the vacuum breakers would have performed their design function. The inspectors identified a Non-Cited 
Violation for failure to satisfy Technical Specification requirements. 
Inspection Report# : 2000004(pdf)  

Significance:  May 13, 2000 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Actuation of Reactor Water Cleanup (RWCU) High Differential Flow Isolation Logic during RWCU Draining 
During a Unit 1 refueling outage operators inadvertently drained approximately 1100 gallons of water from the reactor vessel/cavity. Operators 
failed to close valves to isolate the reactor water cleanup system from the reactor vessel/cavity during a planned activity to drain the reactor water 
cleanup system. This was of very low safety significance because more than one million gallons of water were still available in the reactor 
vessel/cavity to cool the fuel in the core and in the spent fuel pool. The inspectors identified a noncited violation for not correctly performing a 
procedure. 
Inspection Report# : 2000003(pdf)  

Significance:  May 13, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Invalid Local Leak Rate Tests for Testable Spectacle Flanges 
PPL, Inc (PPL) determined that Unit 1 and Unit 2 residual heat removal system spectacle flanges did not have valid leakage tests as required by 
technical specifications because an extra o-ring was installed which may have prevented the performance of a valid leakage test. This was of very 
low safety significance because the extra o-ring had little effect on the leak tightness of the flanged connection (containment integrity) and 
significant margin existed to technical specification leakage limits. The inspectors identified a noncited violation for not having performed valid 
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technical specification required leakage tests. Unit 1 properly leak tested the flanges during the refueling outage. For Unit 2, since it was at power, 
PPL requested that the NRC exercise discretion to not enforce compliance with the actions required in the technical specification to shutdown the 
unit. The NRC issued enforcement discretion since this condition had minimal safety impact, was consistent with the enforcement policy and staff 
guidance, and had no adverse impact on the health and safety of the public. 
Inspection Report# : 2000003(pdf)  

Emergency Preparedness 

Significance:  Feb 04, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
E-Plan changes decreased the effectiveness of the plan 
The inspectors identified a non-cited violation of 10 CFR 50.54(q) because PPL made changes in the E-Plan which eliminated some on-shift 
emergency positions which decreased the effectiveness of the E-Plan without obtaining prior NRC approval. The finding was of very low safety 
significance because the change was administrative in nature since individuals on-shift could have performed the functions of those eliminated 
positions had they been needed for emergency response. 
Inspection Report# : 2002009(pdf)  

Significance:  Sep 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Emergency Action Level Changes 
The inspectors identified a non-cited violation for failure to follow and maintain the emergency plan as required by 10 CFR 50.54(q) and 10 CFR 50 
Appendix E, "Emergency Planning and Preparedness." This violation was of very low safety significance because some inconsistencies between 
the Emergency Plan and emergency classification procedures resulted in the NRC receiving an event classification reference that did not agree 
with the actual event. 
Inspection Report# : 2001009(pdf)  

Significance:  Aug 16, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate procedures in place to describe the communication steps needed to alert or activate emergency personnel 
The inspectors identified a non-cited violation for failure to adequately describe, in approved procedures, the communication steps needed to alert 
or activate emergency personnel under each class of emergency. (10 CFR 50.47(b)(5), "Emergency Plan Procedures," and 10 CFR 50 Appendix 
E, Section IV C., "Activation of Emergency Organization") This violation was of very low safety significance because some inadequacies contained 
in the control room communicator emergency procedure may have contributed to a delayed notification of emergency response personnel. The 
delayed notification contributed to emergency response facility activation times in excess of the emergency plan requirements. 
Inspection Report# : 2001008(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: VIO Violation 
Not maintaining minimum on-shift staffing in accordance with the E-Plan 
This inspection identified a violation of planning standard 10 CFR 50.47(b)(2) because on several occasions in 2000 and 2001, PPL's operation on-
shift staff was below the minimum staffing requirements specified in the Emergency Plan for the positions of plant control operator and the assistant 
unit supervisor. The safety significance of this finding was of low to moderate safety significance because, on these occasions, the emergency 
preparedness function associated with these on-shift staff positions was not met. The emergency preparedness function that was not met 
associated with the plant control operator was either the emergency communicator function in the control room or the function to monitor for safety 
in the unaffected unit during an emergency at the site. The emergency preparedness function that was not met associated with the assistant unit 
supervisor was that of the operations support center coordinator. The NRC issued the results of the final significance determination in a letter dated 
September 13, 2001. This supplemental inspection was performed by the NRC using inspection procedure 95001, to assess the licensee's 
evaluation associated with a violation of White significance which was identified in Inspection Report 50-387/01-06, 50-388/01-06. The NRC 
identified that on several occasions, the licensee on-shift staffing was below the minimum requirements of the E-Plan. The NRC identified that the 
root cause evaluation was narrowly focused which resulted in the licensee not conducting a thorough review to understand the causal factors 
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contributing to the violation. Therefore, it was not evident that the problems associated with this issue were sufficiently understood to provide 
reasonable assurance that the corrective actions would prevent recurrence. Consequently, the NRC was not able to complete the inspection 
objectives. 
Inspection Report# : 2001006(pdf)  
Inspection Report# : 2002009(pdf)  

Significance:  Nov 06, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Meet the Regional 90 Minute EOF Activation 
During the 1997 biennial exercise, (IR 50-387;388/97-08) it was identified that the emergency operations facility (EOF) was not able to assume 
control of the emergency within 90 minutes of the Alert declaration. Had the emergency started at the site area emergency level, the licensee would 
not have met its commitment in the emergency plan of activation within 90 minutes. During this exercise, the licensee was not able to meet the 90 
minutes activation goal for the EOF from the time of emergency response organization notification. The licensee has reviewed this issue but has 
not been able to adequately correct the problem. This is contrary to 10 CFR 50.47b(14) which states that "Periodic exercises are conducted to 
evaluate major portions of emergency response capabilities......and deficiencies identified as a result of exercises or drills are (will be) corrected." 
This issue was evaluated under the SDP process as a failure to implement a regulatory requirement and the failure does not appear to be 
programmatic. Therefore, the issue was determined to be of very low safety significant (Green) and is a non-cited violation. 
Inspection Report# : 2000010(pdf)  

Significance:  Sep 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Emergency Action Level for Reactor Coolant System Leakage Change Without NRC Approval 
In 1984, PPL departed from the guidance in NUREG-0654, Criteria for Preparation and Evaluation of Radiological Response Plans and 
Preparedness in Support of Nuclear Power Plants. According to NUREG-0654, an initiating condition for an alert would be "primary coolant leakage 
rate greater than 50 gpm." PPL originally used that criteria but later added the phrase "for greater than four hours." There was no 10 CFR 50.54(q) 
evaluation documentation to support the licensee's change nor documentation of NRC approval of the change. Although, licensee's expectation is 
for an alert to be declared as soon as a greater than 50 gpm leak is identified, the wording of the initiating conditions allows for a four hour delay in 
declaration and thus decreases the effectiveness of the emergency plan and is contrary to 10 CFR 50.54(q). 
Inspection Report# : 2000007(pdf)  

Occupational Radiation Safety 

Significance:  Dec 31, 2000 
Identified By: NRC 
Item Type: VIO Violation 
Failure to Conduct an Adequate Radiological Survey in Accordance with 10 CFR 20.1501 
During the period September 2000 through December 14, 2000, workers performed work on irradiated reactor hardware disposal equipment and 
tools, contaminated with highly radioactive particles on the refueling floor. While PPL took action to evaluate some aspects of the radiological 
hazards posed by these highly radioactive particles, PPL's organization and program: (1) did not adequately evaluate and characterize the 
radiation exposure hazards posed by these particles; and (2) did not establish and implement adequate radiological controls to prevent shallow-
dose and deep-dose equivalent personnel exposure from exceeding regulatory requirements. While no personnel exposures in excess of 10 CFR 
20 occupational limits are known to have occurred, the radiological conditions were such that a minor alteration in exposure circumstances could 
result in personnel exposure in excess of regulatory limits. Failure to effectively evaluate the radiological hazard as necessary to assure that the 
regulatory dose limits of 10 CFR 20.1201 were not exceeded is an apparent violation of 10 CFR 20.1501(a). This issue was assessed using the 
Occupational Safety Significance Determination Process (SDP) described in NRC Inspection Manual Chapter (IMC) 0609, Appendix C, and 
characterized as a preliminary WHITE finding. By letter dated March 12, 2001, EA-01-012, the NRC has determined that the event should be 
assessed as White, an issue with low to moderate increased importance to safety. This results in a White finding. During the supplemental 
inspection performed in accordance with Inspection Procedure 95001, IR 05000377&378/2001-007) the inspector determined that the licensee 
performed acceptable evaluation of the radiological significance of the hazards associated with the presence of highly radioactive particles. The 
inspection determined that PPL Susquehanna's efforts in characterizing problems associated with effective radiological control of discrete 
radioactive particles, evaluating the root and contributing causes that led to substantial potential for personnel exposure in excess of the regulatory 
limits, and subsequently discerning appropriate corrective measures to prevent recurrence were acceptable. Appropriate actions were initiated to 
further develop root causes associated with hydrolazing of equipment prior to removal from underwater storage and use locations. The extent of 
condition review was adequately accomplished, and corrective actions were sufficient to address identified root and contributing causes. Due to the 
licensee's acceptable performance in addressing the characterization and control of highly radioactive particles, the White finding associated with 
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this issue will only be considered in assessing plant performance for a total of four quarters in accordance with the guidance in IMC 0305, 
"Operating Reactor Assessment Program." Implementation of the licensee's corrective actions will be reviewed during a future inspection.  
Inspection Report# : 2000009(pdf)  
Inspection Report# : 2001007(pdf)  

Significance:  Dec 31, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Post a High Radiation Area 
10 CFR 20.1501(a)(1), requires that surveys be made to comply with the regulations in 10 CFR Part 20 including 10 CFR 20.1902(b) for posting of 
high radiation areas (defined as an area greater than 100 mR/hr at 30 centimeters(cm)). On November 12, 2000, a shipping cask had not been 
surveyed properly and, as a result, an area measuring 700 mR/hr at 30 centimeters was undetected and constituted an unposted high radiation 
area. This event is documented in Condition Report No. 297422. 
Inspection Report# : 2000009(pdf)  

Significance:  May 13, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Control a High Radiation Area (greater than 1000 millirem/hour at 30 cm) in accordance with Technical Specification 5.7.2.a 
PPL identified that a barricade to prevent unauthorized or inadvertent entry to the drywell was not sufficiently secured to prevent unauthorized 
access. Since the drywell contained areas that had dose rates greater than1 rem/hour at 30 centimeters, technical specifications required a locked 
door or gate to prevent unauthorized entry. This was of very low safety significance because there was no substantial potential for exposure in 
excess of regulatory limits and there was no significant unplanned exposure. The inspectors identified a noncited violation against technical 
specifications. 
Inspection Report# : 2000003(pdf)  

Public Radiation Safety 

Physical Protection 

Miscellaneous 

Significance: N/A Dec 01, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Effectiveness of Problem Identification and Resolution Program 
The team concluded, based on the samples reviewed, that the implementation of the corrective action program at Susquehanna was adequate. 
Generally, the Susquehanna staff appropriately identified and entered problems into the condition report (CR) system. There was a low threshold 
for initiation of CRs. A recent initiative was a focused review of the CR database to identify adverse trends in performance. CRs were generally 
classified at the correct significance level and the actions identified on the CRs were generally adequate. The engineering and maintenance 
backlogs appeared to be adequately managed. The depth of the PPL analysis for the apparent and root causes of problems were generally 
appropriate. However, the team noted that the cause determination for certain relay failures was unsupported. The team also noted a separate 
example where corrective actions were not re-evaluated when subsequent relay failures occurred.  
Inspection Report# : 2000006(pdf)  

Significance: N/A Nov 06, 2000 
Identified By: Licensee 
Item Type: FIN Finding 
Untimely General Emergency Declaration and Overly Conservative Dose Projections 
Two problems were identified by the licensee from their critique in the dose assessment area. One was an error in dose projection calculation and 
the other was a potentially overconservative default dose projection. Both reflect a risk significant planning standard implementation problem. It is a 
finding due to extenuating circumstances - potential generic issue based on observations at recent exercises. 
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Inspection Report# : 2000010(pdf)  

Significance: N/A Aug 12, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Missed 10 CFR 50 Appendix J Testing 
Performance deficiencies in communications and coordination between engineering groups had allowed the failure to perform Technical 
Specification required leakage tests on the Hydrogen/Oxygen Analyzer System to remain unidentified for an extended period of time. Specifically, 
the group that was knowledgeable of the leakage rate testing program requirements did not understand the Hydrogen/Oxygen Analyzer System 
primary containment isolation valve design configuration and the groups that were knowledgeable of the primary containment isolation valve 
configuration design did not understand leakage rate testing program requirements. PPL determined that they had multiple opportunities to identify 
this issue from August 1996 until February 2000. 
Inspection Report# : 2000005(pdf)  

Significance: SL-IV Aug 12, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Demonstrate Adequate System Performance as Required by the Maintenance Rule 
PPL failed to demonstrate that the performance of the Turbine Building Closed Cooling Water (TBCCW) system and the secondary containment 
isolation system had been effectively controlled through the performance of appropriate preventive maintenance and did not monitor against 
established goals. PPL did not identify that the TBCCW heat exchangers had exceeded their unavailability performance criteria and the secondary 
containment isolation system had exceeded its reliability performance criteria and, as a result, goal setting and monitoring were not performed as 
required by 10 CFR 50.65, "The Maintenance Rule." The actual safety significance of this issue was very low because (1) TBCCW remained 
functional at the system level, and (2) a failure of the secondary containment isolation system does not influence the likelihood of an accident 
leading to core damage and does not affect the probability of an early primary containment failure. The inspectors identified a Non-Cited Violation 
for failure to meet the criteria in 10 CFR 50.65, paragraph (a)(2). 
Inspection Report# : 2000005(pdf)  

Significance: SL-IV Aug 12, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Control of Worker Overtime 
PPL did not adequately control the use of worker overtime in accordance with Technical Specification Section 5.2.2.e, "Administrative Controls - 
Unit Staff." Specifically, from February 11, 1999 to May 5, 1999, several plant personnel worked in excess of 72 hours in a seven day period and 
PPL did not pre-approve the overtime deviations. The safety significance of this violation was very low because there were no issues that were 
linked to personnel fatigue. The inspectors identified a Non-Cited Violation for failure to control worker overtime, as required by Technical 
Specifications. 
Inspection Report# : 2000005(pdf)  

Last modified : April 01, 2002 
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Susquehanna 1 

Initiating Events 

Significance:  Jun 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Off-Normal Operation Procedure for Reactor Pressure Control 
On June 14, the inspectors observed that Unit 2 reactor pressure control was swapped over from the "A" electro-hydraulic control system pressure 
regulator to the "B" regulator, due to drift on the "A" regulator. The instrument and controls technicians performed the activity with no written 
instructions or procedures, and were under the direct technical supervision of a system engineer. This issue was considered to have very low 
safety significance because the verbal technical direction provided by the system engineer to the instrument and controls technicians was 
adequate, in this instance, to control the activity. The inspectors identified a Non-Cited Violation for failure to satisfy Technical Specification 
requirements to implement written procedures. 
Inspection Report# : 2000004(pdf)  

Significance:  Dec 01, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Identification and Problem Resolution Effectivenessof Corrective Actions 
The inspectors identified a finding regarding the effectiveness of corrective actions for breaker over-current protection relays. In 1998, PPL 
established a relay replacement schedule for over-current protection relays due to a manufacturing defect. PPL did not re-evaluate the 
effectiveness of the relay replacement schedule following two electro-hydraulic control (EHC) system pump trips due to over-current protection 
relay failures. This condition is more than minor because the EHC pump malfunction could contribute to the likelihood of a reactor trip, and since 
EHC is required to maintain the turbine bypass valves open, it could affect a mitigating system used to remove reactor core decay heat. The risk of 
this finding was determined to be low since multiple mitigating systems (high pressure injection system, low pressure injection system and 
automatic depressurization system) remained available to respond to a transient. The EHC system is not safety-related and no violations of NRC 
requirements were identified. This is a cross-cutting issue covering two cornerstones. It also covers Mitigation systems.  
Inspection Report# : 2000006(pdf)  

Mitigating Systems 

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
No procedure to maintain the environmental qualification associated with T-drains on motors inside primary containment 
The inspectors identified a non-cited violation for failure to have procedures or instructions to maintain the required environmental qualification 
configuration associated with motor T-drains for motor-operated valve actuators located within the primary containment (10 CFR 50 Appendix B, 
Criterion III, "Design Control") This violation was of very low safety significance because the specific component qualification deficiency was 
determined not to result in a loss of safety function, and therefore, did not impact system or component operability. In addition, the finding did not 
represent an actual open pathway in the primary containment since the redundant isolation valves, located outside of the primary containment, 
were not affected and remained operable. This issue also covers Barrier Integrity 
Inspection Report# : 2001006(pdf)  

Significance:  May 12, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to include and conduct appropriate valve testing in the IST Program as required by Technical Specification 5.5.6 
The inspectors identified a Non-cited violation of Technical Specifications 5.5.6, "In-service Testing Program," for failure to leak test eight reactor 
building closed cooling water system and eight turbine building closed cooling water system valves. This finding was of very low safety significance 
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because the leakage through the valves was subsequently determined to be less than the maximum flow that can be diverted from the emergency 
service water system to non-safety related loads during an accident. 
Inspection Report# : 2001005(pdf)  

Significance:  Apr 06, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Corrective Action to Preclude Recurrence of SLC Pump Discharge Pressure Relief Valve Setpoint Drift 
The team found that the as-found relief setpoints of the Unit 1 SLC pump discharge valves were outside the specified tolerance 20 of the 27 times 
the in-service test (IST) of the valves was conducted. The failure rate of the Unit 2 valves was similarly high. The team determined that the 
recurrence of the setpoint drift outside the valve performance criteria was of very low risk significance (Green) by the SDP screening process. This 
conclusion was based on the fact that the licensee's engineering assessment determined that even with both relief valves lifting, sufficient boron 
solution would be injected in the reactor to maintain the integrity of the RPV, fuel, and containment barriers. 
Inspection Report# : 2001004(pdf)  

Significance:  Apr 06, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Non-Conservative Test Acceptance Criteria for RCIC System Surveillance 
The team found that the reactor core isolation cooling (RCIC) pump in-service test acceptance criteria was non-conservative because it would not 
have ensured that the system design function was maintained. This was determined to be of very low risk significance (Green) by the significance 
determination process (SDP) phase 1 screening because an actual loss of the system safety function had not occurred. The failure to establish 
adequate test acceptance criteria for the RCIC pump was considered a non-cited violation of 10CFR50, Appendix B, Criterion XI, Test Control. 
Inspection Report# : 2001004(pdf)  

Significance:  Apr 06, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Meet ATWS Rule in the Design of SLC System 
The team determined that during an anticipated transient without scram (ATWS) loss-of-offsite power (LOOP) scenario, the standby liquid control 
(SLC) system would not satisfy the ATWS rule requirement in that one or both SLC pump relief valves could lift and inhibit full flow to the reactor. 
The team determined this issue to be of very low risk significance (Green) through phase I of the SDP screening process. This conclusion was 
based upon the fact that the licensee's engineering assessment determined that, even with both relief valves lifting, sufficient boron solution would 
be injected in the reactor to maintain the integrity of the fuel, reactor pressure vessel, and containment barriers. In addition, the event itself has a 
low occurrence probability. The failure by the licensee to ensure that the required ATWS rule flow rate would be injected into the reactor vessel was 
considered a non-cited violation of 10CFR50.62. 
Inspection Report# : 2001004(pdf)  

Significance:  Apr 06, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Test the Motor Operated Valve Thermal Overload Bypass Circuit 
The team found that the licensee had neither tested nor developed test procedures that verified the ability of the safety-related motor operated 
valve (MOV) thermal overloads (TOLs) bypass relay contacts to perform their bypass function. The team also found that the TOL setpoints had not 
been selected to ensure that the valves would be able to perform their safety-related function. The team determined that the licensee's failure to 
test the TOL bypasses periodically was of very low risk significance (Green) by the SDP screening process. This determination was based upon 
the results of a subsequent PPL analysis and test conclusions that the current sizing of all TOLs provided reasonable assurance of operability of 
the affected valves. The failure by the licensee to verify the integrity of the bypass circuit was considered an additional example of a non-cited 
violation of 10CFR50, Appendix B, Criterion XI, Test Control. 
Inspection Report# : 2001004(pdf)  

Significance:  Dec 31, 2000 
Identified By: NRC 
Item Type: FIN Finding 
HPCI Operation After a Main Steam Isolation Valve Closure Transient Without Automatic Reactor Shutdown 
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PPL has not taken timely actions to resolve an issue regarding the ability of the high pressure coolant injection (HPCI) system to respond to a 
transient in which the main steam line isolation valves close and the reactor does not automatically shut down. Since 1991, PPL documents have 
recognized: that continued HPCI operation during this transient requires prompt operator action outside of the control room to bypass high 
suppression pool level signals to prevent HPCI valves from automatically changing the HPCI suction source from the condensate storage tank to 
the suppression pool; it was unreasonable to expect that the specified prompt operator actions would be reliably completed within the required 
time; and that this automatic HPCI suction transfer feature should be removed. To date, PPL has not removed this automatic HPCI suction transfer 
feature. A phase 2 significance determination process assessment concluded that this issue was very low safety significance based on the 
availability of safety relief valves and low pressure injection systems to respond if HPCI failed 
Inspection Report# : 2000009(pdf)  

Significance:  Dec 31, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Perform a Risk Assessment Prior to Planned Maintenance Activities 
The inspectors identified a Non-Cited Violation for failure to assess risk prior to performing maintenance activities. PPL did not assess the risk of 
performing a Unit 1 high pressure coolant injection (HPCI) system test concurrent with a test of the "B" emergency diesel generator (EDG). This 
resulted in the inappropriate removal of the Unit 1 HPCI from service during the EDG testing and an unnecessary increase in risk for the one hour 
period that both the "B" EDG and Unit 1 HPCI were removed from service for testing. This finding was of very low safety significance because 
HPCI would have been available for vessel injection with minimal operator action. Independent calculation of the increase in core damage 
frequency associated with removal of both the EDG and HPCI system for one hour determined the risk to be within the very low safety significance 
band. 
Inspection Report# : 2000009(pdf)  

Significance:  Dec 31, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Post Accident Residual Heat Removal System Operation 
The inspectors identified a Non-Cited Violation for inadequate alarm response procedures related to residual heat removal service water radiation 
monitors. The alarm response procedures were inadequate because, although residual heat removal service water process radiation levels are not 
expected to be high, the expected area background radiation levels during a loss of coolant accident would cause the radiation monitors to alarm 
and the procedures would then direct the operator to inappropriately shut down the residual heat removal and residual heat removal service water 
systems when they were required to mitigate the accident. This finding was determined to be of very low risk significance because sufficient 
information was available for operators to recognize that these alarms were due to background radiation and not cause the systems to be 
shutdown. 
Inspection Report# : 2000009(pdf)  

Significance:  Nov 11, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Multiple Test Failures of Main Steam Safety Relief Valves 
Technical Specification (TS) 3.4.3, "Safety Relief Valves (SRVs)," requires an allowable pressure band of +/- 1% for opening individual SRVs. Five 
of eight SRVs tested on April 14, 2000, opened outside of the TS band, as described in condition report 249300. 
Inspection Report# : 2000008(pdf)  

Barrier Integrity 

Significance:  Jun 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Suppression Chamber-to-Drywell Vacuum Breaker Valve Multiple Test Failures 
In March 2000, four out of ten Unit 1 vacuum breakers had as-found lift setpoints which exceeded the Technical Specification limits. This was of 
very low safety significance because the vacuum breakers would have performed their design function. The inspectors identified a Non-Cited 
Violation for failure to satisfy Technical Specification requirements. 
Inspection Report# : 2000004(pdf)  
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Significance:  May 13, 2000 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Actuation of Reactor Water Cleanup (RWCU) High Differential Flow Isolation Logic during RWCU Draining 
During a Unit 1 refueling outage operators inadvertently drained approximately 1100 gallons of water from the reactor vessel/cavity. Operators 
failed to close valves to isolate the reactor water cleanup system from the reactor vessel/cavity during a planned activity to drain the reactor water 
cleanup system. This was of very low safety significance because more than one million gallons of water were still available in the reactor 
vessel/cavity to cool the fuel in the core and in the spent fuel pool. The inspectors identified a noncited violation for not correctly performing a 
procedure. 
Inspection Report# : 2000003(pdf)  

Significance:  May 13, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Invalid Local Leak Rate Tests for Testable Spectacle Flanges 
PPL, Inc (PPL) determined that Unit 1 and Unit 2 residual heat removal system spectacle flanges did not have valid leakage tests as required by 
technical specifications because an extra o-ring was installed which may have prevented the performance of a valid leakage test. This was of very 
low safety significance because the extra o-ring had little effect on the leak tightness of the flanged connection (containment integrity) and 
significant margin existed to technical specification leakage limits. The inspectors identified a noncited violation for not having performed valid 
technical specification required leakage tests. Unit 1 properly leak tested the flanges during the refueling outage. For Unit 2, since it was at power, 
PPL requested that the NRC exercise discretion to not enforce compliance with the actions required in the technical specification to shutdown the 
unit. The NRC issued enforcement discretion since this condition had minimal safety impact, was consistent with the enforcement policy and staff 
guidance, and had no adverse impact on the health and safety of the public. 
Inspection Report# : 2000003(pdf)  

Significance:  Feb 09, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Unit 1 reactor water cleanup overflow and floor contamination due to the failure to follow a plant operating procedure 
Technical Specification section 5.4.1 states: "Written procedures shall be established and implemented that meet the requirements of NRC's 
Regulatory Guide 1.33, Rev. 2, February 1978. Operations procedure OP-161-002, "RWCU Filter Demineralizers," Rev. 22. Section 3.3.3, states "If 
backwashing "1B" filter, CLOSE reactor water cleanup (RWCU) filter demineralizer "B" effluent isolation valve 145041B. On January 21, 2002, a 
plant operator failed to close the RWCU 14541B manual isolation valve. The error resulted in overflow of radioactive water and contamination in the 
Unit 1 Reactor Building on the 670 foot elevation. The issue was documented in condition report 379343. 
Inspection Report# : 2001012(pdf)  

Significance:  Sep 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Main Steam Isolation Valve Total Leakage Exceeded Technical Specification 
PPL determined that the "as-found" maximum pathway leakage for the Unit 1 inboard MSIV on the "C" steam line and the outboard MSIV on the 
"A" steam line were in excess of the limit specified in TS 3.6.1.3, "Primary Containment Isolation Valves." This finding affects the Barrier Integrity 
Cornerstone and is considered to have very low safety significance using the Significance Determination Process because the redundant valve in 
the "A" and "C" line functioned and would have limited the leak rate to less than the leakage assumed in the offsite dose limit calculation for MSIV 
leakage. The failure to satisfy Technical Specification 3.6.1.3 "Primary Containment Isolation Valves," leakage limits is a violation of NRC 
requirements. 
Inspection Report# : 2000007(pdf)  

Significance:  Aug 12, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Missed Surveillance Testing on the Hydrogen/Oxygen Analyzer Systems 
On February 2, 2000, PPL identified that Technical Specification required leakage rate surveillance testing had not been performed on the Unit 1 or 
Unit 2 Hydrogen/Oxygen Analyzer System or the Post Accident Sampling System. This issue was of very low safety significance because the 
likelihood of an accident leading to core damage was not affected, the probability of early primary containment failure was negligible, and the as-
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found leakage results for these systems in both units was determined to be acceptable. The inspectors identified a Non-Cited Violation for failure to 
perform leakage rate testing as required by Technical Specification 5.5.12, "Primary Containment Leakage Rate Testing Program 10 CFR 50 
Appendix J." 
Inspection Report# : 2000005(pdf)  

Emergency Preparedness 

Significance:  Feb 04, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
E-Plan changes decreased the effectiveness of the plan 
The inspectors identified a non-cited violation of 10 CFR 50.54(q) because PPL made changes in the E-Plan which eliminated some on-shift 
emergency positions which decreased the effectiveness of the E-Plan without obtaining prior NRC approval. The finding was of very low safety 
significance because the change was administrative in nature since individuals on-shift could have performed the functions of those eliminated 
positions had they been needed for emergency response. 
Inspection Report# : 2002009(pdf)  

Significance:  Sep 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Emergency Action Level Changes 
The inspectors identified a non-cited violation for failure to follow and maintain the emergency plan as required by 10 CFR 50.54(q) and 10 CFR 50 
Appendix E, "Emergency Planning and Preparedness." This violation was of very low safety significance because some inconsistencies between 
the Emergency Plan and emergency classification procedures resulted in the NRC receiving an event classification reference that did not agree 
with the actual event. 
Inspection Report# : 2001009(pdf)  

Significance:  Aug 16, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate procedures in place to describe the communication steps needed to alert or activate emergency personnel 
The inspectors identified a non-cited violation for failure to adequately describe, in approved procedures, the communication steps needed to alert 
or activate emergency personnel under each class of emergency. (10 CFR 50.47(b)(5), "Emergency Plan Procedures," and 10 CFR 50 Appendix 
E, Section IV C., "Activation of Emergency Organization") This violation was of very low safety significance because some inadequacies contained 
in the control room communicator emergency procedure may have contributed to a delayed notification of emergency response personnel. The 
delayed notification contributed to emergency response facility activation times in excess of the emergency plan requirements. 
Inspection Report# : 2001008(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: VIO Violation 
Not maintaining minimum on-shift staffing in accordance with the E-Plan 
This inspection identified a violation of planning standard 10 CFR 50.47(b)(2) because on several occasions in 2000 and 2001, PPL's operation on-
shift staff was below the minimum staffing requirements specified in the Emergency Plan for the positions of plant control operator and the assistant 
unit supervisor. The safety significance of this finding was of low to moderate safety significance because, on these occasions, the emergency 
preparedness function associated with these on-shift staff positions was not met. The emergency preparedness function that was not met 
associated with the plant control operator was either the emergency communicator function in the control room or the function to monitor for safety 
in the unaffected unit during an emergency at the site. The emergency preparedness function that was not met associated with the assistant unit 
supervisor was that of the operations support center coordinator. The NRC issued the results of the final significance determination in a letter dated 
September 13, 2001. This supplemental inspection was performed by the NRC using inspection procedure 95001, to assess the licensee's 
evaluation associated with a violation of White significance which was identified in Inspection Report 50-387/01-06, 50-388/01-06. The NRC 
identified that on several occasions, the licensee on-shift staffing was below the minimum requirements of the E-Plan. The NRC identified that the 
root cause evaluation was narrowly focused which resulted in the licensee not conducting a thorough review to understand the causal factors 
contributing to the violation. Therefore, it was not evident that the problems associated with this issue were sufficiently understood to provide 

Page 5 of 82Q/2000 Inspection Findings - Susquehanna 1



reasonable assurance that the corrective actions would prevent recurrence. Consequently, the NRC was not able to complete the inspection 
objectives. 
Inspection Report# : 2001006(pdf)  
Inspection Report# : 2002009(pdf)  

Significance:  Nov 06, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Meet the Regional 90 Minute EOF Activation 
During the 1997 biennial exercise, (IR 50-387;388/97-08) it was identified that the emergency operations facility (EOF) was not able to assume 
control of the emergency within 90 minutes of the Alert declaration. Had the emergency started at the site area emergency level, the licensee would 
not have met its commitment in the emergency plan of activation within 90 minutes. During this exercise, the licensee was not able to meet the 90 
minutes activation goal for the EOF from the time of emergency response organization notification. The licensee has reviewed this issue but has 
not been able to adequately correct the problem. This is contrary to 10 CFR 50.47b(14) which states that "Periodic exercises are conducted to 
evaluate major portions of emergency response capabilities......and deficiencies identified as a result of exercises or drills are (will be) corrected." 
This issue was evaluated under the SDP process as a failure to implement a regulatory requirement and the failure does not appear to be 
programmatic. Therefore, the issue was determined to be of very low safety significant (Green) and is a non-cited violation. 
Inspection Report# : 2000010(pdf)  

Significance:  Sep 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Emergency Action Level for Reactor Coolant System Leakage Change Without NRC Approval 
In 1984, PPL departed from the guidance in NUREG-0654, Criteria for Preparation and Evaluation of Radiological Response Plans and 
Preparedness in Support of Nuclear Power Plants. According to NUREG-0654, an initiating condition for an alert would be "primary coolant leakage 
rate greater than 50 gpm." PPL originally used that criteria but later added the phrase "for greater than four hours." There was no 10 CFR 50.54(q) 
evaluation documentation to support the licensee's change nor documentation of NRC approval of the change. Although, licensee's expectation is 
for an alert to be declared as soon as a greater than 50 gpm leak is identified, the wording of the initiating conditions allows for a four hour delay in 
declaration and thus decreases the effectiveness of the emergency plan and is contrary to 10 CFR 50.54(q). 
Inspection Report# : 2000007(pdf)  

Occupational Radiation Safety 

Significance:  May 13, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Control a High Radiation Area (greater than 1000 millirem/hour at 30 cm) in accordance with Technical Specification 5.7.2.a 
PPL identified that a barricade to prevent unauthorized or inadvertent entry to the drywell was not sufficiently secured to prevent unauthorized 
access. Since the drywell contained areas that had dose rates greater than1 rem/hour at 30 centimeters, technical specifications required a locked 
door or gate to prevent unauthorized entry. This was of very low safety significance because there was no substantial potential for exposure in 
excess of regulatory limits and there was no significant unplanned exposure. The inspectors identified a noncited violation against technical 
specifications. 
Inspection Report# : 2000003(pdf)  

Significance:  Dec 31, 2000 
Identified By: NRC 
Item Type: VIO Violation 
Failure to Conduct an Adequate Radiological Survey in Accordance with 10 CFR 20.1501 
During the period September 2000 through December 14, 2000, workers performed work on irradiated reactor hardware disposal equipment and 
tools, contaminated with highly radioactive particles on the refueling floor. While PPL took action to evaluate some aspects of the radiological 
hazards posed by these highly radioactive particles, PPL's organization and program: (1) did not adequately evaluate and characterize the 
radiation exposure hazards posed by these particles; and (2) did not establish and implement adequate radiological controls to prevent shallow-
dose and deep-dose equivalent personnel exposure from exceeding regulatory requirements. While no personnel exposures in excess of 10 CFR 
20 occupational limits are known to have occurred, the radiological conditions were such that a minor alteration in exposure circumstances could 
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result in personnel exposure in excess of regulatory limits. Failure to effectively evaluate the radiological hazard as necessary to assure that the 
regulatory dose limits of 10 CFR 20.1201 were not exceeded is an apparent violation of 10 CFR 20.1501(a). This issue was assessed using the 
Occupational Safety Significance Determination Process (SDP) described in NRC Inspection Manual Chapter (IMC) 0609, Appendix C, and 
characterized as a preliminary WHITE finding. By letter dated March 12, 2001, EA-01-012, the NRC has determined that the event should be 
assessed as White, an issue with low to moderate increased importance to safety. This results in a White finding. During the supplemental 
inspection performed in accordance with Inspection Procedure 95001, IR 05000377&378/2001-007) the inspector determined that the licensee 
performed acceptable evaluation of the radiological significance of the hazards associated with the presence of highly radioactive particles. The 
inspection determined that PPL Susquehanna's efforts in characterizing problems associated with effective radiological control of discrete 
radioactive particles, evaluating the root and contributing causes that led to substantial potential for personnel exposure in excess of the regulatory 
limits, and subsequently discerning appropriate corrective measures to prevent recurrence were acceptable. Appropriate actions were initiated to 
further develop root causes associated with hydrolazing of equipment prior to removal from underwater storage and use locations. The extent of 
condition review was adequately accomplished, and corrective actions were sufficient to address identified root and contributing causes. Due to the 
licensee's acceptable performance in addressing the characterization and control of highly radioactive particles, the White finding associated with 
this issue will only be considered in assessing plant performance for a total of four quarters in accordance with the guidance in IMC 0305, 
"Operating Reactor Assessment Program." Implementation of the licensee's corrective actions will be reviewed during a future inspection.  
Inspection Report# : 2000009(pdf)  
Inspection Report# : 2001007(pdf)  

Significance:  Dec 31, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Post a High Radiation Area 
10 CFR 20.1501(a)(1), requires that surveys be made to comply with the regulations in 10 CFR Part 20 including 10 CFR 20.1902(b) for posting of 
high radiation areas (defined as an area greater than 100 mR/hr at 30 centimeters(cm)). On November 12, 2000, a shipping cask had not been 
surveyed properly and, as a result, an area measuring 700 mR/hr at 30 centimeters was undetected and constituted an unposted high radiation 
area. This event is documented in Condition Report No. 297422. 
Inspection Report# : 2000009(pdf)  

Public Radiation Safety 

Physical Protection 

Miscellaneous 

Significance: N/A Dec 01, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Effectiveness of Problem Identification and Resolution Program 
The team concluded, based on the samples reviewed, that the implementation of the corrective action program at Susquehanna was adequate. 
Generally, the Susquehanna staff appropriately identified and entered problems into the condition report (CR) system. There was a low threshold 
for initiation of CRs. A recent initiative was a focused review of the CR database to identify adverse trends in performance. CRs were generally 
classified at the correct significance level and the actions identified on the CRs were generally adequate. The engineering and maintenance 
backlogs appeared to be adequately managed. The depth of the PPL analysis for the apparent and root causes of problems were generally 
appropriate. However, the team noted that the cause determination for certain relay failures was unsupported. The team also noted a separate 
example where corrective actions were not re-evaluated when subsequent relay failures occurred.  
Inspection Report# : 2000006(pdf)  

Significance: N/A Nov 06, 2000 
Identified By: Licensee 
Item Type: FIN Finding 
Untimely General Emergency Declaration and Overly Conservative Dose Projections 
Two problems were identified by the licensee from their critique in the dose assessment area. One was an error in dose projection calculation and 
the other was a potentially overconservative default dose projection. Both reflect a risk significant planning standard implementation problem. It is a 
finding due to extenuating circumstances - potential generic issue based on observations at recent exercises. 
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Inspection Report# : 2000010(pdf)  

Significance: N/A Aug 12, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Missed 10 CFR 50 Appendix J Testing 
Performance deficiencies in communications and coordination between engineering groups had allowed the failure to perform Technical 
Specification required leakage tests on the Hydrogen/Oxygen Analyzer System to remain unidentified for an extended period of time. Specifically, 
the group that was knowledgeable of the leakage rate testing program requirements did not understand the Hydrogen/Oxygen Analyzer System 
primary containment isolation valve design configuration and the groups that were knowledgeable of the primary containment isolation valve 
configuration design did not understand leakage rate testing program requirements. PPL determined that they had multiple opportunities to identify 
this issue from August 1996 until February 2000. 
Inspection Report# : 2000005(pdf)  

Significance: SL-IV Aug 12, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Demonstrate Adequate System Performance as Required by the Maintenance Rule 
PPL failed to demonstrate that the performance of the Turbine Building Closed Cooling Water (TBCCW) system and the secondary containment 
isolation system had been effectively controlled through the performance of appropriate preventive maintenance and did not monitor against 
established goals. PPL did not identify that the TBCCW heat exchangers had exceeded their unavailability performance criteria and the secondary 
containment isolation system had exceeded its reliability performance criteria and, as a result, goal setting and monitoring were not performed as 
required by 10 CFR 50.65, "The Maintenance Rule." The actual safety significance of this issue was very low because (1) TBCCW remained 
functional at the system level, and (2) a failure of the secondary containment isolation system does not influence the likelihood of an accident 
leading to core damage and does not affect the probability of an early primary containment failure. The inspectors identified a Non-Cited Violation 
for failure to meet the criteria in 10 CFR 50.65, paragraph (a)(2). 
Inspection Report# : 2000005(pdf)  

Significance: SL-IV Aug 12, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Control of Worker Overtime 
PPL did not adequately control the use of worker overtime in accordance with Technical Specification Section 5.2.2.e, "Administrative Controls - 
Unit Staff." Specifically, from February 11, 1999 to May 5, 1999, several plant personnel worked in excess of 72 hours in a seven day period and 
PPL did not pre-approve the overtime deviations. The safety significance of this violation was very low because there were no issues that were 
linked to personnel fatigue. The inspectors identified a Non-Cited Violation for failure to control worker overtime, as required by Technical 
Specifications. 
Inspection Report# : 2000005(pdf)  

Last modified : April 01, 2002 
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Susquehanna 1 

Initiating Events 

Significance:  Jun 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Off-Normal Operation Procedure for Reactor Pressure Control 
On June 14, the inspectors observed that Unit 2 reactor pressure control was swapped over from the "A" electro-hydraulic control system pressure 
regulator to the "B" regulator, due to drift on the "A" regulator. The instrument and controls technicians performed the activity with no written 
instructions or procedures, and were under the direct technical supervision of a system engineer. This issue was considered to have very low 
safety significance because the verbal technical direction provided by the system engineer to the instrument and controls technicians was 
adequate, in this instance, to control the activity. The inspectors identified a Non-Cited Violation for failure to satisfy Technical Specification 
requirements to implement written procedures. 
Inspection Report# : 2000004(pdf)  

Significance:  Dec 01, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Identification and Problem Resolution Effectivenessof Corrective Actions 
The inspectors identified a finding regarding the effectiveness of corrective actions for breaker over-current protection relays. In 1998, PPL 
established a relay replacement schedule for over-current protection relays due to a manufacturing defect. PPL did not re-evaluate the 
effectiveness of the relay replacement schedule following two electro-hydraulic control (EHC) system pump trips due to over-current protection 
relay failures. This condition is more than minor because the EHC pump malfunction could contribute to the likelihood of a reactor trip, and since 
EHC is required to maintain the turbine bypass valves open, it could affect a mitigating system used to remove reactor core decay heat. The risk of 
this finding was determined to be low since multiple mitigating systems (high pressure injection system, low pressure injection system and 
automatic depressurization system) remained available to respond to a transient. The EHC system is not safety-related and no violations of NRC 
requirements were identified. This is a cross-cutting issue covering two cornerstones. It also covers Mitigation systems.  
Inspection Report# : 2000006(pdf)  

Mitigating Systems 

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
No procedure to maintain the environmental qualification associated with T-drains on motors inside primary containment 
The inspectors identified a non-cited violation for failure to have procedures or instructions to maintain the required environmental qualification 
configuration associated with motor T-drains for motor-operated valve actuators located within the primary containment (10 CFR 50 Appendix B, 
Criterion III, "Design Control") This violation was of very low safety significance because the specific component qualification deficiency was 
determined not to result in a loss of safety function, and therefore, did not impact system or component operability. In addition, the finding did not 
represent an actual open pathway in the primary containment since the redundant isolation valves, located outside of the primary containment, 
were not affected and remained operable. This issue also covers Barrier Integrity 
Inspection Report# : 2001006(pdf)  

Significance:  May 12, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to include and conduct appropriate valve testing in the IST Program as required by Technical Specification 5.5.6 
The inspectors identified a Non-cited violation of Technical Specifications 5.5.6, "In-service Testing Program," for failure to leak test eight reactor 
building closed cooling water system and eight turbine building closed cooling water system valves. This finding was of very low safety significance 
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because the leakage through the valves was subsequently determined to be less than the maximum flow that can be diverted from the emergency 
service water system to non-safety related loads during an accident. 
Inspection Report# : 2001005(pdf)  

Significance:  Apr 06, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Corrective Action to Preclude Recurrence of SLC Pump Discharge Pressure Relief Valve Setpoint Drift 
The team found that the as-found relief setpoints of the Unit 1 SLC pump discharge valves were outside the specified tolerance 20 of the 27 times 
the in-service test (IST) of the valves was conducted. The failure rate of the Unit 2 valves was similarly high. The team determined that the 
recurrence of the setpoint drift outside the valve performance criteria was of very low risk significance (Green) by the SDP screening process. This 
conclusion was based on the fact that the licensee's engineering assessment determined that even with both relief valves lifting, sufficient boron 
solution would be injected in the reactor to maintain the integrity of the RPV, fuel, and containment barriers. 
Inspection Report# : 2001004(pdf)  

Significance:  Apr 06, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Non-Conservative Test Acceptance Criteria for RCIC System Surveillance 
The team found that the reactor core isolation cooling (RCIC) pump in-service test acceptance criteria was non-conservative because it would not 
have ensured that the system design function was maintained. This was determined to be of very low risk significance (Green) by the significance 
determination process (SDP) phase 1 screening because an actual loss of the system safety function had not occurred. The failure to establish 
adequate test acceptance criteria for the RCIC pump was considered a non-cited violation of 10CFR50, Appendix B, Criterion XI, Test Control. 
Inspection Report# : 2001004(pdf)  

Significance:  Apr 06, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Meet ATWS Rule in the Design of SLC System 
The team determined that during an anticipated transient without scram (ATWS) loss-of-offsite power (LOOP) scenario, the standby liquid control 
(SLC) system would not satisfy the ATWS rule requirement in that one or both SLC pump relief valves could lift and inhibit full flow to the reactor. 
The team determined this issue to be of very low risk significance (Green) through phase I of the SDP screening process. This conclusion was 
based upon the fact that the licensee's engineering assessment determined that, even with both relief valves lifting, sufficient boron solution would 
be injected in the reactor to maintain the integrity of the fuel, reactor pressure vessel, and containment barriers. In addition, the event itself has a 
low occurrence probability. The failure by the licensee to ensure that the required ATWS rule flow rate would be injected into the reactor vessel was 
considered a non-cited violation of 10CFR50.62. 
Inspection Report# : 2001004(pdf)  

Significance:  Apr 06, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Test the Motor Operated Valve Thermal Overload Bypass Circuit 
The team found that the licensee had neither tested nor developed test procedures that verified the ability of the safety-related motor operated 
valve (MOV) thermal overloads (TOLs) bypass relay contacts to perform their bypass function. The team also found that the TOL setpoints had not 
been selected to ensure that the valves would be able to perform their safety-related function. The team determined that the licensee's failure to 
test the TOL bypasses periodically was of very low risk significance (Green) by the SDP screening process. This determination was based upon 
the results of a subsequent PPL analysis and test conclusions that the current sizing of all TOLs provided reasonable assurance of operability of 
the affected valves. The failure by the licensee to verify the integrity of the bypass circuit was considered an additional example of a non-cited 
violation of 10CFR50, Appendix B, Criterion XI, Test Control. 
Inspection Report# : 2001004(pdf)  

Significance:  Dec 31, 2000 
Identified By: NRC 
Item Type: FIN Finding 
HPCI Operation After a Main Steam Isolation Valve Closure Transient Without Automatic Reactor Shutdown 
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PPL has not taken timely actions to resolve an issue regarding the ability of the high pressure coolant injection (HPCI) system to respond to a 
transient in which the main steam line isolation valves close and the reactor does not automatically shut down. Since 1991, PPL documents have 
recognized: that continued HPCI operation during this transient requires prompt operator action outside of the control room to bypass high 
suppression pool level signals to prevent HPCI valves from automatically changing the HPCI suction source from the condensate storage tank to 
the suppression pool; it was unreasonable to expect that the specified prompt operator actions would be reliably completed within the required 
time; and that this automatic HPCI suction transfer feature should be removed. To date, PPL has not removed this automatic HPCI suction transfer 
feature. A phase 2 significance determination process assessment concluded that this issue was very low safety significance based on the 
availability of safety relief valves and low pressure injection systems to respond if HPCI failed 
Inspection Report# : 2000009(pdf)  

Significance:  Dec 31, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Perform a Risk Assessment Prior to Planned Maintenance Activities 
The inspectors identified a Non-Cited Violation for failure to assess risk prior to performing maintenance activities. PPL did not assess the risk of 
performing a Unit 1 high pressure coolant injection (HPCI) system test concurrent with a test of the "B" emergency diesel generator (EDG). This 
resulted in the inappropriate removal of the Unit 1 HPCI from service during the EDG testing and an unnecessary increase in risk for the one hour 
period that both the "B" EDG and Unit 1 HPCI were removed from service for testing. This finding was of very low safety significance because 
HPCI would have been available for vessel injection with minimal operator action. Independent calculation of the increase in core damage 
frequency associated with removal of both the EDG and HPCI system for one hour determined the risk to be within the very low safety significance 
band. 
Inspection Report# : 2000009(pdf)  

Significance:  Dec 31, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Post Accident Residual Heat Removal System Operation 
The inspectors identified a Non-Cited Violation for inadequate alarm response procedures related to residual heat removal service water radiation 
monitors. The alarm response procedures were inadequate because, although residual heat removal service water process radiation levels are not 
expected to be high, the expected area background radiation levels during a loss of coolant accident would cause the radiation monitors to alarm 
and the procedures would then direct the operator to inappropriately shut down the residual heat removal and residual heat removal service water 
systems when they were required to mitigate the accident. This finding was determined to be of very low risk significance because sufficient 
information was available for operators to recognize that these alarms were due to background radiation and not cause the systems to be 
shutdown. 
Inspection Report# : 2000009(pdf)  

Significance:  Nov 11, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Multiple Test Failures of Main Steam Safety Relief Valves 
Technical Specification (TS) 3.4.3, "Safety Relief Valves (SRVs)," requires an allowable pressure band of +/- 1% for opening individual SRVs. Five 
of eight SRVs tested on April 14, 2000, opened outside of the TS band, as described in condition report 249300. 
Inspection Report# : 2000008(pdf)  

Barrier Integrity 

Significance:  Sep 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Main Steam Isolation Valve Total Leakage Exceeded Technical Specification 
PPL determined that the "as-found" maximum pathway leakage for the Unit 1 inboard MSIV on the "C" steam line and the outboard MSIV on the 
"A" steam line were in excess of the limit specified in TS 3.6.1.3, "Primary Containment Isolation Valves." This finding affects the Barrier Integrity 
Cornerstone and is considered to have very low safety significance using the Significance Determination Process because the redundant valve in 
the "A" and "C" line functioned and would have limited the leak rate to less than the leakage assumed in the offsite dose limit calculation for MSIV 
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leakage. The failure to satisfy Technical Specification 3.6.1.3 "Primary Containment Isolation Valves," leakage limits is a violation of NRC 
requirements. 
Inspection Report# : 2000007(pdf)  

Significance:  Aug 12, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Missed Surveillance Testing on the Hydrogen/Oxygen Analyzer Systems 
On February 2, 2000, PPL identified that Technical Specification required leakage rate surveillance testing had not been performed on the Unit 1 or 
Unit 2 Hydrogen/Oxygen Analyzer System or the Post Accident Sampling System. This issue was of very low safety significance because the 
likelihood of an accident leading to core damage was not affected, the probability of early primary containment failure was negligible, and the as-
found leakage results for these systems in both units was determined to be acceptable. The inspectors identified a Non-Cited Violation for failure to 
perform leakage rate testing as required by Technical Specification 5.5.12, "Primary Containment Leakage Rate Testing Program 10 CFR 50 
Appendix J." 
Inspection Report# : 2000005(pdf)  

Significance:  Jun 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Suppression Chamber-to-Drywell Vacuum Breaker Valve Multiple Test Failures 
In March 2000, four out of ten Unit 1 vacuum breakers had as-found lift setpoints which exceeded the Technical Specification limits. This was of 
very low safety significance because the vacuum breakers would have performed their design function. The inspectors identified a Non-Cited 
Violation for failure to satisfy Technical Specification requirements. 
Inspection Report# : 2000004(pdf)  

Significance:  May 13, 2000 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Actuation of Reactor Water Cleanup (RWCU) High Differential Flow Isolation Logic during RWCU Draining 
During a Unit 1 refueling outage operators inadvertently drained approximately 1100 gallons of water from the reactor vessel/cavity. Operators 
failed to close valves to isolate the reactor water cleanup system from the reactor vessel/cavity during a planned activity to drain the reactor water 
cleanup system. This was of very low safety significance because more than one million gallons of water were still available in the reactor 
vessel/cavity to cool the fuel in the core and in the spent fuel pool. The inspectors identified a noncited violation for not correctly performing a 
procedure. 
Inspection Report# : 2000003(pdf)  

Significance:  May 13, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Invalid Local Leak Rate Tests for Testable Spectacle Flanges 
PPL, Inc (PPL) determined that Unit 1 and Unit 2 residual heat removal system spectacle flanges did not have valid leakage tests as required by 
technical specifications because an extra o-ring was installed which may have prevented the performance of a valid leakage test. This was of very 
low safety significance because the extra o-ring had little effect on the leak tightness of the flanged connection (containment integrity) and 
significant margin existed to technical specification leakage limits. The inspectors identified a noncited violation for not having performed valid 
technical specification required leakage tests. Unit 1 properly leak tested the flanges during the refueling outage. For Unit 2, since it was at power, 
PPL requested that the NRC exercise discretion to not enforce compliance with the actions required in the technical specification to shutdown the 
unit. The NRC issued enforcement discretion since this condition had minimal safety impact, was consistent with the enforcement policy and staff 
guidance, and had no adverse impact on the health and safety of the public. 
Inspection Report# : 2000003(pdf)  

Significance:  Feb 09, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Unit 1 reactor water cleanup overflow and floor contamination due to the failure to follow a plant operating procedure 
Technical Specification section 5.4.1 states: "Written procedures shall be established and implemented that meet the requirements of NRC's 
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Regulatory Guide 1.33, Rev. 2, February 1978. Operations procedure OP-161-002, "RWCU Filter Demineralizers," Rev. 22. Section 3.3.3, states "If 
backwashing "1B" filter, CLOSE reactor water cleanup (RWCU) filter demineralizer "B" effluent isolation valve 145041B. On January 21, 2002, a 
plant operator failed to close the RWCU 14541B manual isolation valve. The error resulted in overflow of radioactive water and contamination in the 
Unit 1 Reactor Building on the 670 foot elevation. The issue was documented in condition report 379343. 
Inspection Report# : 2001012(pdf)  

Emergency Preparedness 

Significance:  Sep 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Emergency Action Level for Reactor Coolant System Leakage Change Without NRC Approval 
In 1984, PPL departed from the guidance in NUREG-0654, Criteria for Preparation and Evaluation of Radiological Response Plans and 
Preparedness in Support of Nuclear Power Plants. According to NUREG-0654, an initiating condition for an alert would be "primary coolant leakage 
rate greater than 50 gpm." PPL originally used that criteria but later added the phrase "for greater than four hours." There was no 10 CFR 50.54(q) 
evaluation documentation to support the licensee's change nor documentation of NRC approval of the change. Although, licensee's expectation is 
for an alert to be declared as soon as a greater than 50 gpm leak is identified, the wording of the initiating conditions allows for a four hour delay in 
declaration and thus decreases the effectiveness of the emergency plan and is contrary to 10 CFR 50.54(q). 
Inspection Report# : 2000007(pdf)  

Significance:  Feb 04, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
E-Plan changes decreased the effectiveness of the plan 
The inspectors identified a non-cited violation of 10 CFR 50.54(q) because PPL made changes in the E-Plan which eliminated some on-shift 
emergency positions which decreased the effectiveness of the E-Plan without obtaining prior NRC approval. The finding was of very low safety 
significance because the change was administrative in nature since individuals on-shift could have performed the functions of those eliminated 
positions had they been needed for emergency response. 
Inspection Report# : 2002009(pdf)  

Significance:  Sep 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Emergency Action Level Changes 
The inspectors identified a non-cited violation for failure to follow and maintain the emergency plan as required by 10 CFR 50.54(q) and 10 CFR 50 
Appendix E, "Emergency Planning and Preparedness." This violation was of very low safety significance because some inconsistencies between 
the Emergency Plan and emergency classification procedures resulted in the NRC receiving an event classification reference that did not agree 
with the actual event. 
Inspection Report# : 2001009(pdf)  

Significance:  Aug 16, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate procedures in place to describe the communication steps needed to alert or activate emergency personnel 
The inspectors identified a non-cited violation for failure to adequately describe, in approved procedures, the communication steps needed to alert 
or activate emergency personnel under each class of emergency. (10 CFR 50.47(b)(5), "Emergency Plan Procedures," and 10 CFR 50 Appendix 
E, Section IV C., "Activation of Emergency Organization") This violation was of very low safety significance because some inadequacies contained 
in the control room communicator emergency procedure may have contributed to a delayed notification of emergency response personnel. The 
delayed notification contributed to emergency response facility activation times in excess of the emergency plan requirements. 
Inspection Report# : 2001008(pdf)  

Significance:  Jun 30, 2001 
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Identified By: NRC 
Item Type: VIO Violation 
Not maintaining minimum on-shift staffing in accordance with the E-Plan 
This inspection identified a violation of planning standard 10 CFR 50.47(b)(2) because on several occasions in 2000 and 2001, PPL's operation on-
shift staff was below the minimum staffing requirements specified in the Emergency Plan for the positions of plant control operator and the assistant 
unit supervisor. The safety significance of this finding was of low to moderate safety significance because, on these occasions, the emergency 
preparedness function associated with these on-shift staff positions was not met. The emergency preparedness function that was not met 
associated with the plant control operator was either the emergency communicator function in the control room or the function to monitor for safety 
in the unaffected unit during an emergency at the site. The emergency preparedness function that was not met associated with the assistant unit 
supervisor was that of the operations support center coordinator. The NRC issued the results of the final significance determination in a letter dated 
September 13, 2001. This supplemental inspection was performed by the NRC using inspection procedure 95001, to assess the licensee's 
evaluation associated with a violation of White significance which was identified in Inspection Report 50-387/01-06, 50-388/01-06. The NRC 
identified that on several occasions, the licensee on-shift staffing was below the minimum requirements of the E-Plan. The NRC identified that the 
root cause evaluation was narrowly focused which resulted in the licensee not conducting a thorough review to understand the causal factors 
contributing to the violation. Therefore, it was not evident that the problems associated with this issue were sufficiently understood to provide 
reasonable assurance that the corrective actions would prevent recurrence. Consequently, the NRC was not able to complete the inspection 
objectives. 
Inspection Report# : 2001006(pdf)  
Inspection Report# : 2002009(pdf)  

Significance:  Nov 06, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Meet the Regional 90 Minute EOF Activation 
During the 1997 biennial exercise, (IR 50-387;388/97-08) it was identified that the emergency operations facility (EOF) was not able to assume 
control of the emergency within 90 minutes of the Alert declaration. Had the emergency started at the site area emergency level, the licensee would 
not have met its commitment in the emergency plan of activation within 90 minutes. During this exercise, the licensee was not able to meet the 90 
minutes activation goal for the EOF from the time of emergency response organization notification. The licensee has reviewed this issue but has 
not been able to adequately correct the problem. This is contrary to 10 CFR 50.47b(14) which states that "Periodic exercises are conducted to 
evaluate major portions of emergency response capabilities......and deficiencies identified as a result of exercises or drills are (will be) corrected." 
This issue was evaluated under the SDP process as a failure to implement a regulatory requirement and the failure does not appear to be 
programmatic. Therefore, the issue was determined to be of very low safety significant (Green) and is a non-cited violation. 
Inspection Report# : 2000010(pdf)  

Occupational Radiation Safety 

Significance:  May 13, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Control a High Radiation Area (greater than 1000 millirem/hour at 30 cm) in accordance with Technical Specification 5.7.2.a 
PPL identified that a barricade to prevent unauthorized or inadvertent entry to the drywell was not sufficiently secured to prevent unauthorized 
access. Since the drywell contained areas that had dose rates greater than1 rem/hour at 30 centimeters, technical specifications required a locked 
door or gate to prevent unauthorized entry. This was of very low safety significance because there was no substantial potential for exposure in 
excess of regulatory limits and there was no significant unplanned exposure. The inspectors identified a noncited violation against technical 
specifications. 
Inspection Report# : 2000003(pdf)  

Significance:  Dec 31, 2000 
Identified By: NRC 
Item Type: VIO Violation 
Failure to Conduct an Adequate Radiological Survey in Accordance with 10 CFR 20.1501 
During the period September 2000 through December 14, 2000, workers performed work on irradiated reactor hardware disposal equipment and 
tools, contaminated with highly radioactive particles on the refueling floor. While PPL took action to evaluate some aspects of the radiological 
hazards posed by these highly radioactive particles, PPL's organization and program: (1) did not adequately evaluate and characterize the 
radiation exposure hazards posed by these particles; and (2) did not establish and implement adequate radiological controls to prevent shallow-
dose and deep-dose equivalent personnel exposure from exceeding regulatory requirements. While no personnel exposures in excess of 10 CFR 
20 occupational limits are known to have occurred, the radiological conditions were such that a minor alteration in exposure circumstances could 
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result in personnel exposure in excess of regulatory limits. Failure to effectively evaluate the radiological hazard as necessary to assure that the 
regulatory dose limits of 10 CFR 20.1201 were not exceeded is an apparent violation of 10 CFR 20.1501(a). This issue was assessed using the 
Occupational Safety Significance Determination Process (SDP) described in NRC Inspection Manual Chapter (IMC) 0609, Appendix C, and 
characterized as a preliminary WHITE finding. By letter dated March 12, 2001, EA-01-012, the NRC has determined that the event should be 
assessed as White, an issue with low to moderate increased importance to safety. This results in a White finding. During the supplemental 
inspection performed in accordance with Inspection Procedure 95001, IR 05000377&378/2001-007) the inspector determined that the licensee 
performed acceptable evaluation of the radiological significance of the hazards associated with the presence of highly radioactive particles. The 
inspection determined that PPL Susquehanna's efforts in characterizing problems associated with effective radiological control of discrete 
radioactive particles, evaluating the root and contributing causes that led to substantial potential for personnel exposure in excess of the regulatory 
limits, and subsequently discerning appropriate corrective measures to prevent recurrence were acceptable. Appropriate actions were initiated to 
further develop root causes associated with hydrolazing of equipment prior to removal from underwater storage and use locations. The extent of 
condition review was adequately accomplished, and corrective actions were sufficient to address identified root and contributing causes. Due to the 
licensee's acceptable performance in addressing the characterization and control of highly radioactive particles, the White finding associated with 
this issue will only be considered in assessing plant performance for a total of four quarters in accordance with the guidance in IMC 0305, 
"Operating Reactor Assessment Program." Implementation of the licensee's corrective actions will be reviewed during a future inspection.  
Inspection Report# : 2000009(pdf)  
Inspection Report# : 2001007(pdf)  

Significance:  Dec 31, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Post a High Radiation Area 
10 CFR 20.1501(a)(1), requires that surveys be made to comply with the regulations in 10 CFR Part 20 including 10 CFR 20.1902(b) for posting of 
high radiation areas (defined as an area greater than 100 mR/hr at 30 centimeters(cm)). On November 12, 2000, a shipping cask had not been 
surveyed properly and, as a result, an area measuring 700 mR/hr at 30 centimeters was undetected and constituted an unposted high radiation 
area. This event is documented in Condition Report No. 297422. 
Inspection Report# : 2000009(pdf)  

Public Radiation Safety 

Physical Protection 

Miscellaneous 

Significance: N/A Aug 12, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Missed 10 CFR 50 Appendix J Testing 
Performance deficiencies in communications and coordination between engineering groups had allowed the failure to perform Technical 
Specification required leakage tests on the Hydrogen/Oxygen Analyzer System to remain unidentified for an extended period of time. Specifically, 
the group that was knowledgeable of the leakage rate testing program requirements did not understand the Hydrogen/Oxygen Analyzer System 
primary containment isolation valve design configuration and the groups that were knowledgeable of the primary containment isolation valve 
configuration design did not understand leakage rate testing program requirements. PPL determined that they had multiple opportunities to identify 
this issue from August 1996 until February 2000. 
Inspection Report# : 2000005(pdf)  

Significance: SL-IV Aug 12, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Demonstrate Adequate System Performance as Required by the Maintenance Rule 
PPL failed to demonstrate that the performance of the Turbine Building Closed Cooling Water (TBCCW) system and the secondary containment 
isolation system had been effectively controlled through the performance of appropriate preventive maintenance and did not monitor against 
established goals. PPL did not identify that the TBCCW heat exchangers had exceeded their unavailability performance criteria and the secondary 
containment isolation system had exceeded its reliability performance criteria and, as a result, goal setting and monitoring were not performed as 
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required by 10 CFR 50.65, "The Maintenance Rule." The actual safety significance of this issue was very low because (1) TBCCW remained 
functional at the system level, and (2) a failure of the secondary containment isolation system does not influence the likelihood of an accident 
leading to core damage and does not affect the probability of an early primary containment failure. The inspectors identified a Non-Cited Violation 
for failure to meet the criteria in 10 CFR 50.65, paragraph (a)(2). 
Inspection Report# : 2000005(pdf)  

Significance: SL-IV Aug 12, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Control of Worker Overtime 
PPL did not adequately control the use of worker overtime in accordance with Technical Specification Section 5.2.2.e, "Administrative Controls - 
Unit Staff." Specifically, from February 11, 1999 to May 5, 1999, several plant personnel worked in excess of 72 hours in a seven day period and 
PPL did not pre-approve the overtime deviations. The safety significance of this violation was very low because there were no issues that were 
linked to personnel fatigue. The inspectors identified a Non-Cited Violation for failure to control worker overtime, as required by Technical 
Specifications. 
Inspection Report# : 2000005(pdf)  

Significance: N/A Dec 01, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Effectiveness of Problem Identification and Resolution Program 
The team concluded, based on the samples reviewed, that the implementation of the corrective action program at Susquehanna was adequate. 
Generally, the Susquehanna staff appropriately identified and entered problems into the condition report (CR) system. There was a low threshold 
for initiation of CRs. A recent initiative was a focused review of the CR database to identify adverse trends in performance. CRs were generally 
classified at the correct significance level and the actions identified on the CRs were generally adequate. The engineering and maintenance 
backlogs appeared to be adequately managed. The depth of the PPL analysis for the apparent and root causes of problems were generally 
appropriate. However, the team noted that the cause determination for certain relay failures was unsupported. The team also noted a separate 
example where corrective actions were not re-evaluated when subsequent relay failures occurred.  
Inspection Report# : 2000006(pdf)  

Significance: N/A Nov 06, 2000 
Identified By: Licensee 
Item Type: FIN Finding 
Untimely General Emergency Declaration and Overly Conservative Dose Projections 
Two problems were identified by the licensee from their critique in the dose assessment area. One was an error in dose projection calculation and 
the other was a potentially overconservative default dose projection. Both reflect a risk significant planning standard implementation problem. It is a 
finding due to extenuating circumstances - potential generic issue based on observations at recent exercises. 
Inspection Report# : 2000010(pdf)  

Last modified : March 29, 2002 
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Susquehanna 1 

Initiating Events 

Significance:  Dec 01, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Identification and Problem Resolution Effectivenessof Corrective Actions 
The inspectors identified a finding regarding the effectiveness of corrective actions for breaker over-current protection relays. In 1998, PPL 
established a relay replacement schedule for over-current protection relays due to a manufacturing defect. PPL did not re-evaluate the 
effectiveness of the relay replacement schedule following two electro-hydraulic control (EHC) system pump trips due to over-current protection 
relay failures. This condition is more than minor because the EHC pump malfunction could contribute to the likelihood of a reactor trip, and since 
EHC is required to maintain the turbine bypass valves open, it could affect a mitigating system used to remove reactor core decay heat. The risk of 
this finding was determined to be low since multiple mitigating systems (high pressure injection system, low pressure injection system and 
automatic depressurization system) remained available to respond to a transient. The EHC system is not safety-related and no violations of NRC 
requirements were identified. This is a cross-cutting issue covering two cornerstones. It also covers Mitigation systems.  
Inspection Report# : 2000006(pdf)  

Significance:  Jun 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Off-Normal Operation Procedure for Reactor Pressure Control 
On June 14, the inspectors observed that Unit 2 reactor pressure control was swapped over from the "A" electro-hydraulic control system pressure 
regulator to the "B" regulator, due to drift on the "A" regulator. The instrument and controls technicians performed the activity with no written 
instructions or procedures, and were under the direct technical supervision of a system engineer. This issue was considered to have very low 
safety significance because the verbal technical direction provided by the system engineer to the instrument and controls technicians was 
adequate, in this instance, to control the activity. The inspectors identified a Non-Cited Violation for failure to satisfy Technical Specification 
requirements to implement written procedures. 
Inspection Report# : 2000004(pdf)  

Mitigating Systems 

Significance:  Dec 31, 2000 
Identified By: NRC 
Item Type: FIN Finding 
HPCI Operation After a Main Steam Isolation Valve Closure Transient Without Automatic Reactor Shutdown 
PPL has not taken timely actions to resolve an issue regarding the ability of the high pressure coolant injection (HPCI) system to respond to a 
transient in which the main steam line isolation valves close and the reactor does not automatically shut down. Since 1991, PPL documents have 
recognized: that continued HPCI operation during this transient requires prompt operator action outside of the control room to bypass high 
suppression pool level signals to prevent HPCI valves from automatically changing the HPCI suction source from the condensate storage tank to 
the suppression pool; it was unreasonable to expect that the specified prompt operator actions would be reliably completed within the required 
time; and that this automatic HPCI suction transfer feature should be removed. To date, PPL has not removed this automatic HPCI suction transfer 
feature. A phase 2 significance determination process assessment concluded that this issue was very low safety significance based on the 
availability of safety relief valves and low pressure injection systems to respond if HPCI failed 
Inspection Report# : 2000009(pdf)  

Significance:  Dec 31, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Perform a Risk Assessment Prior to Planned Maintenance Activities 
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The inspectors identified a Non-Cited Violation for failure to assess risk prior to performing maintenance activities. PPL did not assess the risk of 
performing a Unit 1 high pressure coolant injection (HPCI) system test concurrent with a test of the "B" emergency diesel generator (EDG). This 
resulted in the inappropriate removal of the Unit 1 HPCI from service during the EDG testing and an unnecessary increase in risk for the one hour 
period that both the "B" EDG and Unit 1 HPCI were removed from service for testing. This finding was of very low safety significance because 
HPCI would have been available for vessel injection with minimal operator action. Independent calculation of the increase in core damage 
frequency associated with removal of both the EDG and HPCI system for one hour determined the risk to be within the very low safety significance 
band. 
Inspection Report# : 2000009(pdf)  

Significance:  Dec 31, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Post Accident Residual Heat Removal System Operation 
The inspectors identified a Non-Cited Violation for inadequate alarm response procedures related to residual heat removal service water radiation 
monitors. The alarm response procedures were inadequate because, although residual heat removal service water process radiation levels are not 
expected to be high, the expected area background radiation levels during a loss of coolant accident would cause the radiation monitors to alarm 
and the procedures would then direct the operator to inappropriately shut down the residual heat removal and residual heat removal service water 
systems when they were required to mitigate the accident. This finding was determined to be of very low risk significance because sufficient 
information was available for operators to recognize that these alarms were due to background radiation and not cause the systems to be 
shutdown. 
Inspection Report# : 2000009(pdf)  

Significance:  Nov 11, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Multiple Test Failures of Main Steam Safety Relief Valves 
Technical Specification (TS) 3.4.3, "Safety Relief Valves (SRVs)," requires an allowable pressure band of +/- 1% for opening individual SRVs. Five 
of eight SRVs tested on April 14, 2000, opened outside of the TS band, as described in condition report 249300. 
Inspection Report# : 2000008(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
No procedure to maintain the environmental qualification associated with T-drains on motors inside primary containment 
The inspectors identified a non-cited violation for failure to have procedures or instructions to maintain the required environmental qualification 
configuration associated with motor T-drains for motor-operated valve actuators located within the primary containment (10 CFR 50 Appendix B, 
Criterion III, "Design Control") This violation was of very low safety significance because the specific component qualification deficiency was 
determined not to result in a loss of safety function, and therefore, did not impact system or component operability. In addition, the finding did not 
represent an actual open pathway in the primary containment since the redundant isolation valves, located outside of the primary containment, 
were not affected and remained operable. This issue also covers Barrier Integrity 
Inspection Report# : 2001006(pdf)  

Significance:  May 12, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to include and conduct appropriate valve testing in the IST Program as required by Technical Specification 5.5.6 
The inspectors identified a Non-cited violation of Technical Specifications 5.5.6, "In-service Testing Program," for failure to leak test eight reactor 
building closed cooling water system and eight turbine building closed cooling water system valves. This finding was of very low safety significance 
because the leakage through the valves was subsequently determined to be less than the maximum flow that can be diverted from the emergency 
service water system to non-safety related loads during an accident. 
Inspection Report# : 2001005(pdf)  

Significance:  Apr 06, 2001 
Identified By: NRC 
Item Type: FIN Finding 
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Inadequate Corrective Action to Preclude Recurrence of SLC Pump Discharge Pressure Relief Valve Setpoint Drift 
The team found that the as-found relief setpoints of the Unit 1 SLC pump discharge valves were outside the specified tolerance 20 of the 27 times 
the in-service test (IST) of the valves was conducted. The failure rate of the Unit 2 valves was similarly high. The team determined that the 
recurrence of the setpoint drift outside the valve performance criteria was of very low risk significance (Green) by the SDP screening process. This 
conclusion was based on the fact that the licensee's engineering assessment determined that even with both relief valves lifting, sufficient boron 
solution would be injected in the reactor to maintain the integrity of the RPV, fuel, and containment barriers. 
Inspection Report# : 2001004(pdf)  

Significance:  Apr 06, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Non-Conservative Test Acceptance Criteria for RCIC System Surveillance 
The team found that the reactor core isolation cooling (RCIC) pump in-service test acceptance criteria was non-conservative because it would not 
have ensured that the system design function was maintained. This was determined to be of very low risk significance (Green) by the significance 
determination process (SDP) phase 1 screening because an actual loss of the system safety function had not occurred. The failure to establish 
adequate test acceptance criteria for the RCIC pump was considered a non-cited violation of 10CFR50, Appendix B, Criterion XI, Test Control. 
Inspection Report# : 2001004(pdf)  

Significance:  Apr 06, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Meet ATWS Rule in the Design of SLC System 
The team determined that during an anticipated transient without scram (ATWS) loss-of-offsite power (LOOP) scenario, the standby liquid control 
(SLC) system would not satisfy the ATWS rule requirement in that one or both SLC pump relief valves could lift and inhibit full flow to the reactor. 
The team determined this issue to be of very low risk significance (Green) through phase I of the SDP screening process. This conclusion was 
based upon the fact that the licensee's engineering assessment determined that, even with both relief valves lifting, sufficient boron solution would 
be injected in the reactor to maintain the integrity of the fuel, reactor pressure vessel, and containment barriers. In addition, the event itself has a 
low occurrence probability. The failure by the licensee to ensure that the required ATWS rule flow rate would be injected into the reactor vessel was 
considered a non-cited violation of 10CFR50.62. 
Inspection Report# : 2001004(pdf)  

Significance:  Apr 06, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Test the Motor Operated Valve Thermal Overload Bypass Circuit 
The team found that the licensee had neither tested nor developed test procedures that verified the ability of the safety-related motor operated 
valve (MOV) thermal overloads (TOLs) bypass relay contacts to perform their bypass function. The team also found that the TOL setpoints had not 
been selected to ensure that the valves would be able to perform their safety-related function. The team determined that the licensee's failure to 
test the TOL bypasses periodically was of very low risk significance (Green) by the SDP screening process. This determination was based upon 
the results of a subsequent PPL analysis and test conclusions that the current sizing of all TOLs provided reasonable assurance of operability of 
the affected valves. The failure by the licensee to verify the integrity of the bypass circuit was considered an additional example of a non-cited 
violation of 10CFR50, Appendix B, Criterion XI, Test Control. 
Inspection Report# : 2001004(pdf)  

Barrier Integrity 

Significance:  Sep 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Main Steam Isolation Valve Total Leakage Exceeded Technical Specification 
PPL determined that the "as-found" maximum pathway leakage for the Unit 1 inboard MSIV on the "C" steam line and the outboard MSIV on the 
"A" steam line were in excess of the limit specified in TS 3.6.1.3, "Primary Containment Isolation Valves." This finding affects the Barrier Integrity 
Cornerstone and is considered to have very low safety significance using the Significance Determination Process because the redundant valve in 
the "A" and "C" line functioned and would have limited the leak rate to less than the leakage assumed in the offsite dose limit calculation for MSIV 
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leakage. The failure to satisfy Technical Specification 3.6.1.3 "Primary Containment Isolation Valves," leakage limits is a violation of NRC 
requirements. 
Inspection Report# : 2000007(pdf)  

Significance:  Aug 12, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Missed Surveillance Testing on the Hydrogen/Oxygen Analyzer Systems 
On February 2, 2000, PPL identified that Technical Specification required leakage rate surveillance testing had not been performed on the Unit 1 or 
Unit 2 Hydrogen/Oxygen Analyzer System or the Post Accident Sampling System. This issue was of very low safety significance because the 
likelihood of an accident leading to core damage was not affected, the probability of early primary containment failure was negligible, and the as-
found leakage results for these systems in both units was determined to be acceptable. The inspectors identified a Non-Cited Violation for failure to 
perform leakage rate testing as required by Technical Specification 5.5.12, "Primary Containment Leakage Rate Testing Program 10 CFR 50 
Appendix J." 
Inspection Report# : 2000005(pdf)  

Significance:  Jun 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Suppression Chamber-to-Drywell Vacuum Breaker Valve Multiple Test Failures 
In March 2000, four out of ten Unit 1 vacuum breakers had as-found lift setpoints which exceeded the Technical Specification limits. This was of 
very low safety significance because the vacuum breakers would have performed their design function. The inspectors identified a Non-Cited 
Violation for failure to satisfy Technical Specification requirements. 
Inspection Report# : 2000004(pdf)  

Significance:  May 13, 2000 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Actuation of Reactor Water Cleanup (RWCU) High Differential Flow Isolation Logic during RWCU Draining 
During a Unit 1 refueling outage operators inadvertently drained approximately 1100 gallons of water from the reactor vessel/cavity. Operators 
failed to close valves to isolate the reactor water cleanup system from the reactor vessel/cavity during a planned activity to drain the reactor water 
cleanup system. This was of very low safety significance because more than one million gallons of water were still available in the reactor 
vessel/cavity to cool the fuel in the core and in the spent fuel pool. The inspectors identified a noncited violation for not correctly performing a 
procedure. 
Inspection Report# : 2000003(pdf)  

Significance:  May 13, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Invalid Local Leak Rate Tests for Testable Spectacle Flanges 
PPL, Inc (PPL) determined that Unit 1 and Unit 2 residual heat removal system spectacle flanges did not have valid leakage tests as required by 
technical specifications because an extra o-ring was installed which may have prevented the performance of a valid leakage test. This was of very 
low safety significance because the extra o-ring had little effect on the leak tightness of the flanged connection (containment integrity) and 
significant margin existed to technical specification leakage limits. The inspectors identified a noncited violation for not having performed valid 
technical specification required leakage tests. Unit 1 properly leak tested the flanges during the refueling outage. For Unit 2, since it was at power, 
PPL requested that the NRC exercise discretion to not enforce compliance with the actions required in the technical specification to shutdown the 
unit. The NRC issued enforcement discretion since this condition had minimal safety impact, was consistent with the enforcement policy and staff 
guidance, and had no adverse impact on the health and safety of the public. 
Inspection Report# : 2000003(pdf)  

Significance:  Feb 09, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Unit 1 reactor water cleanup overflow and floor contamination due to the failure to follow a plant operating procedure 
Technical Specification section 5.4.1 states: "Written procedures shall be established and implemented that meet the requirements of NRC's 
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Regulatory Guide 1.33, Rev. 2, February 1978. Operations procedure OP-161-002, "RWCU Filter Demineralizers," Rev. 22. Section 3.3.3, states "If 
backwashing "1B" filter, CLOSE reactor water cleanup (RWCU) filter demineralizer "B" effluent isolation valve 145041B. On January 21, 2002, a 
plant operator failed to close the RWCU 14541B manual isolation valve. The error resulted in overflow of radioactive water and contamination in the 
Unit 1 Reactor Building on the 670 foot elevation. The issue was documented in condition report 379343. 
Inspection Report# : 2001012(pdf)  

Emergency Preparedness 

Significance:  Nov 06, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Meet the Regional 90 Minute EOF Activation 
During the 1997 biennial exercise, (IR 50-387;388/97-08) it was identified that the emergency operations facility (EOF) was not able to assume 
control of the emergency within 90 minutes of the Alert declaration. Had the emergency started at the site area emergency level, the licensee would 
not have met its commitment in the emergency plan of activation within 90 minutes. During this exercise, the licensee was not able to meet the 90 
minutes activation goal for the EOF from the time of emergency response organization notification. The licensee has reviewed this issue but has 
not been able to adequately correct the problem. This is contrary to 10 CFR 50.47b(14) which states that "Periodic exercises are conducted to 
evaluate major portions of emergency response capabilities......and deficiencies identified as a result of exercises or drills are (will be) corrected." 
This issue was evaluated under the SDP process as a failure to implement a regulatory requirement and the failure does not appear to be 
programmatic. Therefore, the issue was determined to be of very low safety significant (Green) and is a non-cited violation. 
Inspection Report# : 2000010(pdf)  

Significance:  Sep 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Emergency Action Level for Reactor Coolant System Leakage Change Without NRC Approval 
In 1984, PPL departed from the guidance in NUREG-0654, Criteria for Preparation and Evaluation of Radiological Response Plans and 
Preparedness in Support of Nuclear Power Plants. According to NUREG-0654, an initiating condition for an alert would be "primary coolant leakage 
rate greater than 50 gpm." PPL originally used that criteria but later added the phrase "for greater than four hours." There was no 10 CFR 50.54(q) 
evaluation documentation to support the licensee's change nor documentation of NRC approval of the change. Although, licensee's expectation is 
for an alert to be declared as soon as a greater than 50 gpm leak is identified, the wording of the initiating conditions allows for a four hour delay in 
declaration and thus decreases the effectiveness of the emergency plan and is contrary to 10 CFR 50.54(q). 
Inspection Report# : 2000007(pdf)  

Significance:  Feb 04, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
E-Plan changes decreased the effectiveness of the plan 
The inspectors identified a non-cited violation of 10 CFR 50.54(q) because PPL made changes in the E-Plan which eliminated some on-shift 
emergency positions which decreased the effectiveness of the E-Plan without obtaining prior NRC approval. The finding was of very low safety 
significance because the change was administrative in nature since individuals on-shift could have performed the functions of those eliminated 
positions had they been needed for emergency response. 
Inspection Report# : 2002009(pdf)  

Significance:  Sep 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Emergency Action Level Changes 
The inspectors identified a non-cited violation for failure to follow and maintain the emergency plan as required by 10 CFR 50.54(q) and 10 CFR 50 
Appendix E, "Emergency Planning and Preparedness." This violation was of very low safety significance because some inconsistencies between 
the Emergency Plan and emergency classification procedures resulted in the NRC receiving an event classification reference that did not agree 
with the actual event. 
Inspection Report# : 2001009(pdf)  
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Significance:  Aug 16, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate procedures in place to describe the communication steps needed to alert or activate emergency personnel 
The inspectors identified a non-cited violation for failure to adequately describe, in approved procedures, the communication steps needed to alert 
or activate emergency personnel under each class of emergency. (10 CFR 50.47(b)(5), "Emergency Plan Procedures," and 10 CFR 50 Appendix 
E, Section IV C., "Activation of Emergency Organization") This violation was of very low safety significance because some inadequacies contained 
in the control room communicator emergency procedure may have contributed to a delayed notification of emergency response personnel. The 
delayed notification contributed to emergency response facility activation times in excess of the emergency plan requirements. 
Inspection Report# : 2001008(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: VIO Violation 
Not maintaining minimum on-shift staffing in accordance with the E-Plan 
This inspection identified a violation of planning standard 10 CFR 50.47(b)(2) because on several occasions in 2000 and 2001, PPL's operation on-
shift staff was below the minimum staffing requirements specified in the Emergency Plan for the positions of plant control operator and the assistant 
unit supervisor. The safety significance of this finding was of low to moderate safety significance because, on these occasions, the emergency 
preparedness function associated with these on-shift staff positions was not met. The emergency preparedness function that was not met 
associated with the plant control operator was either the emergency communicator function in the control room or the function to monitor for safety 
in the unaffected unit during an emergency at the site. The emergency preparedness function that was not met associated with the assistant unit 
supervisor was that of the operations support center coordinator. The NRC issued the results of the final significance determination in a letter dated 
September 13, 2001. This supplemental inspection was performed by the NRC using inspection procedure 95001, to assess the licensee's 
evaluation associated with a violation of White significance which was identified in Inspection Report 50-387/01-06, 50-388/01-06. The NRC 
identified that on several occasions, the licensee on-shift staffing was below the minimum requirements of the E-Plan. The NRC identified that the 
root cause evaluation was narrowly focused which resulted in the licensee not conducting a thorough review to understand the causal factors 
contributing to the violation. Therefore, it was not evident that the problems associated with this issue were sufficiently understood to provide 
reasonable assurance that the corrective actions would prevent recurrence. Consequently, the NRC was not able to complete the inspection 
objectives. 
Inspection Report# : 2001006(pdf)  
Inspection Report# : 2002009(pdf)  

Occupational Radiation Safety 

Significance:  Dec 31, 2000 
Identified By: NRC 
Item Type: VIO Violation 
Failure to Conduct an Adequate Radiological Survey in Accordance with 10 CFR 20.1501 
During the period September 2000 through December 14, 2000, workers performed work on irradiated reactor hardware disposal equipment and 
tools, contaminated with highly radioactive particles on the refueling floor. While PPL took action to evaluate some aspects of the radiological 
hazards posed by these highly radioactive particles, PPL's organization and program: (1) did not adequately evaluate and characterize the 
radiation exposure hazards posed by these particles; and (2) did not establish and implement adequate radiological controls to prevent shallow-
dose and deep-dose equivalent personnel exposure from exceeding regulatory requirements. While no personnel exposures in excess of 10 CFR 
20 occupational limits are known to have occurred, the radiological conditions were such that a minor alteration in exposure circumstances could 
result in personnel exposure in excess of regulatory limits. Failure to effectively evaluate the radiological hazard as necessary to assure that the 
regulatory dose limits of 10 CFR 20.1201 were not exceeded is an apparent violation of 10 CFR 20.1501(a). This issue was assessed using the 
Occupational Safety Significance Determination Process (SDP) described in NRC Inspection Manual Chapter (IMC) 0609, Appendix C, and 
characterized as a preliminary WHITE finding. By letter dated March 12, 2001, EA-01-012, the NRC has determined that the event should be 
assessed as White, an issue with low to moderate increased importance to safety. This results in a White finding. During the supplemental 
inspection performed in accordance with Inspection Procedure 95001, IR 05000377&378/2001-007) the inspector determined that the licensee 
performed acceptable evaluation of the radiological significance of the hazards associated with the presence of highly radioactive particles. The 
inspection determined that PPL Susquehanna's efforts in characterizing problems associated with effective radiological control of discrete 
radioactive particles, evaluating the root and contributing causes that led to substantial potential for personnel exposure in excess of the regulatory 
limits, and subsequently discerning appropriate corrective measures to prevent recurrence were acceptable. Appropriate actions were initiated to 
further develop root causes associated with hydrolazing of equipment prior to removal from underwater storage and use locations. The extent of 
condition review was adequately accomplished, and corrective actions were sufficient to address identified root and contributing causes. Due to the 
licensee's acceptable performance in addressing the characterization and control of highly radioactive particles, the White finding associated with 
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this issue will only be considered in assessing plant performance for a total of four quarters in accordance with the guidance in IMC 0305, 
"Operating Reactor Assessment Program." Implementation of the licensee's corrective actions will be reviewed during a future inspection.  
Inspection Report# : 2000009(pdf)  
Inspection Report# : 2001007(pdf)  

Significance:  Dec 31, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Post a High Radiation Area 
10 CFR 20.1501(a)(1), requires that surveys be made to comply with the regulations in 10 CFR Part 20 including 10 CFR 20.1902(b) for posting of 
high radiation areas (defined as an area greater than 100 mR/hr at 30 centimeters(cm)). On November 12, 2000, a shipping cask had not been 
surveyed properly and, as a result, an area measuring 700 mR/hr at 30 centimeters was undetected and constituted an unposted high radiation 
area. This event is documented in Condition Report No. 297422. 
Inspection Report# : 2000009(pdf)  

Significance:  May 13, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Control a High Radiation Area (greater than 1000 millirem/hour at 30 cm) in accordance with Technical Specification 5.7.2.a 
PPL identified that a barricade to prevent unauthorized or inadvertent entry to the drywell was not sufficiently secured to prevent unauthorized 
access. Since the drywell contained areas that had dose rates greater than1 rem/hour at 30 centimeters, technical specifications required a locked 
door or gate to prevent unauthorized entry. This was of very low safety significance because there was no substantial potential for exposure in 
excess of regulatory limits and there was no significant unplanned exposure. The inspectors identified a noncited violation against technical 
specifications. 
Inspection Report# : 2000003(pdf)  

Public Radiation Safety 

Physical Protection 

Miscellaneous 

Significance: N/A Dec 01, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Effectiveness of Problem Identification and Resolution Program 
The team concluded, based on the samples reviewed, that the implementation of the corrective action program at Susquehanna was adequate. 
Generally, the Susquehanna staff appropriately identified and entered problems into the condition report (CR) system. There was a low threshold 
for initiation of CRs. A recent initiative was a focused review of the CR database to identify adverse trends in performance. CRs were generally 
classified at the correct significance level and the actions identified on the CRs were generally adequate. The engineering and maintenance 
backlogs appeared to be adequately managed. The depth of the PPL analysis for the apparent and root causes of problems were generally 
appropriate. However, the team noted that the cause determination for certain relay failures was unsupported. The team also noted a separate 
example where corrective actions were not re-evaluated when subsequent relay failures occurred.  
Inspection Report# : 2000006(pdf)  

Significance: N/A Nov 06, 2000 
Identified By: Licensee 
Item Type: FIN Finding 
Untimely General Emergency Declaration and Overly Conservative Dose Projections 
Two problems were identified by the licensee from their critique in the dose assessment area. One was an error in dose projection calculation and 
the other was a potentially overconservative default dose projection. Both reflect a risk significant planning standard implementation problem. It is a 
finding due to extenuating circumstances - potential generic issue based on observations at recent exercises. 
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Inspection Report# : 2000010(pdf)  

Significance: N/A Aug 12, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Missed 10 CFR 50 Appendix J Testing 
Performance deficiencies in communications and coordination between engineering groups had allowed the failure to perform Technical 
Specification required leakage tests on the Hydrogen/Oxygen Analyzer System to remain unidentified for an extended period of time. Specifically, 
the group that was knowledgeable of the leakage rate testing program requirements did not understand the Hydrogen/Oxygen Analyzer System 
primary containment isolation valve design configuration and the groups that were knowledgeable of the primary containment isolation valve 
configuration design did not understand leakage rate testing program requirements. PPL determined that they had multiple opportunities to identify 
this issue from August 1996 until February 2000. 
Inspection Report# : 2000005(pdf)  

Significance: SL-IV Aug 12, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Demonstrate Adequate System Performance as Required by the Maintenance Rule 
PPL failed to demonstrate that the performance of the Turbine Building Closed Cooling Water (TBCCW) system and the secondary containment 
isolation system had been effectively controlled through the performance of appropriate preventive maintenance and did not monitor against 
established goals. PPL did not identify that the TBCCW heat exchangers had exceeded their unavailability performance criteria and the secondary 
containment isolation system had exceeded its reliability performance criteria and, as a result, goal setting and monitoring were not performed as 
required by 10 CFR 50.65, "The Maintenance Rule." The actual safety significance of this issue was very low because (1) TBCCW remained 
functional at the system level, and (2) a failure of the secondary containment isolation system does not influence the likelihood of an accident 
leading to core damage and does not affect the probability of an early primary containment failure. The inspectors identified a Non-Cited Violation 
for failure to meet the criteria in 10 CFR 50.65, paragraph (a)(2). 
Inspection Report# : 2000005(pdf)  

Significance: SL-IV Aug 12, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Control of Worker Overtime 
PPL did not adequately control the use of worker overtime in accordance with Technical Specification Section 5.2.2.e, "Administrative Controls - 
Unit Staff." Specifically, from February 11, 1999 to May 5, 1999, several plant personnel worked in excess of 72 hours in a seven day period and 
PPL did not pre-approve the overtime deviations. The safety significance of this violation was very low because there were no issues that were 
linked to personnel fatigue. The inspectors identified a Non-Cited Violation for failure to control worker overtime, as required by Technical 
Specifications. 
Inspection Report# : 2000005(pdf)  

Last modified : March 28, 2002 
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Susquehanna 1 

Initiating Events 

Significance:  Dec 01, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Identification and Problem Resolution Effectivenessof Corrective Actions 
The inspectors identified a finding regarding the effectiveness of corrective actions for breaker over-current protection relays. In 1998, PPL 
established a relay replacement schedule for over-current protection relays due to a manufacturing defect. PPL did not re-evaluate the 
effectiveness of the relay replacement schedule following two electro-hydraulic control (EHC) system pump trips due to over-current protection 
relay failures. This condition is more than minor because the EHC pump malfunction could contribute to the likelihood of a reactor trip, and since 
EHC is required to maintain the turbine bypass valves open, it could affect a mitigating system used to remove reactor core decay heat. The risk of 
this finding was determined to be low since multiple mitigating systems (high pressure injection system, low pressure injection system and 
automatic depressurization system) remained available to respond to a transient. The EHC system is not safety-related and no violations of NRC 
requirements were identified. This is a cross-cutting issue covering two cornerstones. It also covers Mitigation systems.  
Inspection Report# : 2000006(pdf)  

Significance:  Jun 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Off-Normal Operation Procedure for Reactor Pressure Control 
On June 14, the inspectors observed that Unit 2 reactor pressure control was swapped over from the "A" electro-hydraulic control system pressure 
regulator to the "B" regulator, due to drift on the "A" regulator. The instrument and controls technicians performed the activity with no written 
instructions or procedures, and were under the direct technical supervision of a system engineer. This issue was considered to have very low 
safety significance because the verbal technical direction provided by the system engineer to the instrument and controls technicians was 
adequate, in this instance, to control the activity. The inspectors identified a Non-Cited Violation for failure to satisfy Technical Specification 
requirements to implement written procedures. 
Inspection Report# : 2000004(pdf)  

Mitigating Systems 

Significance:  Dec 31, 2000 
Identified By: NRC 
Item Type: FIN Finding 
HPCI Operation After a Main Steam Isolation Valve Closure Transient Without Automatic Reactor Shutdown 
PPL has not taken timely actions to resolve an issue regarding the ability of the high pressure coolant injection (HPCI) system to respond to a 
transient in which the main steam line isolation valves close and the reactor does not automatically shut down. Since 1991, PPL documents have 
recognized: that continued HPCI operation during this transient requires prompt operator action outside of the control room to bypass high 
suppression pool level signals to prevent HPCI valves from automatically changing the HPCI suction source from the condensate storage tank to 
the suppression pool; it was unreasonable to expect that the specified prompt operator actions would be reliably completed within the required 
time; and that this automatic HPCI suction transfer feature should be removed. To date, PPL has not removed this automatic HPCI suction transfer 
feature. A phase 2 significance determination process assessment concluded that this issue was very low safety significance based on the 
availability of safety relief valves and low pressure injection systems to respond if HPCI failed 
Inspection Report# : 2000009(pdf)  

Significance:  Dec 31, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Perform a Risk Assessment Prior to Planned Maintenance Activities 
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The inspectors identified a Non-Cited Violation for failure to assess risk prior to performing maintenance activities. PPL did not assess the risk of 
performing a Unit 1 high pressure coolant injection (HPCI) system test concurrent with a test of the "B" emergency diesel generator (EDG). This 
resulted in the inappropriate removal of the Unit 1 HPCI from service during the EDG testing and an unnecessary increase in risk for the one hour 
period that both the "B" EDG and Unit 1 HPCI were removed from service for testing. This finding was of very low safety significance because 
HPCI would have been available for vessel injection with minimal operator action. Independent calculation of the increase in core damage 
frequency associated with removal of both the EDG and HPCI system for one hour determined the risk to be within the very low safety significance 
band. 
Inspection Report# : 2000009(pdf)  

Significance:  Dec 31, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Post Accident Residual Heat Removal System Operation 
The inspectors identified a Non-Cited Violation for inadequate alarm response procedures related to residual heat removal service water radiation 
monitors. The alarm response procedures were inadequate because, although residual heat removal service water process radiation levels are not 
expected to be high, the expected area background radiation levels during a loss of coolant accident would cause the radiation monitors to alarm 
and the procedures would then direct the operator to inappropriately shut down the residual heat removal and residual heat removal service water 
systems when they were required to mitigate the accident. This finding was determined to be of very low risk significance because sufficient 
information was available for operators to recognize that these alarms were due to background radiation and not cause the systems to be 
shutdown. 
Inspection Report# : 2000009(pdf)  

Significance:  Nov 11, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Multiple Test Failures of Main Steam Safety Relief Valves 
Technical Specification (TS) 3.4.3, "Safety Relief Valves (SRVs)," requires an allowable pressure band of +/- 1% for opening individual SRVs. Five 
of eight SRVs tested on April 14, 2000, opened outside of the TS band, as described in condition report 249300. 
Inspection Report# : 2000008(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
No procedure to maintain the environmental qualification associated with T-drains on motors inside primary containment 
The inspectors identified a non-cited violation for failure to have procedures or instructions to maintain the required environmental qualification 
configuration associated with motor T-drains for motor-operated valve actuators located within the primary containment (10 CFR 50 Appendix B, 
Criterion III, "Design Control") This violation was of very low safety significance because the specific component qualification deficiency was 
determined not to result in a loss of safety function, and therefore, did not impact system or component operability. In addition, the finding did not 
represent an actual open pathway in the primary containment since the redundant isolation valves, located outside of the primary containment, 
were not affected and remained operable. This issue also covers Barrier Integrity 
Inspection Report# : 2001006(pdf)  

Significance:  May 12, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to include and conduct appropriate valve testing in the IST Program as required by Technical Specification 5.5.6 
The inspectors identified a Non-cited violation of Technical Specifications 5.5.6, "In-service Testing Program," for failure to leak test eight reactor 
building closed cooling water system and eight turbine building closed cooling water system valves. This finding was of very low safety significance 
because the leakage through the valves was subsequently determined to be less than the maximum flow that can be diverted from the emergency 
service water system to non-safety related loads during an accident. 
Inspection Report# : 2001005(pdf)  

Significance:  Apr 06, 2001 
Identified By: NRC 
Item Type: FIN Finding 

Page 2 of 81Q/2001 Inspection Findings - Susquehanna 1



Inadequate Corrective Action to Preclude Recurrence of SLC Pump Discharge Pressure Relief Valve Setpoint Drift 
The team found that the as-found relief setpoints of the Unit 1 SLC pump discharge valves were outside the specified tolerance 20 of the 27 times 
the in-service test (IST) of the valves was conducted. The failure rate of the Unit 2 valves was similarly high. The team determined that the 
recurrence of the setpoint drift outside the valve performance criteria was of very low risk significance (Green) by the SDP screening process. This 
conclusion was based on the fact that the licensee's engineering assessment determined that even with both relief valves lifting, sufficient boron 
solution would be injected in the reactor to maintain the integrity of the RPV, fuel, and containment barriers. 
Inspection Report# : 2001004(pdf)  

Significance:  Apr 06, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Non-Conservative Test Acceptance Criteria for RCIC System Surveillance 
The team found that the reactor core isolation cooling (RCIC) pump in-service test acceptance criteria was non-conservative because it would not 
have ensured that the system design function was maintained. This was determined to be of very low risk significance (Green) by the significance 
determination process (SDP) phase 1 screening because an actual loss of the system safety function had not occurred. The failure to establish 
adequate test acceptance criteria for the RCIC pump was considered a non-cited violation of 10CFR50, Appendix B, Criterion XI, Test Control. 
Inspection Report# : 2001004(pdf)  

Significance:  Apr 06, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Meet ATWS Rule in the Design of SLC System 
The team determined that during an anticipated transient without scram (ATWS) loss-of-offsite power (LOOP) scenario, the standby liquid control 
(SLC) system would not satisfy the ATWS rule requirement in that one or both SLC pump relief valves could lift and inhibit full flow to the reactor. 
The team determined this issue to be of very low risk significance (Green) through phase I of the SDP screening process. This conclusion was 
based upon the fact that the licensee's engineering assessment determined that, even with both relief valves lifting, sufficient boron solution would 
be injected in the reactor to maintain the integrity of the fuel, reactor pressure vessel, and containment barriers. In addition, the event itself has a 
low occurrence probability. The failure by the licensee to ensure that the required ATWS rule flow rate would be injected into the reactor vessel was 
considered a non-cited violation of 10CFR50.62. 
Inspection Report# : 2001004(pdf)  

Significance:  Apr 06, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Test the Motor Operated Valve Thermal Overload Bypass Circuit 
The team found that the licensee had neither tested nor developed test procedures that verified the ability of the safety-related motor operated 
valve (MOV) thermal overloads (TOLs) bypass relay contacts to perform their bypass function. The team also found that the TOL setpoints had not 
been selected to ensure that the valves would be able to perform their safety-related function. The team determined that the licensee's failure to 
test the TOL bypasses periodically was of very low risk significance (Green) by the SDP screening process. This determination was based upon 
the results of a subsequent PPL analysis and test conclusions that the current sizing of all TOLs provided reasonable assurance of operability of 
the affected valves. The failure by the licensee to verify the integrity of the bypass circuit was considered an additional example of a non-cited 
violation of 10CFR50, Appendix B, Criterion XI, Test Control. 
Inspection Report# : 2001004(pdf)  

Barrier Integrity 

Significance:  Sep 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Main Steam Isolation Valve Total Leakage Exceeded Technical Specification 
PPL determined that the "as-found" maximum pathway leakage for the Unit 1 inboard MSIV on the "C" steam line and the outboard MSIV on the 
"A" steam line were in excess of the limit specified in TS 3.6.1.3, "Primary Containment Isolation Valves." This finding affects the Barrier Integrity 
Cornerstone and is considered to have very low safety significance using the Significance Determination Process because the redundant valve in 
the "A" and "C" line functioned and would have limited the leak rate to less than the leakage assumed in the offsite dose limit calculation for MSIV 

Page 3 of 81Q/2001 Inspection Findings - Susquehanna 1



leakage. The failure to satisfy Technical Specification 3.6.1.3 "Primary Containment Isolation Valves," leakage limits is a violation of NRC 
requirements. 
Inspection Report# : 2000007(pdf)  

Significance:  Aug 12, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Missed Surveillance Testing on the Hydrogen/Oxygen Analyzer Systems 
On February 2, 2000, PPL identified that Technical Specification required leakage rate surveillance testing had not been performed on the Unit 1 or 
Unit 2 Hydrogen/Oxygen Analyzer System or the Post Accident Sampling System. This issue was of very low safety significance because the 
likelihood of an accident leading to core damage was not affected, the probability of early primary containment failure was negligible, and the as-
found leakage results for these systems in both units was determined to be acceptable. The inspectors identified a Non-Cited Violation for failure to 
perform leakage rate testing as required by Technical Specification 5.5.12, "Primary Containment Leakage Rate Testing Program 10 CFR 50 
Appendix J." 
Inspection Report# : 2000005(pdf)  

Significance:  Jun 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Suppression Chamber-to-Drywell Vacuum Breaker Valve Multiple Test Failures 
In March 2000, four out of ten Unit 1 vacuum breakers had as-found lift setpoints which exceeded the Technical Specification limits. This was of 
very low safety significance because the vacuum breakers would have performed their design function. The inspectors identified a Non-Cited 
Violation for failure to satisfy Technical Specification requirements. 
Inspection Report# : 2000004(pdf)  

Significance:  May 13, 2000 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Actuation of Reactor Water Cleanup (RWCU) High Differential Flow Isolation Logic during RWCU Draining 
During a Unit 1 refueling outage operators inadvertently drained approximately 1100 gallons of water from the reactor vessel/cavity. Operators 
failed to close valves to isolate the reactor water cleanup system from the reactor vessel/cavity during a planned activity to drain the reactor water 
cleanup system. This was of very low safety significance because more than one million gallons of water were still available in the reactor 
vessel/cavity to cool the fuel in the core and in the spent fuel pool. The inspectors identified a noncited violation for not correctly performing a 
procedure. 
Inspection Report# : 2000003(pdf)  

Significance:  May 13, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Invalid Local Leak Rate Tests for Testable Spectacle Flanges 
PPL, Inc (PPL) determined that Unit 1 and Unit 2 residual heat removal system spectacle flanges did not have valid leakage tests as required by 
technical specifications because an extra o-ring was installed which may have prevented the performance of a valid leakage test. This was of very 
low safety significance because the extra o-ring had little effect on the leak tightness of the flanged connection (containment integrity) and 
significant margin existed to technical specification leakage limits. The inspectors identified a noncited violation for not having performed valid 
technical specification required leakage tests. Unit 1 properly leak tested the flanges during the refueling outage. For Unit 2, since it was at power, 
PPL requested that the NRC exercise discretion to not enforce compliance with the actions required in the technical specification to shutdown the 
unit. The NRC issued enforcement discretion since this condition had minimal safety impact, was consistent with the enforcement policy and staff 
guidance, and had no adverse impact on the health and safety of the public. 
Inspection Report# : 2000003(pdf)  

Significance:  Feb 09, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Unit 1 reactor water cleanup overflow and floor contamination due to the failure to follow a plant operating procedure 
Technical Specification section 5.4.1 states: "Written procedures shall be established and implemented that meet the requirements of NRC's 
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Regulatory Guide 1.33, Rev. 2, February 1978. Operations procedure OP-161-002, "RWCU Filter Demineralizers," Rev. 22. Section 3.3.3, states "If 
backwashing "1B" filter, CLOSE reactor water cleanup (RWCU) filter demineralizer "B" effluent isolation valve 145041B. On January 21, 2002, a 
plant operator failed to close the RWCU 14541B manual isolation valve. The error resulted in overflow of radioactive water and contamination in the 
Unit 1 Reactor Building on the 670 foot elevation. The issue was documented in condition report 379343. 
Inspection Report# : 2001012(pdf)  

Emergency Preparedness 

Significance:  Nov 06, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Meet the Regional 90 Minute EOF Activation 
During the 1997 biennial exercise, (IR 50-387;388/97-08) it was identified that the emergency operations facility (EOF) was not able to assume 
control of the emergency within 90 minutes of the Alert declaration. Had the emergency started at the site area emergency level, the licensee would 
not have met its commitment in the emergency plan of activation within 90 minutes. During this exercise, the licensee was not able to meet the 90 
minutes activation goal for the EOF from the time of emergency response organization notification. The licensee has reviewed this issue but has 
not been able to adequately correct the problem. This is contrary to 10 CFR 50.47b(14) which states that "Periodic exercises are conducted to 
evaluate major portions of emergency response capabilities......and deficiencies identified as a result of exercises or drills are (will be) corrected." 
This issue was evaluated under the SDP process as a failure to implement a regulatory requirement and the failure does not appear to be 
programmatic. Therefore, the issue was determined to be of very low safety significant (Green) and is a non-cited violation. 
Inspection Report# : 2000010(pdf)  

Significance:  Sep 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Emergency Action Level for Reactor Coolant System Leakage Change Without NRC Approval 
In 1984, PPL departed from the guidance in NUREG-0654, Criteria for Preparation and Evaluation of Radiological Response Plans and 
Preparedness in Support of Nuclear Power Plants. According to NUREG-0654, an initiating condition for an alert would be "primary coolant leakage 
rate greater than 50 gpm." PPL originally used that criteria but later added the phrase "for greater than four hours." There was no 10 CFR 50.54(q) 
evaluation documentation to support the licensee's change nor documentation of NRC approval of the change. Although, licensee's expectation is 
for an alert to be declared as soon as a greater than 50 gpm leak is identified, the wording of the initiating conditions allows for a four hour delay in 
declaration and thus decreases the effectiveness of the emergency plan and is contrary to 10 CFR 50.54(q). 
Inspection Report# : 2000007(pdf)  

Significance:  Feb 04, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
E-Plan changes decreased the effectiveness of the plan 
The inspectors identified a non-cited violation of 10 CFR 50.54(q) because PPL made changes in the E-Plan which eliminated some on-shift 
emergency positions which decreased the effectiveness of the E-Plan without obtaining prior NRC approval. The finding was of very low safety 
significance because the change was administrative in nature since individuals on-shift could have performed the functions of those eliminated 
positions had they been needed for emergency response. 
Inspection Report# : 2002009(pdf)  

Significance:  Sep 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Emergency Action Level Changes 
The inspectors identified a non-cited violation for failure to follow and maintain the emergency plan as required by 10 CFR 50.54(q) and 10 CFR 50 
Appendix E, "Emergency Planning and Preparedness." This violation was of very low safety significance because some inconsistencies between 
the Emergency Plan and emergency classification procedures resulted in the NRC receiving an event classification reference that did not agree 
with the actual event. 
Inspection Report# : 2001009(pdf)  
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Significance:  Aug 16, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate procedures in place to describe the communication steps needed to alert or activate emergency personnel 
The inspectors identified a non-cited violation for failure to adequately describe, in approved procedures, the communication steps needed to alert 
or activate emergency personnel under each class of emergency. (10 CFR 50.47(b)(5), "Emergency Plan Procedures," and 10 CFR 50 Appendix 
E, Section IV C., "Activation of Emergency Organization") This violation was of very low safety significance because some inadequacies contained 
in the control room communicator emergency procedure may have contributed to a delayed notification of emergency response personnel. The 
delayed notification contributed to emergency response facility activation times in excess of the emergency plan requirements. 
Inspection Report# : 2001008(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: VIO Violation 
Not maintaining minimum on-shift staffing in accordance with the E-Plan 
This inspection identified a violation of planning standard 10 CFR 50.47(b)(2) because on several occasions in 2000 and 2001, PPL's operation on-
shift staff was below the minimum staffing requirements specified in the Emergency Plan for the positions of plant control operator and the assistant 
unit supervisor. The safety significance of this finding was of low to moderate safety significance because, on these occasions, the emergency 
preparedness function associated with these on-shift staff positions was not met. The emergency preparedness function that was not met 
associated with the plant control operator was either the emergency communicator function in the control room or the function to monitor for safety 
in the unaffected unit during an emergency at the site. The emergency preparedness function that was not met associated with the assistant unit 
supervisor was that of the operations support center coordinator. The NRC issued the results of the final significance determination in a letter dated 
September 13, 2001. This supplemental inspection was performed by the NRC using inspection procedure 95001, to assess the licensee's 
evaluation associated with a violation of White significance which was identified in Inspection Report 50-387/01-06, 50-388/01-06. The NRC 
identified that on several occasions, the licensee on-shift staffing was below the minimum requirements of the E-Plan. The NRC identified that the 
root cause evaluation was narrowly focused which resulted in the licensee not conducting a thorough review to understand the causal factors 
contributing to the violation. Therefore, it was not evident that the problems associated with this issue were sufficiently understood to provide 
reasonable assurance that the corrective actions would prevent recurrence. Consequently, the NRC was not able to complete the inspection 
objectives. 
Inspection Report# : 2001006(pdf)  
Inspection Report# : 2002009(pdf)  

Occupational Radiation Safety 

Significance:  Dec 31, 2000 
Identified By: NRC 
Item Type: VIO Violation 
Failure to Conduct an Adequate Radiological Survey in Accordance with 10 CFR 20.1501 
During the period September 2000 through December 14, 2000, workers performed work on irradiated reactor hardware disposal equipment and 
tools, contaminated with highly radioactive particles on the refueling floor. While PPL took action to evaluate some aspects of the radiological 
hazards posed by these highly radioactive particles, PPL's organization and program: (1) did not adequately evaluate and characterize the 
radiation exposure hazards posed by these particles; and (2) did not establish and implement adequate radiological controls to prevent shallow-
dose and deep-dose equivalent personnel exposure from exceeding regulatory requirements. While no personnel exposures in excess of 10 CFR 
20 occupational limits are known to have occurred, the radiological conditions were such that a minor alteration in exposure circumstances could 
result in personnel exposure in excess of regulatory limits. Failure to effectively evaluate the radiological hazard as necessary to assure that the 
regulatory dose limits of 10 CFR 20.1201 were not exceeded is an apparent violation of 10 CFR 20.1501(a). This issue was assessed using the 
Occupational Safety Significance Determination Process (SDP) described in NRC Inspection Manual Chapter (IMC) 0609, Appendix C, and 
characterized as a preliminary WHITE finding. By letter dated March 12, 2001, EA-01-012, the NRC has determined that the event should be 
assessed as White, an issue with low to moderate increased importance to safety. This results in a White finding. During the supplemental 
inspection performed in accordance with Inspection Procedure 95001, IR 05000377&378/2001-007) the inspector determined that the licensee 
performed acceptable evaluation of the radiological significance of the hazards associated with the presence of highly radioactive particles. The 
inspection determined that PPL Susquehanna's efforts in characterizing problems associated with effective radiological control of discrete 
radioactive particles, evaluating the root and contributing causes that led to substantial potential for personnel exposure in excess of the regulatory 
limits, and subsequently discerning appropriate corrective measures to prevent recurrence were acceptable. Appropriate actions were initiated to 
further develop root causes associated with hydrolazing of equipment prior to removal from underwater storage and use locations. The extent of 
condition review was adequately accomplished, and corrective actions were sufficient to address identified root and contributing causes. Due to the 
licensee's acceptable performance in addressing the characterization and control of highly radioactive particles, the White finding associated with 
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this issue will only be considered in assessing plant performance for a total of four quarters in accordance with the guidance in IMC 0305, 
"Operating Reactor Assessment Program." Implementation of the licensee's corrective actions will be reviewed during a future inspection.  
Inspection Report# : 2000009(pdf)  
Inspection Report# : 2001007(pdf)  

Significance:  Dec 31, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Post a High Radiation Area 
10 CFR 20.1501(a)(1), requires that surveys be made to comply with the regulations in 10 CFR Part 20 including 10 CFR 20.1902(b) for posting of 
high radiation areas (defined as an area greater than 100 mR/hr at 30 centimeters(cm)). On November 12, 2000, a shipping cask had not been 
surveyed properly and, as a result, an area measuring 700 mR/hr at 30 centimeters was undetected and constituted an unposted high radiation 
area. This event is documented in Condition Report No. 297422. 
Inspection Report# : 2000009(pdf)  

Significance:  May 13, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Control a High Radiation Area (greater than 1000 millirem/hour at 30 cm) in accordance with Technical Specification 5.7.2.a 
PPL identified that a barricade to prevent unauthorized or inadvertent entry to the drywell was not sufficiently secured to prevent unauthorized 
access. Since the drywell contained areas that had dose rates greater than1 rem/hour at 30 centimeters, technical specifications required a locked 
door or gate to prevent unauthorized entry. This was of very low safety significance because there was no substantial potential for exposure in 
excess of regulatory limits and there was no significant unplanned exposure. The inspectors identified a noncited violation against technical 
specifications. 
Inspection Report# : 2000003(pdf)  

Public Radiation Safety 

Physical Protection 

Miscellaneous 

Significance: N/A Dec 01, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Effectiveness of Problem Identification and Resolution Program 
The team concluded, based on the samples reviewed, that the implementation of the corrective action program at Susquehanna was adequate. 
Generally, the Susquehanna staff appropriately identified and entered problems into the condition report (CR) system. There was a low threshold 
for initiation of CRs. A recent initiative was a focused review of the CR database to identify adverse trends in performance. CRs were generally 
classified at the correct significance level and the actions identified on the CRs were generally adequate. The engineering and maintenance 
backlogs appeared to be adequately managed. The depth of the PPL analysis for the apparent and root causes of problems were generally 
appropriate. However, the team noted that the cause determination for certain relay failures was unsupported. The team also noted a separate 
example where corrective actions were not re-evaluated when subsequent relay failures occurred.  
Inspection Report# : 2000006(pdf)  

Significance: N/A Nov 06, 2000 
Identified By: Licensee 
Item Type: FIN Finding 
Untimely General Emergency Declaration and Overly Conservative Dose Projections 
Two problems were identified by the licensee from their critique in the dose assessment area. One was an error in dose projection calculation and 
the other was a potentially overconservative default dose projection. Both reflect a risk significant planning standard implementation problem. It is a 
finding due to extenuating circumstances - potential generic issue based on observations at recent exercises. 
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Inspection Report# : 2000010(pdf)  

Significance: N/A Aug 12, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Missed 10 CFR 50 Appendix J Testing 
Performance deficiencies in communications and coordination between engineering groups had allowed the failure to perform Technical 
Specification required leakage tests on the Hydrogen/Oxygen Analyzer System to remain unidentified for an extended period of time. Specifically, 
the group that was knowledgeable of the leakage rate testing program requirements did not understand the Hydrogen/Oxygen Analyzer System 
primary containment isolation valve design configuration and the groups that were knowledgeable of the primary containment isolation valve 
configuration design did not understand leakage rate testing program requirements. PPL determined that they had multiple opportunities to identify 
this issue from August 1996 until February 2000. 
Inspection Report# : 2000005(pdf)  

Significance: SL-IV Aug 12, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Demonstrate Adequate System Performance as Required by the Maintenance Rule 
PPL failed to demonstrate that the performance of the Turbine Building Closed Cooling Water (TBCCW) system and the secondary containment 
isolation system had been effectively controlled through the performance of appropriate preventive maintenance and did not monitor against 
established goals. PPL did not identify that the TBCCW heat exchangers had exceeded their unavailability performance criteria and the secondary 
containment isolation system had exceeded its reliability performance criteria and, as a result, goal setting and monitoring were not performed as 
required by 10 CFR 50.65, "The Maintenance Rule." The actual safety significance of this issue was very low because (1) TBCCW remained 
functional at the system level, and (2) a failure of the secondary containment isolation system does not influence the likelihood of an accident 
leading to core damage and does not affect the probability of an early primary containment failure. The inspectors identified a Non-Cited Violation 
for failure to meet the criteria in 10 CFR 50.65, paragraph (a)(2). 
Inspection Report# : 2000005(pdf)  

Significance: SL-IV Aug 12, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Control of Worker Overtime 
PPL did not adequately control the use of worker overtime in accordance with Technical Specification Section 5.2.2.e, "Administrative Controls - 
Unit Staff." Specifically, from February 11, 1999 to May 5, 1999, several plant personnel worked in excess of 72 hours in a seven day period and 
PPL did not pre-approve the overtime deviations. The safety significance of this violation was very low because there were no issues that were 
linked to personnel fatigue. The inspectors identified a Non-Cited Violation for failure to control worker overtime, as required by Technical 
Specifications. 
Inspection Report# : 2000005(pdf)  

Last modified : March 28, 2002 
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Susquehanna 1 

Initiating Events 

Significance:  Dec 01, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Identification and Problem Resolution Effectivenessof Corrective Actions 
The inspectors identified a finding regarding the effectiveness of corrective actions for breaker over-current protection relays. In 1998, PPL 
established a relay replacement schedule for over-current protection relays due to a manufacturing defect. PPL did not re-evaluate the 
effectiveness of the relay replacement schedule following two electro-hydraulic control (EHC) system pump trips due to over-current protection 
relay failures. This condition is more than minor because the EHC pump malfunction could contribute to the likelihood of a reactor trip, and since 
EHC is required to maintain the turbine bypass valves open, it could affect a mitigating system used to remove reactor core decay heat. The risk of 
this finding was determined to be low since multiple mitigating systems (high pressure injection system, low pressure injection system and 
automatic depressurization system) remained available to respond to a transient. The EHC system is not safety-related and no violations of NRC 
requirements were identified. This is a cross-cutting issue covering two cornerstones. It also covers Mitigation systems.  
Inspection Report# : 2000006(pdf)  

Significance:  Jun 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Off-Normal Operation Procedure for Reactor Pressure Control 
On June 14, the inspectors observed that Unit 2 reactor pressure control was swapped over from the "A" electro-hydraulic control system pressure 
regulator to the "B" regulator, due to drift on the "A" regulator. The instrument and controls technicians performed the activity with no written 
instructions or procedures, and were under the direct technical supervision of a system engineer. This issue was considered to have very low 
safety significance because the verbal technical direction provided by the system engineer to the instrument and controls technicians was 
adequate, in this instance, to control the activity. The inspectors identified a Non-Cited Violation for failure to satisfy Technical Specification 
requirements to implement written procedures. 
Inspection Report# : 2000004(pdf)  

Mitigating Systems 

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
No procedure to maintain the environmental qualification associated with T-drains on motors inside primary containment 
The inspectors identified a non-cited violation for failure to have procedures or instructions to maintain the required environmental qualification 
configuration associated with motor T-drains for motor-operated valve actuators located within the primary containment (10 CFR 50 Appendix B, 
Criterion III, "Design Control") This violation was of very low safety significance because the specific component qualification deficiency was 
determined not to result in a loss of safety function, and therefore, did not impact system or component operability. In addition, the finding did not 
represent an actual open pathway in the primary containment since the redundant isolation valves, located outside of the primary containment, 
were not affected and remained operable. This issue also covers Barrier Integrity 
Inspection Report# : 2001006(pdf)  

Significance:  May 12, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to include and conduct appropriate valve testing in the IST Program as required by Technical Specification 5.5.6 
The inspectors identified a Non-cited violation of Technical Specifications 5.5.6, "In-service Testing Program," for failure to leak test eight reactor 
building closed cooling water system and eight turbine building closed cooling water system valves. This finding was of very low safety significance 

Page 1 of 82Q/2001 Inspection Findings - Susquehanna 1



because the leakage through the valves was subsequently determined to be less than the maximum flow that can be diverted from the emergency 
service water system to non-safety related loads during an accident. 
Inspection Report# : 2001005(pdf)  

Significance:  Apr 06, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Corrective Action to Preclude Recurrence of SLC Pump Discharge Pressure Relief Valve Setpoint Drift 
The team found that the as-found relief setpoints of the Unit 1 SLC pump discharge valves were outside the specified tolerance 20 of the 27 times 
the in-service test (IST) of the valves was conducted. The failure rate of the Unit 2 valves was similarly high. The team determined that the 
recurrence of the setpoint drift outside the valve performance criteria was of very low risk significance (Green) by the SDP screening process. This 
conclusion was based on the fact that the licensee's engineering assessment determined that even with both relief valves lifting, sufficient boron 
solution would be injected in the reactor to maintain the integrity of the RPV, fuel, and containment barriers. 
Inspection Report# : 2001004(pdf)  

Significance:  Apr 06, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Non-Conservative Test Acceptance Criteria for RCIC System Surveillance 
The team found that the reactor core isolation cooling (RCIC) pump in-service test acceptance criteria was non-conservative because it would not 
have ensured that the system design function was maintained. This was determined to be of very low risk significance (Green) by the significance 
determination process (SDP) phase 1 screening because an actual loss of the system safety function had not occurred. The failure to establish 
adequate test acceptance criteria for the RCIC pump was considered a non-cited violation of 10CFR50, Appendix B, Criterion XI, Test Control. 
Inspection Report# : 2001004(pdf)  

Significance:  Apr 06, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Meet ATWS Rule in the Design of SLC System 
The team determined that during an anticipated transient without scram (ATWS) loss-of-offsite power (LOOP) scenario, the standby liquid control 
(SLC) system would not satisfy the ATWS rule requirement in that one or both SLC pump relief valves could lift and inhibit full flow to the reactor. 
The team determined this issue to be of very low risk significance (Green) through phase I of the SDP screening process. This conclusion was 
based upon the fact that the licensee's engineering assessment determined that, even with both relief valves lifting, sufficient boron solution would 
be injected in the reactor to maintain the integrity of the fuel, reactor pressure vessel, and containment barriers. In addition, the event itself has a 
low occurrence probability. The failure by the licensee to ensure that the required ATWS rule flow rate would be injected into the reactor vessel was 
considered a non-cited violation of 10CFR50.62. 
Inspection Report# : 2001004(pdf)  

Significance:  Apr 06, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Test the Motor Operated Valve Thermal Overload Bypass Circuit 
The team found that the licensee had neither tested nor developed test procedures that verified the ability of the safety-related motor operated 
valve (MOV) thermal overloads (TOLs) bypass relay contacts to perform their bypass function. The team also found that the TOL setpoints had not 
been selected to ensure that the valves would be able to perform their safety-related function. The team determined that the licensee's failure to 
test the TOL bypasses periodically was of very low risk significance (Green) by the SDP screening process. This determination was based upon 
the results of a subsequent PPL analysis and test conclusions that the current sizing of all TOLs provided reasonable assurance of operability of 
the affected valves. The failure by the licensee to verify the integrity of the bypass circuit was considered an additional example of a non-cited 
violation of 10CFR50, Appendix B, Criterion XI, Test Control. 
Inspection Report# : 2001004(pdf)  

Significance:  Dec 31, 2000 
Identified By: NRC 
Item Type: FIN Finding 
HPCI Operation After a Main Steam Isolation Valve Closure Transient Without Automatic Reactor Shutdown 
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PPL has not taken timely actions to resolve an issue regarding the ability of the high pressure coolant injection (HPCI) system to respond to a 
transient in which the main steam line isolation valves close and the reactor does not automatically shut down. Since 1991, PPL documents have 
recognized: that continued HPCI operation during this transient requires prompt operator action outside of the control room to bypass high 
suppression pool level signals to prevent HPCI valves from automatically changing the HPCI suction source from the condensate storage tank to 
the suppression pool; it was unreasonable to expect that the specified prompt operator actions would be reliably completed within the required 
time; and that this automatic HPCI suction transfer feature should be removed. To date, PPL has not removed this automatic HPCI suction transfer 
feature. A phase 2 significance determination process assessment concluded that this issue was very low safety significance based on the 
availability of safety relief valves and low pressure injection systems to respond if HPCI failed 
Inspection Report# : 2000009(pdf)  

Significance:  Dec 31, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Perform a Risk Assessment Prior to Planned Maintenance Activities 
The inspectors identified a Non-Cited Violation for failure to assess risk prior to performing maintenance activities. PPL did not assess the risk of 
performing a Unit 1 high pressure coolant injection (HPCI) system test concurrent with a test of the "B" emergency diesel generator (EDG). This 
resulted in the inappropriate removal of the Unit 1 HPCI from service during the EDG testing and an unnecessary increase in risk for the one hour 
period that both the "B" EDG and Unit 1 HPCI were removed from service for testing. This finding was of very low safety significance because 
HPCI would have been available for vessel injection with minimal operator action. Independent calculation of the increase in core damage 
frequency associated with removal of both the EDG and HPCI system for one hour determined the risk to be within the very low safety significance 
band. 
Inspection Report# : 2000009(pdf)  

Significance:  Dec 31, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Post Accident Residual Heat Removal System Operation 
The inspectors identified a Non-Cited Violation for inadequate alarm response procedures related to residual heat removal service water radiation 
monitors. The alarm response procedures were inadequate because, although residual heat removal service water process radiation levels are not 
expected to be high, the expected area background radiation levels during a loss of coolant accident would cause the radiation monitors to alarm 
and the procedures would then direct the operator to inappropriately shut down the residual heat removal and residual heat removal service water 
systems when they were required to mitigate the accident. This finding was determined to be of very low risk significance because sufficient 
information was available for operators to recognize that these alarms were due to background radiation and not cause the systems to be 
shutdown. 
Inspection Report# : 2000009(pdf)  

Significance:  Nov 11, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Multiple Test Failures of Main Steam Safety Relief Valves 
Technical Specification (TS) 3.4.3, "Safety Relief Valves (SRVs)," requires an allowable pressure band of +/- 1% for opening individual SRVs. Five 
of eight SRVs tested on April 14, 2000, opened outside of the TS band, as described in condition report 249300. 
Inspection Report# : 2000008(pdf)  

Barrier Integrity 

Significance:  Sep 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Main Steam Isolation Valve Total Leakage Exceeded Technical Specification 
PPL determined that the "as-found" maximum pathway leakage for the Unit 1 inboard MSIV on the "C" steam line and the outboard MSIV on the 
"A" steam line were in excess of the limit specified in TS 3.6.1.3, "Primary Containment Isolation Valves." This finding affects the Barrier Integrity 
Cornerstone and is considered to have very low safety significance using the Significance Determination Process because the redundant valve in 
the "A" and "C" line functioned and would have limited the leak rate to less than the leakage assumed in the offsite dose limit calculation for MSIV 
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leakage. The failure to satisfy Technical Specification 3.6.1.3 "Primary Containment Isolation Valves," leakage limits is a violation of NRC 
requirements. 
Inspection Report# : 2000007(pdf)  

Significance:  Aug 12, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Missed Surveillance Testing on the Hydrogen/Oxygen Analyzer Systems 
On February 2, 2000, PPL identified that Technical Specification required leakage rate surveillance testing had not been performed on the Unit 1 or 
Unit 2 Hydrogen/Oxygen Analyzer System or the Post Accident Sampling System. This issue was of very low safety significance because the 
likelihood of an accident leading to core damage was not affected, the probability of early primary containment failure was negligible, and the as-
found leakage results for these systems in both units was determined to be acceptable. The inspectors identified a Non-Cited Violation for failure to 
perform leakage rate testing as required by Technical Specification 5.5.12, "Primary Containment Leakage Rate Testing Program 10 CFR 50 
Appendix J." 
Inspection Report# : 2000005(pdf)  

Significance:  Feb 09, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Unit 1 reactor water cleanup overflow and floor contamination due to the failure to follow a plant operating procedure 
Technical Specification section 5.4.1 states: "Written procedures shall be established and implemented that meet the requirements of NRC's 
Regulatory Guide 1.33, Rev. 2, February 1978. Operations procedure OP-161-002, "RWCU Filter Demineralizers," Rev. 22. Section 3.3.3, states "If 
backwashing "1B" filter, CLOSE reactor water cleanup (RWCU) filter demineralizer "B" effluent isolation valve 145041B. On January 21, 2002, a 
plant operator failed to close the RWCU 14541B manual isolation valve. The error resulted in overflow of radioactive water and contamination in the 
Unit 1 Reactor Building on the 670 foot elevation. The issue was documented in condition report 379343. 
Inspection Report# : 2001012(pdf)  

Significance:  Jun 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Suppression Chamber-to-Drywell Vacuum Breaker Valve Multiple Test Failures 
In March 2000, four out of ten Unit 1 vacuum breakers had as-found lift setpoints which exceeded the Technical Specification limits. This was of 
very low safety significance because the vacuum breakers would have performed their design function. The inspectors identified a Non-Cited 
Violation for failure to satisfy Technical Specification requirements. 
Inspection Report# : 2000004(pdf)  

Significance:  May 13, 2000 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Actuation of Reactor Water Cleanup (RWCU) High Differential Flow Isolation Logic during RWCU Draining 
During a Unit 1 refueling outage operators inadvertently drained approximately 1100 gallons of water from the reactor vessel/cavity. Operators 
failed to close valves to isolate the reactor water cleanup system from the reactor vessel/cavity during a planned activity to drain the reactor water 
cleanup system. This was of very low safety significance because more than one million gallons of water were still available in the reactor 
vessel/cavity to cool the fuel in the core and in the spent fuel pool. The inspectors identified a noncited violation for not correctly performing a 
procedure. 
Inspection Report# : 2000003(pdf)  

Significance:  May 13, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Invalid Local Leak Rate Tests for Testable Spectacle Flanges 
PPL, Inc (PPL) determined that Unit 1 and Unit 2 residual heat removal system spectacle flanges did not have valid leakage tests as required by 
technical specifications because an extra o-ring was installed which may have prevented the performance of a valid leakage test. This was of very 
low safety significance because the extra o-ring had little effect on the leak tightness of the flanged connection (containment integrity) and 
significant margin existed to technical specification leakage limits. The inspectors identified a noncited violation for not having performed valid 
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technical specification required leakage tests. Unit 1 properly leak tested the flanges during the refueling outage. For Unit 2, since it was at power, 
PPL requested that the NRC exercise discretion to not enforce compliance with the actions required in the technical specification to shutdown the 
unit. The NRC issued enforcement discretion since this condition had minimal safety impact, was consistent with the enforcement policy and staff 
guidance, and had no adverse impact on the health and safety of the public. 
Inspection Report# : 2000003(pdf)  

Emergency Preparedness 

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: VIO Violation 
Not maintaining minimum on-shift staffing in accordance with the E-Plan 
This inspection identified a violation of planning standard 10 CFR 50.47(b)(2) because on several occasions in 2000 and 2001, PPL's operation on-
shift staff was below the minimum staffing requirements specified in the Emergency Plan for the positions of plant control operator and the assistant 
unit supervisor. The safety significance of this finding was of low to moderate safety significance because, on these occasions, the emergency 
preparedness function associated with these on-shift staff positions was not met. The emergency preparedness function that was not met 
associated with the plant control operator was either the emergency communicator function in the control room or the function to monitor for safety 
in the unaffected unit during an emergency at the site. The emergency preparedness function that was not met associated with the assistant unit 
supervisor was that of the operations support center coordinator. The NRC issued the results of the final significance determination in a letter dated 
September 13, 2001. This supplemental inspection was performed by the NRC using inspection procedure 95001, to assess the licensee's 
evaluation associated with a violation of White significance which was identified in Inspection Report 50-387/01-06, 50-388/01-06. The NRC 
identified that on several occasions, the licensee on-shift staffing was below the minimum requirements of the E-Plan. The NRC identified that the 
root cause evaluation was narrowly focused which resulted in the licensee not conducting a thorough review to understand the causal factors 
contributing to the violation. Therefore, it was not evident that the problems associated with this issue were sufficiently understood to provide 
reasonable assurance that the corrective actions would prevent recurrence. Consequently, the NRC was not able to complete the inspection 
objectives. 
Inspection Report# : 2001006(pdf)  
Inspection Report# : 2002009(pdf)  

Significance:  Nov 06, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Meet the Regional 90 Minute EOF Activation 
During the 1997 biennial exercise, (IR 50-387;388/97-08) it was identified that the emergency operations facility (EOF) was not able to assume 
control of the emergency within 90 minutes of the Alert declaration. Had the emergency started at the site area emergency level, the licensee would 
not have met its commitment in the emergency plan of activation within 90 minutes. During this exercise, the licensee was not able to meet the 90 
minutes activation goal for the EOF from the time of emergency response organization notification. The licensee has reviewed this issue but has 
not been able to adequately correct the problem. This is contrary to 10 CFR 50.47b(14) which states that "Periodic exercises are conducted to 
evaluate major portions of emergency response capabilities......and deficiencies identified as a result of exercises or drills are (will be) corrected." 
This issue was evaluated under the SDP process as a failure to implement a regulatory requirement and the failure does not appear to be 
programmatic. Therefore, the issue was determined to be of very low safety significant (Green) and is a non-cited violation. 
Inspection Report# : 2000010(pdf)  

Significance:  Sep 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Emergency Action Level for Reactor Coolant System Leakage Change Without NRC Approval 
In 1984, PPL departed from the guidance in NUREG-0654, Criteria for Preparation and Evaluation of Radiological Response Plans and 
Preparedness in Support of Nuclear Power Plants. According to NUREG-0654, an initiating condition for an alert would be "primary coolant leakage 
rate greater than 50 gpm." PPL originally used that criteria but later added the phrase "for greater than four hours." There was no 10 CFR 50.54(q) 
evaluation documentation to support the licensee's change nor documentation of NRC approval of the change. Although, licensee's expectation is 
for an alert to be declared as soon as a greater than 50 gpm leak is identified, the wording of the initiating conditions allows for a four hour delay in 
declaration and thus decreases the effectiveness of the emergency plan and is contrary to 10 CFR 50.54(q). 
Inspection Report# : 2000007(pdf)  
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Significance:  Feb 04, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
E-Plan changes decreased the effectiveness of the plan 
The inspectors identified a non-cited violation of 10 CFR 50.54(q) because PPL made changes in the E-Plan which eliminated some on-shift 
emergency positions which decreased the effectiveness of the E-Plan without obtaining prior NRC approval. The finding was of very low safety 
significance because the change was administrative in nature since individuals on-shift could have performed the functions of those eliminated 
positions had they been needed for emergency response. 
Inspection Report# : 2002009(pdf)  

Significance:  Sep 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Emergency Action Level Changes 
The inspectors identified a non-cited violation for failure to follow and maintain the emergency plan as required by 10 CFR 50.54(q) and 10 CFR 50 
Appendix E, "Emergency Planning and Preparedness." This violation was of very low safety significance because some inconsistencies between 
the Emergency Plan and emergency classification procedures resulted in the NRC receiving an event classification reference that did not agree 
with the actual event. 
Inspection Report# : 2001009(pdf)  

Significance:  Aug 16, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate procedures in place to describe the communication steps needed to alert or activate emergency personnel 
The inspectors identified a non-cited violation for failure to adequately describe, in approved procedures, the communication steps needed to alert 
or activate emergency personnel under each class of emergency. (10 CFR 50.47(b)(5), "Emergency Plan Procedures," and 10 CFR 50 Appendix 
E, Section IV C., "Activation of Emergency Organization") This violation was of very low safety significance because some inadequacies contained 
in the control room communicator emergency procedure may have contributed to a delayed notification of emergency response personnel. The 
delayed notification contributed to emergency response facility activation times in excess of the emergency plan requirements. 
Inspection Report# : 2001008(pdf)  

Occupational Radiation Safety 

Significance:  Dec 31, 2000 
Identified By: NRC 
Item Type: VIO Violation 
Failure to Conduct an Adequate Radiological Survey in Accordance with 10 CFR 20.1501 
During the period September 2000 through December 14, 2000, workers performed work on irradiated reactor hardware disposal equipment and 
tools, contaminated with highly radioactive particles on the refueling floor. While PPL took action to evaluate some aspects of the radiological 
hazards posed by these highly radioactive particles, PPL's organization and program: (1) did not adequately evaluate and characterize the 
radiation exposure hazards posed by these particles; and (2) did not establish and implement adequate radiological controls to prevent shallow-
dose and deep-dose equivalent personnel exposure from exceeding regulatory requirements. While no personnel exposures in excess of 10 CFR 
20 occupational limits are known to have occurred, the radiological conditions were such that a minor alteration in exposure circumstances could 
result in personnel exposure in excess of regulatory limits. Failure to effectively evaluate the radiological hazard as necessary to assure that the 
regulatory dose limits of 10 CFR 20.1201 were not exceeded is an apparent violation of 10 CFR 20.1501(a). This issue was assessed using the 
Occupational Safety Significance Determination Process (SDP) described in NRC Inspection Manual Chapter (IMC) 0609, Appendix C, and 
characterized as a preliminary WHITE finding. By letter dated March 12, 2001, EA-01-012, the NRC has determined that the event should be 
assessed as White, an issue with low to moderate increased importance to safety. This results in a White finding. During the supplemental 
inspection performed in accordance with Inspection Procedure 95001, IR 05000377&378/2001-007) the inspector determined that the licensee 
performed acceptable evaluation of the radiological significance of the hazards associated with the presence of highly radioactive particles. The 
inspection determined that PPL Susquehanna's efforts in characterizing problems associated with effective radiological control of discrete 
radioactive particles, evaluating the root and contributing causes that led to substantial potential for personnel exposure in excess of the regulatory 
limits, and subsequently discerning appropriate corrective measures to prevent recurrence were acceptable. Appropriate actions were initiated to 
further develop root causes associated with hydrolazing of equipment prior to removal from underwater storage and use locations. The extent of 
condition review was adequately accomplished, and corrective actions were sufficient to address identified root and contributing causes. Due to the 
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licensee's acceptable performance in addressing the characterization and control of highly radioactive particles, the White finding associated with 
this issue will only be considered in assessing plant performance for a total of four quarters in accordance with the guidance in IMC 0305, 
"Operating Reactor Assessment Program." Implementation of the licensee's corrective actions will be reviewed during a future inspection.  
Inspection Report# : 2000009(pdf)  
Inspection Report# : 2001007(pdf)  

Significance:  Dec 31, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Post a High Radiation Area 
10 CFR 20.1501(a)(1), requires that surveys be made to comply with the regulations in 10 CFR Part 20 including 10 CFR 20.1902(b) for posting of 
high radiation areas (defined as an area greater than 100 mR/hr at 30 centimeters(cm)). On November 12, 2000, a shipping cask had not been 
surveyed properly and, as a result, an area measuring 700 mR/hr at 30 centimeters was undetected and constituted an unposted high radiation 
area. This event is documented in Condition Report No. 297422. 
Inspection Report# : 2000009(pdf)  

Significance:  May 13, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Control a High Radiation Area (greater than 1000 millirem/hour at 30 cm) in accordance with Technical Specification 5.7.2.a 
PPL identified that a barricade to prevent unauthorized or inadvertent entry to the drywell was not sufficiently secured to prevent unauthorized 
access. Since the drywell contained areas that had dose rates greater than1 rem/hour at 30 centimeters, technical specifications required a locked 
door or gate to prevent unauthorized entry. This was of very low safety significance because there was no substantial potential for exposure in 
excess of regulatory limits and there was no significant unplanned exposure. The inspectors identified a noncited violation against technical 
specifications. 
Inspection Report# : 2000003(pdf)  

Public Radiation Safety 

Physical Protection 

Miscellaneous 

Significance: N/A Dec 01, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Effectiveness of Problem Identification and Resolution Program 
The team concluded, based on the samples reviewed, that the implementation of the corrective action program at Susquehanna was adequate. 
Generally, the Susquehanna staff appropriately identified and entered problems into the condition report (CR) system. There was a low threshold 
for initiation of CRs. A recent initiative was a focused review of the CR database to identify adverse trends in performance. CRs were generally 
classified at the correct significance level and the actions identified on the CRs were generally adequate. The engineering and maintenance 
backlogs appeared to be adequately managed. The depth of the PPL analysis for the apparent and root causes of problems were generally 
appropriate. However, the team noted that the cause determination for certain relay failures was unsupported. The team also noted a separate 
example where corrective actions were not re-evaluated when subsequent relay failures occurred.  
Inspection Report# : 2000006(pdf)  

Significance: N/A Nov 06, 2000 
Identified By: Licensee 
Item Type: FIN Finding 
Untimely General Emergency Declaration and Overly Conservative Dose Projections 
Two problems were identified by the licensee from their critique in the dose assessment area. One was an error in dose projection calculation and 
the other was a potentially overconservative default dose projection. Both reflect a risk significant planning standard implementation problem. It is a 
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finding due to extenuating circumstances - potential generic issue based on observations at recent exercises. 
Inspection Report# : 2000010(pdf)  

Significance: N/A Aug 12, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Missed 10 CFR 50 Appendix J Testing 
Performance deficiencies in communications and coordination between engineering groups had allowed the failure to perform Technical 
Specification required leakage tests on the Hydrogen/Oxygen Analyzer System to remain unidentified for an extended period of time. Specifically, 
the group that was knowledgeable of the leakage rate testing program requirements did not understand the Hydrogen/Oxygen Analyzer System 
primary containment isolation valve design configuration and the groups that were knowledgeable of the primary containment isolation valve 
configuration design did not understand leakage rate testing program requirements. PPL determined that they had multiple opportunities to identify 
this issue from August 1996 until February 2000. 
Inspection Report# : 2000005(pdf)  

Significance: SL-IV Aug 12, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Demonstrate Adequate System Performance as Required by the Maintenance Rule 
PPL failed to demonstrate that the performance of the Turbine Building Closed Cooling Water (TBCCW) system and the secondary containment 
isolation system had been effectively controlled through the performance of appropriate preventive maintenance and did not monitor against 
established goals. PPL did not identify that the TBCCW heat exchangers had exceeded their unavailability performance criteria and the secondary 
containment isolation system had exceeded its reliability performance criteria and, as a result, goal setting and monitoring were not performed as 
required by 10 CFR 50.65, "The Maintenance Rule." The actual safety significance of this issue was very low because (1) TBCCW remained 
functional at the system level, and (2) a failure of the secondary containment isolation system does not influence the likelihood of an accident 
leading to core damage and does not affect the probability of an early primary containment failure. The inspectors identified a Non-Cited Violation 
for failure to meet the criteria in 10 CFR 50.65, paragraph (a)(2). 
Inspection Report# : 2000005(pdf)  

Significance: SL-IV Aug 12, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Control of Worker Overtime 
PPL did not adequately control the use of worker overtime in accordance with Technical Specification Section 5.2.2.e, "Administrative Controls - 
Unit Staff." Specifically, from February 11, 1999 to May 5, 1999, several plant personnel worked in excess of 72 hours in a seven day period and 
PPL did not pre-approve the overtime deviations. The safety significance of this violation was very low because there were no issues that were 
linked to personnel fatigue. The inspectors identified a Non-Cited Violation for failure to control worker overtime, as required by Technical 
Specifications. 
Inspection Report# : 2000005(pdf)  

Last modified : March 27, 2002 
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Susquehanna 1 

Initiating Events 

Significance:  Dec 01, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Identification and Problem Resolution Effectivenessof Corrective Actions 
The inspectors identified a finding regarding the effectiveness of corrective actions for breaker over-current protection relays. In 1998, PPL 
established a relay replacement schedule for over-current protection relays due to a manufacturing defect. PPL did not re-evaluate the 
effectiveness of the relay replacement schedule following two electro-hydraulic control (EHC) system pump trips due to over-current protection 
relay failures. This condition is more than minor because the EHC pump malfunction could contribute to the likelihood of a reactor trip, and since 
EHC is required to maintain the turbine bypass valves open, it could affect a mitigating system used to remove reactor core decay heat. The risk of 
this finding was determined to be low since multiple mitigating systems (high pressure injection system, low pressure injection system and 
automatic depressurization system) remained available to respond to a transient. The EHC system is not safety-related and no violations of NRC 
requirements were identified. This is a cross-cutting issue covering two cornerstones. It also covers Mitigation systems.  
Inspection Report# : 2000006(pdf)  

Significance:  Jun 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Off-Normal Operation Procedure for Reactor Pressure Control 
On June 14, the inspectors observed that Unit 2 reactor pressure control was swapped over from the "A" electro-hydraulic control system pressure 
regulator to the "B" regulator, due to drift on the "A" regulator. The instrument and controls technicians performed the activity with no written 
instructions or procedures, and were under the direct technical supervision of a system engineer. This issue was considered to have very low 
safety significance because the verbal technical direction provided by the system engineer to the instrument and controls technicians was 
adequate, in this instance, to control the activity. The inspectors identified a Non-Cited Violation for failure to satisfy Technical Specification 
requirements to implement written procedures. 
Inspection Report# : 2000004(pdf)  

Mitigating Systems 

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
No procedure to maintain the environmental qualification associated with T-drains on motors inside primary containment 
The inspectors identified a non-cited violation for failure to have procedures or instructions to maintain the required environmental qualification 
configuration associated with motor T-drains for motor-operated valve actuators located within the primary containment (10 CFR 50 Appendix B, 
Criterion III, "Design Control") This violation was of very low safety significance because the specific component qualification deficiency was 
determined not to result in a loss of safety function, and therefore, did not impact system or component operability. In addition, the finding did not 
represent an actual open pathway in the primary containment since the redundant isolation valves, located outside of the primary containment, 
were not affected and remained operable. This issue also covers Barrier Integrity 
Inspection Report# : 2001006(pdf)  

Significance:  May 12, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to include and conduct appropriate valve testing in the IST Program as required by Technical Specification 5.5.6 
The inspectors identified a Non-cited violation of Technical Specifications 5.5.6, "In-service Testing Program," for failure to leak test eight reactor 
building closed cooling water system and eight turbine building closed cooling water system valves. This finding was of very low safety significance 
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because the leakage through the valves was subsequently determined to be less than the maximum flow that can be diverted from the emergency 
service water system to non-safety related loads during an accident. 
Inspection Report# : 2001005(pdf)  

Significance:  Apr 06, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Corrective Action to Preclude Recurrence of SLC Pump Discharge Pressure Relief Valve Setpoint Drift 
The team found that the as-found relief setpoints of the Unit 1 SLC pump discharge valves were outside the specified tolerance 20 of the 27 times 
the in-service test (IST) of the valves was conducted. The failure rate of the Unit 2 valves was similarly high. The team determined that the 
recurrence of the setpoint drift outside the valve performance criteria was of very low risk significance (Green) by the SDP screening process. This 
conclusion was based on the fact that the licensee's engineering assessment determined that even with both relief valves lifting, sufficient boron 
solution would be injected in the reactor to maintain the integrity of the RPV, fuel, and containment barriers. 
Inspection Report# : 2001004(pdf)  

Significance:  Apr 06, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Non-Conservative Test Acceptance Criteria for RCIC System Surveillance 
The team found that the reactor core isolation cooling (RCIC) pump in-service test acceptance criteria was non-conservative because it would not 
have ensured that the system design function was maintained. This was determined to be of very low risk significance (Green) by the significance 
determination process (SDP) phase 1 screening because an actual loss of the system safety function had not occurred. The failure to establish 
adequate test acceptance criteria for the RCIC pump was considered a non-cited violation of 10CFR50, Appendix B, Criterion XI, Test Control. 
Inspection Report# : 2001004(pdf)  

Significance:  Apr 06, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Meet ATWS Rule in the Design of SLC System 
The team determined that during an anticipated transient without scram (ATWS) loss-of-offsite power (LOOP) scenario, the standby liquid control 
(SLC) system would not satisfy the ATWS rule requirement in that one or both SLC pump relief valves could lift and inhibit full flow to the reactor. 
The team determined this issue to be of very low risk significance (Green) through phase I of the SDP screening process. This conclusion was 
based upon the fact that the licensee's engineering assessment determined that, even with both relief valves lifting, sufficient boron solution would 
be injected in the reactor to maintain the integrity of the fuel, reactor pressure vessel, and containment barriers. In addition, the event itself has a 
low occurrence probability. The failure by the licensee to ensure that the required ATWS rule flow rate would be injected into the reactor vessel was 
considered a non-cited violation of 10CFR50.62. 
Inspection Report# : 2001004(pdf)  

Significance:  Apr 06, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Test the Motor Operated Valve Thermal Overload Bypass Circuit 
The team found that the licensee had neither tested nor developed test procedures that verified the ability of the safety-related motor operated 
valve (MOV) thermal overloads (TOLs) bypass relay contacts to perform their bypass function. The team also found that the TOL setpoints had not 
been selected to ensure that the valves would be able to perform their safety-related function. The team determined that the licensee's failure to 
test the TOL bypasses periodically was of very low risk significance (Green) by the SDP screening process. This determination was based upon 
the results of a subsequent PPL analysis and test conclusions that the current sizing of all TOLs provided reasonable assurance of operability of 
the affected valves. The failure by the licensee to verify the integrity of the bypass circuit was considered an additional example of a non-cited 
violation of 10CFR50, Appendix B, Criterion XI, Test Control. 
Inspection Report# : 2001004(pdf)  

Significance:  Dec 31, 2000 
Identified By: NRC 
Item Type: FIN Finding 
HPCI Operation After a Main Steam Isolation Valve Closure Transient Without Automatic Reactor Shutdown 
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PPL has not taken timely actions to resolve an issue regarding the ability of the high pressure coolant injection (HPCI) system to respond to a 
transient in which the main steam line isolation valves close and the reactor does not automatically shut down. Since 1991, PPL documents have 
recognized: that continued HPCI operation during this transient requires prompt operator action outside of the control room to bypass high 
suppression pool level signals to prevent HPCI valves from automatically changing the HPCI suction source from the condensate storage tank to 
the suppression pool; it was unreasonable to expect that the specified prompt operator actions would be reliably completed within the required 
time; and that this automatic HPCI suction transfer feature should be removed. To date, PPL has not removed this automatic HPCI suction transfer 
feature. A phase 2 significance determination process assessment concluded that this issue was very low safety significance based on the 
availability of safety relief valves and low pressure injection systems to respond if HPCI failed 
Inspection Report# : 2000009(pdf)  

Significance:  Dec 31, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Perform a Risk Assessment Prior to Planned Maintenance Activities 
The inspectors identified a Non-Cited Violation for failure to assess risk prior to performing maintenance activities. PPL did not assess the risk of 
performing a Unit 1 high pressure coolant injection (HPCI) system test concurrent with a test of the "B" emergency diesel generator (EDG). This 
resulted in the inappropriate removal of the Unit 1 HPCI from service during the EDG testing and an unnecessary increase in risk for the one hour 
period that both the "B" EDG and Unit 1 HPCI were removed from service for testing. This finding was of very low safety significance because 
HPCI would have been available for vessel injection with minimal operator action. Independent calculation of the increase in core damage 
frequency associated with removal of both the EDG and HPCI system for one hour determined the risk to be within the very low safety significance 
band. 
Inspection Report# : 2000009(pdf)  

Significance:  Dec 31, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Post Accident Residual Heat Removal System Operation 
The inspectors identified a Non-Cited Violation for inadequate alarm response procedures related to residual heat removal service water radiation 
monitors. The alarm response procedures were inadequate because, although residual heat removal service water process radiation levels are not 
expected to be high, the expected area background radiation levels during a loss of coolant accident would cause the radiation monitors to alarm 
and the procedures would then direct the operator to inappropriately shut down the residual heat removal and residual heat removal service water 
systems when they were required to mitigate the accident. This finding was determined to be of very low risk significance because sufficient 
information was available for operators to recognize that these alarms were due to background radiation and not cause the systems to be 
shutdown. 
Inspection Report# : 2000009(pdf)  

Significance:  Nov 11, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Multiple Test Failures of Main Steam Safety Relief Valves 
Technical Specification (TS) 3.4.3, "Safety Relief Valves (SRVs)," requires an allowable pressure band of +/- 1% for opening individual SRVs. Five 
of eight SRVs tested on April 14, 2000, opened outside of the TS band, as described in condition report 249300. 
Inspection Report# : 2000008(pdf)  

Barrier Integrity 

Significance:  Feb 09, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Unit 1 reactor water cleanup overflow and floor contamination due to the failure to follow a plant operating procedure 
Technical Specification section 5.4.1 states: "Written procedures shall be established and implemented that meet the requirements of NRC's 
Regulatory Guide 1.33, Rev. 2, February 1978. Operations procedure OP-161-002, "RWCU Filter Demineralizers," Rev. 22. Section 3.3.3, states "If 
backwashing "1B" filter, CLOSE reactor water cleanup (RWCU) filter demineralizer "B" effluent isolation valve 145041B. On January 21, 2002, a 
plant operator failed to close the RWCU 14541B manual isolation valve. The error resulted in overflow of radioactive water and contamination in the 
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Unit 1 Reactor Building on the 670 foot elevation. The issue was documented in condition report 379343. 
Inspection Report# : 2001012(pdf)  

Significance:  Sep 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Main Steam Isolation Valve Total Leakage Exceeded Technical Specification 
PPL determined that the "as-found" maximum pathway leakage for the Unit 1 inboard MSIV on the "C" steam line and the outboard MSIV on the 
"A" steam line were in excess of the limit specified in TS 3.6.1.3, "Primary Containment Isolation Valves." This finding affects the Barrier Integrity 
Cornerstone and is considered to have very low safety significance using the Significance Determination Process because the redundant valve in 
the "A" and "C" line functioned and would have limited the leak rate to less than the leakage assumed in the offsite dose limit calculation for MSIV 
leakage. The failure to satisfy Technical Specification 3.6.1.3 "Primary Containment Isolation Valves," leakage limits is a violation of NRC 
requirements. 
Inspection Report# : 2000007(pdf)  

Significance:  Aug 12, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Missed Surveillance Testing on the Hydrogen/Oxygen Analyzer Systems 
On February 2, 2000, PPL identified that Technical Specification required leakage rate surveillance testing had not been performed on the Unit 1 or 
Unit 2 Hydrogen/Oxygen Analyzer System or the Post Accident Sampling System. This issue was of very low safety significance because the 
likelihood of an accident leading to core damage was not affected, the probability of early primary containment failure was negligible, and the as-
found leakage results for these systems in both units was determined to be acceptable. The inspectors identified a Non-Cited Violation for failure to 
perform leakage rate testing as required by Technical Specification 5.5.12, "Primary Containment Leakage Rate Testing Program 10 CFR 50 
Appendix J." 
Inspection Report# : 2000005(pdf)  

Significance:  Jun 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Suppression Chamber-to-Drywell Vacuum Breaker Valve Multiple Test Failures 
In March 2000, four out of ten Unit 1 vacuum breakers had as-found lift setpoints which exceeded the Technical Specification limits. This was of 
very low safety significance because the vacuum breakers would have performed their design function. The inspectors identified a Non-Cited 
Violation for failure to satisfy Technical Specification requirements. 
Inspection Report# : 2000004(pdf)  

Significance:  May 13, 2000 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Actuation of Reactor Water Cleanup (RWCU) High Differential Flow Isolation Logic during RWCU Draining 
During a Unit 1 refueling outage operators inadvertently drained approximately 1100 gallons of water from the reactor vessel/cavity. Operators 
failed to close valves to isolate the reactor water cleanup system from the reactor vessel/cavity during a planned activity to drain the reactor water 
cleanup system. This was of very low safety significance because more than one million gallons of water were still available in the reactor 
vessel/cavity to cool the fuel in the core and in the spent fuel pool. The inspectors identified a noncited violation for not correctly performing a 
procedure. 
Inspection Report# : 2000003(pdf)  

Significance:  May 13, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Invalid Local Leak Rate Tests for Testable Spectacle Flanges 
PPL, Inc (PPL) determined that Unit 1 and Unit 2 residual heat removal system spectacle flanges did not have valid leakage tests as required by 
technical specifications because an extra o-ring was installed which may have prevented the performance of a valid leakage test. This was of very 
low safety significance because the extra o-ring had little effect on the leak tightness of the flanged connection (containment integrity) and 
significant margin existed to technical specification leakage limits. The inspectors identified a noncited violation for not having performed valid 
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technical specification required leakage tests. Unit 1 properly leak tested the flanges during the refueling outage. For Unit 2, since it was at power, 
PPL requested that the NRC exercise discretion to not enforce compliance with the actions required in the technical specification to shutdown the 
unit. The NRC issued enforcement discretion since this condition had minimal safety impact, was consistent with the enforcement policy and staff 
guidance, and had no adverse impact on the health and safety of the public. 
Inspection Report# : 2000003(pdf)  

Emergency Preparedness 

Significance:  Sep 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Emergency Action Level Changes 
The inspectors identified a non-cited violation for failure to follow and maintain the emergency plan as required by 10 CFR 50.54(q) and 10 CFR 50 
Appendix E, "Emergency Planning and Preparedness." This violation was of very low safety significance because some inconsistencies between 
the Emergency Plan and emergency classification procedures resulted in the NRC receiving an event classification reference that did not agree 
with the actual event. 
Inspection Report# : 2001009(pdf)  

Significance:  Aug 16, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate procedures in place to describe the communication steps needed to alert or activate emergency personnel 
The inspectors identified a non-cited violation for failure to adequately describe, in approved procedures, the communication steps needed to alert 
or activate emergency personnel under each class of emergency. (10 CFR 50.47(b)(5), "Emergency Plan Procedures," and 10 CFR 50 Appendix 
E, Section IV C., "Activation of Emergency Organization") This violation was of very low safety significance because some inadequacies contained 
in the control room communicator emergency procedure may have contributed to a delayed notification of emergency response personnel. The 
delayed notification contributed to emergency response facility activation times in excess of the emergency plan requirements. 
Inspection Report# : 2001008(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: VIO Violation 
Not maintaining minimum on-shift staffing in accordance with the E-Plan 
This inspection identified a violation of planning standard 10 CFR 50.47(b)(2) because on several occasions in 2000 and 2001, PPL's operation on-
shift staff was below the minimum staffing requirements specified in the Emergency Plan for the positions of plant control operator and the assistant 
unit supervisor. The safety significance of this finding was of low to moderate safety significance because, on these occasions, the emergency 
preparedness function associated with these on-shift staff positions was not met. The emergency preparedness function that was not met 
associated with the plant control operator was either the emergency communicator function in the control room or the function to monitor for safety 
in the unaffected unit during an emergency at the site. The emergency preparedness function that was not met associated with the assistant unit 
supervisor was that of the operations support center coordinator. The NRC issued the results of the final significance determination in a letter dated 
September 13, 2001. This supplemental inspection was performed by the NRC using inspection procedure 95001, to assess the licensee's 
evaluation associated with a violation of White significance which was identified in Inspection Report 50-387/01-06, 50-388/01-06. The NRC 
identified that on several occasions, the licensee on-shift staffing was below the minimum requirements of the E-Plan. The NRC identified that the 
root cause evaluation was narrowly focused which resulted in the licensee not conducting a thorough review to understand the causal factors 
contributing to the violation. Therefore, it was not evident that the problems associated with this issue were sufficiently understood to provide 
reasonable assurance that the corrective actions would prevent recurrence. Consequently, the NRC was not able to complete the inspection 
objectives. 
Inspection Report# : 2001006(pdf)  
Inspection Report# : 2002009(pdf)  

Significance:  Nov 06, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Meet the Regional 90 Minute EOF Activation 
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During the 1997 biennial exercise, (IR 50-387;388/97-08) it was identified that the emergency operations facility (EOF) was not able to assume 
control of the emergency within 90 minutes of the Alert declaration. Had the emergency started at the site area emergency level, the licensee would 
not have met its commitment in the emergency plan of activation within 90 minutes. During this exercise, the licensee was not able to meet the 90 
minutes activation goal for the EOF from the time of emergency response organization notification. The licensee has reviewed this issue but has 
not been able to adequately correct the problem. This is contrary to 10 CFR 50.47b(14) which states that "Periodic exercises are conducted to 
evaluate major portions of emergency response capabilities......and deficiencies identified as a result of exercises or drills are (will be) corrected." 
This issue was evaluated under the SDP process as a failure to implement a regulatory requirement and the failure does not appear to be 
programmatic. Therefore, the issue was determined to be of very low safety significant (Green) and is a non-cited violation. 
Inspection Report# : 2000010(pdf)  

Significance:  Feb 04, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
E-Plan changes decreased the effectiveness of the plan 
The inspectors identified a non-cited violation of 10 CFR 50.54(q) because PPL made changes in the E-Plan which eliminated some on-shift 
emergency positions which decreased the effectiveness of the E-Plan without obtaining prior NRC approval. The finding was of very low safety 
significance because the change was administrative in nature since individuals on-shift could have performed the functions of those eliminated 
positions had they been needed for emergency response. 
Inspection Report# : 2002009(pdf)  

Significance:  Sep 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Emergency Action Level for Reactor Coolant System Leakage Change Without NRC Approval 
In 1984, PPL departed from the guidance in NUREG-0654, Criteria for Preparation and Evaluation of Radiological Response Plans and 
Preparedness in Support of Nuclear Power Plants. According to NUREG-0654, an initiating condition for an alert would be "primary coolant leakage 
rate greater than 50 gpm." PPL originally used that criteria but later added the phrase "for greater than four hours." There was no 10 CFR 50.54(q) 
evaluation documentation to support the licensee's change nor documentation of NRC approval of the change. Although, licensee's expectation is 
for an alert to be declared as soon as a greater than 50 gpm leak is identified, the wording of the initiating conditions allows for a four hour delay in 
declaration and thus decreases the effectiveness of the emergency plan and is contrary to 10 CFR 50.54(q). 
Inspection Report# : 2000007(pdf)  

Occupational Radiation Safety 

Significance:  Dec 31, 2000 
Identified By: NRC 
Item Type: VIO Violation 
Failure to Conduct an Adequate Radiological Survey in Accordance with 10 CFR 20.1501 
During the period September 2000 through December 14, 2000, workers performed work on irradiated reactor hardware disposal equipment and 
tools, contaminated with highly radioactive particles on the refueling floor. While PPL took action to evaluate some aspects of the radiological 
hazards posed by these highly radioactive particles, PPL's organization and program: (1) did not adequately evaluate and characterize the 
radiation exposure hazards posed by these particles; and (2) did not establish and implement adequate radiological controls to prevent shallow-
dose and deep-dose equivalent personnel exposure from exceeding regulatory requirements. While no personnel exposures in excess of 10 CFR 
20 occupational limits are known to have occurred, the radiological conditions were such that a minor alteration in exposure circumstances could 
result in personnel exposure in excess of regulatory limits. Failure to effectively evaluate the radiological hazard as necessary to assure that the 
regulatory dose limits of 10 CFR 20.1201 were not exceeded is an apparent violation of 10 CFR 20.1501(a). This issue was assessed using the 
Occupational Safety Significance Determination Process (SDP) described in NRC Inspection Manual Chapter (IMC) 0609, Appendix C, and 
characterized as a preliminary WHITE finding. By letter dated March 12, 2001, EA-01-012, the NRC has determined that the event should be 
assessed as White, an issue with low to moderate increased importance to safety. This results in a White finding. During the supplemental 
inspection performed in accordance with Inspection Procedure 95001, IR 05000377&378/2001-007) the inspector determined that the licensee 
performed acceptable evaluation of the radiological significance of the hazards associated with the presence of highly radioactive particles. The 
inspection determined that PPL Susquehanna's efforts in characterizing problems associated with effective radiological control of discrete 
radioactive particles, evaluating the root and contributing causes that led to substantial potential for personnel exposure in excess of the regulatory 
limits, and subsequently discerning appropriate corrective measures to prevent recurrence were acceptable. Appropriate actions were initiated to 
further develop root causes associated with hydrolazing of equipment prior to removal from underwater storage and use locations. The extent of 
condition review was adequately accomplished, and corrective actions were sufficient to address identified root and contributing causes. Due to the 
licensee's acceptable performance in addressing the characterization and control of highly radioactive particles, the White finding associated with 
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this issue will only be considered in assessing plant performance for a total of four quarters in accordance with the guidance in IMC 0305, 
"Operating Reactor Assessment Program." Implementation of the licensee's corrective actions will be reviewed during a future inspection.  
Inspection Report# : 2000009(pdf)  
Inspection Report# : 2001007(pdf)  

Significance:  Dec 31, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Post a High Radiation Area 
10 CFR 20.1501(a)(1), requires that surveys be made to comply with the regulations in 10 CFR Part 20 including 10 CFR 20.1902(b) for posting of 
high radiation areas (defined as an area greater than 100 mR/hr at 30 centimeters(cm)). On November 12, 2000, a shipping cask had not been 
surveyed properly and, as a result, an area measuring 700 mR/hr at 30 centimeters was undetected and constituted an unposted high radiation 
area. This event is documented in Condition Report No. 297422. 
Inspection Report# : 2000009(pdf)  

Significance:  May 13, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Control a High Radiation Area (greater than 1000 millirem/hour at 30 cm) in accordance with Technical Specification 5.7.2.a 
PPL identified that a barricade to prevent unauthorized or inadvertent entry to the drywell was not sufficiently secured to prevent unauthorized 
access. Since the drywell contained areas that had dose rates greater than1 rem/hour at 30 centimeters, technical specifications required a locked 
door or gate to prevent unauthorized entry. This was of very low safety significance because there was no substantial potential for exposure in 
excess of regulatory limits and there was no significant unplanned exposure. The inspectors identified a noncited violation against technical 
specifications. 
Inspection Report# : 2000003(pdf)  

Public Radiation Safety 

Physical Protection 

Miscellaneous 

Significance: N/A Dec 01, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Effectiveness of Problem Identification and Resolution Program 
The team concluded, based on the samples reviewed, that the implementation of the corrective action program at Susquehanna was adequate. 
Generally, the Susquehanna staff appropriately identified and entered problems into the condition report (CR) system. There was a low threshold 
for initiation of CRs. A recent initiative was a focused review of the CR database to identify adverse trends in performance. CRs were generally 
classified at the correct significance level and the actions identified on the CRs were generally adequate. The engineering and maintenance 
backlogs appeared to be adequately managed. The depth of the PPL analysis for the apparent and root causes of problems were generally 
appropriate. However, the team noted that the cause determination for certain relay failures was unsupported. The team also noted a separate 
example where corrective actions were not re-evaluated when subsequent relay failures occurred.  
Inspection Report# : 2000006(pdf)  

Significance: N/A Nov 06, 2000 
Identified By: Licensee 
Item Type: FIN Finding 
Untimely General Emergency Declaration and Overly Conservative Dose Projections 
Two problems were identified by the licensee from their critique in the dose assessment area. One was an error in dose projection calculation and 
the other was a potentially overconservative default dose projection. Both reflect a risk significant planning standard implementation problem. It is a 
finding due to extenuating circumstances - potential generic issue based on observations at recent exercises. 
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Inspection Report# : 2000010(pdf)  

Significance: N/A Aug 12, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Missed 10 CFR 50 Appendix J Testing 
Performance deficiencies in communications and coordination between engineering groups had allowed the failure to perform Technical 
Specification required leakage tests on the Hydrogen/Oxygen Analyzer System to remain unidentified for an extended period of time. Specifically, 
the group that was knowledgeable of the leakage rate testing program requirements did not understand the Hydrogen/Oxygen Analyzer System 
primary containment isolation valve design configuration and the groups that were knowledgeable of the primary containment isolation valve 
configuration design did not understand leakage rate testing program requirements. PPL determined that they had multiple opportunities to identify 
this issue from August 1996 until February 2000. 
Inspection Report# : 2000005(pdf)  

Significance: SL-IV Aug 12, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Demonstrate Adequate System Performance as Required by the Maintenance Rule 
PPL failed to demonstrate that the performance of the Turbine Building Closed Cooling Water (TBCCW) system and the secondary containment 
isolation system had been effectively controlled through the performance of appropriate preventive maintenance and did not monitor against 
established goals. PPL did not identify that the TBCCW heat exchangers had exceeded their unavailability performance criteria and the secondary 
containment isolation system had exceeded its reliability performance criteria and, as a result, goal setting and monitoring were not performed as 
required by 10 CFR 50.65, "The Maintenance Rule." The actual safety significance of this issue was very low because (1) TBCCW remained 
functional at the system level, and (2) a failure of the secondary containment isolation system does not influence the likelihood of an accident 
leading to core damage and does not affect the probability of an early primary containment failure. The inspectors identified a Non-Cited Violation 
for failure to meet the criteria in 10 CFR 50.65, paragraph (a)(2). 
Inspection Report# : 2000005(pdf)  

Significance: SL-IV Aug 12, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Control of Worker Overtime 
PPL did not adequately control the use of worker overtime in accordance with Technical Specification Section 5.2.2.e, "Administrative Controls - 
Unit Staff." Specifically, from February 11, 1999 to May 5, 1999, several plant personnel worked in excess of 72 hours in a seven day period and 
PPL did not pre-approve the overtime deviations. The safety significance of this violation was very low because there were no issues that were 
linked to personnel fatigue. The inspectors identified a Non-Cited Violation for failure to control worker overtime, as required by Technical 
Specifications. 
Inspection Report# : 2000005(pdf)  

Last modified : March 26, 2002 
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Susquehanna 1 

Initiating Events 

Significance:  Dec 01, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Identification and Problem Resolution Effectivenessof Corrective Actions 
The inspectors identified a finding regarding the effectiveness of corrective actions for breaker over-current protection relays. In 1998, PPL 
established a relay replacement schedule for over-current protection relays due to a manufacturing defect. PPL did not re-evaluate the 
effectiveness of the relay replacement schedule following two electro-hydraulic control (EHC) system pump trips due to over-current protection 
relay failures. This condition is more than minor because the EHC pump malfunction could contribute to the likelihood of a reactor trip, and since 
EHC is required to maintain the turbine bypass valves open, it could affect a mitigating system used to remove reactor core decay heat. The risk of 
this finding was determined to be low since multiple mitigating systems (high pressure injection system, low pressure injection system and 
automatic depressurization system) remained available to respond to a transient. The EHC system is not safety-related and no violations of NRC 
requirements were identified. This is a cross-cutting issue covering two cornerstones. It also covers Mitigation systems.  
Inspection Report# : 2000006(pdf)  

Significance:  Jun 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Off-Normal Operation Procedure for Reactor Pressure Control 
On June 14, the inspectors observed that Unit 2 reactor pressure control was swapped over from the "A" electro-hydraulic control system pressure 
regulator to the "B" regulator, due to drift on the "A" regulator. The instrument and controls technicians performed the activity with no written 
instructions or procedures, and were under the direct technical supervision of a system engineer. This issue was considered to have very low 
safety significance because the verbal technical direction provided by the system engineer to the instrument and controls technicians was 
adequate, in this instance, to control the activity. The inspectors identified a Non-Cited Violation for failure to satisfy Technical Specification 
requirements to implement written procedures. 
Inspection Report# : 2000004(pdf)  

Mitigating Systems 

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
No procedure to maintain the environmental qualification associated with T-drains on motors inside primary containment 
The inspectors identified a non-cited violation for failure to have procedures or instructions to maintain the required environmental qualification 
configuration associated with motor T-drains for motor-operated valve actuators located within the primary containment (10 CFR 50 Appendix B, 
Criterion III, "Design Control") This violation was of very low safety significance because the specific component qualification deficiency was 
determined not to result in a loss of safety function, and therefore, did not impact system or component operability. In addition, the finding did not 
represent an actual open pathway in the primary containment since the redundant isolation valves, located outside of the primary containment, 
were not affected and remained operable. This issue also covers Barrier Integrity 
Inspection Report# : 2001006(pdf)  

Significance:  May 12, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to include and conduct appropriate valve testing in the IST Program as required by Technical Specification 5.5.6 
The inspectors identified a Non-cited violation of Technical Specifications 5.5.6, "In-service Testing Program," for failure to leak test eight reactor 
building closed cooling water system and eight turbine building closed cooling water system valves. This finding was of very low safety significance 
because the leakage through the valves was subsequently determined to be less than the maximum flow that can be diverted from the emergency 
service water system to non-safety related loads during an accident. 
Inspection Report# : 2001005(pdf)  

Significance:  Apr 06, 2001 
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Identified By: NRC 
Item Type: FIN Finding 
Inadequate Corrective Action to Preclude Recurrence of SLC Pump Discharge Pressure Relief Valve Setpoint Drift 
The team found that the as-found relief setpoints of the Unit 1 SLC pump discharge valves were outside the specified tolerance 20 of the 27 times 
the in-service test (IST) of the valves was conducted. The failure rate of the Unit 2 valves was similarly high. The team determined that the 
recurrence of the setpoint drift outside the valve performance criteria was of very low risk significance (Green) by the SDP screening process. This 
conclusion was based on the fact that the licensee's engineering assessment determined that even with both relief valves lifting, sufficient boron 
solution would be injected in the reactor to maintain the integrity of the RPV, fuel, and containment barriers. 
Inspection Report# : 2001004(pdf)  

Significance:  Apr 06, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Non-Conservative Test Acceptance Criteria for RCIC System Surveillance 
The team found that the reactor core isolation cooling (RCIC) pump in-service test acceptance criteria was non-conservative because it would not 
have ensured that the system design function was maintained. This was determined to be of very low risk significance (Green) by the significance 
determination process (SDP) phase 1 screening because an actual loss of the system safety function had not occurred. The failure to establish 
adequate test acceptance criteria for the RCIC pump was considered a non-cited violation of 10CFR50, Appendix B, Criterion XI, Test Control. 
Inspection Report# : 2001004(pdf)  

Significance:  Apr 06, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Meet ATWS Rule in the Design of SLC System 
The team determined that during an anticipated transient without scram (ATWS) loss-of-offsite power (LOOP) scenario, the standby liquid control 
(SLC) system would not satisfy the ATWS rule requirement in that one or both SLC pump relief valves could lift and inhibit full flow to the reactor. 
The team determined this issue to be of very low risk significance (Green) through phase I of the SDP screening process. This conclusion was 
based upon the fact that the licensee's engineering assessment determined that, even with both relief valves lifting, sufficient boron solution would 
be injected in the reactor to maintain the integrity of the fuel, reactor pressure vessel, and containment barriers. In addition, the event itself has a 
low occurrence probability. The failure by the licensee to ensure that the required ATWS rule flow rate would be injected into the reactor vessel was 
considered a non-cited violation of 10CFR50.62. 
Inspection Report# : 2001004(pdf)  

Significance:  Apr 06, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Test the Motor Operated Valve Thermal Overload Bypass Circuit 
The team found that the licensee had neither tested nor developed test procedures that verified the ability of the safety-related motor operated 
valve (MOV) thermal overloads (TOLs) bypass relay contacts to perform their bypass function. The team also found that the TOL setpoints had not 
been selected to ensure that the valves would be able to perform their safety-related function. The team determined that the licensee's failure to 
test the TOL bypasses periodically was of very low risk significance (Green) by the SDP screening process. This determination was based upon 
the results of a subsequent PPL analysis and test conclusions that the current sizing of all TOLs provided reasonable assurance of operability of 
the affected valves. The failure by the licensee to verify the integrity of the bypass circuit was considered an additional example of a non-cited 
violation of 10CFR50, Appendix B, Criterion XI, Test Control. 
Inspection Report# : 2001004(pdf)  

Significance:  Dec 31, 2000 
Identified By: NRC 
Item Type: FIN Finding 
HPCI Operation After a Main Steam Isolation Valve Closure Transient Without Automatic Reactor Shutdown 
PPL has not taken timely actions to resolve an issue regarding the ability of the high pressure coolant injection (HPCI) system to respond to a 
transient in which the main steam line isolation valves close and the reactor does not automatically shut down. Since 1991, PPL documents have 
recognized: that continued HPCI operation during this transient requires prompt operator action outside of the control room to bypass high 
suppression pool level signals to prevent HPCI valves from automatically changing the HPCI suction source from the condensate storage tank to 
the suppression pool; it was unreasonable to expect that the specified prompt operator actions would be reliably completed within the required 
time; and that this automatic HPCI suction transfer feature should be removed. To date, PPL has not removed this automatic HPCI suction transfer 
feature. A phase 2 significance determination process assessment concluded that this issue was very low safety significance based on the 
availability of safety relief valves and low pressure injection systems to respond if HPCI failed 
Inspection Report# : 2000009(pdf)  

Significance:  Dec 31, 2000 
Identified By: NRC 
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Item Type: NCV NonCited Violation 
Failure to Perform a Risk Assessment Prior to Planned Maintenance Activities 
The inspectors identified a Non-Cited Violation for failure to assess risk prior to performing maintenance activities. PPL did not assess the risk of 
performing a Unit 1 high pressure coolant injection (HPCI) system test concurrent with a test of the "B" emergency diesel generator (EDG). This 
resulted in the inappropriate removal of the Unit 1 HPCI from service during the EDG testing and an unnecessary increase in risk for the one hour 
period that both the "B" EDG and Unit 1 HPCI were removed from service for testing. This finding was of very low safety significance because 
HPCI would have been available for vessel injection with minimal operator action. Independent calculation of the increase in core damage 
frequency associated with removal of both the EDG and HPCI system for one hour determined the risk to be within the very low safety significance 
band. 
Inspection Report# : 2000009(pdf)  

Significance:  Dec 31, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Post Accident Residual Heat Removal System Operation 
The inspectors identified a Non-Cited Violation for inadequate alarm response procedures related to residual heat removal service water radiation 
monitors. The alarm response procedures were inadequate because, although residual heat removal service water process radiation levels are not 
expected to be high, the expected area background radiation levels during a loss of coolant accident would cause the radiation monitors to alarm 
and the procedures would then direct the operator to inappropriately shut down the residual heat removal and residual heat removal service water 
systems when they were required to mitigate the accident. This finding was determined to be of very low risk significance because sufficient 
information was available for operators to recognize that these alarms were due to background radiation and not cause the systems to be 
shutdown. 
Inspection Report# : 2000009(pdf)  

Significance:  Nov 11, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Multiple Test Failures of Main Steam Safety Relief Valves 
Technical Specification (TS) 3.4.3, "Safety Relief Valves (SRVs)," requires an allowable pressure band of +/- 1% for opening individual SRVs. Five 
of eight SRVs tested on April 14, 2000, opened outside of the TS band, as described in condition report 249300. 
Inspection Report# : 2000008(pdf)  

Barrier Integrity 

Significance:  Sep 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Main Steam Isolation Valve Total Leakage Exceeded Technical Specification 
PPL determined that the "as-found" maximum pathway leakage for the Unit 1 inboard MSIV on the "C" steam line and the outboard MSIV on the 
"A" steam line were in excess of the limit specified in TS 3.6.1.3, "Primary Containment Isolation Valves." This finding affects the Barrier Integrity 
Cornerstone and is considered to have very low safety significance using the Significance Determination Process because the redundant valve in 
the "A" and "C" line functioned and would have limited the leak rate to less than the leakage assumed in the offsite dose limit calculation for MSIV 
leakage. The failure to satisfy Technical Specification 3.6.1.3 "Primary Containment Isolation Valves," leakage limits is a violation of NRC 
requirements. 
Inspection Report# : 2000007(pdf)  

Significance:  Aug 12, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Missed Surveillance Testing on the Hydrogen/Oxygen Analyzer Systems 
On February 2, 2000, PPL identified that Technical Specification required leakage rate surveillance testing had not been performed on the Unit 1 or 
Unit 2 Hydrogen/Oxygen Analyzer System or the Post Accident Sampling System. This issue was of very low safety significance because the 
likelihood of an accident leading to core damage was not affected, the probability of early primary containment failure was negligible, and the as-
found leakage results for these systems in both units was determined to be acceptable. The inspectors identified a Non-Cited Violation for failure to 
perform leakage rate testing as required by Technical Specification 5.5.12, "Primary Containment Leakage Rate Testing Program 10 CFR 50 
Appendix J." 
Inspection Report# : 2000005(pdf)  

Significance:  Jun 30, 2000 
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Identified By: NRC 
Item Type: NCV NonCited Violation 
Suppression Chamber-to-Drywell Vacuum Breaker Valve Multiple Test Failures 
In March 2000, four out of ten Unit 1 vacuum breakers had as-found lift setpoints which exceeded the Technical Specification limits. This was of 
very low safety significance because the vacuum breakers would have performed their design function. The inspectors identified a Non-Cited 
Violation for failure to satisfy Technical Specification requirements. 
Inspection Report# : 2000004(pdf)  

Significance:  May 13, 2000 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Actuation of Reactor Water Cleanup (RWCU) High Differential Flow Isolation Logic during RWCU Draining 
During a Unit 1 refueling outage operators inadvertently drained approximately 1100 gallons of water from the reactor vessel/cavity. Operators 
failed to close valves to isolate the reactor water cleanup system from the reactor vessel/cavity during a planned activity to drain the reactor water 
cleanup system. This was of very low safety significance because more than one million gallons of water were still available in the reactor 
vessel/cavity to cool the fuel in the core and in the spent fuel pool. The inspectors identified a noncited violation for not correctly performing a 
procedure. 
Inspection Report# : 2000003(pdf)  

Significance:  May 13, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Invalid Local Leak Rate Tests for Testable Spectacle Flanges 
PPL, Inc (PPL) determined that Unit 1 and Unit 2 residual heat removal system spectacle flanges did not have valid leakage tests as required by 
technical specifications because an extra o-ring was installed which may have prevented the performance of a valid leakage test. This was of very 
low safety significance because the extra o-ring had little effect on the leak tightness of the flanged connection (containment integrity) and 
significant margin existed to technical specification leakage limits. The inspectors identified a noncited violation for not having performed valid 
technical specification required leakage tests. Unit 1 properly leak tested the flanges during the refueling outage. For Unit 2, since it was at power, 
PPL requested that the NRC exercise discretion to not enforce compliance with the actions required in the technical specification to shutdown the 
unit. The NRC issued enforcement discretion since this condition had minimal safety impact, was consistent with the enforcement policy and staff 
guidance, and had no adverse impact on the health and safety of the public. 
Inspection Report# : 2000003(pdf)  

Emergency Preparedness 

Significance:  Sep 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Emergency Action Level Changes 
The inspectors identified a non-cited violation for failure to follow and maintain the emergency plan as required by 10 CFR 50.54(q) and 10 CFR 50 
Appendix E, "Emergency Planning and Preparedness." This violation was of very low safety significance because some inconsistencies between 
the Emergency Plan and emergency classification procedures resulted in the NRC receiving an event classification reference that did not agree 
with the actual event. 
Inspection Report# : 2001009(pdf)  

Significance:  Aug 16, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate procedures in place to describe the communication steps needed to alert or activate emergency personnel 
The inspectors identified a non-cited violation for failure to adequately describe, in approved procedures, the communication steps needed to alert 
or activate emergency personnel under each class of emergency. (10 CFR 50.47(b)(5), "Emergency Plan Procedures," and 10 CFR 50 Appendix 
E, Section IV C., "Activation of Emergency Organization") This violation was of very low safety significance because some inadequacies contained 
in the control room communicator emergency procedure may have contributed to a delayed notification of emergency response personnel. The 
delayed notification contributed to emergency response facility activation times in excess of the emergency plan requirements. 
Inspection Report# : 2001008(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: VIO Violation 
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Not maintaining minimum on-shift staffing in accordance with the E-Plan 
This inspection identified a violation of planning standard 10 CFR 50.47(b)(2) because on several occasions in 2000 and 2001, PPL's operation on-
shift staff was below the minimum staffing requirements specified in the Emergency Plan for the positions of plant control operator and the assistant 
unit supervisor. The safety significance of this finding was of low to moderate safety significance because, on these occasions, the emergency 
preparedness function associated with these on-shift staff positions was not met. The emergency preparedness function that was not met 
associated with the plant control operator was either the emergency communicator function in the control room or the function to monitor for safety 
in the unaffected unit during an emergency at the site. The emergency preparedness function that was not met associated with the assistant unit 
supervisor was that of the operations support center coordinator. The NRC issued the results of the final significance determination in a letter dated 
September 13, 2001. 
Inspection Report# : 2001006(pdf)  

Significance:  Nov 06, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Meet the Regional 90 Minute EOF Activation 
During the 1997 biennial exercise, (IR 50-387;388/97-08) it was identified that the emergency operations facility (EOF) was not able to assume 
control of the emergency within 90 minutes of the Alert declaration. Had the emergency started at the site area emergency level, the licensee would 
not have met its commitment in the emergency plan of activation within 90 minutes. During this exercise, the licensee was not able to meet the 90 
minutes activation goal for the EOF from the time of emergency response organization notification. The licensee has reviewed this issue but has 
not been able to adequately correct the problem. This is contrary to 10 CFR 50.47b(14) which states that "Periodic exercises are conducted to 
evaluate major portions of emergency response capabilities......and deficiencies identified as a result of exercises or drills are (will be) corrected." 
This issue was evaluated under the SDP process as a failure to implement a regulatory requirement and the failure does not appear to be 
programmatic. Therefore, the issue was determined to be of very low safety significant (Green) and is a non-cited violation. 
Inspection Report# : 2000010(pdf)  

Significance:  Sep 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Emergency Action Level for Reactor Coolant System Leakage Change Without NRC Approval 
In 1984, PPL departed from the guidance in NUREG-0654, Criteria for Preparation and Evaluation of Radiological Response Plans and 
Preparedness in Support of Nuclear Power Plants. According to NUREG-0654, an initiating condition for an alert would be "primary coolant leakage 
rate greater than 50 gpm." PPL originally used that criteria but later added the phrase "for greater than four hours." There was no 10 CFR 50.54(q) 
evaluation documentation to support the licensee's change nor documentation of NRC approval of the change. Although, licensee's expectation is 
for an alert to be declared as soon as a greater than 50 gpm leak is identified, the wording of the initiating conditions allows for a four hour delay in 
declaration and thus decreases the effectiveness of the emergency plan and is contrary to 10 CFR 50.54(q). 
Inspection Report# : 2000007(pdf)  

Occupational Radiation Safety 

Significance:  Dec 31, 2000 
Identified By: NRC 
Item Type: VIO Violation 
Failure to Conduct an Adequate Radiological Survey in Accordance with 10 CFR 20.1501 
During the period September 2000 through December 14, 2000, workers performed work on irradiated reactor hardware disposal equipment and 
tools, contaminated with highly radioactive particles on the refueling floor. While PPL took action to evaluate some aspects of the radiological 
hazards posed by these highly radioactive particles, PPL's organization and program: (1) did not adequately evaluate and characterize the 
radiation exposure hazards posed by these particles; and (2) did not establish and implement adequate radiological controls to prevent shallow-
dose and deep-dose equivalent personnel exposure from exceeding regulatory requirements. While no personnel exposures in excess of 10 CFR 
20 occupational limits are known to have occurred, the radiological conditions were such that a minor alteration in exposure circumstances could 
result in personnel exposure in excess of regulatory limits. Failure to effectively evaluate the radiological hazard as necessary to assure that the 
regulatory dose limits of 10 CFR 20.1201 were not exceeded is an apparent violation of 10 CFR 20.1501(a). This issue was assessed using the 
Occupational Safety Significance Determination Process (SDP) described in NRC Inspection Manual Chapter (IMC) 0609, Appendix C, and 
characterized as a preliminary WHITE finding. By letter dated March 12, 2001, EA-01-012, the NRC has determined that the event should be 
assessed as White, an issue with low to moderate increased importance to safety. This results in a White finding. During the supplemental 
inspection performed in accordance with Inspection Procedure 95001, IR 05000377&378/2001-007) the inspector determined that the licensee 
performed acceptable evaluation of the radiological significance of the hazards associated with the presence of highly radioactive particles. The 
inspection determined that PPL Susquehanna's efforts in characterizing problems associated with effective radiological control of discrete 
radioactive particles, evaluating the root and contributing causes that led to substantial potential for personnel exposure in excess of the regulatory 
limits, and subsequently discerning appropriate corrective measures to prevent recurrence were acceptable. Appropriate actions were initiated to 
further develop root causes associated with hydrolazing of equipment prior to removal from underwater storage and use locations. The extent of 
condition review was adequately accomplished, and corrective actions were sufficient to address identified root and contributing causes. Due to the 
licensee's acceptable performance in addressing the characterization and control of highly radioactive particles, the White finding associated with 
this issue will only be considered in assessing plant performance for a total of four quarters in accordance with the guidance in IMC 0305, 
"Operating Reactor Assessment Program." Implementation of the licensee's corrective actions will be reviewed during a future inspection.  
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Inspection Report# : 2000009(pdf)  
Inspection Report# : 2001007(pdf)  

Significance:  Dec 31, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Post a High Radiation Area 
10 CFR 20.1501(a)(1), requires that surveys be made to comply with the regulations in 10 CFR Part 20 including 10 CFR 20.1902(b) for posting of 
high radiation areas (defined as an area greater than 100 mR/hr at 30 centimeters(cm)). On November 12, 2000, a shipping cask had not been 
surveyed properly and, as a result, an area measuring 700 mR/hr at 30 centimeters was undetected and constituted an unposted high radiation 
area. This event is documented in Condition Report No. 297422. 
Inspection Report# : 2000009(pdf)  

Significance:  May 13, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Control a High Radiation Area (greater than 1000 millirem/hour at 30 cm) in accordance with Technical Specification 5.7.2.a 
PPL identified that a barricade to prevent unauthorized or inadvertent entry to the drywell was not sufficiently secured to prevent unauthorized 
access. Since the drywell contained areas that had dose rates greater than1 rem/hour at 30 centimeters, technical specifications required a locked 
door or gate to prevent unauthorized entry. This was of very low safety significance because there was no substantial potential for exposure in 
excess of regulatory limits and there was no significant unplanned exposure. The inspectors identified a noncited violation against technical 
specifications. 
Inspection Report# : 2000003(pdf)  

Public Radiation Safety 

Physical Protection 

Miscellaneous 

Significance: N/A Dec 01, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Effectiveness of Problem Identification and Resolution Program 
The team concluded, based on the samples reviewed, that the implementation of the corrective action program at Susquehanna was adequate. 
Generally, the Susquehanna staff appropriately identified and entered problems into the condition report (CR) system. There was a low threshold 
for initiation of CRs. A recent initiative was a focused review of the CR database to identify adverse trends in performance. CRs were generally 
classified at the correct significance level and the actions identified on the CRs were generally adequate. The engineering and maintenance 
backlogs appeared to be adequately managed. The depth of the PPL analysis for the apparent and root causes of problems were generally 
appropriate. However, the team noted that the cause determination for certain relay failures was unsupported. The team also noted a separate 
example where corrective actions were not re-evaluated when subsequent relay failures occurred.  
Inspection Report# : 2000006(pdf)  

Significance: N/A Nov 06, 2000 
Identified By: Licensee 
Item Type: FIN Finding 
Untimely General Emergency Declaration and Overly Conservative Dose Projections 
Two problems were identified by the licensee from their critique in the dose assessment area. One was an error in dose projection calculation and 
the other was a potentially overconservative default dose projection. Both reflect a risk significant planning standard implementation problem. It is a 
finding due to extenuating circumstances - potential generic issue based on observations at recent exercises. 
Inspection Report# : 2000010(pdf)  

Significance: N/A Aug 12, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Missed 10 CFR 50 Appendix J Testing 
Performance deficiencies in communications and coordination between engineering groups had allowed the failure to perform Technical 
Specification required leakage tests on the Hydrogen/Oxygen Analyzer System to remain unidentified for an extended period of time. Specifically, 
the group that was knowledgeable of the leakage rate testing program requirements did not understand the Hydrogen/Oxygen Analyzer System 
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primary containment isolation valve design configuration and the groups that were knowledgeable of the primary containment isolation valve 
configuration design did not understand leakage rate testing program requirements. PPL determined that they had multiple opportunities to identify 
this issue from August 1996 until February 2000. 
Inspection Report# : 2000005(pdf)  

Significance: SL-IV Aug 12, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Demonstrate Adequate System Performance as Required by the Maintenance Rule 
PPL failed to demonstrate that the performance of the Turbine Building Closed Cooling Water (TBCCW) system and the secondary containment 
isolation system had been effectively controlled through the performance of appropriate preventive maintenance and did not monitor against 
established goals. PPL did not identify that the TBCCW heat exchangers had exceeded their unavailability performance criteria and the secondary 
containment isolation system had exceeded its reliability performance criteria and, as a result, goal setting and monitoring were not performed as 
required by 10 CFR 50.65, "The Maintenance Rule." The actual safety significance of this issue was very low because (1) TBCCW remained 
functional at the system level, and (2) a failure of the secondary containment isolation system does not influence the likelihood of an accident 
leading to core damage and does not affect the probability of an early primary containment failure. The inspectors identified a Non-Cited Violation 
for failure to meet the criteria in 10 CFR 50.65, paragraph (a)(2). 
Inspection Report# : 2000005(pdf)  

Significance: SL-IV Aug 12, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Control of Worker Overtime 
PPL did not adequately control the use of worker overtime in accordance with Technical Specification Section 5.2.2.e, "Administrative Controls - 
Unit Staff." Specifically, from February 11, 1999 to May 5, 1999, several plant personnel worked in excess of 72 hours in a seven day period and 
PPL did not pre-approve the overtime deviations. The safety significance of this violation was very low because there were no issues that were 
linked to personnel fatigue. The inspectors identified a Non-Cited Violation for failure to control worker overtime, as required by Technical 
Specifications. 
Inspection Report# : 2000005(pdf)  

Last modified : March 01, 2002 
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Susquehanna 1 

Initiating Events 

Significance:  May 11, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Written Procedures were not Maintained to Provide Plant Operators with Clear Direction in Response to a Single Reactor 
Recirculation Pump Trip at Low Reactor Power Conditions 
The inspectors identified a Green non-cited violation of Technical Specification section 5.4.1, because Off Normal procedure ON-
164-002, "Loss of Reactor Recirculation Flow," did not provide adequate directions to the operators to adequately determine total 
core flow following a single reactor recirculation pump trip at low reactor power conditions and, based on the total core flow readings, 
take the appropriate actions. The inadequacy of the procedure contributed to an actual impact on safety in that the reactor protection 
system was manually actuated. This finding was considered to have very low safety significance because the finding did not 
increase likelihood of a primary or secondary system LOCA initiator, did not contribute to the likelihood that mitigating equipment 
would not be available, and did not increase the likelihood of a fire or flood. In addition the reactor protection system and other plant 
systems responded as expected to the manual reactor shutdown and there were no indications of reactor core oscillations at the 
time of the reactor recirculation pump trip. 
Inspection Report# : 2002003(pdf)  

Significance:  Dec 01, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Identification and Problem Resolution Effectivenessof Corrective Actions 
The inspectors identified a finding regarding the effectiveness of corrective actions for breaker over-current protection relays. In 
1998, PPL established a relay replacement schedule for over-current protection relays due to a manufacturing defect. PPL did not 
re-evaluate the effectiveness of the relay replacement schedule following two electro-hydraulic control (EHC) system pump trips due 
to over-current protection relay failures. This condition is more than minor because the EHC pump malfunction could contribute to 
the likelihood of a reactor trip, and since EHC is required to maintain the turbine bypass valves open, it could affect a mitigating 
system used to remove reactor core decay heat. The risk of this finding was determined to be low since multiple mitigating systems 
(high pressure injection system, low pressure injection system and automatic depressurization system) remained available to 
respond to a transient. The EHC system is not safety-related and no violations of NRC requirements were identified. This is a cross-
cutting issue covering two cornerstones. It also covers Mitigation systems.  
Inspection Report# : 2000006(pdf)  

Significance:  Jun 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Off-Normal Operation Procedure for Reactor Pressure Control 
On June 14, the inspectors observed that Unit 2 reactor pressure control was swapped over from the "A" electro-hydraulic control 
system pressure regulator to the "B" regulator, due to drift on the "A" regulator. The instrument and controls technicians performed 
the activity with no written instructions or procedures, and were under the direct technical supervision of a system engineer. This 
issue was considered to have very low safety significance because the verbal technical direction provided by the system engineer to 
the instrument and controls technicians was adequate, in this instance, to control the activity. The inspectors identified a Non-Cited 
Violation for failure to satisfy Technical Specification requirements to implement written procedures. 
Inspection Report# : 2000004(pdf)  

Mitigating Systems 

Significance:  Mar 30, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
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Control room emergency outside air supply system inoperable due to Unit 1 4kV emergency bus breakers not seismically 
restrained 
During this inspection NPOs did not install seismic restraints during racking out of two 4 kV breakers which resulted in two Unit 1 
4kV emergency buses becoming inoperable but still available. NPOs did not perform a section in an operations procedure regarding 
installing of seismic restraints. (Licensee identified NCV affecting the Mitigating System and Barrier Integrity Cornerstones) 
Violations of very low safety significance (Green) which were identified by PPL have been reviewed by the inspectors. Corrective 
actions taken or planned by PPL have been entered into PPL's corrective action program. This issue also covers Barrier Integrity. 
Inspection Report# : 2002002(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
No procedure to maintain the environmental qualification associated with T-drains on motors inside primary containment 
The inspectors identified a non-cited violation for failure to have procedures or instructions to maintain the required environmental 
qualification configuration associated with motor T-drains for motor-operated valve actuators located within the primary containment 
(10 CFR 50 Appendix B, Criterion III, "Design Control") This violation was of very low safety significance because the specific 
component qualification deficiency was determined not to result in a loss of safety function, and therefore, did not impact system or 
component operability. In addition, the finding did not represent an actual open pathway in the primary containment since the 
redundant isolation valves, located outside of the primary containment, were not affected and remained operable. This issue also 
covers Barrier Integrity 
Inspection Report# : 2001006(pdf)  

Significance:  May 12, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to include and conduct appropriate valve testing in the IST Program as required by Technical Specification 5.5.6 
The inspectors identified a Non-cited violation of Technical Specifications 5.5.6, "In-service Testing Program," for failure to leak test 
eight reactor building closed cooling water system and eight turbine building closed cooling water system valves. This finding was of 
very low safety significance because the leakage through the valves was subsequently determined to be less than the maximum 
flow that can be diverted from the emergency service water system to non-safety related loads during an accident. 
Inspection Report# : 2001005(pdf)  

Significance:  Apr 06, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Corrective Action to Preclude Recurrence of SLC Pump Discharge Pressure Relief Valve Setpoint Drift 
The team found that the as-found relief setpoints of the Unit 1 SLC pump discharge valves were outside the specified tolerance 20 
of the 27 times the in-service test (IST) of the valves was conducted. The failure rate of the Unit 2 valves was similarly high. The 
team determined that the recurrence of the setpoint drift outside the valve performance criteria was of very low risk significance 
(Green) by the SDP screening process. This conclusion was based on the fact that the licensee's engineering assessment 
determined that even with both relief valves lifting, sufficient boron solution would be injected in the reactor to maintain the integrity 
of the RPV, fuel, and containment barriers. 
Inspection Report# : 2001004(pdf)  

Significance:  Apr 06, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Non-Conservative Test Acceptance Criteria for RCIC System Surveillance 
The team found that the reactor core isolation cooling (RCIC) pump in-service test acceptance criteria was non-conservative 
because it would not have ensured that the system design function was maintained. This was determined to be of very low risk 
significance (Green) by the significance determination process (SDP) phase 1 screening because an actual loss of the system 
safety function had not occurred. The failure to establish adequate test acceptance criteria for the RCIC pump was considered a 
non-cited violation of 10CFR50, Appendix B, Criterion XI, Test Control. 
Inspection Report# : 2001004(pdf)  

Significance:  Apr 06, 2001 
Identified By: NRC 
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Item Type: NCV NonCited Violation 
Failure to Meet ATWS Rule in the Design of SLC System 
The team determined that during an anticipated transient without scram (ATWS) loss-of-offsite power (LOOP) scenario, the standby 
liquid control (SLC) system would not satisfy the ATWS rule requirement in that one or both SLC pump relief valves could lift and 
inhibit full flow to the reactor. The team determined this issue to be of very low risk significance (Green) through phase I of the SDP 
screening process. This conclusion was based upon the fact that the licensee's engineering assessment determined that, even with 
both relief valves lifting, sufficient boron solution would be injected in the reactor to maintain the integrity of the fuel, reactor pressure 
vessel, and containment barriers. In addition, the event itself has a low occurrence probability. The failure by the licensee to ensure 
that the required ATWS rule flow rate would be injected into the reactor vessel was considered a non-cited violation of 10CFR50.62.
Inspection Report# : 2001004(pdf)  

Significance:  Apr 06, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Test the Motor Operated Valve Thermal Overload Bypass Circuit 
The team found that the licensee had neither tested nor developed test procedures that verified the ability of the safety-related motor 
operated valve (MOV) thermal overloads (TOLs) bypass relay contacts to perform their bypass function. The team also found that 
the TOL setpoints had not been selected to ensure that the valves would be able to perform their safety-related function. The team 
determined that the licensee's failure to test the TOL bypasses periodically was of very low risk significance (Green) by the SDP 
screening process. This determination was based upon the results of a subsequent PPL analysis and test conclusions that the 
current sizing of all TOLs provided reasonable assurance of operability of the affected valves. The failure by the licensee to verify 
the integrity of the bypass circuit was considered an additional example of a non-cited violation of 10CFR50, Appendix B, Criterion 
XI, Test Control. 
Inspection Report# : 2001004(pdf)  

Significance:  May 11, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Written Procedures were not Implemented to Control a Temporary Plant Alteration 
The inspectors identified a Green non-cited violation of Technical Specification section 5.4.1, with two examples, because PPL did 
not implement their written procedures to control a temporary plant alteration associated with the use of blank flanges in the ESW 
system supply and return lines to the Unit 1 "A" TBCCW and "A" RBCCW heat exchangers. As a result, PPL did not remove the 
blank flange prior to the Unit 1 restart from the refueling outage. This violation was of very low safety significance because there was 
no actual loss of cooling to the Unit 1 "A" TBCCW and "A" RBCCW heat exchangers. 
Inspection Report# : 2002003(pdf)  

Significance:  Dec 31, 2000 
Identified By: NRC 
Item Type: FIN Finding 
HPCI Operation After a Main Steam Isolation Valve Closure Transient Without Automatic Reactor Shutdown 
PPL has not taken timely actions to resolve an issue regarding the ability of the high pressure coolant injection (HPCI) system to 
respond to a transient in which the main steam line isolation valves close and the reactor does not automatically shut down. Since 
1991, PPL documents have recognized: that continued HPCI operation during this transient requires prompt operator action outside 
of the control room to bypass high suppression pool level signals to prevent HPCI valves from automatically changing the HPCI 
suction source from the condensate storage tank to the suppression pool; it was unreasonable to expect that the specified prompt 
operator actions would be reliably completed within the required time; and that this automatic HPCI suction transfer feature should 
be removed. To date, PPL has not removed this automatic HPCI suction transfer feature. A phase 2 significance determination 
process assessment concluded that this issue was very low safety significance based on the availability of safety relief valves and 
low pressure injection systems to respond if HPCI failed 
Inspection Report# : 2000009(pdf)  

Significance:  Dec 31, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Perform a Risk Assessment Prior to Planned Maintenance Activities 
The inspectors identified a Non-Cited Violation for failure to assess risk prior to performing maintenance activities. PPL did not 
assess the risk of performing a Unit 1 high pressure coolant injection (HPCI) system test concurrent with a test of the "B" emergency 
diesel generator (EDG). This resulted in the inappropriate removal of the Unit 1 HPCI from service during the EDG testing and an 
unnecessary increase in risk for the one hour period that both the "B" EDG and Unit 1 HPCI were removed from service for testing. 

Page 3 of 91Q/2002 Inspection Findings - Susquehanna 1



This finding was of very low safety significance because HPCI would have been available for vessel injection with minimal operator 
action. Independent calculation of the increase in core damage frequency associated with removal of both the EDG and HPCI 
system for one hour determined the risk to be within the very low safety significance band. 
Inspection Report# : 2000009(pdf)  

Significance:  Dec 31, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Post Accident Residual Heat Removal System Operation 
The inspectors identified a Non-Cited Violation for inadequate alarm response procedures related to residual heat removal service 
water radiation monitors. The alarm response procedures were inadequate because, although residual heat removal service water 
process radiation levels are not expected to be high, the expected area background radiation levels during a loss of coolant accident 
would cause the radiation monitors to alarm and the procedures would then direct the operator to inappropriately shut down the 
residual heat removal and residual heat removal service water systems when they were required to mitigate the accident. This 
finding was determined to be of very low risk significance because sufficient information was available for operators to recognize that 
these alarms were due to background radiation and not cause the systems to be shutdown. 
Inspection Report# : 2000009(pdf)  

Significance:  Nov 11, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Multiple Test Failures of Main Steam Safety Relief Valves 
Technical Specification (TS) 3.4.3, "Safety Relief Valves (SRVs)," requires an allowable pressure band of +/- 1% for opening 
individual SRVs. Five of eight SRVs tested on April 14, 2000, opened outside of the TS band, as described in condition report 
249300. 
Inspection Report# : 2000008(pdf)  

Barrier Integrity 

Significance:  Feb 09, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Unit 1 reactor water cleanup overflow and floor contamination due to the failure to follow a plant operating procedure 
Technical Specification section 5.4.1 states: "Written procedures shall be established and implemented that meet the requirements 
of NRC's Regulatory Guide 1.33, Rev. 2, February 1978. Operations procedure OP-161-002, "RWCU Filter Demineralizers," Rev. 
22. Section 3.3.3, states "If backwashing "1B" filter, CLOSE reactor water cleanup (RWCU) filter demineralizer "B" effluent isolation 
valve 145041B. On January 21, 2002, a plant operator failed to close the RWCU 14541B manual isolation valve. The error resulted 
in overflow of radioactive water and contamination in the Unit 1 Reactor Building on the 670 foot elevation. The issue was 
documented in condition report 379343. 
Inspection Report# : 2001012(pdf)  

Significance:  Sep 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Main Steam Isolation Valve Total Leakage Exceeded Technical Specification 
PPL determined that the "as-found" maximum pathway leakage for the Unit 1 inboard MSIV on the "C" steam line and the outboard 
MSIV on the "A" steam line were in excess of the limit specified in TS 3.6.1.3, "Primary Containment Isolation Valves." This finding 
affects the Barrier Integrity Cornerstone and is considered to have very low safety significance using the Significance Determination 
Process because the redundant valve in the "A" and "C" line functioned and would have limited the leak rate to less than the leakage 
assumed in the offsite dose limit calculation for MSIV leakage. The failure to satisfy Technical Specification 3.6.1.3 "Primary 
Containment Isolation Valves," leakage limits is a violation of NRC requirements. 
Inspection Report# : 2000007(pdf)  

Significance:  Aug 12, 2000 
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Identified By: NRC 
Item Type: NCV NonCited Violation 
Missed Surveillance Testing on the Hydrogen/Oxygen Analyzer Systems 
On February 2, 2000, PPL identified that Technical Specification required leakage rate surveillance testing had not been performed 
on the Unit 1 or Unit 2 Hydrogen/Oxygen Analyzer System or the Post Accident Sampling System. This issue was of very low safety 
significance because the likelihood of an accident leading to core damage was not affected, the probability of early primary 
containment failure was negligible, and the as-found leakage results for these systems in both units was determined to be 
acceptable. The inspectors identified a Non-Cited Violation for failure to perform leakage rate testing as required by Technical 
Specification 5.5.12, "Primary Containment Leakage Rate Testing Program 10 CFR 50 Appendix J." 
Inspection Report# : 2000005(pdf)  

Significance:  Jun 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Suppression Chamber-to-Drywell Vacuum Breaker Valve Multiple Test Failures 
In March 2000, four out of ten Unit 1 vacuum breakers had as-found lift setpoints which exceeded the Technical Specification limits. 
This was of very low safety significance because the vacuum breakers would have performed their design function. The inspectors 
identified a Non-Cited Violation for failure to satisfy Technical Specification requirements. 
Inspection Report# : 2000004(pdf)  

Significance:  May 13, 2000 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Actuation of Reactor Water Cleanup (RWCU) High Differential Flow Isolation Logic during RWCU Draining 
During a Unit 1 refueling outage operators inadvertently drained approximately 1100 gallons of water from the reactor vessel/cavity. 
Operators failed to close valves to isolate the reactor water cleanup system from the reactor vessel/cavity during a planned activity 
to drain the reactor water cleanup system. This was of very low safety significance because more than one million gallons of water 
were still available in the reactor vessel/cavity to cool the fuel in the core and in the spent fuel pool. The inspectors identified a 
noncited violation for not correctly performing a procedure. 
Inspection Report# : 2000003(pdf)  

Significance:  May 13, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Invalid Local Leak Rate Tests for Testable Spectacle Flanges 
PPL, Inc (PPL) determined that Unit 1 and Unit 2 residual heat removal system spectacle flanges did not have valid leakage tests as 
required by technical specifications because an extra o-ring was installed which may have prevented the performance of a valid 
leakage test. This was of very low safety significance because the extra o-ring had little effect on the leak tightness of the flanged 
connection (containment integrity) and significant margin existed to technical specification leakage limits. The inspectors identified a 
noncited violation for not having performed valid technical specification required leakage tests. Unit 1 properly leak tested the 
flanges during the refueling outage. For Unit 2, since it was at power, PPL requested that the NRC exercise discretion to not enforce 
compliance with the actions required in the technical specification to shutdown the unit. The NRC issued enforcement discretion 
since this condition had minimal safety impact, was consistent with the enforcement policy and staff guidance, and had no adverse 
impact on the health and safety of the public. 
Inspection Report# : 2000003(pdf)  

Emergency Preparedness 

Significance:  Feb 04, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
E-Plan changes decreased the effectiveness of the plan 
The inspectors identified a non-cited violation of 10 CFR 50.54(q) because PPL made changes in the E-Plan which eliminated some 
on-shift emergency positions which decreased the effectiveness of the E-Plan without obtaining prior NRC approval. The finding was 
of very low safety significance because the change was administrative in nature since individuals on-shift could have performed the 
functions of those eliminated positions had they been needed for emergency response. 
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Inspection Report# : 2002009(pdf)  

Significance:  Sep 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Emergency Action Level Changes 
The inspectors identified a non-cited violation for failure to follow and maintain the emergency plan as required by 10 CFR 50.54(q) 
and 10 CFR 50 Appendix E, "Emergency Planning and Preparedness." This violation was of very low safety significance because 
some inconsistencies between the Emergency Plan and emergency classification procedures resulted in the NRC receiving an 
event classification reference that did not agree with the actual event. 
Inspection Report# : 2001009(pdf)  

Significance:  Aug 16, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate procedures in place to describe the communication steps needed to alert or activate emergency personnel 
The inspectors identified a non-cited violation for failure to adequately describe, in approved procedures, the communication steps 
needed to alert or activate emergency personnel under each class of emergency. (10 CFR 50.47(b)(5), "Emergency Plan 
Procedures," and 10 CFR 50 Appendix E, Section IV C., "Activation of Emergency Organization") This violation was of very low 
safety significance because some inadequacies contained in the control room communicator emergency procedure may have 
contributed to a delayed notification of emergency response personnel. The delayed notification contributed to emergency response 
facility activation times in excess of the emergency plan requirements. 
Inspection Report# : 2001008(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: VIO Violation 
Not maintaining minimum on-shift staffing in accordance with the E-Plan 
This inspection identified a violation of planning standard 10 CFR 50.47(b)(2) because on several occasions in 2000 and 2001, 
PPL's operation on-shift staff was below the minimum staffing requirements specified in the Emergency Plan for the positions of 
plant control operator and the assistant unit supervisor. The safety significance of this finding was of low to moderate safety 
significance because, on these occasions, the emergency preparedness function associated with these on-shift staff positions was 
not met. The emergency preparedness function that was not met associated with the plant control operator was either the 
emergency communicator function in the control room or the function to monitor for safety in the unaffected unit during an 
emergency at the site. The emergency preparedness function that was not met associated with the assistant unit supervisor was 
that of the operations support center coordinator. The NRC issued the results of the final significance determination in a letter dated 
September 13, 2001. This supplemental inspection was performed by the NRC using inspection procedure 95001, to assess the 
licensee's evaluation associated with a violation of White significance which was identified in Inspection Report 50-387/01-06, 50-
388/01-06. The NRC identified that on several occasions, the licensee on-shift staffing was below the minimum requirements of the 
E-Plan. The NRC identified that the root cause evaluation was narrowly focused which resulted in the licensee not conducting a 
thorough review to understand the causal factors contributing to the violation. Therefore, it was not evident that the problems 
associated with this issue were sufficiently understood to provide reasonable assurance that the corrective actions would prevent 
recurrence. Consequently, the NRC was not able to complete the inspection objectives. 
Inspection Report# : 2001006(pdf)  
Inspection Report# : 2002009(pdf)  

Significance:  Nov 06, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Meet the Regional 90 Minute EOF Activation 
During the 1997 biennial exercise, (IR 50-387;388/97-08) it was identified that the emergency operations facility (EOF) was not able 
to assume control of the emergency within 90 minutes of the Alert declaration. Had the emergency started at the site area 
emergency level, the licensee would not have met its commitment in the emergency plan of activation within 90 minutes. During this 
exercise, the licensee was not able to meet the 90 minutes activation goal for the EOF from the time of emergency response 
organization notification. The licensee has reviewed this issue but has not been able to adequately correct the problem. This is 
contrary to 10 CFR 50.47b(14) which states that "Periodic exercises are conducted to evaluate major portions of emergency 
response capabilities......and deficiencies identified as a result of exercises or drills are (will be) corrected." This issue was evaluated 
under the SDP process as a failure to implement a regulatory requirement and the failure does not appear to be programmatic. 
Therefore, the issue was determined to be of very low safety significant (Green) and is a non-cited violation. 
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Inspection Report# : 2000010(pdf)  

Significance:  Sep 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Emergency Action Level for Reactor Coolant System Leakage Change Without NRC Approval 
In 1984, PPL departed from the guidance in NUREG-0654, Criteria for Preparation and Evaluation of Radiological Response Plans 
and Preparedness in Support of Nuclear Power Plants. According to NUREG-0654, an initiating condition for an alert would be 
"primary coolant leakage rate greater than 50 gpm." PPL originally used that criteria but later added the phrase "for greater than four 
hours." There was no 10 CFR 50.54(q) evaluation documentation to support the licensee's change nor documentation of NRC 
approval of the change. Although, licensee's expectation is for an alert to be declared as soon as a greater than 50 gpm leak is 
identified, the wording of the initiating conditions allows for a four hour delay in declaration and thus decreases the effectiveness of 
the emergency plan and is contrary to 10 CFR 50.54(q). 
Inspection Report# : 2000007(pdf)  

Occupational Radiation Safety 

Significance:  Dec 31, 2000 
Identified By: NRC 
Item Type: VIO Violation 
Failure to Conduct an Adequate Radiological Survey in Accordance with 10 CFR 20.1501 
During the period September 2000 through December 14, 2000, workers performed work on irradiated reactor hardware disposal 
equipment and tools, contaminated with highly radioactive particles on the refueling floor. While PPL took action to evaluate some 
aspects of the radiological hazards posed by these highly radioactive particles, PPL's organization and program: (1) did not 
adequately evaluate and characterize the radiation exposure hazards posed by these particles; and (2) did not establish and 
implement adequate radiological controls to prevent shallow-dose and deep-dose equivalent personnel exposure from exceeding 
regulatory requirements. While no personnel exposures in excess of 10 CFR 20 occupational limits are known to have occurred, the 
radiological conditions were such that a minor alteration in exposure circumstances could result in personnel exposure in excess of 
regulatory limits. Failure to effectively evaluate the radiological hazard as necessary to assure that the regulatory dose limits of 10 
CFR 20.1201 were not exceeded is an apparent violation of 10 CFR 20.1501(a). This issue was assessed using the Occupational 
Safety Significance Determination Process (SDP) described in NRC Inspection Manual Chapter (IMC) 0609, Appendix C, and 
characterized as a preliminary WHITE finding. By letter dated March 12, 2001, EA-01-012, the NRC has determined that the event 
should be assessed as White, an issue with low to moderate increased importance to safety. This results in a White finding. During 
the supplemental inspection performed in accordance with Inspection Procedure 95001, IR 05000377&378/2001-007) the inspector 
determined that the licensee performed acceptable evaluation of the radiological significance of the hazards associated with the 
presence of highly radioactive particles. The inspection determined that PPL Susquehanna's efforts in characterizing problems 
associated with effective radiological control of discrete radioactive particles, evaluating the root and contributing causes that led to 
substantial potential for personnel exposure in excess of the regulatory limits, and subsequently discerning appropriate corrective 
measures to prevent recurrence were acceptable. Appropriate actions were initiated to further develop root causes associated with 
hydrolazing of equipment prior to removal from underwater storage and use locations. The extent of condition review was 
adequately accomplished, and corrective actions were sufficient to address identified root and contributing causes. Due to the 
licensee's acceptable performance in addressing the characterization and control of highly radioactive particles, the White finding 
associated with this issue will only be considered in assessing plant performance for a total of four quarters in accordance with the 
guidance in IMC 0305, "Operating Reactor Assessment Program." Implementation of the licensee's corrective actions will be 
reviewed during a future inspection.  
Inspection Report# : 2000009(pdf)  
Inspection Report# : 2001007(pdf)  

Significance:  Dec 31, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Post a High Radiation Area 
10 CFR 20.1501(a)(1), requires that surveys be made to comply with the regulations in 10 CFR Part 20 including 10 CFR 20.1902(b) 
for posting of high radiation areas (defined as an area greater than 100 mR/hr at 30 centimeters(cm)). On November 12, 2000, a 
shipping cask had not been surveyed properly and, as a result, an area measuring 700 mR/hr at 30 centimeters was undetected and 
constituted an unposted high radiation area. This event is documented in Condition Report No. 297422. 
Inspection Report# : 2000009(pdf)  
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Significance:  May 13, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Control a High Radiation Area (greater than 1000 millirem/hour at 30 cm) in accordance with Technical 
Specification 5.7.2.a 
PPL identified that a barricade to prevent unauthorized or inadvertent entry to the drywell was not sufficiently secured to prevent 
unauthorized access. Since the drywell contained areas that had dose rates greater than1 rem/hour at 30 centimeters, technical 
specifications required a locked door or gate to prevent unauthorized entry. This was of very low safety significance because there 
was no substantial potential for exposure in excess of regulatory limits and there was no significant unplanned exposure. The 
inspectors identified a noncited violation against technical specifications. 
Inspection Report# : 2000003(pdf)  

Public Radiation Safety 

Physical Protection 

Miscellaneous 
Significance: N/A Mar 30, 2002 
Identified By: NRC 
Item Type: FIN Finding 
A performance trend which appears to have developed in the barrier integrity and mitigating systems safety cornerstone 
areas with plant equipment operator errors being the common element 
The inspector identified a finding regarding a performance trend which appears to have developed in the barrier integrity and 
mitigating systems safety cornerstone areas with non-licensed plant operator errors being the common element. 
Inspection Report# : 2002002(pdf)  

Significance: N/A Dec 01, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Effectiveness of Problem Identification and Resolution Program 
The team concluded, based on the samples reviewed, that the implementation of the corrective action program at Susquehanna was 
adequate. Generally, the Susquehanna staff appropriately identified and entered problems into the condition report (CR) system. 
There was a low threshold for initiation of CRs. A recent initiative was a focused review of the CR database to identify adverse 
trends in performance. CRs were generally classified at the correct significance level and the actions identified on the CRs were 
generally adequate. The engineering and maintenance backlogs appeared to be adequately managed. The depth of the PPL 
analysis for the apparent and root causes of problems were generally appropriate. However, the team noted that the cause 
determination for certain relay failures was unsupported. The team also noted a separate example where corrective actions were not 
re-evaluated when subsequent relay failures occurred.  
Inspection Report# : 2000006(pdf)  

Significance: N/A Nov 06, 2000 
Identified By: Licensee 
Item Type: FIN Finding 
Untimely General Emergency Declaration and Overly Conservative Dose Projections 
Two problems were identified by the licensee from their critique in the dose assessment area. One was an error in dose projection 
calculation and the other was a potentially overconservative default dose projection. Both reflect a risk significant planning standard 
implementation problem. It is a finding due to extenuating circumstances - potential generic issue based on observations at recent 
exercises. 
Inspection Report# : 2000010(pdf)  

Significance: N/A Aug 12, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Missed 10 CFR 50 Appendix J Testing 

Page 8 of 91Q/2002 Inspection Findings - Susquehanna 1



Performance deficiencies in communications and coordination between engineering groups had allowed the failure to perform 
Technical Specification required leakage tests on the Hydrogen/Oxygen Analyzer System to remain unidentified for an extended 
period of time. Specifically, the group that was knowledgeable of the leakage rate testing program requirements did not understand 
the Hydrogen/Oxygen Analyzer System primary containment isolation valve design configuration and the groups that were 
knowledgeable of the primary containment isolation valve configuration design did not understand leakage rate testing program 
requirements. PPL determined that they had multiple opportunities to identify this issue from August 1996 until February 2000. 
Inspection Report# : 2000005(pdf)  

Significance: SL-IV Aug 12, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Demonstrate Adequate System Performance as Required by the Maintenance Rule 
PPL failed to demonstrate that the performance of the Turbine Building Closed Cooling Water (TBCCW) system and the secondary 
containment isolation system had been effectively controlled through the performance of appropriate preventive maintenance and 
did not monitor against established goals. PPL did not identify that the TBCCW heat exchangers had exceeded their unavailability 
performance criteria and the secondary containment isolation system had exceeded its reliability performance criteria and, as a 
result, goal setting and monitoring were not performed as required by 10 CFR 50.65, "The Maintenance Rule." The actual safety 
significance of this issue was very low because (1) TBCCW remained functional at the system level, and (2) a failure of the 
secondary containment isolation system does not influence the likelihood of an accident leading to core damage and does not affect 
the probability of an early primary containment failure. The inspectors identified a Non-Cited Violation for failure to meet the criteria 
in 10 CFR 50.65, paragraph (a)(2). 
Inspection Report# : 2000005(pdf)  

Significance: SL-IV Aug 12, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Control of Worker Overtime 
PPL did not adequately control the use of worker overtime in accordance with Technical Specification Section 5.2.2.e, 
"Administrative Controls - Unit Staff." Specifically, from February 11, 1999 to May 5, 1999, several plant personnel worked in excess 
of 72 hours in a seven day period and PPL did not pre-approve the overtime deviations. The safety significance of this violation was 
very low because there were no issues that were linked to personnel fatigue. The inspectors identified a Non-Cited Violation for 
failure to control worker overtime, as required by Technical Specifications. 
Inspection Report# : 2000005(pdf)  

Last modified : July 22, 2002 
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Susquehanna 1 

Initiating Events 

Significance:  May 11, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Written Procedures were not Maintained to Provide Plant Operators with Clear Direction in Response to a 
Single Reactor Recirculation Pump Trip at Low Reactor Power Conditions 
The inspectors identified a Green non-cited violation of Technical Specification section 5.4.1, because Off Normal 
procedure ON-164-002, "Loss of Reactor Recirculation Flow," did not provide adequate directions to the operators to 
adequately determine total core flow following a single reactor recirculation pump trip at low reactor power conditions 
and, based on the total core flow readings, take the appropriate actions. The inadequacy of the procedure contributed to 
an actual impact on safety in that the reactor protection system was manually actuated. This finding was considered to 
have very low safety significance because the finding did not increase likelihood of a primary or secondary system 
LOCA initiator, did not contribute to the likelihood that mitigating equipment would not be available, and did not 
increase the likelihood of a fire or flood. In addition the reactor protection system and other plant systems responded as 
expected to the manual reactor shutdown and there were no indications of reactor core oscillations at the time of the 
reactor recirculation pump trip. 
Inspection Report# : 2002003(pdf)  

Significance:  Dec 01, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Identification and Problem Resolution Effectivenessof Corrective Actions 
The inspectors identified a finding regarding the effectiveness of corrective actions for breaker over-current protection 
relays. In 1998, PPL established a relay replacement schedule for over-current protection relays due to a manufacturing 
defect. PPL did not re-evaluate the effectiveness of the relay replacement schedule following two electro-hydraulic 
control (EHC) system pump trips due to over-current protection relay failures. This condition is more than minor 
because the EHC pump malfunction could contribute to the likelihood of a reactor trip, and since EHC is required to 
maintain the turbine bypass valves open, it could affect a mitigating system used to remove reactor core decay heat. 
The risk of this finding was determined to be low since multiple mitigating systems (high pressure injection system, 
low pressure injection system and automatic depressurization system) remained available to respond to a transient. The 
EHC system is not safety-related and no violations of NRC requirements were identified. This is a cross-cutting issue 
covering two cornerstones. It also covers Mitigation systems.  
Inspection Report# : 2000006(pdf)  

Significance:  Jun 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Off-Normal Operation Procedure for Reactor Pressure Control 
On June 14, the inspectors observed that Unit 2 reactor pressure control was swapped over from the "A" electro-
hydraulic control system pressure regulator to the "B" regulator, due to drift on the "A" regulator. The instrument and 
controls technicians performed the activity with no written instructions or procedures, and were under the direct 
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technical supervision of a system engineer. This issue was considered to have very low safety significance because the 
verbal technical direction provided by the system engineer to the instrument and controls technicians was adequate, in 
this instance, to control the activity. The inspectors identified a Non-Cited Violation for failure to satisfy Technical 
Specification requirements to implement written procedures. 
Inspection Report# : 2000004(pdf)  

Mitigating Systems 

Significance:  May 11, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Written Procedures were not Implemented to Control a Temporary Plant Alteration 
The inspectors identified a Green non-cited violation of Technical Specification section 5.4.1, with two examples, 
because PPL did not implement their written procedures to control a temporary plant alteration associated with the use 
of blank flanges in the ESW system supply and return lines to the Unit 1 "A" TBCCW and "A" RBCCW heat 
exchangers. As a result, PPL did not remove the blank flange prior to the Unit 1 restart from the refueling outage. This 
violation was of very low safety significance because there was no actual loss of cooling to the Unit 1 "A" TBCCW 
and "A" RBCCW heat exchangers. 
Inspection Report# : 2002003(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
No procedure to maintain the environmental qualification associated with T-drains on motors inside primary 
containment 
The inspectors identified a non-cited violation for failure to have procedures or instructions to maintain the required 
environmental qualification configuration associated with motor T-drains for motor-operated valve actuators located 
within the primary containment (10 CFR 50 Appendix B, Criterion III, "Design Control") This violation was of very 
low safety significance because the specific component qualification deficiency was determined not to result in a loss 
of safety function, and therefore, did not impact system or component operability. In addition, the finding did not 
represent an actual open pathway in the primary containment since the redundant isolation valves, located outside of 
the primary containment, were not affected and remained operable. This issue also covers Barrier Integrity 
Inspection Report# : 2001006(pdf)  

Significance:  May 12, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to include and conduct appropriate valve testing in the IST Program as required by Technical 
Specification 5.5.6 
The inspectors identified a Non-cited violation of Technical Specifications 5.5.6, "In-service Testing Program," for 
failure to leak test eight reactor building closed cooling water system and eight turbine building closed cooling water 
system valves. This finding was of very low safety significance because the leakage through the valves was 
subsequently determined to be less than the maximum flow that can be diverted from the emergency service water 
system to non-safety related loads during an accident.
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Inspection Report# : 2001005(pdf)  

Significance:  Apr 06, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Corrective Action to Preclude Recurrence of SLC Pump Discharge Pressure Relief Valve Setpoint 
Drift 
The team found that the as-found relief setpoints of the Unit 1 SLC pump discharge valves were outside the specified 
tolerance 20 of the 27 times the in-service test (IST) of the valves was conducted. The failure rate of the Unit 2 valves 
was similarly high. The team determined that the recurrence of the setpoint drift outside the valve performance criteria 
was of very low risk significance (Green) by the SDP screening process. This conclusion was based on the fact that the 
licensee's engineering assessment determined that even with both relief valves lifting, sufficient boron solution would 
be injected in the reactor to maintain the integrity of the RPV, fuel, and containment barriers. 
Inspection Report# : 2001004(pdf)  

Significance:  Apr 06, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Non-Conservative Test Acceptance Criteria for RCIC System Surveillance 
The team found that the reactor core isolation cooling (RCIC) pump in-service test acceptance criteria was non-
conservative because it would not have ensured that the system design function was maintained. This was determined 
to be of very low risk significance (Green) by the significance determination process (SDP) phase 1 screening because 
an actual loss of the system safety function had not occurred. The failure to establish adequate test acceptance criteria 
for the RCIC pump was considered a non-cited violation of 10CFR50, Appendix B, Criterion XI, Test Control. 
Inspection Report# : 2001004(pdf)  

Significance:  Apr 06, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Meet ATWS Rule in the Design of SLC System 
The team determined that during an anticipated transient without scram (ATWS) loss-of-offsite power (LOOP) 
scenario, the standby liquid control (SLC) system would not satisfy the ATWS rule requirement in that one or both 
SLC pump relief valves could lift and inhibit full flow to the reactor. The team determined this issue to be of very low 
risk significance (Green) through phase I of the SDP screening process. This conclusion was based upon the fact that 
the licensee's engineering assessment determined that, even with both relief valves lifting, sufficient boron solution 
would be injected in the reactor to maintain the integrity of the fuel, reactor pressure vessel, and containment barriers. 
In addition, the event itself has a low occurrence probability. The failure by the licensee to ensure that the required 
ATWS rule flow rate would be injected into the reactor vessel was considered a non-cited violation of 10CFR50.62. 
Inspection Report# : 2001004(pdf)  

Significance:  Apr 06, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Test the Motor Operated Valve Thermal Overload Bypass Circuit 
The team found that the licensee had neither tested nor developed test procedures that verified the ability of the safety-
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related motor operated valve (MOV) thermal overloads (TOLs) bypass relay contacts to perform their bypass function. 
The team also found that the TOL setpoints had not been selected to ensure that the valves would be able to perform 
their safety-related function. The team determined that the licensee's failure to test the TOL bypasses periodically was 
of very low risk significance (Green) by the SDP screening process. This determination was based upon the results of a 
subsequent PPL analysis and test conclusions that the current sizing of all TOLs provided reasonable assurance of 
operability of the affected valves. The failure by the licensee to verify the integrity of the bypass circuit was considered 
an additional example of a non-cited violation of 10CFR50, Appendix B, Criterion XI, Test Control. 
Inspection Report# : 2001004(pdf)  

Significance:  Dec 31, 2000 
Identified By: NRC 
Item Type: FIN Finding 
HPCI Operation After a Main Steam Isolation Valve Closure Transient Without Automatic Reactor Shutdown
PPL has not taken timely actions to resolve an issue regarding the ability of the high pressure coolant injection (HPCI) 
system to respond to a transient in which the main steam line isolation valves close and the reactor does not 
automatically shut down. Since 1991, PPL documents have recognized: that continued HPCI operation during this 
transient requires prompt operator action outside of the control room to bypass high suppression pool level signals to 
prevent HPCI valves from automatically changing the HPCI suction source from the condensate storage tank to the 
suppression pool; it was unreasonable to expect that the specified prompt operator actions would be reliably completed 
within the required time; and that this automatic HPCI suction transfer feature should be removed. To date, PPL has not 
removed this automatic HPCI suction transfer feature. A phase 2 significance determination process assessment 
concluded that this issue was very low safety significance based on the availability of safety relief valves and low 
pressure injection systems to respond if HPCI failed 
Inspection Report# : 2000009(pdf)  

Significance:  Dec 31, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Perform a Risk Assessment Prior to Planned Maintenance Activities 
The inspectors identified a Non-Cited Violation for failure to assess risk prior to performing maintenance activities. 
PPL did not assess the risk of performing a Unit 1 high pressure coolant injection (HPCI) system test concurrent with a 
test of the "B" emergency diesel generator (EDG). This resulted in the inappropriate removal of the Unit 1 HPCI from 
service during the EDG testing and an unnecessary increase in risk for the one hour period that both the "B" EDG and 
Unit 1 HPCI were removed from service for testing. This finding was of very low safety significance because HPCI 
would have been available for vessel injection with minimal operator action. Independent calculation of the increase in 
core damage frequency associated with removal of both the EDG and HPCI system for one hour determined the risk to 
be within the very low safety significance band. 
Inspection Report# : 2000009(pdf)  

Significance:  Dec 31, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Post Accident Residual Heat Removal System Operation 
The inspectors identified a Non-Cited Violation for inadequate alarm response procedures related to residual heat 
removal service water radiation monitors. The alarm response procedures were inadequate because, although residual 
heat removal service water process radiation levels are not expected to be high, the expected area background radiation 
levels during a loss of coolant accident would cause the radiation monitors to alarm and the procedures would then 
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direct the operator to inappropriately shut down the residual heat removal and residual heat removal service water 
systems when they were required to mitigate the accident. This finding was determined to be of very low risk 
significance because sufficient information was available for operators to recognize that these alarms were due to 
background radiation and not cause the systems to be shutdown. 
Inspection Report# : 2000009(pdf)  

Significance:  Nov 11, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Multiple Test Failures of Main Steam Safety Relief Valves 
Technical Specification (TS) 3.4.3, "Safety Relief Valves (SRVs)," requires an allowable pressure band of +/- 1% for 
opening individual SRVs. Five of eight SRVs tested on April 14, 2000, opened outside of the TS band, as described in 
condition report 249300. 
Inspection Report# : 2000008(pdf)  

Barrier Integrity 

Significance:  Mar 30, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Control room emergency outside air supply system inoperable due to Unit 1 4kV emergency bus breakers not 
seismically restrained 
During this inspection NPOs did not install seismic restraints during racking out of two 4 kV breakers which resulted in 
two Unit 1 4kV emergency buses becoming inoperable but still available. NPOs did not perform a section in an 
operations procedure regarding installing of seismic restraints. (Licensee identified NCV affecting the Mitigating 
System and Barrier Integrity Cornerstones) Violations of very low safety significance (Green) which were identified by 
PPL have been reviewed by the inspectors. Corrective actions taken or planned by PPL have been entered into PPL's 
corrective action program. This issue also covers Mitigating Systems. 
Inspection Report# : 2002002(pdf)  

Significance:  Feb 09, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Unit 1 reactor water cleanup overflow and floor contamination due to the failure to follow a plant operating 
procedure 
Technical Specification section 5.4.1 states: "Written procedures shall be established and implemented that meet the 
requirements of NRC's Regulatory Guide 1.33, Rev. 2, February 1978. Operations procedure OP-161-002, "RWCU 
Filter Demineralizers," Rev. 22. Section 3.3.3, states "If backwashing "1B" filter, CLOSE reactor water cleanup 
(RWCU) filter demineralizer "B" effluent isolation valve 145041B. On January 21, 2002, a plant operator failed to 
close the RWCU 14541B manual isolation valve. The error resulted in overflow of radioactive water and contamination 
in the Unit 1 Reactor Building on the 670 foot elevation. The issue was documented in condition report 379343. 
Inspection Report# : 2001012(pdf)  
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Significance:  Sep 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Main Steam Isolation Valve Total Leakage Exceeded Technical Specification 
PPL determined that the "as-found" maximum pathway leakage for the Unit 1 inboard MSIV on the "C" steam line and 
the outboard MSIV on the "A" steam line were in excess of the limit specified in TS 3.6.1.3, "Primary Containment 
Isolation Valves." This finding affects the Barrier Integrity Cornerstone and is considered to have very low safety 
significance using the Significance Determination Process because the redundant valve in the "A" and "C" line 
functioned and would have limited the leak rate to less than the leakage assumed in the offsite dose limit calculation for 
MSIV leakage. The failure to satisfy Technical Specification 3.6.1.3 "Primary Containment Isolation Valves," leakage 
limits is a violation of NRC requirements. 
Inspection Report# : 2000007(pdf)  

Significance:  Aug 12, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Missed Surveillance Testing on the Hydrogen/Oxygen Analyzer Systems 
On February 2, 2000, PPL identified that Technical Specification required leakage rate surveillance testing had not 
been performed on the Unit 1 or Unit 2 Hydrogen/Oxygen Analyzer System or the Post Accident Sampling System. 
This issue was of very low safety significance because the likelihood of an accident leading to core damage was not 
affected, the probability of early primary containment failure was negligible, and the as-found leakage results for these 
systems in both units was determined to be acceptable. The inspectors identified a Non-Cited Violation for failure to 
perform leakage rate testing as required by Technical Specification 5.5.12, "Primary Containment Leakage Rate 
Testing Program 10 CFR 50 Appendix J." 
Inspection Report# : 2000005(pdf)  

Significance:  Jun 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Suppression Chamber-to-Drywell Vacuum Breaker Valve Multiple Test Failures 
In March 2000, four out of ten Unit 1 vacuum breakers had as-found lift setpoints which exceeded the Technical 
Specification limits. This was of very low safety significance because the vacuum breakers would have performed their 
design function. The inspectors identified a Non-Cited Violation for failure to satisfy Technical Specification 
requirements. 
Inspection Report# : 2000004(pdf)  

Significance:  May 13, 2000 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Actuation of Reactor Water Cleanup (RWCU) High Differential Flow Isolation Logic during RWCU Draining 
During a Unit 1 refueling outage operators inadvertently drained approximately 1100 gallons of water from the reactor 
vessel/cavity. Operators failed to close valves to isolate the reactor water cleanup system from the reactor vessel/cavity 
during a planned activity to drain the reactor water cleanup system. This was of very low safety significance because 
more than one million gallons of water were still available in the reactor vessel/cavity to cool the fuel in the core and in 
the spent fuel pool. The inspectors identified a noncited violation for not correctly performing a procedure.
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Inspection Report# : 2000003(pdf)  

Significance:  May 13, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Invalid Local Leak Rate Tests for Testable Spectacle Flanges 
PPL, Inc (PPL) determined that Unit 1 and Unit 2 residual heat removal system spectacle flanges did not have valid 
leakage tests as required by technical specifications because an extra o-ring was installed which may have prevented 
the performance of a valid leakage test. This was of very low safety significance because the extra o-ring had little 
effect on the leak tightness of the flanged connection (containment integrity) and significant margin existed to technical 
specification leakage limits. The inspectors identified a noncited violation for not having performed valid technical 
specification required leakage tests. Unit 1 properly leak tested the flanges during the refueling outage. For Unit 2, 
since it was at power, PPL requested that the NRC exercise discretion to not enforce compliance with the actions 
required in the technical specification to shutdown the unit. The NRC issued enforcement discretion since this 
condition had minimal safety impact, was consistent with the enforcement policy and staff guidance, and had no 
adverse impact on the health and safety of the public. 
Inspection Report# : 2000003(pdf)  

Emergency Preparedness 

Significance:  Feb 04, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
E-Plan changes decreased the effectiveness of the plan 
The inspectors identified a non-cited violation of 10 CFR 50.54(q) because PPL made changes in the E-Plan which 
eliminated some on-shift emergency positions which decreased the effectiveness of the E-Plan without obtaining prior 
NRC approval. The finding was of very low safety significance because the change was administrative in nature since 
individuals on-shift could have performed the functions of those eliminated positions had they been needed for 
emergency response. 
Inspection Report# : 2002009(pdf)  

Significance:  Sep 30, 2001 
Identified By: NRC 
Item Type: VIO Violation 
Not maintaining minimum on-shift staffing in accordance with the E-Plan 
This inspection identified a violation of planning standard 10 CFR 50.47(b)(2) because on several occasions in 2000 
and 2001, PPL's operation on-shift staff was below the minimum staffing requirements specified in the Emergency Plan 
for the positions of plant control operator and the assistant unit supervisor. The safety significance of this finding was 
of low to moderate safety significance because, on these occasions, the emergency preparedness function associated 
with these on-shift staff positions was not met. The emergency preparedness function that was not met associated with 
the plant control operator was either the emergency communicator function in the control room or the function to 
monitor for safety in the unaffected unit during an emergency at the site. The emergency preparedness function that 
was not met associated with the assistant unit supervisor was that of the operations support center coordinator. The 
NRC issued the results of the final significance determination in a letter dated September 13, 2001. The NRC 
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conducted a supplemental inspection in IR 50-387/02-09, 50-388/02-09 using inspection procedure 95001, to assess 
PPL's evaluation associated with a violation of White significance which was identified in Inspection Report 50-
387/01-06, 50-388/01-06. The NRC identified that on several occasions, PPL's on-shift staffing was below the 
minimum requirements of the E-Plan. The NRC identified that the root cause evaluation was narrowly focused which 
resulted in the licensee not conducting a thorough review to understand the causal factors contributing to the violation. 
Therefore, it was not evident that the problems associated with this issue were sufficiently understood to provide 
reasonable assurance that the corrective actions would prevent recurrence. Consequently, the NRC was not able to 
complete the inspection objectives. The finding will continue to be considered in our assessment process until the 
appropriate supplemental inspection has been completed and we have determined that PPL's actions relative to root 
cause determination, extent of condition and corrective actions are appropriate. As a result the event date has been 
changed from 6/30/01 to 9/30/01 to keep the finding active in our assessment process. 
Inspection Report# : 2001006(pdf)  
Inspection Report# : 2002009(pdf)  

Significance:  Sep 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Emergency Action Level Changes 
The inspectors identified a non-cited violation for failure to follow and maintain the emergency plan as required by 10 
CFR 50.54(q) and 10 CFR 50 Appendix E, "Emergency Planning and Preparedness." This violation was of very low 
safety significance because some inconsistencies between the Emergency Plan and emergency classification procedures 
resulted in the NRC receiving an event classification reference that did not agree with the actual event. 
Inspection Report# : 2001009(pdf)  

Significance:  Aug 16, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate procedures in place to describe the communication steps needed to alert or activate emergency 
personnel 
The inspectors identified a non-cited violation for failure to adequately describe, in approved procedures, the 
communication steps needed to alert or activate emergency personnel under each class of emergency. (10 CFR 50.47(b)
(5), "Emergency Plan Procedures," and 10 CFR 50 Appendix E, Section IV C., "Activation of Emergency 
Organization") This violation was of very low safety significance because some inadequacies contained in the control 
room communicator emergency procedure may have contributed to a delayed notification of emergency response 
personnel. The delayed notification contributed to emergency response facility activation times in excess of the 
emergency plan requirements. 
Inspection Report# : 2001008(pdf)  

Significance:  Nov 06, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Meet the Regional 90 Minute EOF Activation 
During the 1997 biennial exercise, (IR 50-387;388/97-08) it was identified that the emergency operations facility 
(EOF) was not able to assume control of the emergency within 90 minutes of the Alert declaration. Had the emergency 
started at the site area emergency level, the licensee would not have met its commitment in the emergency plan of 
activation within 90 minutes. During this exercise, the licensee was not able to meet the 90 minutes activation goal for 
the EOF from the time of emergency response organization notification. The licensee has reviewed this issue but has 
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not been able to adequately correct the problem. This is contrary to 10 CFR 50.47b(14) which states that "Periodic 
exercises are conducted to evaluate major portions of emergency response capabilities......and deficiencies identified as 
a result of exercises or drills are (will be) corrected." This issue was evaluated under the SDP process as a failure to 
implement a regulatory requirement and the failure does not appear to be programmatic. Therefore, the issue was 
determined to be of very low safety significant (Green) and is a non-cited violation. 
Inspection Report# : 2000010(pdf)  

Significance:  Sep 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Emergency Action Level for Reactor Coolant System Leakage Change Without NRC Approval 
In 1984, PPL departed from the guidance in NUREG-0654, Criteria for Preparation and Evaluation of Radiological 
Response Plans and Preparedness in Support of Nuclear Power Plants. According to NUREG-0654, an initiating 
condition for an alert would be "primary coolant leakage rate greater than 50 gpm." PPL originally used that criteria but 
later added the phrase "for greater than four hours." There was no 10 CFR 50.54(q) evaluation documentation to 
support the licensee's change nor documentation of NRC approval of the change. Although, licensee's expectation is for 
an alert to be declared as soon as a greater than 50 gpm leak is identified, the wording of the initiating conditions 
allows for a four hour delay in declaration and thus decreases the effectiveness of the emergency plan and is contrary to 
10 CFR 50.54(q). 
Inspection Report# : 2000007(pdf)  

Occupational Radiation Safety 

Significance:  Dec 31, 2000 
Identified By: NRC 
Item Type: VIO Violation 
Failure to Conduct an Adequate Radiological Survey in Accordance with 10 CFR 20.1501 
During the period September 2000 through December 14, 2000, workers performed work on irradiated reactor 
hardware disposal equipment and tools, contaminated with highly radioactive particles on the refueling floor. While 
PPL took action to evaluate some aspects of the radiological hazards posed by these highly radioactive particles, PPL's 
organization and program: (1) did not adequately evaluate and characterize the radiation exposure hazards posed by 
these particles; and (2) did not establish and implement adequate radiological controls to prevent shallow-dose and 
deep-dose equivalent personnel exposure from exceeding regulatory requirements. While no personnel exposures in 
excess of 10 CFR 20 occupational limits are known to have occurred, the radiological conditions were such that a 
minor alteration in exposure circumstances could result in personnel exposure in excess of regulatory limits. Failure to 
effectively evaluate the radiological hazard as necessary to assure that the regulatory dose limits of 10 CFR 20.1201 
were not exceeded is an apparent violation of 10 CFR 20.1501(a). This issue was assessed using the Occupational 
Safety Significance Determination Process (SDP) described in NRC Inspection Manual Chapter (IMC) 0609, Appendix 
C, and characterized as a preliminary WHITE finding. By letter dated March 12, 2001, EA-01-012, the NRC has 
determined that the event should be assessed as White, an issue with low to moderate increased importance to safety. 
This results in a White finding. During the supplemental inspection performed in accordance with Inspection Procedure 
95001, IR 05000377&378/2001-007) the inspector determined that the licensee performed acceptable evaluation of the 
radiological significance of the hazards associated with the presence of highly radioactive particles. The inspection 
determined that PPL Susquehanna's efforts in characterizing problems associated with effective radiological control of 
discrete radioactive particles, evaluating the root and contributing causes that led to substantial potential for personnel 
exposure in excess of the regulatory limits, and subsequently discerning appropriate corrective measures to prevent 
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recurrence were acceptable. Appropriate actions were initiated to further develop root causes associated with 
hydrolazing of equipment prior to removal from underwater storage and use locations. The extent of condition review 
was adequately accomplished, and corrective actions were sufficient to address identified root and contributing causes. 
Due to the licensee's acceptable performance in addressing the characterization and control of highly radioactive 
particles, the White finding associated with this issue will only be considered in assessing plant performance for a total 
of four quarters in accordance with the guidance in IMC 0305, "Operating Reactor Assessment Program." 
Implementation of the licensee's corrective actions will be reviewed during a future inspection.  
Inspection Report# : 2000009(pdf)  
Inspection Report# : 2001007(pdf)  

Significance:  Dec 31, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Post a High Radiation Area 
10 CFR 20.1501(a)(1), requires that surveys be made to comply with the regulations in 10 CFR Part 20 including 10 
CFR 20.1902(b) for posting of high radiation areas (defined as an area greater than 100 mR/hr at 30 centimeters(cm)). 
On November 12, 2000, a shipping cask had not been surveyed properly and, as a result, an area measuring 700 mR/hr 
at 30 centimeters was undetected and constituted an unposted high radiation area. This event is documented in 
Condition Report No. 297422. 
Inspection Report# : 2000009(pdf)  

Significance:  May 13, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Control a High Radiation Area (greater than 1000 millirem/hour at 30 cm) in accordance with 
Technical Specification 5.7.2.a 
PPL identified that a barricade to prevent unauthorized or inadvertent entry to the drywell was not sufficiently secured 
to prevent unauthorized access. Since the drywell contained areas that had dose rates greater than1 rem/hour at 30 
centimeters, technical specifications required a locked door or gate to prevent unauthorized entry. This was of very low 
safety significance because there was no substantial potential for exposure in excess of regulatory limits and there was 
no significant unplanned exposure. The inspectors identified a noncited violation against technical specifications. 
Inspection Report# : 2000003(pdf)  

Public Radiation Safety 

Physical Protection 

Miscellaneous 
Significance: N/A Mar 30, 2002 
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Identified By: NRC 
Item Type: FIN Finding 
A performance trend which appears to have developed in the barrier integrity and mitigating systems safety 
cornerstone areas with plant equipment operator errors being the common element 
The inspector identified a finding regarding a performance trend which appears to have developed in the barrier 
integrity and mitigating systems safety cornerstone areas with non-licensed plant operator errors being the common 
element. 
Inspection Report# : 2002002(pdf)  

Significance: N/A Feb 01, 2002 
Identified By: NRC 
Item Type: FIN Finding 
Bienniel Problem Identification and Resolution 
The team concluded that, based on the samples reviewed, the overall implementation of the corrective action program 
at Susquehanna was acceptable. The licensee was identifying problems at an appropriate threshold and entering them 
into their corrective action program. The backlog of corrective actions was adequately managed, however, corrective 
action due dates were frequently extended. The actions taken for identified problems were adequate to correct the 
problem and prevent recurrence. The licensee's evaluations of problems were of adequate depth to identify the causes 
and appropriately broad in considering the extent of condition. However, the team noted a number of personnel errors 
at both units within the last year. The type of errors included wrong unit, wrong equipment, and missed procedure 
steps. While PPL management recognized that a performance issue was apparent in this area and initiated several 
efforts to decrease the errors, the team noted that these efforts to date have not been fully effective.  
Inspection Report# : 2001013(pdf)  

Significance: N/A Dec 01, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Effectiveness of Problem Identification and Resolution Program 
The team concluded, based on the samples reviewed, that the implementation of the corrective action program at 
Susquehanna was adequate. Generally, the Susquehanna staff appropriately identified and entered problems into the 
condition report (CR) system. There was a low threshold for initiation of CRs. A recent initiative was a focused review 
of the CR database to identify adverse trends in performance. CRs were generally classified at the correct significance 
level and the actions identified on the CRs were generally adequate. The engineering and maintenance backlogs 
appeared to be adequately managed. The depth of the PPL analysis for the apparent and root causes of problems were 
generally appropriate. However, the team noted that the cause determination for certain relay failures was unsupported. 
The team also noted a separate example where corrective actions were not re-evaluated when subsequent relay failures 
occurred.  
Inspection Report# : 2000006(pdf)  

Significance: N/A Nov 06, 2000 
Identified By: Licensee 
Item Type: FIN Finding 
Untimely General Emergency Declaration and Overly Conservative Dose Projections 
Two problems were identified by the licensee from their critique in the dose assessment area. One was an error in dose 
projection calculation and the other was a potentially overconservative default dose projection. Both reflect a risk 
significant planning standard implementation problem. It is a finding due to extenuating circumstances - potential 
generic issue based on observations at recent exercises. 
Inspection Report# : 2000010(pdf)  

Significance: N/A Aug 12, 2000 
Identified By: NRC 
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Item Type: FIN Finding 
Missed 10 CFR 50 Appendix J Testing 
Performance deficiencies in communications and coordination between engineering groups had allowed the failure to 
perform Technical Specification required leakage tests on the Hydrogen/Oxygen Analyzer System to remain 
unidentified for an extended period of time. Specifically, the group that was knowledgeable of the leakage rate testing 
program requirements did not understand the Hydrogen/Oxygen Analyzer System primary containment isolation valve 
design configuration and the groups that were knowledgeable of the primary containment isolation valve configuration 
design did not understand leakage rate testing program requirements. PPL determined that they had multiple 
opportunities to identify this issue from August 1996 until February 2000. 
Inspection Report# : 2000005(pdf)  

Significance: SL-IV Aug 12, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Demonstrate Adequate System Performance as Required by the Maintenance Rule 
PPL failed to demonstrate that the performance of the Turbine Building Closed Cooling Water (TBCCW) system and 
the secondary containment isolation system had been effectively controlled through the performance of appropriate 
preventive maintenance and did not monitor against established goals. PPL did not identify that the TBCCW heat 
exchangers had exceeded their unavailability performance criteria and the secondary containment isolation system had 
exceeded its reliability performance criteria and, as a result, goal setting and monitoring were not performed as required 
by 10 CFR 50.65, "The Maintenance Rule." The actual safety significance of this issue was very low because (1) 
TBCCW remained functional at the system level, and (2) a failure of the secondary containment isolation system does 
not influence the likelihood of an accident leading to core damage and does not affect the probability of an early 
primary containment failure. The inspectors identified a Non-Cited Violation for failure to meet the criteria in 10 CFR 
50.65, paragraph (a)(2). 
Inspection Report# : 2000005(pdf)  

Significance: SL-IV Aug 12, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Control of Worker Overtime 
PPL did not adequately control the use of worker overtime in accordance with Technical Specification Section 5.2.2.e, 
"Administrative Controls - Unit Staff." Specifically, from February 11, 1999 to May 5, 1999, several plant personnel 
worked in excess of 72 hours in a seven day period and PPL did not pre-approve the overtime deviations. The safety 
significance of this violation was very low because there were no issues that were linked to personnel fatigue. The 
inspectors identified a Non-Cited Violation for failure to control worker overtime, as required by Technical 
Specifications. 
Inspection Report# : 2000005(pdf)  

Last modified : August 29, 2002 
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Susquehanna 1 

Initiating Events 

Significance:  May 11, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Written Procedures were not Maintained to Provide Plant Operators with Clear Direction in Response to a 
Single Reactor Recirculation Pump Trip at Low Reactor Power Conditions 
The inspectors identified a Green non-cited violation of Technical Specification section 5.4.1, because Off Normal 
procedure ON-164-002, "Loss of Reactor Recirculation Flow," did not provide adequate directions to the operators to 
adequately determine total core flow following a single reactor recirculation pump trip at low reactor power conditions 
and, based on the total core flow readings, take the appropriate actions. The inadequacy of the procedure contributed to 
an actual impact on safety in that the reactor protection system was manually actuated. This finding was considered to 
have very low safety significance because the finding did not increase likelihood of a primary or secondary system 
LOCA initiator, did not contribute to the likelihood that mitigating equipment would not be available, and did not 
increase the likelihood of a fire or flood. In addition the reactor protection system and other plant systems responded as 
expected to the manual reactor shutdown and there were no indications of reactor core oscillations at the time of the 
reactor recirculation pump trip. 
Inspection Report# : 2002003(pdf)  

Significance:  Dec 01, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Identification and Problem Resolution Effectivenessof Corrective Actions 
The inspectors identified a finding regarding the effectiveness of corrective actions for breaker over-current protection 
relays. In 1998, PPL established a relay replacement schedule for over-current protection relays due to a manufacturing 
defect. PPL did not re-evaluate the effectiveness of the relay replacement schedule following two electro-hydraulic 
control (EHC) system pump trips due to over-current protection relay failures. This condition is more than minor 
because the EHC pump malfunction could contribute to the likelihood of a reactor trip, and since EHC is required to 
maintain the turbine bypass valves open, it could affect a mitigating system used to remove reactor core decay heat. 
The risk of this finding was determined to be low since multiple mitigating systems (high pressure injection system, 
low pressure injection system and automatic depressurization system) remained available to respond to a transient. The 
EHC system is not safety-related and no violations of NRC requirements were identified. This is a cross-cutting issue 
covering two cornerstones. It also covers Mitigation systems.  
Inspection Report# : 2000006(pdf)  

Significance:  Jun 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Off-Normal Operation Procedure for Reactor Pressure Control 
On June 14, the inspectors observed that Unit 2 reactor pressure control was swapped over from the "A" electro-
hydraulic control system pressure regulator to the "B" regulator, due to drift on the "A" regulator. The instrument and 
controls technicians performed the activity with no written instructions or procedures, and were under the direct 
technical supervision of a system engineer. This issue was considered to have very low safety significance because the 
verbal technical direction provided by the system engineer to the instrument and controls technicians was adequate, in 
this instance, to control the activity. The inspectors identified a Non-Cited Violation for failure to satisfy Technical 
Specification requirements to implement written procedures.
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Inspection Report# : 2000004(pdf)  

Mitigating Systems 

Significance:  Aug 30, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Fire Barrier Surveillance 
The inspectors identified a Green non-cited violation of License Condition 2.C(6) of operating license NPF-14 (Unit 1) 
and License Condition 2.C.3 of operating license NPF-22 (Unit 2) because PPL failed to identify and correct degraded 
gypsum board during the surveillance of the upper cable spreading room (UCSR) structural fire barriers. This 
surveillance was conducted on April 30, 2002, in accordance with Procedure SE-013-007, "24 Month Inspection of 
Unit Common Fire Barriers," and the provisions of section 1.4.2, "Compliance," of the approved fire protection 
program described in the Susquehanna Steam Electric Station (SSES) Fire Protection Review Report (FPRR). The 
failure to identify and correct degraded fire barriers could result in a fire impacting multiple fire areas thereby having 
an adverse impact on safety. This finding was of very low safety significance (Green) because the likelihood of 
occurrence of a fire that could damage safety-related equipment in this area and propagate to other areas is small, and 
because equipment and procedures were available to shutdown the plants from the control room. 
Inspection Report# : 2002008(pdf)  

Significance:  Aug 30, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate UCSR Under-Floor CO2 Suppression System 
The inspectors identified a Green non-cited violation of License Condition 2.C(6) of operating license NPF-14 (Unit 1) 
and License Condition 2.C.3 of operating license NPF-22 (Unit 2) because PPL could not demonstrate that the Units 1 
and 2 total flooding CO2 system would be able to reach and maintain the required concentration of CO2 to extinguish a 
deep seated fire affecting the Units UCSR under-floor area. The need to reach and maintain the required CO2 
concentrations are established by NFPA 12 "Standard on Carbon Dioxide Extinguishing Systems," (1973 Edition) and 
required by the SSES FPRR. The failure to ensure the design adequacy of the CO2 systems could result in a more 
challenging fire which would stress the remaining defense-in-depth elements and, thereby, have an adverse impact on 
safety. This finding was of very low safety significance (Green) because the likelihood of occurrence of a fire that 
could damage safety-related equipment in the UCSRs under-floor area is small, and equipment and procedures were 
available to shutdown the plants from the control room. 
Inspection Report# : 2002008(pdf)  

Significance:  Aug 30, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate UCSR and LCSR Pre-Action Sprinkler System 
The inspectors identified a Green non-cited violation of License Condition 2.C(6) of operating license NPF-14 (Unit 1) 
and License Condition 2.C.3 of operating license NPF-22 (Unit 2) because PPL could not demonstrate that the pre-
action sprinkler system in the Units 1 and 2 UCSRs and lower cable spreading rooms (LCSR) met the requirements of 
NFPA 13, "Standard for the Installation of Sprinkler Systems" with regard to the placement of the sprinkler heads, area 
of sprinkler head coverage and obstruction of the sprinkler heads. NFPA 13 (1974 Edition) is the SSES code of record 
for the pre-action sprinkler system and required by the SSES FPRR. The failure to ensure the design adequacy of the 
pre-action sprinkler systems could result in a more challenging fire which would stress the remaining defense-in-depth 
elements and thereby have an adverse impact on safety. This finding was of very low safety significance (Green) 
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because the likelihood of occurrence of a fire that could damage safety-related equipment in the affected areas is small, 
and equipment and procedures were available to shutdown the plants from the control room. 
Inspection Report# : 2002008(pdf)  

Significance:  May 11, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Written Procedures were not Implemented to Control a Temporary Plant Alteration 
The inspectors identified a Green non-cited violation of Technical Specification section 5.4.1, with two examples, 
because PPL did not implement their written procedures to control a temporary plant alteration associated with the use 
of blank flanges in the ESW system supply and return lines to the Unit 1 "A" TBCCW and "A" RBCCW heat 
exchangers. As a result, PPL did not remove the blank flange prior to the Unit 1 restart from the refueling outage. This 
violation was of very low safety significance because there was no actual loss of cooling to the Unit 1 "A" TBCCW 
and "A" RBCCW heat exchangers. 
Inspection Report# : 2002003(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
No procedure to maintain the environmental qualification associated with T-drains on motors inside primary 
containment 
The inspectors identified a non-cited violation for failure to have procedures or instructions to maintain the required 
environmental qualification configuration associated with motor T-drains for motor-operated valve actuators located 
within the primary containment (10 CFR 50 Appendix B, Criterion III, "Design Control") This violation was of very 
low safety significance because the specific component qualification deficiency was determined not to result in a loss 
of safety function, and therefore, did not impact system or component operability. In addition, the finding did not 
represent an actual open pathway in the primary containment since the redundant isolation valves, located outside of 
the primary containment, were not affected and remained operable. This issue also covers Barrier Integrity 
Inspection Report# : 2001006(pdf)  

Significance:  May 12, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to include and conduct appropriate valve testing in the IST Program as required by Technical 
Specification 5.5.6 
The inspectors identified a Non-cited violation of Technical Specifications 5.5.6, "In-service Testing Program," for 
failure to leak test eight reactor building closed cooling water system and eight turbine building closed cooling water 
system valves. This finding was of very low safety significance because the leakage through the valves was 
subsequently determined to be less than the maximum flow that can be diverted from the emergency service water 
system to non-safety related loads during an accident. 
Inspection Report# : 2001005(pdf)  

Significance:  Apr 06, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Corrective Action to Preclude Recurrence of SLC Pump Discharge Pressure Relief Valve Setpoint 
Drift 
The team found that the as-found relief setpoints of the Unit 1 SLC pump discharge valves were outside the specified 
tolerance 20 of the 27 times the in-service test (IST) of the valves was conducted. The failure rate of the Unit 2 valves 
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was similarly high. The team determined that the recurrence of the setpoint drift outside the valve performance criteria 
was of very low risk significance (Green) by the SDP screening process. This conclusion was based on the fact that the 
licensee's engineering assessment determined that even with both relief valves lifting, sufficient boron solution would 
be injected in the reactor to maintain the integrity of the RPV, fuel, and containment barriers. 
Inspection Report# : 2001004(pdf)  

Significance:  Apr 06, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Non-Conservative Test Acceptance Criteria for RCIC System Surveillance 
The team found that the reactor core isolation cooling (RCIC) pump in-service test acceptance criteria was non-
conservative because it would not have ensured that the system design function was maintained. This was determined 
to be of very low risk significance (Green) by the significance determination process (SDP) phase 1 screening because 
an actual loss of the system safety function had not occurred. The failure to establish adequate test acceptance criteria 
for the RCIC pump was considered a non-cited violation of 10CFR50, Appendix B, Criterion XI, Test Control. 
Inspection Report# : 2001004(pdf)  

Significance:  Apr 06, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Meet ATWS Rule in the Design of SLC System 
The team determined that during an anticipated transient without scram (ATWS) loss-of-offsite power (LOOP) 
scenario, the standby liquid control (SLC) system would not satisfy the ATWS rule requirement in that one or both 
SLC pump relief valves could lift and inhibit full flow to the reactor. The team determined this issue to be of very low 
risk significance (Green) through phase I of the SDP screening process. This conclusion was based upon the fact that 
the licensee's engineering assessment determined that, even with both relief valves lifting, sufficient boron solution 
would be injected in the reactor to maintain the integrity of the fuel, reactor pressure vessel, and containment barriers. 
In addition, the event itself has a low occurrence probability. The failure by the licensee to ensure that the required 
ATWS rule flow rate would be injected into the reactor vessel was considered a non-cited violation of 10CFR50.62. 
Inspection Report# : 2001004(pdf)  

Significance:  Apr 06, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Test the Motor Operated Valve Thermal Overload Bypass Circuit 
The team found that the licensee had neither tested nor developed test procedures that verified the ability of the safety-
related motor operated valve (MOV) thermal overloads (TOLs) bypass relay contacts to perform their bypass function. 
The team also found that the TOL setpoints had not been selected to ensure that the valves would be able to perform 
their safety-related function. The team determined that the licensee's failure to test the TOL bypasses periodically was 
of very low risk significance (Green) by the SDP screening process. This determination was based upon the results of a 
subsequent PPL analysis and test conclusions that the current sizing of all TOLs provided reasonable assurance of 
operability of the affected valves. The failure by the licensee to verify the integrity of the bypass circuit was considered 
an additional example of a non-cited violation of 10CFR50, Appendix B, Criterion XI, Test Control. 
Inspection Report# : 2001004(pdf)  

Significance:  Dec 31, 2000 
Identified By: NRC 
Item Type: FIN Finding 
HPCI Operation After a Main Steam Isolation Valve Closure Transient Without Automatic Reactor Shutdown
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PPL has not taken timely actions to resolve an issue regarding the ability of the high pressure coolant injection (HPCI) 
system to respond to a transient in which the main steam line isolation valves close and the reactor does not 
automatically shut down. Since 1991, PPL documents have recognized: that continued HPCI operation during this 
transient requires prompt operator action outside of the control room to bypass high suppression pool level signals to 
prevent HPCI valves from automatically changing the HPCI suction source from the condensate storage tank to the 
suppression pool; it was unreasonable to expect that the specified prompt operator actions would be reliably completed 
within the required time; and that this automatic HPCI suction transfer feature should be removed. To date, PPL has not 
removed this automatic HPCI suction transfer feature. A phase 2 significance determination process assessment 
concluded that this issue was very low safety significance based on the availability of safety relief valves and low 
pressure injection systems to respond if HPCI failed 
Inspection Report# : 2000009(pdf)  

Significance:  Dec 31, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Perform a Risk Assessment Prior to Planned Maintenance Activities 
The inspectors identified a Non-Cited Violation for failure to assess risk prior to performing maintenance activities. 
PPL did not assess the risk of performing a Unit 1 high pressure coolant injection (HPCI) system test concurrent with a 
test of the "B" emergency diesel generator (EDG). This resulted in the inappropriate removal of the Unit 1 HPCI from 
service during the EDG testing and an unnecessary increase in risk for the one hour period that both the "B" EDG and 
Unit 1 HPCI were removed from service for testing. This finding was of very low safety significance because HPCI 
would have been available for vessel injection with minimal operator action. Independent calculation of the increase in 
core damage frequency associated with removal of both the EDG and HPCI system for one hour determined the risk to 
be within the very low safety significance band. 
Inspection Report# : 2000009(pdf)  

Significance:  Dec 31, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Post Accident Residual Heat Removal System Operation 
The inspectors identified a Non-Cited Violation for inadequate alarm response procedures related to residual heat 
removal service water radiation monitors. The alarm response procedures were inadequate because, although residual 
heat removal service water process radiation levels are not expected to be high, the expected area background radiation 
levels during a loss of coolant accident would cause the radiation monitors to alarm and the procedures would then 
direct the operator to inappropriately shut down the residual heat removal and residual heat removal service water 
systems when they were required to mitigate the accident. This finding was determined to be of very low risk 
significance because sufficient information was available for operators to recognize that these alarms were due to 
background radiation and not cause the systems to be shutdown. 
Inspection Report# : 2000009(pdf)  

Significance:  Nov 11, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Multiple Test Failures of Main Steam Safety Relief Valves 
Technical Specification (TS) 3.4.3, "Safety Relief Valves (SRVs)," requires an allowable pressure band of +/- 1% for 
opening individual SRVs. Five of eight SRVs tested on April 14, 2000, opened outside of the TS band, as described in 
condition report 249300. 
Inspection Report# : 2000008(pdf)  
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Barrier Integrity 

Significance:  Mar 30, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Control room emergency outside air supply system inoperable due to Unit 1 4kV emergency bus breakers not 
seismically restrained 
During this inspection NPOs did not install seismic restraints during racking out of two 4 kV breakers which resulted in 
two Unit 1 4kV emergency buses becoming inoperable but still available. NPOs did not perform a section in an 
operations procedure regarding installing of seismic restraints. (Licensee identified NCV affecting the Mitigating 
System and Barrier Integrity Cornerstones) Violations of very low safety significance (Green) which were identified by 
PPL have been reviewed by the inspectors. Corrective actions taken or planned by PPL have been entered into PPL's 
corrective action program. This issue also covers Mitigating Systems. 
Inspection Report# : 2002002(pdf)  

Significance:  Feb 09, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Unit 1 reactor water cleanup overflow and floor contamination due to the failure to follow a plant operating 
procedure 
Technical Specification section 5.4.1 states: "Written procedures shall be established and implemented that meet the 
requirements of NRC's Regulatory Guide 1.33, Rev. 2, February 1978. Operations procedure OP-161-002, "RWCU 
Filter Demineralizers," Rev. 22. Section 3.3.3, states "If backwashing "1B" filter, CLOSE reactor water cleanup 
(RWCU) filter demineralizer "B" effluent isolation valve 145041B. On January 21, 2002, a plant operator failed to 
close the RWCU 14541B manual isolation valve. The error resulted in overflow of radioactive water and contamination 
in the Unit 1 Reactor Building on the 670 foot elevation. The issue was documented in condition report 379343. 
Inspection Report# : 2001012(pdf)  

Significance:  Sep 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Main Steam Isolation Valve Total Leakage Exceeded Technical Specification 
PPL determined that the "as-found" maximum pathway leakage for the Unit 1 inboard MSIV on the "C" steam line and 
the outboard MSIV on the "A" steam line were in excess of the limit specified in TS 3.6.1.3, "Primary Containment 
Isolation Valves." This finding affects the Barrier Integrity Cornerstone and is considered to have very low safety 
significance using the Significance Determination Process because the redundant valve in the "A" and "C" line 
functioned and would have limited the leak rate to less than the leakage assumed in the offsite dose limit calculation for 
MSIV leakage. The failure to satisfy Technical Specification 3.6.1.3 "Primary Containment Isolation Valves," leakage 
limits is a violation of NRC requirements. 
Inspection Report# : 2000007(pdf)  

Significance:  Aug 12, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Missed Surveillance Testing on the Hydrogen/Oxygen Analyzer Systems 
On February 2, 2000, PPL identified that Technical Specification required leakage rate surveillance testing had not 
been performed on the Unit 1 or Unit 2 Hydrogen/Oxygen Analyzer System or the Post Accident Sampling System. 
This issue was of very low safety significance because the likelihood of an accident leading to core damage was not 
affected, the probability of early primary containment failure was negligible, and the as-found leakage results for these 
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systems in both units was determined to be acceptable. The inspectors identified a Non-Cited Violation for failure to 
perform leakage rate testing as required by Technical Specification 5.5.12, "Primary Containment Leakage Rate 
Testing Program 10 CFR 50 Appendix J." 
Inspection Report# : 2000005(pdf)  

Significance:  Jun 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Suppression Chamber-to-Drywell Vacuum Breaker Valve Multiple Test Failures 
In March 2000, four out of ten Unit 1 vacuum breakers had as-found lift setpoints which exceeded the Technical 
Specification limits. This was of very low safety significance because the vacuum breakers would have performed their 
design function. The inspectors identified a Non-Cited Violation for failure to satisfy Technical Specification 
requirements. 
Inspection Report# : 2000004(pdf)  

Significance:  May 13, 2000 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Actuation of Reactor Water Cleanup (RWCU) High Differential Flow Isolation Logic during RWCU Draining 
During a Unit 1 refueling outage operators inadvertently drained approximately 1100 gallons of water from the reactor 
vessel/cavity. Operators failed to close valves to isolate the reactor water cleanup system from the reactor vessel/cavity 
during a planned activity to drain the reactor water cleanup system. This was of very low safety significance because 
more than one million gallons of water were still available in the reactor vessel/cavity to cool the fuel in the core and in 
the spent fuel pool. The inspectors identified a noncited violation for not correctly performing a procedure. 
Inspection Report# : 2000003(pdf)  

Significance:  May 13, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Invalid Local Leak Rate Tests for Testable Spectacle Flanges 
PPL, Inc (PPL) determined that Unit 1 and Unit 2 residual heat removal system spectacle flanges did not have valid 
leakage tests as required by technical specifications because an extra o-ring was installed which may have prevented 
the performance of a valid leakage test. This was of very low safety significance because the extra o-ring had little 
effect on the leak tightness of the flanged connection (containment integrity) and significant margin existed to technical 
specification leakage limits. The inspectors identified a noncited violation for not having performed valid technical 
specification required leakage tests. Unit 1 properly leak tested the flanges during the refueling outage. For Unit 2, 
since it was at power, PPL requested that the NRC exercise discretion to not enforce compliance with the actions 
required in the technical specification to shutdown the unit. The NRC issued enforcement discretion since this 
condition had minimal safety impact, was consistent with the enforcement policy and staff guidance, and had no 
adverse impact on the health and safety of the public. 
Inspection Report# : 2000003(pdf)  

Emergency Preparedness 

Significance:  Feb 04, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
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E-Plan changes decreased the effectiveness of the plan 
The inspectors identified a non-cited violation of 10 CFR 50.54(q) because PPL made changes in the E-Plan which 
eliminated some on-shift emergency positions which decreased the effectiveness of the E-Plan without obtaining prior 
NRC approval. The finding was of very low safety significance because the change was administrative in nature since 
individuals on-shift could have performed the functions of those eliminated positions had they been needed for 
emergency response. 
Inspection Report# : 2002009(pdf)  

Significance:  Oct 11, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify Performance Deficiencies by an In-Plant Repair Team 
The inspectors identified a finding of very low safety significance (Green) that is also a non-cited violation of 10 CFR 
50.47(b)(14) and Appendix E.IV.F.2.g., formal critiques shall identify weak or deficient areas that need correction. The 
licensee failed to identify an exercise deficiency regarding the inadequate performance of an in-plant repair team in 
performing a critical task to stop the off-site release during the biennial full scale exercise. Consequently, the repair 
team was exposed to a higher (simulated) dose than necessary and an opportunity to stop the off-site release was 
significantly delayed. This finding was determined to be of very low safety significance (Green) by the using the 
Emergency Preparedness (EP) SDP, Manual Chapter 0609, EP Risk Determination Flow Chart, Sheet 1, Second 
Column because the finding was identified during an EP exercise with simulated activities and is associated with the 
failure to identify a problem associated with a non-risk significant planning standard. This finding is more than minor 
because it could be reasonably viewed as a precursor to a significant event in that had this been an actual event, PPL 
could have missed an opportunity to quickly stop a radiological release to the public and to minimize the dose exposure 
to their emergency workers. 
Inspection Report# : 2002011(pdf)  

Significance:  Sep 30, 2001 
Identified By: NRC 
Item Type: VIO Violation 
Not maintaining minimum on-shift staffing in accordance with the E-Plan 
This inspection identified a violation of planning standard 10 CFR 50.47(b)(2) because on several occasions in 2000 
and 2001, PPL's operation on-shift staff was below the minimum staffing requirements specified in the Emergency Plan 
for the positions of plant control operator and the assistant unit supervisor. The safety significance of this finding was 
of low to moderate safety significance because, on these occasions, the emergency preparedness function associated 
with these on-shift staff positions was not met. The emergency preparedness function that was not met associated with 
the plant control operator was either the emergency communicator function in the control room or the function to 
monitor for safety in the unaffected unit during an emergency at the site. The emergency preparedness function that 
was not met associated with the assistant unit supervisor was that of the operations support center coordinator. The 
NRC issued the results of the final significance determination in a letter dated September 13, 2001. The NRC 
conducted a supplemental inspection in IR 50-387/02-09, 50-388/02-09 using inspection procedure 95001, to assess 
PPL's evaluation associated with a violation of White significance which was identified in Inspection Report 50-
387/01-06, 50-388/01-06. The NRC identified that on several occasions, PPL's on-shift staffing was below the 
minimum requirements of the E-Plan. The NRC identified that the root cause evaluation was narrowly focused which 
resulted in the licensee not conducting a thorough review to understand the causal factors contributing to the violation. 
Therefore, it was not evident that the problems associated with this issue were sufficiently understood to provide 
reasonable assurance that the corrective actions would prevent recurrence. Consequently, the NRC was not able to 
complete the inspection objectives. The finding will continue to be considered in our assessment process until the 
appropriate supplemental inspection has been completed and we have determined that PPL's actions relative to root 
cause determination, extent of condition and corrective actions are appropriate. As a result the event date has been 
changed from 6/30/01 to 9/30/01 to keep the finding active in our assessment process. The NRC performed this 
supplemental inspection to assess the licensee's evaluation regarding on several occasions during 1999-2002 on-shift 
staffing went below the minimum requirements of the emergency plan. This performance issue was previously 
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characterized as having low to moderate risk significance ("white") in NRC Inspection Report No. 50-387/01-006, 50-
388/01-006. Last January 2002, a previous supplemental inspection was conducted for this issue; however, it was 
discontinued because the NRC determined the Root Cause Analysis and corrective actions were inadequate to support 
closure of the White finding. The results of that inspection were documented in Inspection Report No. 50-387/02-009, 
50-388/02-09. Subsequently, the licensee conducted a second root cause analysis which was reviewed during this 
supplemental inspection in accordance with Inspection Procedure 95001. The inspector determined that the licensee 
performed a comprehensive evaluation of the on-shift staffing issue. The licensee's evaluation identified the following 
root causes of the staffing issue: (1) less than adequate management understanding of EP requirements; (2) inadequate 
EP reference in Procedure No. NDAP-QA-0300; (3) Operations did not fully investigate and pursue short term staffing 
alternatives; (4) insufficient Operations ownership and support of EP; (5) EP revision process less than adequate; and 
(6) failure to implement existing commitment tracking control. The staffing issue was not limited to the EP area, and 
the licensee has taken corrective actions to ensure that on-shift staffing meets the requirements of the E-Plan. As a 
result of the root cause analysis, the licensee broadened their extent of condition review to ensure that all NRC 
regulations and industry commitments were being met in all program areas and their associated procedures. Given the 
licensee's acceptable performance in addressing the on-shift staffing issue, the white finding associated with this issue 
will only be considered in assessing plant performance for a total of four quarters in accordance with the guidance in 
IMC 0305, "Operating Reactor Assessment Program." Implementation of the licensee's remaining corrective actions 
may be reviewed during future inspections.  
Inspection Report# : 2001006(pdf)  
Inspection Report# : 2002009(pdf)  
Inspection Report# : 2002010(pdf)  

Significance:  Sep 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Emergency Action Level Changes 
The inspectors identified a non-cited violation for failure to follow and maintain the emergency plan as required by 10 
CFR 50.54(q) and 10 CFR 50 Appendix E, "Emergency Planning and Preparedness." This violation was of very low 
safety significance because some inconsistencies between the Emergency Plan and emergency classification procedures 
resulted in the NRC receiving an event classification reference that did not agree with the actual event. 
Inspection Report# : 2001009(pdf)  

Significance:  Aug 16, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate procedures in place to describe the communication steps needed to alert or activate emergency 
personnel 
The inspectors identified a non-cited violation for failure to adequately describe, in approved procedures, the 
communication steps needed to alert or activate emergency personnel under each class of emergency. (10 CFR 50.47(b)
(5), "Emergency Plan Procedures," and 10 CFR 50 Appendix E, Section IV C., "Activation of Emergency 
Organization") This violation was of very low safety significance because some inadequacies contained in the control 
room communicator emergency procedure may have contributed to a delayed notification of emergency response 
personnel. The delayed notification contributed to emergency response facility activation times in excess of the 
emergency plan requirements. 
Inspection Report# : 2001008(pdf)  

Significance:  Nov 06, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Meet the Regional 90 Minute EOF Activation 
During the 1997 biennial exercise, (IR 50-387;388/97-08) it was identified that the emergency operations facility 
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(EOF) was not able to assume control of the emergency within 90 minutes of the Alert declaration. Had the emergency 
started at the site area emergency level, the licensee would not have met its commitment in the emergency plan of 
activation within 90 minutes. During this exercise, the licensee was not able to meet the 90 minutes activation goal for 
the EOF from the time of emergency response organization notification. The licensee has reviewed this issue but has 
not been able to adequately correct the problem. This is contrary to 10 CFR 50.47b(14) which states that "Periodic 
exercises are conducted to evaluate major portions of emergency response capabilities......and deficiencies identified as 
a result of exercises or drills are (will be) corrected." This issue was evaluated under the SDP process as a failure to 
implement a regulatory requirement and the failure does not appear to be programmatic. Therefore, the issue was 
determined to be of very low safety significant (Green) and is a non-cited violation. 
Inspection Report# : 2000010(pdf)  

Significance:  Sep 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Emergency Action Level for Reactor Coolant System Leakage Change Without NRC Approval 
In 1984, PPL departed from the guidance in NUREG-0654, Criteria for Preparation and Evaluation of Radiological 
Response Plans and Preparedness in Support of Nuclear Power Plants. According to NUREG-0654, an initiating 
condition for an alert would be "primary coolant leakage rate greater than 50 gpm." PPL originally used that criteria but 
later added the phrase "for greater than four hours." There was no 10 CFR 50.54(q) evaluation documentation to 
support the licensee's change nor documentation of NRC approval of the change. Although, licensee's expectation is for 
an alert to be declared as soon as a greater than 50 gpm leak is identified, the wording of the initiating conditions 
allows for a four hour delay in declaration and thus decreases the effectiveness of the emergency plan and is contrary to 
10 CFR 50.54(q). 
Inspection Report# : 2000007(pdf)  

Occupational Radiation Safety 

Significance:  Dec 31, 2000 
Identified By: NRC 
Item Type: VIO Violation 
Failure to Conduct an Adequate Radiological Survey in Accordance with 10 CFR 20.1501 
During the period September 2000 through December 14, 2000, workers performed work on irradiated reactor 
hardware disposal equipment and tools, contaminated with highly radioactive particles on the refueling floor. While 
PPL took action to evaluate some aspects of the radiological hazards posed by these highly radioactive particles, PPL's 
organization and program: (1) did not adequately evaluate and characterize the radiation exposure hazards posed by 
these particles; and (2) did not establish and implement adequate radiological controls to prevent shallow-dose and 
deep-dose equivalent personnel exposure from exceeding regulatory requirements. While no personnel exposures in 
excess of 10 CFR 20 occupational limits are known to have occurred, the radiological conditions were such that a 
minor alteration in exposure circumstances could result in personnel exposure in excess of regulatory limits. Failure to 
effectively evaluate the radiological hazard as necessary to assure that the regulatory dose limits of 10 CFR 20.1201 
were not exceeded is an apparent violation of 10 CFR 20.1501(a). This issue was assessed using the Occupational 
Safety Significance Determination Process (SDP) described in NRC Inspection Manual Chapter (IMC) 0609, Appendix 
C, and characterized as a preliminary WHITE finding. By letter dated March 12, 2001, EA-01-012, the NRC has 
determined that the event should be assessed as White, an issue with low to moderate increased importance to safety. 
This results in a White finding. During the supplemental inspection performed in accordance with Inspection Procedure 
95001, IR 05000377&378/2001-007) the inspector determined that the licensee performed acceptable evaluation of the 
radiological significance of the hazards associated with the presence of highly radioactive particles. The inspection 
determined that PPL Susquehanna's efforts in characterizing problems associated with effective radiological control of 
discrete radioactive particles, evaluating the root and contributing causes that led to substantial potential for personnel 
exposure in excess of the regulatory limits, and subsequently discerning appropriate corrective measures to prevent 
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recurrence were acceptable. Appropriate actions were initiated to further develop root causes associated with 
hydrolazing of equipment prior to removal from underwater storage and use locations. The extent of condition review 
was adequately accomplished, and corrective actions were sufficient to address identified root and contributing causes. 
Due to the licensee's acceptable performance in addressing the characterization and control of highly radioactive 
particles, the White finding associated with this issue will only be considered in assessing plant performance for a total 
of four quarters in accordance with the guidance in IMC 0305, "Operating Reactor Assessment Program." 
Implementation of the licensee's corrective actions will be reviewed during a future inspection.  
Inspection Report# : 2000009(pdf)  
Inspection Report# : 2001007(pdf)  

Significance:  Dec 31, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Post a High Radiation Area 
10 CFR 20.1501(a)(1), requires that surveys be made to comply with the regulations in 10 CFR Part 20 including 10 
CFR 20.1902(b) for posting of high radiation areas (defined as an area greater than 100 mR/hr at 30 centimeters(cm)). 
On November 12, 2000, a shipping cask had not been surveyed properly and, as a result, an area measuring 700 mR/hr 
at 30 centimeters was undetected and constituted an unposted high radiation area. This event is documented in 
Condition Report No. 297422. 
Inspection Report# : 2000009(pdf)  

Significance:  May 13, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Control a High Radiation Area (greater than 1000 millirem/hour at 30 cm) in accordance with 
Technical Specification 5.7.2.a 
PPL identified that a barricade to prevent unauthorized or inadvertent entry to the drywell was not sufficiently secured 
to prevent unauthorized access. Since the drywell contained areas that had dose rates greater than1 rem/hour at 30 
centimeters, technical specifications required a locked door or gate to prevent unauthorized entry. This was of very low 
safety significance because there was no substantial potential for exposure in excess of regulatory limits and there was 
no significant unplanned exposure. The inspectors identified a noncited violation against technical specifications. 
Inspection Report# : 2000003(pdf)  

Public Radiation Safety 

Physical Protection 

Miscellaneous 

Significance:  Sep 28, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Excessive Worker Overtime 
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The inspectors identified a non-cited violation of Technical Specification 5.2.2.e for failure to maintain adequate shift 
coverage without routine heavy use of overtime to meet the objective of operating personnel working a nominal 40 
hour week while both units are operating. A majority of operations personnel have routinely worked in excess of 
approximately 50 hours per week (25% overtime) to provide adequate shift coverage while both units are operating. 
This violation of Technical Specification Section 5.2.2.e, "Administrative Controls - Unit Staff," is greater than minor 
because if left uncorrected the excessive work hours would contribute to an increased likelihood of human performance 
errors during normal operation and plant events. The finding is not suitable for SDP evaluation, but has been reviewed 
by NRC management and is determined to be a Green finding of very low significance, and is not greater than very low 
significance because there were no significant events or human performance issues that were linked directly to 
personnel fatigue as a result of the hours worked.  
Inspection Report# : 2002005(pdf)  

Significance: TBD Sep 28, 2002 
Identified By: NRC 
Item Type: AV Apparent Violation 
Spent Fuel Cannister Filled with Wrong Gas 
An apparent violation (severity level yet to be determined) was identified that resulted in an unanalyzed condition for 
the spent fuel dry storage system. PPL filled a spent fuel storage cannister with Argon and Helium gases instead of 
using all Helium gas as required by the Certificate of Compliance No. 1004 for the NUHOMS-52B Dry Cask Fuel 
Storage System. The 10 CFR Part 72 Technical Specification 1.2.3, "24P and 52B DSC Helium Backfill Pressure," 
requires a helium backfill pressure of 2.5 pounds per square inch (psig) +/- 2.5 psig (stable for 30 minutes after filling). 
This issue is considered an apparent violation that resulted in an unanalyzed condition for a storage system designed to 
prevent or mitigate a serious safety event being degraded to the extent that a detailed evaluation was required to 
determine its operability. The issue is being considered for escalated enforcement in accordance with the NRC 
Enforcement Policy, NUREG 1600, Supplement VI, "Fuel Cycle and Materials Operations." 
Inspection Report# : 2002005(pdf)  

Significance: N/A Mar 30, 2002 
Identified By: NRC 
Item Type: FIN Finding 
A performance trend which appears to have developed in the barrier integrity and mitigating systems safety 
cornerstone areas with plant equipment operator errors being the common element 
The inspector identified a finding regarding a performance trend which appears to have developed in the barrier 
integrity and mitigating systems safety cornerstone areas with non-licensed plant operator errors being the common 
element. 
Inspection Report# : 2002002(pdf)  

Significance: N/A Feb 01, 2002 
Identified By: NRC 
Item Type: FIN Finding 
Bienniel Problem Identification and Resolution 
The team concluded that, based on the samples reviewed, the overall implementation of the corrective action program 
at Susquehanna was acceptable. The licensee was identifying problems at an appropriate threshold and entering them 
into their corrective action program. The backlog of corrective actions was adequately managed, however, corrective 
action due dates were frequently extended. The actions taken for identified problems were adequate to correct the 
problem and prevent recurrence. The licensee's evaluations of problems were of adequate depth to identify the causes 
and appropriately broad in considering the extent of condition. However, the team noted a number of personnel errors 
at both units within the last year. The type of errors included wrong unit, wrong equipment, and missed procedure 
steps. While PPL management recognized that a performance issue was apparent in this area and initiated several 
efforts to decrease the errors, the team noted that these efforts to date have not been fully effective.  
Inspection Report# : 2001013(pdf)  

Significance: N/A Dec 01, 2000 
Identified By: NRC 
Item Type: FIN Finding 
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Effectiveness of Problem Identification and Resolution Program 
The team concluded, based on the samples reviewed, that the implementation of the corrective action program at 
Susquehanna was adequate. Generally, the Susquehanna staff appropriately identified and entered problems into the 
condition report (CR) system. There was a low threshold for initiation of CRs. A recent initiative was a focused review 
of the CR database to identify adverse trends in performance. CRs were generally classified at the correct significance 
level and the actions identified on the CRs were generally adequate. The engineering and maintenance backlogs 
appeared to be adequately managed. The depth of the PPL analysis for the apparent and root causes of problems were 
generally appropriate. However, the team noted that the cause determination for certain relay failures was unsupported. 
The team also noted a separate example where corrective actions were not re-evaluated when subsequent relay failures 
occurred.  
Inspection Report# : 2000006(pdf)  

Significance: N/A Nov 06, 2000 
Identified By: Licensee 
Item Type: FIN Finding 
Untimely General Emergency Declaration and Overly Conservative Dose Projections 
Two problems were identified by the licensee from their critique in the dose assessment area. One was an error in dose 
projection calculation and the other was a potentially overconservative default dose projection. Both reflect a risk 
significant planning standard implementation problem. It is a finding due to extenuating circumstances - potential 
generic issue based on observations at recent exercises. 
Inspection Report# : 2000010(pdf)  

Significance: N/A Aug 12, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Missed 10 CFR 50 Appendix J Testing 
Performance deficiencies in communications and coordination between engineering groups had allowed the failure to 
perform Technical Specification required leakage tests on the Hydrogen/Oxygen Analyzer System to remain 
unidentified for an extended period of time. Specifically, the group that was knowledgeable of the leakage rate testing 
program requirements did not understand the Hydrogen/Oxygen Analyzer System primary containment isolation valve 
design configuration and the groups that were knowledgeable of the primary containment isolation valve configuration 
design did not understand leakage rate testing program requirements. PPL determined that they had multiple 
opportunities to identify this issue from August 1996 until February 2000. 
Inspection Report# : 2000005(pdf)  

Significance: SL-IV Aug 12, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Demonstrate Adequate System Performance as Required by the Maintenance Rule 
PPL failed to demonstrate that the performance of the Turbine Building Closed Cooling Water (TBCCW) system and 
the secondary containment isolation system had been effectively controlled through the performance of appropriate 
preventive maintenance and did not monitor against established goals. PPL did not identify that the TBCCW heat 
exchangers had exceeded their unavailability performance criteria and the secondary containment isolation system had 
exceeded its reliability performance criteria and, as a result, goal setting and monitoring were not performed as required 
by 10 CFR 50.65, "The Maintenance Rule." The actual safety significance of this issue was very low because (1) 
TBCCW remained functional at the system level, and (2) a failure of the secondary containment isolation system does 
not influence the likelihood of an accident leading to core damage and does not affect the probability of an early 
primary containment failure. The inspectors identified a Non-Cited Violation for failure to meet the criteria in 10 CFR 
50.65, paragraph (a)(2). 
Inspection Report# : 2000005(pdf)  

Significance: SL-IV Aug 12, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Control of Worker Overtime 
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PPL did not adequately control the use of worker overtime in accordance with Technical Specification Section 5.2.2.e, 
"Administrative Controls - Unit Staff." Specifically, from February 11, 1999 to May 5, 1999, several plant personnel 
worked in excess of 72 hours in a seven day period and PPL did not pre-approve the overtime deviations. The safety 
significance of this violation was very low because there were no issues that were linked to personnel fatigue. The 
inspectors identified a Non-Cited Violation for failure to control worker overtime, as required by Technical 
Specifications. 
Inspection Report# : 2000005(pdf)  

Last modified : December 02, 2002 
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Susquehanna 1 

Initiating Events 

Significance:  May 11, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Written Procedures were not Maintained to Provide Plant Operators with Clear Direction in Response to a Single Reactor 
Recirculation Pump Trip at Low Reactor Power Conditions 
The inspectors identified a Green non-cited violation of Technical Specification section 5.4.1, because Off Normal procedure ON-164-002, 
"Loss of Reactor Recirculation Flow," did not provide adequate directions to the operators to adequately determine total core flow following a 
single reactor recirculation pump trip at low reactor power conditions and, based on the total core flow readings, take the appropriate actions. 
The inadequacy of the procedure contributed to an actual impact on safety in that the reactor protection system was manually actuated. This 
finding was considered to have very low safety significance because the finding did not increase likelihood of a primary or secondary system 
LOCA initiator, did not contribute to the likelihood that mitigating equipment would not be available, and did not increase the likelihood of a 
fire or flood. In addition the reactor protection system and other plant systems responded as expected to the manual reactor shutdown and there 
were no indications of reactor core oscillations at the time of the reactor recirculation pump trip. 
Inspection Report# : 2002003(pdf)  

Significance:  May 11, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
The Unit 1 "A" Service Water Pump Discharge Valve was Found in the Closed Position with the Pump in the Automatic Standby 
Configuration 
The Unit 1 "A" service water pump was not placed in a automatic standby configuration as required by procedure. Technical Specification 
5.4.1 stated, in part, "written procedures shall be established, implemented, and maintained" that meet the requirements of NRC Regulatory 
Guide 1.33, revision 2, Appendix A, February 1978. Operations procedure OP-111-001, "Service Water System," section 3.2.12.g requires, in 
part, that the third service water pump be placed in automatic standby with the pump discharge valve open, after the second pump had been 
started. On May 4, 2002, with the "B" and "C" service pumps in operation, the third service water pump ("A") was not in automatic standby 
because the discharge valve (109004) for the "A" pump was found in the closed position.A violation of very low safety significance which was 
identified by PPL has been reviewed by the inspectors. Corrective actions taken or planned by PPL have been entered into PPLs corrective 
action program. 
Inspection Report# : 2002003(pdf)  

Mitigating Systems 

Significance:  Dec 28, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Demonstrate the Effectiveness of Preventative Maintenance Nor Set Goals and Monitor the Unit 1 and 2 Emergency 
Lighting Systems 
The inspectors identified a non-cited violation of 10 CFR 50.65 (a)(2), the Maintenance Rule, because PPL did not demonstrate the 
effectiveness of preventative maintenance for the emergency lighting systems and did not place the systems in a 50.65(a)(1) category and 
monitor against established goals. As a result, a progressive degradation of the 125 VDC emergency lighting systems occurred that caused the 
lighting systems to not be capable of performing their intended function. This finding was more than minor because PPL's maintenance rule 10 
CFR 50.65 (a)(2) demonstration became invalid when the lighting system degradation resulted in a loss of the system's function. This finding 
was only of very low safety significance because the finding did not contribute to a loss of mitigation equipment functions, and did not increase 
the likelihood of a fire or flooding event. In addition, during the period that the emergency lights were unavailable, there was no actual loss of 
normal lighting. A contributing cause of this finding was related to the Problem Identification and Resolution cross-cutting area. Plant 
personnel did not identify and report numerous emergency lights which had burnt out. The lack of problem identification contributed to the 
systems' progressive degradation. The causal relationship between this finding and the cross-cutting area was that plant personnel did not 
identify that numerous emergency lights were not functional and, as a result, the systems degraded to a point where they could not perform 
their intended functions. 
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Inspection Report# : 2002006(pdf)  

Significance:  Dec 28, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Written Procedures for Control of Plant Equipment and the Fire Protection Program 
The inspectors identified a non-cited violation of Technical Specification 5.4.1, with two examples, because PPL did not implement their 
written procedures for the fire protection program and the control of plant equipment. The removal of the Unit 1 emergency lighting system 
was not adequately communicated to the control room (failure to control plant equipment). As a result, during replacement of the Unit 1 
emergency lighting system 125 VDC battery, PPL did not perform required compensatory actions to provide portable sealed beam hand lights 
throughout the plant. This finding was more than minor because it affected the mitigating systems cornerstone objective. A lack of emergency 
lights had a direct relationship to the cornerstone's objective because the performance deficiency affected the cornerstone's human performance 
attribute, in that post-event human errors could reasonably increase. This finding was only of very low safety significance because it did not 
represent an actual loss of a safety function for Technical Specification equipment, or an actual loss of non-Technical Specification equipment 
designated as risk significant. In addition, during the period that the emergency lights were unavailable, there was no actual loss of normal 
lighting. A contributing cause of this finding was related to the Human Performance cross-cutting area. The causal relationship between this 
finding and the cross-cutting area was that plant operators did not follow procedures to monitor system status and control plant equipment, and, 
as a result, did not perform required compensatory actions.  
Inspection Report# : 2002006(pdf)  

Significance:  Aug 30, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Fire Barrier Surveillance 
The inspectors identified a Green non-cited violation of License Condition 2.C(6) of operating license NPF-14 (Unit 1) and License Condition 
2.C.3 of operating license NPF-22 (Unit 2) because PPL failed to identify and correct degraded gypsum board during the surveillance of the 
upper cable spreading room (UCSR) structural fire barriers. This surveillance was conducted on April 30, 2002, in accordance with Procedure 
SE-013-007, "24 Month Inspection of Unit Common Fire Barriers," and the provisions of section 1.4.2, "Compliance," of the approved fire 
protection program described in the Susquehanna Steam Electric Station (SSES) Fire Protection Review Report (FPRR). The failure to identify 
and correct degraded fire barriers could result in a fire impacting multiple fire areas thereby having an adverse impact on safety. This finding 
was of very low safety significance (Green) because the likelihood of occurrence of a fire that could damage safety-related equipment in this 
area and propagate to other areas is small, and because equipment and procedures were available to shutdown the plants from the control room.
Inspection Report# : 2002008(pdf)  

Significance:  Aug 30, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate UCSR Under-Floor CO2 Suppression System 
The inspectors identified a Green non-cited violation of License Condition 2.C(6) of operating license NPF-14 (Unit 1) and License Condition 
2.C.3 of operating license NPF-22 (Unit 2) because PPL could not demonstrate that the Units 1 and 2 total flooding CO2 system would be able 
to reach and maintain the required concentration of CO2 to extinguish a deep seated fire affecting the Units UCSR under-floor area. The need 
to reach and maintain the required CO2 concentrations are established by NFPA 12 "Standard on Carbon Dioxide Extinguishing 
Systems," (1973 Edition) and required by the SSES FPRR. The failure to ensure the design adequacy of the CO2 systems could result in a more 
challenging fire which would stress the remaining defense-in-depth elements and, thereby, have an adverse impact on safety. This finding was 
of very low safety significance (Green) because the likelihood of occurrence of a fire that could damage safety-related equipment in the UCSRs 
under-floor area is small, and equipment and procedures were available to shutdown the plants from the control room. 
Inspection Report# : 2002008(pdf)  

Significance:  Aug 30, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate UCSR and LCSR Pre-Action Sprinkler System 
The inspectors identified a Green non-cited violation of License Condition 2.C(6) of operating license NPF-14 (Unit 1) and License Condition 
2.C.3 of operating license NPF-22 (Unit 2) because PPL could not demonstrate that the pre-action sprinkler system in the Units 1 and 2 UCSRs 
and lower cable spreading rooms (LCSR) met the requirements of NFPA 13, "Standard for the Installation of Sprinkler Systems" with regard to 
the placement of the sprinkler heads, area of sprinkler head coverage and obstruction of the sprinkler heads. NFPA 13 (1974 Edition) is the 
SSES code of record for the pre-action sprinkler system and required by the SSES FPRR. The failure to ensure the design adequacy of the pre-
action sprinkler systems could result in a more challenging fire which would stress the remaining defense-in-depth elements and thereby have 
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an adverse impact on safety. This finding was of very low safety significance (Green) because the likelihood of occurrence of a fire that could 
damage safety-related equipment in the affected areas is small, and equipment and procedures were available to shutdown the plants from the 
control room. 
Inspection Report# : 2002008(pdf)  

Significance:  May 11, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Written Procedures were not Implemented to Control a Temporary Plant Alteration 
The inspectors identified a Green non-cited violation of Technical Specification section 5.4.1, with two examples, because PPL did not 
implement their written procedures to control a temporary plant alteration associated with the use of blank flanges in the ESW system supply 
and return lines to the Unit 1 "A" TBCCW and "A" RBCCW heat exchangers. As a result, PPL did not remove the blank flange prior to the 
Unit 1 restart from the refueling outage. This violation was of very low safety significance because there was no actual loss of cooling to the 
Unit 1 "A" TBCCW and "A" RBCCW heat exchangers. 
Inspection Report# : 2002003(pdf)  

Barrier Integrity 

Significance:  Mar 30, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Control room emergency outside air supply system inoperable due to Unit 1 4kV emergency bus breakers not seismically restrained 
During this inspection NPOs did not install seismic restraints during racking out of two 4 kV breakers which resulted in two Unit 1 4kV 
emergency buses becoming inoperable but still available. NPOs did not perform a section in an operations procedure regarding installing of 
seismic restraints. (Licensee identified NCV affecting the Mitigating System and Barrier Integrity Cornerstones) Violations of very low safety 
significance (Green) which were identified by PPL have been reviewed by the inspectors. Corrective actions taken or planned by PPL have 
been entered into PPL's corrective action program. This issue also covers Mitigating Systems. 
Inspection Report# : 2002002(pdf)  

Significance:  Feb 09, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Unit 1 reactor water cleanup overflow and floor contamination due to the failure to follow a plant operating procedure 
Technical Specification section 5.4.1 states: "Written procedures shall be established and implemented that meet the requirements of NRC's 
Regulatory Guide 1.33, Rev. 2, February 1978. Operations procedure OP-161-002, "RWCU Filter Demineralizers," Rev. 22. Section 3.3.3, 
states "If backwashing "1B" filter, CLOSE reactor water cleanup (RWCU) filter demineralizer "B" effluent isolation valve 145041B. On 
January 21, 2002, a plant operator failed to close the RWCU 14541B manual isolation valve. The error resulted in overflow of radioactive 
water and contamination in the Unit 1 Reactor Building on the 670 foot elevation. The issue was documented in condition report 379343. 
Inspection Report# : 2001012(pdf)  

Emergency Preparedness 

Significance:  Dec 28, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Implement Emergency Plan Procedures for Event Classification During an Actual Event (Declared Unusual 
Event) 
The inspectors identified a non-cited violation of 10 CFR 50.54(q), "Conditions of Licenses for Emergency Plans," because PPL did not follow 
their written procedures for their Emergency Plan, Section 5.1, "Classification System." As a result, PPL did not obtain sufficient information, 
available from security and other plant personnel, related to a transformer failure (explosion and fire), to adequately evaluate plant conditions 
against the appropriate Emergency Plan classification criteria. This finding was more than minor because it affected the Emergency 
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Preparedness cornerstone objective, to ensure that PPL is capable of implementing adequate measures to protect public health and safety in 
response to an actual event. The inadequate assessment of all available plant information could lead to an incorrect or missed event 
classification. In addition, it could result in delayed activation of the on-shift emergency response organization and delayed notification to off-
site agencies. This finding was only of very low safety significance, and was not greater than very low safety significance, because the 
performance issue occurred during an actual Unusual Event and did not occur during an event of a higher emergency classification. 
Inspection Report# : 2002006(pdf)  

Significance:  Dec 28, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Emergency Plan Procedures to Use a Trained Individual for Control Room Communicator During an Actual 
Event (Declared Unusual Event) 
The inspectors identified a non-cited violation of 10 CFR 50.54(q), "Conditions of Licenses for Emergency Plans," because PPL did not follow 
their written procedures for their Emergency Plan, Section 6.0, "Organizational Control of Emergencies." As a result, during a declared 
Unusual Event, PPL used an individual who was not pre-assigned or trained, per procedure, to perform the control room communicator 
function. This contributed to PPL's inadequate communication to the NRC on the cause of the event classification. This finding was more than 
minor because it affected the Emergency Preparedness cornerstone objective, to ensure that PPL is capable of implementing adequate measures 
to protect public health and safety in response to an actual event. Contrary to plant procedures, PPL did not use a trained person to perform the 
control room communicator function during an actual event. This performance deficiency had a direct relationship to the cornerstone's 
emergency response organization performance attribute, in that the untrained individual provided the wrong reason for the event classification 
to an off-site agency. This finding was only of very low safety significance, and was not greater than very low safety significance, because the 
performance issue occurred during an actual Unusual Event and did not occur during an event of a higher emergency classification. A 
contributing cause of this finding was related to the Human Performance cross-cutting area. The causal relationship between this finding and 
the cross-cutting area was that plant operators did not follow procedures to use a trained individual as the control room communicator. 
Inspection Report# : 2002006(pdf)  

Significance:  Oct 11, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify Performance Deficiencies by an In-Plant Repair Team 
The inspectors identified a finding of very low safety significance (Green) that is also a non-cited violation of 10 CFR 50.47(b)(14) and 
Appendix E.IV.F.2.g., formal critiques shall identify weak or deficient areas that need correction. The licensee failed to identify an exercise 
deficiency regarding the inadequate performance of an in-plant repair team in performing a critical task to stop the off-site release during the 
biennial full scale exercise. Consequently, the repair team was exposed to a higher (simulated) dose than necessary and an opportunity to stop 
the off-site release was significantly delayed. This finding was determined to be of very low safety significance (Green) by the using the 
Emergency Preparedness (EP) SDP, Manual Chapter 0609, EP Risk Determination Flow Chart, Sheet 1, Second Column because the finding 
was identified during an EP exercise with simulated activities and is associated with the failure to identify a problem associated with a non-risk 
significant planning standard. This finding is more than minor because it could be reasonably viewed as a precursor to a significant event in 
that had this been an actual event, PPL could have missed an opportunity to quickly stop a radiological release to the public and to minimize 
the dose exposure to their emergency workers. 
Inspection Report# : 2002011(pdf)  

Significance:  Feb 04, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
E-Plan changes decreased the effectiveness of the plan 
The inspectors identified a non-cited violation of 10 CFR 50.54(q) because PPL made changes in the E-Plan which eliminated some on-shift 
emergency positions which decreased the effectiveness of the E-Plan without obtaining prior NRC approval. The finding was of very low 
safety significance because the change was administrative in nature since individuals on-shift could have performed the functions of those 
eliminated positions had they been needed for emergency response. 
Inspection Report# : 2002009(pdf)  

Occupational Radiation Safety 
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Public Radiation Safety 

Physical Protection 

Miscellaneous 

Significance:  Sep 28, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Excessive Worker Overtime 
The inspectors identified a non-cited violation of Technical Specification 5.2.2.e for failure to maintain adequate shift coverage without routine 
heavy use of overtime to meet the objective of operating personnel working a nominal 40 hour week while both units are operating. A majority 
of operations personnel have routinely worked in excess of approximately 50 hours per week (25% overtime) to provide adequate shift 
coverage while both units are operating. This violation of Technical Specification Section 5.2.2.e, "Administrative Controls - Unit Staff," is 
greater than minor because if left uncorrected the excessive work hours would contribute to an increased likelihood of human performance 
errors during normal operation and plant events. The finding is not suitable for SDP evaluation, but has been reviewed by NRC management 
and is determined to be a Green finding of very low significance, and is not greater than very low significance because there were no 
significant events or human performance issues that were linked directly to personnel fatigue as a result of the hours worked.  
Inspection Report# : 2002005(pdf)  

Significance: SL-III Sep 28, 2002 
Identified By: NRC 
Item Type: VIO Violation 
Spent Fuel Cannister Filled with Wrong Gas 
An apparent violation (severity level yet to be determined) was identified that resulted in an unanalyzed condition for the spent fuel dry storage 
system. PPL filled a spent fuel storage cannister with Argon and Helium gases instead of using all Helium gas as required by the Certificate of 
Compliance No. 1004 for the NUHOMS-52B Dry Cask Fuel Storage System. The 10 CFR Part 72 Technical Specification 1.2.3, "24P and 52B 
DSC Helium Backfill Pressure," requires a helium backfill pressure of 2.5 pounds per square inch (psig) +/- 2.5 psig (stable for 30 minutes 
after filling). This issue is considered an apparent violation that resulted in an unanalyzed condition for a storage system designed to prevent or 
mitigate a serious safety event being degraded to the extent that a detailed evaluation was required to determine its operability. The issue is 
being considered for escalated enforcement in accordance with the NRC Enforcement Policy, NUREG 1600, Supplement VI, "Fuel Cycle and 
Materials Operations." 
Inspection Report# : 2002005(pdf)  

Significance: N/A Mar 30, 2002 
Identified By: NRC 
Item Type: FIN Finding 
A performance trend which appears to have developed in the barrier integrity and mitigating systems safety cornerstone areas with 
plant equipment operator errors being the common element 
The inspector identified a finding regarding a performance trend which appears to have developed in the barrier integrity and mitigating 
systems safety cornerstone areas with non-licensed plant operator errors being the common element. 
Inspection Report# : 2002002(pdf)  

Significance: N/A Feb 01, 2002 
Identified By: NRC 
Item Type: FIN Finding 
Bienniel Problem Identification and Resolution 
The team concluded that, based on the samples reviewed, the overall implementation of the corrective action program at Susquehanna was 
acceptable. The licensee was identifying problems at an appropriate threshold and entering them into their corrective action program. The 
backlog of corrective actions was adequately managed, however, corrective action due dates were frequently extended. The actions taken for 
identified problems were adequate to correct the problem and prevent recurrence. The licensee's evaluations of problems were of adequate 
depth to identify the causes and appropriately broad in considering the extent of condition. However, the team noted a number of personnel 
errors at both units within the last year. The type of errors included wrong unit, wrong equipment, and missed procedure steps. While PPL 
management recognized that a performance issue was apparent in this area and initiated several efforts to decrease the errors, the team noted 
that these efforts to date have not been fully effective.  
Inspection Report# : 2001013(pdf)  

Page 5 of 64Q/2002 Inspection Findings - Susquehanna 1 



Last modified : March 25, 2003 

Page 6 of 64Q/2002 Inspection Findings - Susquehanna 1 



Susquehanna 1 
1Q/2003 Plant Inspection Findings 

Initiating Events 

Significance:  May 11, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Written Procedures were not Maintained to Provide Plant Operators with Clear Direction in Response to a 
Single Reactor Recirculation Pump Trip at Low Reactor Power Conditions 
The inspectors identified a Green non-cited violation of Technical Specification section 5.4.1, because Off Normal 
procedure ON-164-002, "Loss of Reactor Recirculation Flow," did not provide adequate directions to the operators to 
adequately determine total core flow following a single reactor recirculation pump trip at low reactor power conditions 
and, based on the total core flow readings, take the appropriate actions. The inadequacy of the procedure contributed to 
an actual impact on safety in that the reactor protection system was manually actuated. This finding was considered to 
have very low safety significance because the finding did not increase likelihood of a primary or secondary system 
LOCA initiator, did not contribute to the likelihood that mitigating equipment would not be available, and did not 
increase the likelihood of a fire or flood. In addition the reactor protection system and other plant systems responded as 
expected to the manual reactor shutdown and there were no indications of reactor core oscillations at the time of the 
reactor recirculation pump trip. 
Inspection Report# : 2002003(pdf)  

Mitigating Systems 

Significance:  Dec 28, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Demonstrate the Effectiveness of Preventative Maintenance Nor Set Goals and Monitor the Unit 1 
and 2 Emergency Lighting Systems 
The inspectors identified a non-cited violation of 10 CFR 50.65 (a)(2), the Maintenance Rule, because PPL did not 
demonstrate the effectiveness of preventative maintenance for the emergency lighting systems and did not place the 
systems in a 50.65(a)(1) category and monitor against established goals. As a result, a progressive degradation of the 
125 VDC emergency lighting systems occurred that caused the lighting systems to not be capable of performing their 
intended function. This finding was more than minor because PPL's maintenance rule 10 CFR 50.65 (a)(2) 
demonstration became invalid when the lighting system degradation resulted in a loss of the system's function. This 
finding was only of very low safety significance because the finding did not contribute to a loss of mitigation 
equipment functions, and did not increase the likelihood of a fire or flooding event. In addition, during the period that 
the emergency lights were unavailable, there was no actual loss of normal lighting. A contributing cause of this finding 
was related to the Problem Identification and Resolution cross-cutting area. Plant personnel did not identify and report 
numerous emergency lights which had burnt out. The lack of problem identification contributed to the systems' 
progressive degradation. The causal relationship between this finding and the cross-cutting area was that plant 
personnel did not identify that numerous emergency lights were not functional and, as a result, the systems degraded to 
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a point where they could not perform their intended functions. 
Inspection Report# : 2002006(pdf)  

Significance:  Dec 28, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Written Procedures for Control of Plant Equipment and the Fire Protection Program 
The inspectors identified a non-cited violation of Technical Specification 5.4.1, with two examples, because PPL did 
not implement their written procedures for the fire protection program and the control of plant equipment. The removal 
of the Unit 1 emergency lighting system was not adequately communicated to the control room (failure to control plant 
equipment). As a result, during replacement of the Unit 1 emergency lighting system 125 VDC battery, PPL did not 
perform required compensatory actions to provide portable sealed beam hand lights throughout the plant. This finding 
was more than minor because it affected the mitigating systems cornerstone objective. A lack of emergency lights had a 
direct relationship to the cornerstone's objective because the performance deficiency affected the cornerstone's human 
performance attribute, in that post-event human errors could reasonably increase. This finding was only of very low 
safety significance because it did not represent an actual loss of a safety function for Technical Specification 
equipment, or an actual loss of non-Technical Specification equipment designated as risk significant. In addition, 
during the period that the emergency lights were unavailable, there was no actual loss of normal lighting. A 
contributing cause of this finding was related to the Human Performance cross-cutting area. The causal relationship 
between this finding and the cross-cutting area was that plant operators did not follow procedures to monitor system 
status and control plant equipment, and, as a result, did not perform required compensatory actions.  
Inspection Report# : 2002006(pdf)  

Significance:  Aug 30, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Fire Barrier Surveillance 
The inspectors identified a Green non-cited violation of License Condition 2.C(6) of operating license NPF-14 (Unit 1) 
and License Condition 2.C.3 of operating license NPF-22 (Unit 2) because PPL failed to identify and correct degraded 
gypsum board during the surveillance of the upper cable spreading room (UCSR) structural fire barriers. This 
surveillance was conducted on April 30, 2002, in accordance with Procedure SE-013-007, "24 Month Inspection of 
Unit Common Fire Barriers," and the provisions of section 1.4.2, "Compliance," of the approved fire protection 
program described in the Susquehanna Steam Electric Station (SSES) Fire Protection Review Report (FPRR). The 
failure to identify and correct degraded fire barriers could result in a fire impacting multiple fire areas thereby having 
an adverse impact on safety. This finding was of very low safety significance (Green) because the likelihood of 
occurrence of a fire that could damage safety-related equipment in this area and propagate to other areas is small, and 
because equipment and procedures were available to shutdown the plants from the control room. 
Inspection Report# : 2002008(pdf)  

Significance:  Aug 30, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate UCSR Under-Floor CO2 Suppression System 
The inspectors identified a Green non-cited violation of License Condition 2.C(6) of operating license NPF-14 (Unit 1) 
and License Condition 2.C.3 of operating license NPF-22 (Unit 2) because PPL could not demonstrate that the Units 1 
and 2 total flooding CO2 system would be able to reach and maintain the required concentration of CO2 to extinguish a 
deep seated fire affecting the Units UCSR under-floor area. The need to reach and maintain the required CO2 
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concentrations are established by NFPA 12 "Standard on Carbon Dioxide Extinguishing Systems," (1973 Edition) and 
required by the SSES FPRR. The failure to ensure the design adequacy of the CO2 systems could result in a more 
challenging fire which would stress the remaining defense-in-depth elements and, thereby, have an adverse impact on 
safety. This finding was of very low safety significance (Green) because the likelihood of occurrence of a fire that 
could damage safety-related equipment in the UCSRs under-floor area is small, and equipment and procedures were 
available to shutdown the plants from the control room. 
Inspection Report# : 2002008(pdf)  

Significance:  Aug 30, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate UCSR and LCSR Pre-Action Sprinkler System 
The inspectors identified a Green non-cited violation of License Condition 2.C(6) of operating license NPF-14 (Unit 1) 
and License Condition 2.C.3 of operating license NPF-22 (Unit 2) because PPL could not demonstrate that the pre-
action sprinkler system in the Units 1 and 2 UCSRs and lower cable spreading rooms (LCSR) met the requirements of 
NFPA 13, "Standard for the Installation of Sprinkler Systems" with regard to the placement of the sprinkler heads, area 
of sprinkler head coverage and obstruction of the sprinkler heads. NFPA 13 (1974 Edition) is the SSES code of record 
for the pre-action sprinkler system and required by the SSES FPRR. The failure to ensure the design adequacy of the 
pre-action sprinkler systems could result in a more challenging fire which would stress the remaining defense-in-depth 
elements and thereby have an adverse impact on safety. This finding was of very low safety significance (Green) 
because the likelihood of occurrence of a fire that could damage safety-related equipment in the affected areas is small, 
and equipment and procedures were available to shutdown the plants from the control room. 
Inspection Report# : 2002008(pdf)  

Significance:  May 11, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Written Procedures were not Implemented to Control a Temporary Plant Alteration 
The inspectors identified a Green non-cited violation of Technical Specification section 5.4.1, with two examples, 
because PPL did not implement their written procedures to control a temporary plant alteration associated with the use 
of blank flanges in the ESW system supply and return lines to the Unit 1 "A" TBCCW and "A" RBCCW heat 
exchangers. As a result, PPL did not remove the blank flange prior to the Unit 1 restart from the refueling outage. This 
violation was of very low safety significance because there was no actual loss of cooling to the Unit 1 "A" TBCCW 
and "A" RBCCW heat exchangers. 
Inspection Report# : 2002003(pdf)  

Barrier Integrity 

Emergency Preparedness 

Significance:  Dec 28, 2002 
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Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Implement Emergency Plan Procedures for Event Classification During an Actual Event 
(Declared Unusual Event) 
The inspectors identified a non-cited violation of 10 CFR 50.54(q), "Conditions of Licenses for Emergency Plans," 
because PPL did not follow their written procedures for their Emergency Plan, Section 5.1, "Classification System." As 
a result, PPL did not obtain sufficient information, available from security and other plant personnel, related to a 
transformer failure (explosion and fire), to adequately evaluate plant conditions against the appropriate Emergency Plan 
classification criteria. This finding was more than minor because it affected the Emergency Preparedness cornerstone 
objective, to ensure that PPL is capable of implementing adequate measures to protect public health and safety in 
response to an actual event. The inadequate assessment of all available plant information could lead to an incorrect or 
missed event classification. In addition, it could result in delayed activation of the on-shift emergency response 
organization and delayed notification to off-site agencies. This finding was only of very low safety significance, and 
was not greater than very low safety significance, because the performance issue occurred during an actual Unusual 
Event and did not occur during an event of a higher emergency classification. 
Inspection Report# : 2002006(pdf)  

Significance:  Dec 28, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Emergency Plan Procedures to Use a Trained Individual for Control Room 
Communicator During an Actual Event (Declared Unusual Event) 
The inspectors identified a non-cited violation of 10 CFR 50.54(q), "Conditions of Licenses for Emergency Plans," 
because PPL did not follow their written procedures for their Emergency Plan, Section 6.0, "Organizational Control of 
Emergencies." As a result, during a declared Unusual Event, PPL used an individual who was not pre-assigned or 
trained, per procedure, to perform the control room communicator function. This contributed to PPL's inadequate 
communication to the NRC on the cause of the event classification. This finding was more than minor because it 
affected the Emergency Preparedness cornerstone objective, to ensure that PPL is capable of implementing adequate 
measures to protect public health and safety in response to an actual event. Contrary to plant procedures, PPL did not 
use a trained person to perform the control room communicator function during an actual event. This performance 
deficiency had a direct relationship to the cornerstone's emergency response organization performance attribute, in that 
the untrained individual provided the wrong reason for the event classification to an off-site agency. This finding was 
only of very low safety significance, and was not greater than very low safety significance, because the performance 
issue occurred during an actual Unusual Event and did not occur during an event of a higher emergency classification. 
A contributing cause of this finding was related to the Human Performance cross-cutting area. The causal relationship 
between this finding and the cross-cutting area was that plant operators did not follow procedures to use a trained 
individual as the control room communicator. 
Inspection Report# : 2002006(pdf)  

Significance:  Oct 11, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify Performance Deficiencies by an In-Plant Repair Team 
The inspectors identified a finding of very low safety significance (Green) that is also a non-cited violation of 10 CFR 
50.47(b)(14) and Appendix E.IV.F.2.g., formal critiques shall identify weak or deficient areas that need correction. The 
licensee failed to identify an exercise deficiency regarding the inadequate performance of an in-plant repair team in 
performing a critical task to stop the off-site release during the biennial full scale exercise. Consequently, the repair 
team was exposed to a higher (simulated) dose than necessary and an opportunity to stop the off-site release was 
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significantly delayed. This finding was determined to be of very low safety significance (Green) by the using the 
Emergency Preparedness (EP) SDP, Manual Chapter 0609, EP Risk Determination Flow Chart, Sheet 1, Second 
Column because the finding was identified during an EP exercise with simulated activities and is associated with the 
failure to identify a problem associated with a non-risk significant planning standard. This finding is more than minor 
because it could be reasonably viewed as a precursor to a significant event in that had this been an actual event, PPL 
could have missed an opportunity to quickly stop a radiological release to the public and to minimize the dose exposure 
to their emergency workers. 
Inspection Report# : 2002011(pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Miscellaneous 

Significance:  Sep 28, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Excessive Worker Overtime 
The inspectors identified a non-cited violation of Technical Specification 5.2.2.e for failure to maintain adequate shift 
coverage without routine heavy use of overtime to meet the objective of operating personnel working a nominal 40 
hour week while both units are operating. A majority of operations personnel have routinely worked in excess of 
approximately 50 hours per week (25% overtime) to provide adequate shift coverage while both units are operating. 
This violation of Technical Specification Section 5.2.2.e, "Administrative Controls - Unit Staff," is greater than minor 
because if left uncorrected the excessive work hours would contribute to an increased likelihood of human performance 
errors during normal operation and plant events. The finding is not suitable for SDP evaluation, but has been reviewed 
by NRC management and is determined to be a Green finding of very low significance, and is not greater than very low 
significance because there were no significant events or human performance issues that were linked directly to 
personnel fatigue as a result of the hours worked.  
Inspection Report# : 2002005(pdf)  

Significance: SL-III Sep 28, 2002 
Identified By: NRC 
Item Type: VIO Violation 
Spent Fuel Cannister Filled with Wrong Gas 
An apparent violation (severity level yet to be determined) was identified that resulted in an unanalyzed condition for 
the spent fuel dry storage system. PPL filled a spent fuel storage cannister with Argon and Helium gases instead of 
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using all Helium gas as required by the Certificate of Compliance No. 1004 for the NUHOMS-52B Dry Cask Fuel 
Storage System. The 10 CFR Part 72 Technical Specification 1.2.3, "24P and 52B DSC Helium Backfill Pressure," 
requires a helium backfill pressure of 2.5 pounds per square inch (psig) +/- 2.5 psig (stable for 30 minutes after filling). 
This issue is considered an apparent violation that resulted in an unanalyzed condition for a storage system designed to 
prevent or mitigate a serious safety event being degraded to the extent that a detailed evaluation was required to 
determine its operability. The issue is being considered for escalated enforcement in accordance with the NRC 
Enforcement Policy, NUREG 1600, Supplement VI, "Fuel Cycle and Materials Operations." 
Inspection Report# : 2002005(pdf)  

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

Initiating Events 

Mitigating Systems 

Significance:  May 16, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
RHR Soft Fill after LOOP 
A non-cited violation of 10 CFR 50, Appendix B, Criterion V, was identified regarding inadequate procedural guidance 
for placing the residual heat removal system (RHR) suppression pool cooling in service during a condition of low RHR 
loop pressure. The finding was determined to be greater than minor because it affected the mitigating systems and 
barrier integrity objectives of the suppression pool cooling (SPC) function. The procedural method could have 
challenged the integrity of the affected RHR loop components by creating the potential for a significant water hammer 
condition. The finding was determined to be of very low safety significance through a SDP, Phase 3 analysis because 
only one train of RHR was in suppression pool cooling for a limited time period over a year, and the remaining train 
would be unaffected. This issue also covers Barrier Integrity  
Inspection Report# : 2003006(pdf)  

Significance:  May 16, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
RHR Hard Card vs Procedural Difference 
A non-cited violation of 10 CFR 50, Appendix B, Criterion V, was identified regarding inadequate procedural guidance 
for operation of RHR in the suppression pool cooling (SPC) mode with a low pressure coolant injection (LPCI) signal 
present. The finding was determined to be greater than minor because it affected the mitigating systems and barrier 
integrity objectives of the suppression pool cooling function, in that the hard card, a procedure attachment that 
summarizes the detailed steps of the procedure, associated with the SPC procedure contained steps which would have 
resulted in an incorrect valve alignment resulting in no flow through the RHR heat exchangers. The finding was 
determined to be of very low safety significance through a SDP, Phase 3 analysis because the operating procedure was 
correct and the operators had extensive training and practice at SPC operation. This issue also covers barrier integrity. 
Inspection Report# : 2003006(pdf)  

Significance:  Dec 28, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Demonstrate the Effectiveness of Preventative Maintenance Nor Set Goals and Monitor the Unit 1 
and 2 Emergency Lighting Systems 
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The inspectors identified a non-cited violation of 10 CFR 50.65 (a)(2), the Maintenance Rule, because PPL did not 
demonstrate the effectiveness of preventative maintenance for the emergency lighting systems and did not place the 
systems in a 50.65(a)(1) category and monitor against established goals. As a result, a progressive degradation of the 
125 VDC emergency lighting systems occurred that caused the lighting systems to not be capable of performing their 
intended function. This finding was more than minor because PPL's maintenance rule 10 CFR 50.65 (a)(2) 
demonstration became invalid when the lighting system degradation resulted in a loss of the system's function. This 
finding was only of very low safety significance because the finding did not contribute to a loss of mitigation 
equipment functions, and did not increase the likelihood of a fire or flooding event. In addition, during the period that 
the emergency lights were unavailable, there was no actual loss of normal lighting. A contributing cause of this finding 
was related to the Problem Identification and Resolution cross-cutting area. Plant personnel did not identify and report 
numerous emergency lights which had burnt out. The lack of problem identification contributed to the systems' 
progressive degradation. The causal relationship between this finding and the cross-cutting area was that plant 
personnel did not identify that numerous emergency lights were not functional and, as a result, the systems degraded to 
a point where they could not perform their intended functions. 
Inspection Report# : 2002006(pdf)  

Significance:  Dec 28, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Written Procedures for Control of Plant Equipment and the Fire Protection Program 
The inspectors identified a non-cited violation of Technical Specification 5.4.1, with two examples, because PPL did 
not implement their written procedures for the fire protection program and the control of plant equipment. The removal 
of the Unit 1 emergency lighting system was not adequately communicated to the control room (failure to control plant 
equipment). As a result, during replacement of the Unit 1 emergency lighting system 125 VDC battery, PPL did not 
perform required compensatory actions to provide portable sealed beam hand lights throughout the plant. This finding 
was more than minor because it affected the mitigating systems cornerstone objective. A lack of emergency lights had a 
direct relationship to the cornerstone's objective because the performance deficiency affected the cornerstone's human 
performance attribute, in that post-event human errors could reasonably increase. This finding was only of very low 
safety significance because it did not represent an actual loss of a safety function for Technical Specification 
equipment, or an actual loss of non-Technical Specification equipment designated as risk significant. In addition, 
during the period that the emergency lights were unavailable, there was no actual loss of normal lighting. A 
contributing cause of this finding was related to the Human Performance cross-cutting area. The causal relationship 
between this finding and the cross-cutting area was that plant operators did not follow procedures to monitor system 
status and control plant equipment, and, as a result, did not perform required compensatory actions.  
Inspection Report# : 2002006(pdf)  

Significance:  Aug 30, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Fire Barrier Surveillance 
The inspectors identified a Green non-cited violation of License Condition 2.C(6) of operating license NPF-14 (Unit 1) 
and License Condition 2.C.3 of operating license NPF-22 (Unit 2) because PPL failed to identify and correct degraded 
gypsum board during the surveillance of the upper cable spreading room (UCSR) structural fire barriers. This 
surveillance was conducted on April 30, 2002, in accordance with Procedure SE-013-007, "24 Month Inspection of 
Unit Common Fire Barriers," and the provisions of section 1.4.2, "Compliance," of the approved fire protection 
program described in the Susquehanna Steam Electric Station (SSES) Fire Protection Review Report (FPRR). The 
failure to identify and correct degraded fire barriers could result in a fire impacting multiple fire areas thereby having 
an adverse impact on safety. This finding was of very low safety significance (Green) because the likelihood of 
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occurrence of a fire that could damage safety-related equipment in this area and propagate to other areas is small, and 
because equipment and procedures were available to shutdown the plants from the control room. 
Inspection Report# : 2002008(pdf)  

Significance:  Aug 30, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate UCSR Under-Floor CO2 Suppression System 
The inspectors identified a Green non-cited violation of License Condition 2.C(6) of operating license NPF-14 (Unit 1) 
and License Condition 2.C.3 of operating license NPF-22 (Unit 2) because PPL could not demonstrate that the Units 1 
and 2 total flooding CO2 system would be able to reach and maintain the required concentration of CO2 to extinguish a 
deep seated fire affecting the Units UCSR under-floor area. The need to reach and maintain the required CO2 
concentrations are established by NFPA 12 "Standard on Carbon Dioxide Extinguishing Systems," (1973 Edition) and 
required by the SSES FPRR. The failure to ensure the design adequacy of the CO2 systems could result in a more 
challenging fire which would stress the remaining defense-in-depth elements and, thereby, have an adverse impact on 
safety. This finding was of very low safety significance (Green) because the likelihood of occurrence of a fire that 
could damage safety-related equipment in the UCSRs under-floor area is small, and equipment and procedures were 
available to shutdown the plants from the control room. 
Inspection Report# : 2002008(pdf)  

Significance:  Aug 30, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate UCSR and LCSR Pre-Action Sprinkler System 
The inspectors identified a Green non-cited violation of License Condition 2.C(6) of operating license NPF-14 (Unit 1) 
and License Condition 2.C.3 of operating license NPF-22 (Unit 2) because PPL could not demonstrate that the pre-
action sprinkler system in the Units 1 and 2 UCSRs and lower cable spreading rooms (LCSR) met the requirements of 
NFPA 13, "Standard for the Installation of Sprinkler Systems" with regard to the placement of the sprinkler heads, area 
of sprinkler head coverage and obstruction of the sprinkler heads. NFPA 13 (1974 Edition) is the SSES code of record 
for the pre-action sprinkler system and required by the SSES FPRR. The failure to ensure the design adequacy of the 
pre-action sprinkler systems could result in a more challenging fire which would stress the remaining defense-in-depth 
elements and thereby have an adverse impact on safety. This finding was of very low safety significance (Green) 
because the likelihood of occurrence of a fire that could damage safety-related equipment in the affected areas is small, 
and equipment and procedures were available to shutdown the plants from the control room. 
Inspection Report# : 2002008(pdf)  

Barrier Integrity 

Significance:  Jun 28, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Standby Gas Treatment System Damper Failure 
A self-revealing non-cited violation of very low safety significance of Technical Specification 5.4.1 was identified, 
because PPL did not adequately implement their written procedures for post maintenance testing of a standby gas 
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treatment system (SGTS) damper. On November 19, 2002, maintenance was performed on the damper and the damper 
was returned to an operable status without performing an adequate post maintenance or operational test. The inadequate 
test did not verify that the damper could perform its safety function after completion of maintenance activities. Four 
months later, PPL discovered that the damper could not perform its safety function. PPL corrected the condition and 
restored the damper to an operable condition. This finding is more than minor because it is similar to examples 1.a and 
5.b in NRC Inspection Manual 0612 Appendix E, "Examples of Minor Issues." This violation is of very low safety 
significance because the finding only represented a degradation of the radiological barrier function provided by the 
SGTS. During the 4 month period, there were no events that required a SGTS actuation. A contributing cause of this 
finding was related to the Human Performance cross-cutting area, in that maintenance technicians and operators did not 
follow procedures to perform an adequate post maintenance test. As a result, the component was returned to service 
while in a degraded condition and was unable to perform its safety function. 
Inspection Report# : 2003003(pdf)  

Emergency Preparedness 

Significance:  Dec 28, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Implement Emergency Plan Procedures for Event Classification During an Actual Event 
(Declared Unusual Event) 
The inspectors identified a non-cited violation of 10 CFR 50.54(q), "Conditions of Licenses for Emergency Plans," 
because PPL did not follow their written procedures for their Emergency Plan, Section 5.1, "Classification System." As 
a result, PPL did not obtain sufficient information, available from security and other plant personnel, related to a 
transformer failure (explosion and fire), to adequately evaluate plant conditions against the appropriate Emergency Plan 
classification criteria. This finding was more than minor because it affected the Emergency Preparedness cornerstone 
objective, to ensure that PPL is capable of implementing adequate measures to protect public health and safety in 
response to an actual event. The inadequate assessment of all available plant information could lead to an incorrect or 
missed event classification. In addition, it could result in delayed activation of the on-shift emergency response 
organization and delayed notification to off-site agencies. This finding was only of very low safety significance, and 
was not greater than very low safety significance, because the performance issue occurred during an actual Unusual 
Event and did not occur during an event of a higher emergency classification. 
Inspection Report# : 2002006(pdf)  

Significance:  Dec 28, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Emergency Plan Procedures to Use a Trained Individual for Control Room 
Communicator During an Actual Event (Declared Unusual Event) 
The inspectors identified a non-cited violation of 10 CFR 50.54(q), "Conditions of Licenses for Emergency Plans," 
because PPL did not follow their written procedures for their Emergency Plan, Section 6.0, "Organizational Control of 
Emergencies." As a result, during a declared Unusual Event, PPL used an individual who was not pre-assigned or 
trained, per procedure, to perform the control room communicator function. This contributed to PPL's inadequate 
communication to the NRC on the cause of the event classification. This finding was more than minor because it 
affected the Emergency Preparedness cornerstone objective, to ensure that PPL is capable of implementing adequate 
measures to protect public health and safety in response to an actual event. Contrary to plant procedures, PPL did not 

Page 4 of 62Q/2003 Inspection Findings - Susquehanna 1

10/08/2003file://C:\RROP\NRR\OVERSIGHT\ASSESS\SUSQ1\susq1_pim.html



use a trained person to perform the control room communicator function during an actual event. This performance 
deficiency had a direct relationship to the cornerstone's emergency response organization performance attribute, in that 
the untrained individual provided the wrong reason for the event classification to an off-site agency. This finding was 
only of very low safety significance, and was not greater than very low safety significance, because the performance 
issue occurred during an actual Unusual Event and did not occur during an event of a higher emergency classification. 
A contributing cause of this finding was related to the Human Performance cross-cutting area. The causal relationship 
between this finding and the cross-cutting area was that plant operators did not follow procedures to use a trained 
individual as the control room communicator. 
Inspection Report# : 2002006(pdf)  

Significance:  Oct 11, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify Performance Deficiencies by an In-Plant Repair Team 
The inspectors identified a finding of very low safety significance (Green) that is also a non-cited violation of 10 CFR 
50.47(b)(14) and Appendix E.IV.F.2.g., formal critiques shall identify weak or deficient areas that need correction. The 
licensee failed to identify an exercise deficiency regarding the inadequate performance of an in-plant repair team in 
performing a critical task to stop the off-site release during the biennial full scale exercise. Consequently, the repair 
team was exposed to a higher (simulated) dose than necessary and an opportunity to stop the off-site release was 
significantly delayed. This finding was determined to be of very low safety significance (Green) by the using the 
Emergency Preparedness (EP) SDP, Manual Chapter 0609, EP Risk Determination Flow Chart, Sheet 1, Second 
Column because the finding was identified during an EP exercise with simulated activities and is associated with the 
failure to identify a problem associated with a non-risk significant planning standard. This finding is more than minor 
because it could be reasonably viewed as a precursor to a significant event in that had this been an actual event, PPL 
could have missed an opportunity to quickly stop a radiological release to the public and to minimize the dose exposure 
to their emergency workers. 
Inspection Report# : 2002011(pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Miscellaneous 

Significance:  Sep 28, 2002 
Identified By: NRC 
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Item Type: NCV NonCited Violation 
Excessive Worker Overtime 
The inspectors identified a non-cited violation of Technical Specification 5.2.2.e for failure to maintain adequate shift 
coverage without routine heavy use of overtime to meet the objective of operating personnel working a nominal 40 
hour week while both units are operating. A majority of operations personnel have routinely worked in excess of 
approximately 50 hours per week (25% overtime) to provide adequate shift coverage while both units are operating. 
This violation of Technical Specification Section 5.2.2.e, "Administrative Controls - Unit Staff," is greater than minor 
because if left uncorrected the excessive work hours would contribute to an increased likelihood of human performance 
errors during normal operation and plant events. The finding is not suitable for SDP evaluation, but has been reviewed 
by NRC management and is determined to be a Green finding of very low significance, and is not greater than very low 
significance because there were no significant events or human performance issues that were linked directly to 
personnel fatigue as a result of the hours worked.  
Inspection Report# : 2002005(pdf)  

Significance: SL-III Sep 28, 2002 
Identified By: NRC 
Item Type: VIO Violation 
Spent Fuel Cannister Filled with Wrong Gas 
An apparent violation (severity level yet to be determined) was identified that resulted in an unanalyzed condition for 
the spent fuel dry storage system. PPL filled a spent fuel storage cannister with Argon and Helium gases instead of 
using all Helium gas as required by the Certificate of Compliance No. 1004 for the NUHOMS-52B Dry Cask Fuel 
Storage System. The 10 CFR Part 72 Technical Specification 1.2.3, "24P and 52B DSC Helium Backfill Pressure," 
requires a helium backfill pressure of 2.5 pounds per square inch (psig) +/- 2.5 psig (stable for 30 minutes after filling). 
This issue is considered an apparent violation that resulted in an unanalyzed condition for a storage system designed to 
prevent or mitigate a serious safety event being degraded to the extent that a detailed evaluation was required to 
determine its operability. The issue is being considered for escalated enforcement in accordance with the NRC 
Enforcement Policy, NUREG 1600, Supplement VI, "Fuel Cycle and Materials Operations." 
Inspection Report# : 2002005(pdf)  

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

Initiating Events 

Significance:  Sep 27, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Did Not Properly Implement Feed Pump test and Caused Feed Pump trip 
A self-revealing event resulted in a non-cited violation of Technical Specification section 5.4.1, because a plant control 
operator did not implement operating procedure OP-145-001, "Reactor Feed Pump and Reactor Feed Pump Lube Oil 
System," Section 2.11, "Emergency Governor and Trip Lockout Exerciser Test," as written for the "C" reactor feed 
pump. As a result, the "C" reactor feed pump tripped and the reactor automatically shutdown due to low reactor vessel 
water level.  
This finding is greater than minor because it is similar to example 4.b in NRC Inspection Manual 0612 Appendix E, 
"Examples of Minor Issues." In accordance with IMC 0609, Appendix A, "Significance Determination of Reactor 
Inspection Findings for At-Power Situations," the inspector determined that the finding was of very low safety 
significance (Green) using a Phase 2 significance determination process evaluation.  
A contributing cause of this finding is related to the Human Performance cross-cutting area, in that a control room 
operator did not follow a reactor feed pump test procedure. As a result, the "C" reactor feed pump tripped and the 
reactor automatically shutdown due to low reactor water level.  
A second contributing cause of this finding is related to the problem identification and resolution cross-cutting area 
because PPL did not take meaningful corrective actions for a September 1999 trip of a reactor feed pump while 
performing the same emergency governor trip test. The same probable cause for the 1999 reactor feed pump trip, 
self/peer checking standards not applied, was the same probable cause of the 2003 event. 
Inspection Report# : 2003004(pdf)  

Mitigating Systems 

Significance:  Sep 27, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
D EDG Bolt Failure - ause Not Determined Prior to Return to Service 
The inspectors identified a non-cited violation of 10 CFR 50 Appendix B Criterion XVI of very low safety significance 
(Green). On March 19, 2003, PPL returned the "D" EDG to an operable status without adequately determining the 
cause of a linkage connecting bolt to fall off. The bolt connects the governor positioner arm to the fuel supply rack. 
PPL's initial repair was not sufficient to prevent repetition because although the bolt was initially reinstalled, it was not 
tightened to the required torque value of 25-30 foot pounds as required by the diesel vendor and plant procedures. On 
March 21, 2003, PPL removed the EDG from service and tightened the linkage connecting bolt to the required torque 
value.  
This finding is greater than minor because it adversely impacts the equipment performance attribute of the mitigating 
system cornerstone and adversely affects the cornerstone objective in that the finding is associated with the reliability 
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of the "D" EDG to respond to initiating events and prevent core damage. This finding is of very low safety significance 
(Green) using phase one of the significance determination process. The issue does not result in an actual loss of safety 
function of a system or the loss of safety function of a single train for greater than the Technical Specification allowed 
outage time of 72 hours. In addition, the finding is not risk significant due to seismic, fire, flooding, or severe weather 
initiating events.  
This finding is related to the Problem Identification and Resolution (PI&R) cross-cutting area because PPL did not 
identify the cause of a significant condition adverse to quality and take corrective actions to prevent recurrence. 
Inspection Report# : 2003004(pdf)  

Significance:  May 16, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
RHR Soft Fill after LOOP 
A non-cited violation of 10 CFR 50, Appendix B, Criterion V, was identified regarding inadequate procedural guidance 
for placing the residual heat removal system (RHR) suppression pool cooling in service during a condition of low RHR 
loop pressure.  
The finding was determined to be greater than minor because it affected the mitigating systems and barrier integrity 
objectives of the suppression pool cooling (SPC) function. The procedural method could have challenged the integrity 
of the affected RHR loop components by creating the potential for a significant water hammer condition. The finding 
was determined to be of very low safety significance through a SDP, Phase 3 analysis because only one train of RHR 
was in suppression pool cooling for a limited time period over a year, and the remaining train would be unaffected.  
This issue also covers Barrier Integrity  
 
Inspection Report# : 2003006(pdf)  

Significance:  May 16, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
RHR Hard Card vs Procedural Difference 
A non-cited violation of 10 CFR 50, Appendix B, Criterion V, was identified regarding inadequate procedural guidance 
for operation of RHR in the suppression pool cooling (SPC) mode with a low pressure coolant injection (LPCI) signal 
present.  
The finding was determined to be greater than minor because it affected the mitigating systems and barrier integrity 
objectives of the suppression pool cooling function, in that the hard card, a procedure attachment that summarizes the 
detailed steps of the procedure, associated with the SPC procedure contained steps which would have resulted in an 
incorrect valve alignment resulting in no flow through the RHR heat exchangers. The finding was determined to be of 
very low safety significance through a SDP, Phase 3 analysis because the operating procedure was correct and the 
operators had extensive training and practice at SPC operation.  
This issue also covers barrier integrity. 
Inspection Report# : 2003006(pdf)  

Significance:  Dec 28, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Demonstrate the Effectiveness of Preventative Maintenance Nor Set Goals and Monitor the Unit 1 
and 2 Emergency Lighting Systems 
The inspectors identified a non-cited violation of 10 CFR 50.65 (a)(2), the Maintenance Rule, because PPL did not 
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demonstrate the effectiveness of preventative maintenance for the emergency lighting systems and did not place the 
systems in a 50.65(a)(1) category and monitor against established goals. As a result, a progressive degradation of the 
125 VDC emergency lighting systems occurred that caused the lighting systems to not be capable of performing their 
intended function.  
This finding was more than minor because PPL's maintenance rule 10 CFR 50.65 (a)(2) demonstration became invalid 
when the lighting system degradation resulted in a loss of the system's function. This finding was only of very low 
safety significance because the finding did not contribute to a loss of mitigation equipment functions, and did not 
increase the likelihood of a fire or flooding event. In addition, during the period that the emergency lights were 
unavailable, there was no actual loss of normal lighting.  
A contributing cause of this finding was related to the Problem Identification and Resolution cross-cutting area. Plant 
personnel did not identify and report numerous emergency lights which had burnt out. The lack of problem 
identification contributed to the systems' progressive degradation. The causal relationship between this finding and the 
cross-cutting area was that plant personnel did not identify that numerous emergency lights were not functional and, as 
a result, the systems degraded to a point where they could not perform their intended functions. 
Inspection Report# : 2002006(pdf)  

Significance:  Dec 28, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Written Procedures for Control of Plant Equipment and the Fire Protection Program 
The inspectors identified a non-cited violation of Technical Specification 5.4.1, with two examples, because PPL did 
not implement their written procedures for the fire protection program and the control of plant equipment. The removal 
of the Unit 1 emergency lighting system was not adequately communicated to the control room (failure to control plant 
equipment). As a result, during replacement of the Unit 1 emergency lighting system 125 VDC battery, PPL did not 
perform required compensatory actions to provide portable sealed beam hand lights throughout the plant.  
This finding was more than minor because it affected the mitigating systems cornerstone objective. A lack of 
emergency lights had a direct relationship to the cornerstone's objective because the performance deficiency affected 
the cornerstone's human performance attribute, in that post-event human errors could reasonably increase. This finding 
was only of very low safety significance because it did not represent an actual loss of a safety function for Technical 
Specification equipment, or an actual loss of non-Technical Specification equipment designated as risk significant. In 
addition, during the period that the emergency lights were unavailable, there was no actual loss of normal lighting.  
A contributing cause of this finding was related to the Human Performance cross-cutting area. The causal relationship 
between this finding and the cross-cutting area was that plant operators did not follow procedures to monitor system 
status and control plant equipment, and, as a result, did not perform required compensatory actions.  
 
Inspection Report# : 2002006(pdf)  

Barrier Integrity 

Significance:  Jun 28, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Standby Gas Treatment System Damper Failure 
A self-revealing non-cited violation of very low safety significance of Technical Specification 5.4.1 was identified, 
because PPL did not adequately implement their written procedures for post maintenance testing of a standby gas 
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treatment system (SGTS) damper. On November 19, 2002, maintenance was performed on the damper and the damper 
was returned to an operable status without performing an adequate post maintenance or operational test. The inadequate 
test did not verify that the damper could perform its safety function after completion of maintenance activities. Four 
months later, PPL discovered that the damper could not perform its safety function. PPL corrected the condition and 
restored the damper to an operable condition.  
This finding is more than minor because it is similar to examples 1.a and 5.b in NRC Inspection Manual 0612 
Appendix E, "Examples of Minor Issues." This violation is of very low safety significance because the finding only 
represented a degradation of the radiological barrier function provided by the SGTS. During the 4 month period, there 
were no events that required a SGTS actuation.  
A contributing cause of this finding was related to the Human Performance cross-cutting area, in that maintenance 
technicians and operators did not follow procedures to perform an adequate post maintenance test. As a result, the 
component was returned to service while in a degraded condition and was unable to perform its safety function. 
Inspection Report# : 2003003(pdf)  

Emergency Preparedness 

Significance:  Dec 28, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Implement Emergency Plan Procedures for Event Classification During an Actual Event 
(Declared Unusual Event) 
The inspectors identified a non-cited violation of 10 CFR 50.54(q), "Conditions of Licenses for Emergency Plans," 
because PPL did not follow their written procedures for their Emergency Plan, Section 5.1, "Classification System." As 
a result, PPL did not obtain sufficient information, available from security and other plant personnel, related to a 
transformer failure (explosion and fire), to adequately evaluate plant conditions against the appropriate Emergency Plan 
classification criteria.  
This finding was more than minor because it affected the Emergency Preparedness cornerstone objective, to ensure that 
PPL is capable of implementing adequate measures to protect public health and safety in response to an actual event. 
The inadequate assessment of all available plant information could lead to an incorrect or missed event classification. 
In addition, it could result in delayed activation of the on-shift emergency response organization and delayed 
notification to off-site agencies. This finding was only of very low safety significance, and was not greater than very 
low safety significance, because the performance issue occurred during an actual Unusual Event and did not occur 
during an event of a higher emergency classification. 
Inspection Report# : 2002006(pdf)  

Significance:  Dec 28, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Emergency Plan Procedures to Use a Trained Individual for Control Room 
Communicator During an Actual Event (Declared Unusual Event) 
The inspectors identified a non-cited violation of 10 CFR 50.54(q), "Conditions of Licenses for Emergency Plans," 
because PPL did not follow their written procedures for their Emergency Plan, Section 6.0, "Organizational Control of 
Emergencies." As a result, during a declared Unusual Event, PPL used an individual who was not pre-assigned or 
trained, per procedure, to perform the control room communicator function. This contributed to PPL's inadequate 
communication to the NRC on the cause of the event classification. 

Page 4 of 63Q/2003 Inspection Findings - Susquehanna 1

01/12/2004file://C:\RROP\NRR\OVERSIGHT\ASSESS\SUSQ1\susq1_pim.html



This finding was more than minor because it affected the Emergency Preparedness cornerstone objective, to ensure that 
PPL is capable of implementing adequate measures to protect public health and safety in response to an actual event. 
Contrary to plant procedures, PPL did not use a trained person to perform the control room communicator function 
during an actual event. This performance deficiency had a direct relationship to the cornerstone's emergency response 
organization performance attribute, in that the untrained individual provided the wrong reason for the event 
classification to an off-site agency. This finding was only of very low safety significance, and was not greater than very 
low safety significance, because the performance issue occurred during an actual Unusual Event and did not occur 
during an event of a higher emergency classification.  
A contributing cause of this finding was related to the Human Performance cross-cutting area. The causal relationship 
between this finding and the cross-cutting area was that plant operators did not follow procedures to use a trained 
individual as the control room communicator. 
Inspection Report# : 2002006(pdf)  

Significance:  Oct 11, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify Performance Deficiencies by an In-Plant Repair Team 
The inspectors identified a finding of very low safety significance (Green) that is also a non-cited violation of 10 CFR 
50.47(b)(14) and Appendix E.IV.F.2.g., formal critiques shall identify weak or deficient areas that need correction. The 
licensee failed to identify an exercise deficiency regarding the inadequate performance of an in-plant repair team in 
performing a critical task to stop the off-site release during the biennial full scale exercise. Consequently, the repair 
team was exposed to a higher (simulated) dose than necessary and an opportunity to stop the off-site release was 
significantly delayed.  
This finding was determined to be of very low safety significance (Green) by the using the Emergency Preparedness 
(EP) SDP, Manual Chapter 0609, EP Risk Determination Flow Chart, Sheet 1, Second Column because the finding was 
identified during an EP exercise with simulated activities and is associated with the failure to identify a problem 
associated with a non-risk significant planning standard. This finding is more than minor because it could be 
reasonably viewed as a precursor to a significant event in that had this been an actual event, PPL could have missed an 
opportunity to quickly stop a radiological release to the public and to minimize the dose exposure to their emergency 
workers. 
Inspection Report# : 2002011(pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Miscellaneous 
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Significance: SL-III Sep 28, 2002 
Identified By: NRC 
Item Type: VIO Violation 
Spent Fuel Cannister Filled with Wrong Gas 
An apparent violation (severity level yet to be determined) was identified that resulted in an unanalyzed condition for 
the spent fuel dry storage system. PPL filled a spent fuel storage cannister with Argon and Helium gases instead of 
using all Helium gas as required by the Certificate of Compliance No. 1004 for the NUHOMS-52B Dry Cask Fuel 
Storage System. The 10 CFR Part 72 Technical Specification 1.2.3, "24P and 52B DSC Helium Backfill Pressure," 
requires a helium backfill pressure of 2.5 pounds per square inch (psig) +/- 2.5 psig (stable for 30 minutes after filling). 
This issue is considered an apparent violation that resulted in an unanalyzed condition for a storage system designed to 
prevent or mitigate a serious safety event being degraded to the extent that a detailed evaluation was required to 
determine its operability. The issue is being considered for escalated enforcement in accordance with the NRC 
Enforcement Policy, NUREG 1600, Supplement VI, "Fuel Cycle and Materials Operations." 
Inspection Report# : 2002005(pdf)  

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

Initiating Events 

Significance:  Sep 27, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Did Not Properly Implement Feed Pump test and Caused Feed Pump trip 
A self-revealing event resulted in a non-cited violation of Technical Specification section 5.4.1, because a plant control 
operator did not implement operating procedure OP-145-001, "Reactor Feed Pump and Reactor Feed Pump Lube Oil 
System," Section 2.11, "Emergency Governor and Trip Lockout Exerciser Test," as written for the "C" reactor feed 
pump. As a result, the "C" reactor feed pump tripped and the reactor automatically shutdown due to low reactor vessel 
water level.  
This finding is greater than minor because it is similar to example 4.b in NRC Inspection Manual 0612 Appendix E, 
"Examples of Minor Issues." In accordance with IMC 0609, Appendix A, "Significance Determination of Reactor 
Inspection Findings for At-Power Situations," the inspector determined that the finding was of very low safety 
significance (Green) using a Phase 2 significance determination process evaluation.  
A contributing cause of this finding is related to the Human Performance cross-cutting area, in that a control room 
operator did not follow a reactor feed pump test procedure. As a result, the "C" reactor feed pump tripped and the 
reactor automatically shutdown due to low reactor water level.  
A second contributing cause of this finding is related to the problem identification and resolution cross-cutting area 
because PPL did not take meaningful corrective actions for a September 1999 trip of a reactor feed pump while 
performing the same emergency governor trip test. The same probable cause for the 1999 reactor feed pump trip, 
self/peer checking standards not applied, was the same probable cause of the 2003 event. 
Inspection Report# : 2003004(pdf)  

Mitigating Systems 

Significance:  Sep 27, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
D EDG Bolt Failure - Cause Not Determined Prior to Return to Service 
The inspectors identified a non-cited violation of 10 CFR 50 Appendix B Criterion XVI of very low safety significance 
(Green). On March 19, 2003, PPL returned the "D" EDG to an operable status without adequately determining the 
cause of a linkage connecting bolt to fall off. The bolt connects the governor positioner arm to the fuel supply rack. 
PPL's initial repair was not sufficient to prevent repetition because although the bolt was initially reinstalled, it was not 
tightened to the required torque value of 25-30 foot pounds as required by the diesel vendor and plant procedures. On 
March 21, 2003, PPL removed the EDG from service and tightened the linkage connecting bolt to the required torque 
value.  
This finding is greater than minor because it adversely impacts the equipment performance attribute of the mitigating 
system cornerstone and adversely affects the cornerstone objective in that the finding is associated with the reliability 
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of the "D" EDG to respond to initiating events and prevent core damage. This finding is of very low safety significance 
(Green) using phase one of the significance determination process. The issue does not result in an actual loss of safety 
function of a system or the loss of safety function of a single train for greater than the Technical Specification allowed 
outage time of 72 hours. In addition, the finding is not risk significant due to seismic, fire, flooding, or severe weather 
initiating events.  
This finding is related to the Problem Identification and Resolution (PI&R) cross-cutting area because PPL did not 
identify the cause of a significant condition adverse to quality and take corrective actions to prevent recurrence. 
Inspection Report# : 2003004(pdf)  

Significance:  May 16, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
RHR Soft Fill after LOOP 
A non-cited violation of 10 CFR 50, Appendix B, Criterion V, was identified regarding inadequate procedural guidance 
for placing the residual heat removal system (RHR) suppression pool cooling in service during a condition of low RHR 
loop pressure.  
The finding was determined to be greater than minor because it affected the mitigating systems and barrier integrity 
objectives of the suppression pool cooling (SPC) function. The procedural method could have challenged the integrity 
of the affected RHR loop components by creating the potential for a significant water hammer condition. The finding 
was determined to be of very low safety significance through a SDP, Phase 3 analysis because only one train of RHR 
was in suppression pool cooling for a limited time period over a year, and the remaining train would be unaffected.  
This issue also covers Barrier Integrity  
 
Inspection Report# : 2003006(pdf)  

Significance:  May 16, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
RHR Hard Card vs Procedural Difference 
A non-cited violation of 10 CFR 50, Appendix B, Criterion V, was identified regarding inadequate procedural guidance 
for operation of RHR in the suppression pool cooling (SPC) mode with a low pressure coolant injection (LPCI) signal 
present.  
The finding was determined to be greater than minor because it affected the mitigating systems and barrier integrity 
objectives of the suppression pool cooling function, in that the hard card, a procedure attachment that summarizes the 
detailed steps of the procedure, associated with the SPC procedure contained steps which would have resulted in an 
incorrect valve alignment resulting in no flow through the RHR heat exchangers. The finding was determined to be of 
very low safety significance through a SDP, Phase 3 analysis because the operating procedure was correct and the 
operators had extensive training and practice at SPC operation.  
This issue also covers barrier integrity. 
Inspection Report# : 2003006(pdf)  

Barrier Integrity 

Significance:  Dec 31, 2003 
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Identified By: NRC 
Item Type: NCV NonCited Violation 
PPL Did Not Adequately Implement Alarm Response Procedures for a Refuel Floor Secondary Containment 
Low Differential Pressure Condition 
The inspectors identified a non-cited violation of very low safety significance of Technical Specification 5.4.1, because 
PPL did not adequately implement alarm response procedure written instructions to evaluate and correct indicated low 
differential pressure (D/P) for the refuel floor secondary containment.  
This finding affects the Barrier Integrity cornerstone and is more than minor because it is associated with the human 
performance attribute and adversely affects the objective of the Barrier Integrity cornerstone to provide reasonable 
assurance that physical design barriers provide protection against a radiological release. This finding is of very low 
safety significance because the finding only represented a potential degradation of the radiological barrier function 
provided for the spent fuel pool.  
This finding was related to the Human Performance cross-cutting area because operators did not adequately implement 
alarm response procedures to evaluate and correct indicated low D/P for the refuel floor secondary containment. 
Inspection Report# : 2003005(pdf)  

Significance:  Dec 31, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
PPL Had Multiple Opportunities, But Did Not Identify a Condition Adverse to Quality Associated with ASME 
Fail-safe Closure Testing 
The inspectors identified a non-cited violation of very low safety significance of 10 CFR 50, Appendix B, Criterion 
XVI, "Corrective Actions," because PPL did not promptly identify a condition adverse to quality. From July to 
December 2003, multiple evaluations by PPL did not identify that an American Society of Mechanical Engineers 
(ASME) fail-safe closure test was required to be performed on main steam isolation valves. The required test had not 
been performed since 1994.  
This finding affects the Barrier Integrity cornerstone and is more than minor because, similar to example 1.c in the 
NRC Inspection Manual 0612, Appendix E, "Example of Minor Issues," a required surveillance test was not performed. 
This finding is of very low safety significance because the finding did not represent an actual open pathway in the 
physical integrity of the reactor containment.  
A contributing cause of this finding is related to the Problem Identification and Resolution cross-cutting area because, 
although PPL had multiple opportunities, PPL did not promptly identify a condition adverse to quality regarding 
ASME testing for the main steam isolation valves. 
Inspection Report# : 2003005(pdf)  

Significance:  Dec 31, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
PPL Did Not Perform Leakage Testing on the Scram Discharge Volume Vent and Drain Valves, and Did Not 
Have any Test Data, Evaluations, or Radiological Consequences Analysis to Justify Their Assumption 
The inspectors identified a non-cited violation of very low safety significance of Technical Specification 5.5.6, 
"Inservice Testing Program." Since initial plant startup, PPL did not perform valve seat leakage testing on the SDV 
vent and drain valves, and did not have an adequate justification that any leakage through these valves would be 
inconsequential.  
This finding affects the Barrier Integrity cornerstone and is more than minor because, similar to example 1.c in the 
NRC Inspection Manual Chapter 0612, Appendix E, "Example of Minor Issues," a required surveillance test was not 
performed. This finding is of very low safety significance because the finding did not represent an actual open pathway 
in the physical integrity of the reactor containment. 
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A contributing cause of this finding is related to the Problem Identification and Resolution cross-cutting area because 
PPL's corrective actions for a similar finding were narrowly focused and limited in scope. 
Inspection Report# : 2003005(pdf)  

Significance:  Dec 31, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
PPL Did Not Identify the Need to Perform an Evaluation Using the Current Probabilistic Risk Analysis and Did 
Not Enter the Issue into the Corrective Action Program 
The inspectors identified a non-cited violation of very low safety significance of 10 CFR 50, Appendix B, Criterion 
XVI, "Corrective Actions." PPL did not promptly identify a condition adverse to quality and did not enter it into its 
corrective action program as a condition report. Specifically, following changes made to the Probabilistic Risk Analysis 
(PRA), PPL did not identify the need to perform an evaluation utilizing the current PRA to verify that a 1998 change to 
Technical Specification 3.1.8 action statements was still valid.  
This finding is more than minor because it is associated with the configuration control attribute and affects the 
objective of the Barrier Integrity cornerstone to provide reasonable assurance that physical design barriers provide 
protection against a radiological release. This finding was determined to be of very low safety significance because it 
did not result in an actual open pathway in the physical integrity of a fission product barrier.  
A contributing cause of this finding is related to the Problem Identification and Resolution cross-cutting area in that 
PPL had prior opportunities to identify and correct this issue. 
Inspection Report# : 2003005(pdf)  

Significance:  Jun 28, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Standby Gas Treatment System Damper Failure 
A self-revealing non-cited violation of very low safety significance of Technical Specification 5.4.1 was identified, 
because PPL did not adequately implement their written procedures for post maintenance testing of a standby gas 
treatment system (SGTS) damper. On November 19, 2002, maintenance was performed on the damper and the damper 
was returned to an operable status without performing an adequate post maintenance or operational test. The inadequate 
test did not verify that the damper could perform its safety function after completion of maintenance activities. Four 
months later, PPL discovered that the damper could not perform its safety function. PPL corrected the condition and 
restored the damper to an operable condition.  
This finding is more than minor because it is similar to examples 1.a and 5.b in NRC Inspection Manual 0612 
Appendix E, "Examples of Minor Issues." This violation is of very low safety significance because the finding only 
represented a degradation of the radiological barrier function provided by the SGTS. During the 4 month period, there 
were no events that required a SGTS actuation.  
A contributing cause of this finding was related to the Human Performance cross-cutting area, in that maintenance 
technicians and operators did not follow procedures to perform an adequate post maintenance test. As a result, the 
component was returned to service while in a degraded condition and was unable to perform its safety function. 
Inspection Report# : 2003003(pdf)  

Emergency Preparedness 
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Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Miscellaneous 
Significance: SL-III Sep 28, 2002 
Identified By: NRC 
Item Type: VIO Violation 
Spent Fuel Cannister Filled with Wrong Gas 
An apparent violation (severity level yet to be determined) was identified that resulted in an unanalyzed condition for 
the spent fuel dry storage system. PPL filled a spent fuel storage cannister with Argon and Helium gases instead of 
using all Helium gas as required by the Certificate of Compliance No. 1004 for the NUHOMS-52B Dry Cask Fuel 
Storage System. The 10 CFR Part 72 Technical Specification 1.2.3, "24P and 52B DSC Helium Backfill Pressure," 
requires a helium backfill pressure of 2.5 pounds per square inch (psig) +/- 2.5 psig (stable for 30 minutes after filling). 
This issue is considered an apparent violation that resulted in an unanalyzed condition for a storage system designed to 
prevent or mitigate a serious safety event being degraded to the extent that a detailed evaluation was required to 
determine its operability. The issue is being considered for escalated enforcement in accordance with the NRC 
Enforcement Policy, NUREG 1600, Supplement VI, "Fuel Cycle and Materials Operations." 
Inspection Report# : 2002005(pdf)  

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

Initiating Events 

Significance:  Sep 27, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Did Not Properly Implement Feed Pump test and Caused Feed Pump trip 
A self-revealing event resulted in a non-cited violation of Technical Specification section 5.4.1, because a plant control operator did not 
implement operating procedure OP-145-001, "Reactor Feed Pump and Reactor Feed Pump Lube Oil System," Section 2.11, "Emergency 
Governor and Trip Lockout Exerciser Test," as written for the "C" reactor feed pump. As a result, the "C" reactor feed pump tripped and the 
reactor automatically shutdown due to low reactor vessel water level.  
This finding is greater than minor because it is similar to example 4.b in NRC Inspection Manual 0612 Appendix E, "Examples of Minor 
Issues." In accordance with IMC 0609, Appendix A, "Significance Determination of Reactor Inspection Findings for At-Power Situations," the 
inspector determined that the finding was of very low safety significance (Green) using a Phase 2 significance determination process 
evaluation.  
A contributing cause of this finding is related to the Human Performance cross-cutting area, in that a control room operator did not follow a 
reactor feed pump test procedure. As a result, the "C" reactor feed pump tripped and the reactor automatically shutdown due to low reactor 
water level.  
A second contributing cause of this finding is related to the problem identification and resolution cross-cutting area because PPL did not take 
meaningful corrective actions for a September 1999 trip of a reactor feed pump while performing the same emergency governor trip test. The 
same probable cause for the 1999 reactor feed pump trip, self/peer checking standards not applied, was the same probable cause of the 2003 
event. 
Inspection Report# : 2003004(pdf)  

Mitigating Systems 

Significance:  Feb 13, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Susquehanna did not promptly correct a condition adverse to quality associated with foaming of lubricating oil on the "D" core spray 
pump motors for both Units 1 and 2 
A non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," was identified because PPL did not adequately evaluate 
and promptly correct a condition adverse to quality associated with foaming of lubricating oil on the ‘D' core spray pump motors for both Units 
1 and 2.  
This issue is greater than minor because the ‘D' core spray pump was allowed to remain in service with a degraded condition that rendered it 
inoperable. Thus, the finding affected 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, based on a Phase 
2 significance determination process evaluation, because only one core spray train of the low pressure injection function on each unit was 
affected by this condition. 
Inspection Report# : 2004006(pdf)  

Significance:  Sep 27, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
D EDG Bolt Failure - Cause Not Determined Prior to Return to Service 
The inspectors identified a non-cited violation of 10 CFR 50 Appendix B Criterion XVI of very low safety significance (Green). On March 19, 
2003, PPL returned the "D" EDG to an operable status without adequately determining the cause of a linkage connecting bolt to fall off. The 
bolt connects the governor positioner arm to the fuel supply rack. PPL's initial repair was not sufficient to prevent repetition because although 
the bolt was initially reinstalled, it was not tightened to the required torque value of 25-30 foot pounds as required by the diesel vendor and 
plant procedures. On March 21, 2003, PPL removed the EDG from service and tightened the linkage connecting bolt to the required torque 
value.  
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This finding is greater than minor because it adversely impacts the equipment performance attribute of the mitigating system cornerstone and 
adversely affects the cornerstone objective in that the finding is associated with the reliability of the "D" EDG to respond to initiating events 
and prevent core damage. This finding is of very low safety significance (Green) using phase one of the significance determination process. 
The issue does not result in an actual loss of safety function of a system or the loss of safety function of a single train for greater than the 
Technical Specification allowed outage time of 72 hours. In addition, the finding is not risk significant due to seismic, fire, flooding, or severe 
weather initiating events.  
This finding is related to the Problem Identification and Resolution (PI&R) cross-cutting area because PPL did not identify the cause of a 
significant condition adverse to quality and take corrective actions to prevent recurrence. 
Inspection Report# : 2003004(pdf)  

Significance:  May 16, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
RHR Soft Fill after LOOP 
A non-cited violation of 10 CFR 50, Appendix B, Criterion V, was identified regarding inadequate procedural guidance for placing the residual 
heat removal system (RHR) suppression pool cooling in service during a condition of low RHR loop pressure.  
The finding was determined to be greater than minor because it affected the mitigating systems and barrier integrity objectives of the 
suppression pool cooling (SPC) function. The procedural method could have challenged the integrity of the affected RHR loop components by 
creating the potential for a significant water hammer condition. The finding was determined to be of very low safety significance through a 
SDP, Phase 3 analysis because only one train of RHR was in suppression pool cooling for a limited time period over a year, and the remaining 
train would be unaffected.  
This issue also covers Barrier Integrity  
 
Inspection Report# : 2003006(pdf)  

Significance:  May 16, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
RHR Hard Card vs Procedural Difference 
A non-cited violation of 10 CFR 50, Appendix B, Criterion V, was identified regarding inadequate procedural guidance for operation of RHR 
in the suppression pool cooling (SPC) mode with a low pressure coolant injection (LPCI) signal present.  
The finding was determined to be greater than minor because it affected the mitigating systems and barrier integrity objectives of the 
suppression pool cooling function, in that the hard card, a procedure attachment that summarizes the detailed steps of the procedure, associated 
with the SPC procedure contained steps which would have resulted in an incorrect valve alignment resulting in no flow through the RHR heat 
exchangers. The finding was determined to be of very low safety significance through a SDP, Phase 3 analysis because the operating procedure 
was correct and the operators had extensive training and practice at SPC operation.  
This issue also covers barrier integrity. 
Inspection Report# : 2003006(pdf)  

Barrier Integrity 

Significance:  Dec 31, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
PPL Did Not Adequately Implement Alarm Response Procedures for a Refuel Floor Secondary Containment Low Differential 
Pressure Condition 
The inspectors identified a non-cited violation of very low safety significance of Technical Specification 5.4.1, because PPL did not adequately 
implement alarm response procedure written instructions to evaluate and correct indicated low differential pressure (D/P) for the refuel floor 
secondary containment.  
This finding affects the Barrier Integrity cornerstone and is more than minor because it is associated with the human performance attribute and 
adversely affects the objective of the Barrier Integrity cornerstone to provide reasonable assurance that physical design barriers provide 
protection against a radiological release. This finding is of very low safety significance because the finding only represented a potential 
degradation of the radiological barrier function provided for the spent fuel pool.  
This finding was related to the Human Performance cross-cutting area because operators did not adequately implement alarm response 
procedures to evaluate and correct indicated low D/P for the refuel floor secondary containment. 
Inspection Report# : 2003005(pdf)  
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Significance:  Dec 31, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
PPL Had Multiple Opportunities, But Did Not Identify a Condition Adverse to Quality Associated with ASME Fail-safe Closure 
Testing 
The inspectors identified a non-cited violation of very low safety significance of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Actions," 
because PPL did not promptly identify a condition adverse to quality. From July to December 2003, multiple evaluations by PPL did not 
identify that an American Society of Mechanical Engineers (ASME) fail-safe closure test was required to be performed on main steam isolation 
valves. The required test had not been performed since 1994.  
This finding affects the Barrier Integrity cornerstone and is more than minor because, similar to example 1.c in the NRC Inspection Manual 
0612, Appendix E, "Example of Minor Issues," a required surveillance test was not performed. This finding is of very low safety significance 
because the finding did not represent an actual open pathway in the physical integrity of the reactor containment.  
A contributing cause of this finding is related to the Problem Identification and Resolution cross-cutting area because, although PPL had 
multiple opportunities, PPL did not promptly identify a condition adverse to quality regarding ASME testing for the main steam isolation 
valves. 
Inspection Report# : 2003005(pdf)  

Significance:  Dec 31, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
PPL Did Not Perform Leakage Testing on the Scram Discharge Volume Vent and Drain Valves, and Did Not Have any Test Data, 
Evaluations, or Radiological Consequences Analysis to Justify Their Assumption 
The inspectors identified a non-cited violation of very low safety significance of Technical Specification 5.5.6, "Inservice Testing Program." 
Since initial plant startup, PPL did not perform valve seat leakage testing on the SDV vent and drain valves, and did not have an adequate 
justification that any leakage through these valves would be inconsequential.  
This finding affects the Barrier Integrity cornerstone and is more than minor because, similar to example 1.c in the NRC Inspection Manual 
Chapter 0612, Appendix E, "Example of Minor Issues," a required surveillance test was not performed. This finding is of very low safety 
significance because the finding did not represent an actual open pathway in the physical integrity of the reactor containment.  
A contributing cause of this finding is related to the Problem Identification and Resolution cross-cutting area because PPL's corrective actions 
for a similar finding were narrowly focused and limited in scope. 
Inspection Report# : 2003005(pdf)  

Significance:  Dec 31, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
PPL Did Not Identify the Need to Perform an Evaluation Using the Current Probabilistic Risk Analysis and Did Not Enter the Issue 
into the Corrective Action Program 
The inspectors identified a non-cited violation of very low safety significance of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Actions." 
PPL did not promptly identify a condition adverse to quality and did not enter it into its corrective action program as a condition report. 
Specifically, following changes made to the Probabilistic Risk Analysis (PRA), PPL did not identify the need to perform an evaluation utilizing 
the current PRA to verify that a 1998 change to Technical Specification 3.1.8 action statements was still valid.  
This finding is more than minor because it is associated with the configuration control attribute and affects the objective of the Barrier Integrity 
cornerstone to provide reasonable assurance that physical design barriers provide protection against a radiological release. This finding was 
determined to be of very low safety significance because it did not result in an actual open pathway in the physical integrity of a fission product 
barrier.  
A contributing cause of this finding is related to the Problem Identification and Resolution cross-cutting area in that PPL had prior 
opportunities to identify and correct this issue. 
Inspection Report# : 2003005(pdf)  

Significance:  Jun 28, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Standby Gas Treatment System Damper Failure 
A self-revealing non-cited violation of very low safety significance of Technical Specification 5.4.1 was identified, because PPL did not 
adequately implement their written procedures for post maintenance testing of a standby gas treatment system (SGTS) damper. On November 
19, 2002, maintenance was performed on the damper and the damper was returned to an operable status without performing an adequate post 
maintenance or operational test. The inadequate test did not verify that the damper could perform its safety function after completion of 
maintenance activities. Four months later, PPL discovered that the damper could not perform its safety function. PPL corrected the condition 
and restored the damper to an operable condition.  
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This finding is more than minor because it is similar to examples 1.a and 5.b in NRC Inspection Manual 0612 Appendix E, "Examples of 
Minor Issues." This violation is of very low safety significance because the finding only represented a degradation of the radiological barrier 
function provided by the SGTS. During the 4 month period, there were no events that required a SGTS actuation.  
A contributing cause of this finding was related to the Human Performance cross-cutting area, in that maintenance technicians and operators 
did not follow procedures to perform an adequate post maintenance test. As a result, the component was returned to service while in a degraded 
condition and was unable to perform its safety function. 
Inspection Report# : 2003003(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Miscellaneous 
Significance: SL-III Sep 28, 2002 
Identified By: NRC 
Item Type: VIO Violation 
Spent Fuel Cannister Filled with Wrong Gas 
An apparent violation (severity level yet to be determined) was identified that resulted in an unanalyzed condition for the spent fuel dry storage 
system. PPL filled a spent fuel storage cannister with Argon and Helium gases instead of using all Helium gas as required by the Certificate of 
Compliance No. 1004 for the NUHOMS-52B Dry Cask Fuel Storage System. The 10 CFR Part 72 Technical Specification 1.2.3, "24P and 52B 
DSC Helium Backfill Pressure," requires a helium backfill pressure of 2.5 pounds per square inch (psig) +/- 2.5 psig (stable for 30 minutes 
after filling). This issue is considered an apparent violation that resulted in an unanalyzed condition for a storage system designed to prevent or 
mitigate a serious safety event being degraded to the extent that a detailed evaluation was required to determine its operability. The issue is 
being considered for escalated enforcement in accordance with the NRC Enforcement Policy, NUREG 1600, Supplement VI, "Fuel Cycle and 
Materials Operations." 
Inspection Report# : 2002005(pdf)  

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

Initiating Events 

Significance:  Sep 27, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Did Not Properly Implement Feed Pump test and Caused Feed Pump trip 
A self-revealing event resulted in a non-cited violation of Technical Specification section 5.4.1, because a plant control operator did not implement 
operating procedure OP-145-001, "Reactor Feed Pump and Reactor Feed Pump Lube Oil System," Section 2.11, "Emergency Governor and Trip 
Lockout Exerciser Test," as written for the "C" reactor feed pump. As a result, the "C" reactor feed pump tripped and the reactor automatically shutdown 
due to low reactor vessel water level.  
This finding is greater than minor because it is similar to example 4.b in NRC Inspection Manual 0612 Appendix E, "Examples of Minor Issues." In 
accordance with IMC 0609, Appendix A, "Significance Determination of Reactor Inspection Findings for At-Power Situations," the inspector 
determined that the finding was of very low safety significance (Green) using a Phase 2 significance determination process evaluation.  
A contributing cause of this finding is related to the Human Performance cross-cutting area, in that a control room operator did not follow a reactor feed 
pump test procedure. As a result, the "C" reactor feed pump tripped and the reactor automatically shutdown due to low reactor water level.  
A second contributing cause of this finding is related to the problem identification and resolution cross-cutting area because PPL did not take 
meaningful corrective actions for a September 1999 trip of a reactor feed pump while performing the same emergency governor trip test. The same 
probable cause for the 1999 reactor feed pump trip, self/peer checking standards not applied, was the same probable cause of the 2003 event. 
Inspection Report# : 2003004(pdf)  

Mitigating Systems 

Significance:  Jun 30, 2004 
Identified By: NRC 
Item Type: FIN Finding 
Loss of One Offsite Power Source to Unit 1 (Outage Unit) 
A self-revealing finding was identified because PPL did not ensure that the contract workers cleaning the Unit 1 cooling tower maintained the required 
minimum distance from an energized electrical line as required by PPL's Safety Operations Safety Rule Book. Subsequently, the bucket lift contacted 
the 230 KV line which resulted in the loss of one of two offsite electrical power sources for Unit 1. Unit 1, shutdown for a refuel and maintenance 
outage, lost one of two alternate decay heat removal systems that provide cooling for the shutdown reactor fuel.  
This finding is more than minor because it affects the Mitigating Systems cornerstone attributes in that the human performance deficiency led to an 
actual loss of the Unit 1 fuel pool cooling system. The deficiency resulted in a loss of electrical power to an alternate decay heat removal system (spent 
fuel pool cooling) for the shutdown Unit 1 reactor. The error adversely affected the objective of the Mitigating Systems cornerstone to ensure the 
availability, reliability and capability of systems that respond to initiating events to prevent reactor core damage. The finding is of very low safety 
significance because the Unit 1 reactor water temperature minimally increased approximately 2 degrees Fahrenheit. (Section 1R14.1) 
Inspection Report# : 2004003(pdf)  

Significance:  Apr 23, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify Loose Governor Hold-Down Bolts 
The inspectors identified a non-cited violation for the licensee's failure to identify loose governor mounting screws on the ‘A' EDG prior to January 
2004. The loose mounting screws could have been identified in September and December 2003 when oil leaks were identified, documented, and cleaned 
without determining the source of the leak.  
The finding is more than minor because, if not corrected, the loose governor mounting screws could have resulted in erratic operation of the diesel 
generator when needed to mitigate loss of offsite power scenarios. 
Inspection Report# : 2004007(pdf)  

Significance:  Apr 23, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Maintenance Work Instructions Not Implemented to Tighten a "D" Emergency Diesel Generator Governor Bolt 
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The inspectors identified a non-cited violation for the licensee's failure to comply with work package instructions during replacement of the governor on 
the "D" emergency diesel generator (EDG). This violation is related to the failure to torque the connecting bolt between the governor output shaft arm 
and the fuel rack linkage, which resulted in the fuel rack linkage becoming detached in March, 2003, making the EDG inoperable. This finding is 
greater than minor because it affected the Mitigating System Cornerstone objective of equipment reliability, in that the function of the ‘D' emergency 
diesel generator was compromised when the fuel rack linkage separated. The finding is of very low safety significance because the other three divisional 
EDGs remained operable, and the ‘E' EDG could have been substituted for the failed ‘D' EDG. This issue also covers Human Performance cross-cutting 
area. 
Inspection Report# : 2004007(pdf)  

Significance:  Mar 31, 2004 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
A EDG Unplanned Start due to Procedure Implementation Error 
A self-revealing event resulted in a non-cited violation of Technical Specification section 5.4.1, because a non-licensed plant operator (NPO) did not 
implement the alternating current (AC) electrical system shutdown procedure TP-105-006, "Load Center 1B210 Outage Coordination Procedure," as 
written in accordance with Technical Specification 5.4.1.a. The error resulted in an unplanned start of the "A" emergency diesel generator and extended 
the unavailability of the "A" emergency service water (ESW) pump.  
This finding is greater than minor because it adversely impacts the equipment performance attribute of the mitigating system cornerstone and adversely 
affects the cornerstone objective in that the finding is associated with the increased unavailability of the "A" ESW pump to support Unit 2, the operating 
unit. A Phase-1 significance determination evaluation screened this finding as Green because the issue does not result in an actual loss of safety function 
of a system, or the loss of safety function of a single train for greater than the Technical Specification allowed ESW outage time of 7 days, or the loss of 
safety function for a TS risk significant system for greater than 24 hours. In addition, the finding is not risk significant due to seismic, fire, flooding, or 
severe weather initiating events.  
A contributing cause of this finding was related to the Human Performance cross-cutting area, in that a non-licensed plant operator did not follow an 
electrical bus shutdown procedure. As a result, an unplanned start of the "A" emergency diesel generator occurred. The untimely restoration of the 
electrical bus resulted in the "A" emergency service water pump unavailability time was extended by 14 hours. 
Inspection Report# : 2004002(pdf)  

Significance:  Mar 31, 2004 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Unavailability of RHR on Loss of Condensate Transfer 
A self-revealing non-cited violation was identified following the loss of one offsite electrical power supply when the normal Emergency Core Cooling 
System (ECCS) keepfill pumps lost power. The recent ECCS passive keepfill tank modification did not properly translate the expected or the minimum 
ECCS system keepfill pressure into operating procedures as is required by Appendix B, Criterion III. As a result, station operators declared one loop of 
RHR inoperable and disabled both pumps making them unavailable for greater than 2 hours. Operating procedures did not contain the expected or 
minimum keepfill pressures from current design calculations and this resulted in the removal of fully functional stand-by safety systems during a plant 
electrical transient.  
This finding is more than minor because it is associated with both the design control and procedure quality attributes and adversely affects the objective 
of the Mitigating Systems cornerstone to ensure the availability, reliability and capability of systems that respond to initiating events to prevent 
undesirable consequences. The Phase-1 significance determination evaluation screened this finding as Green because the issue does not result in an 
actual loss of safety function of a system, or the loss of a safety function of a single train for greater than the Tech Spec time of 7 days or the loss of 
safety function for a TS risk significant system for greater than 24 hours. In addition, the finding is not risk significant due to seismic, fire, flooding, or 
severe weather initiating events.  
The finding is related to the Human Performance cross-cutting area because PPL engineering did not adequately translate the design information 
(minimum ECCS keepfill pressure) into the operating procedures. 
Inspection Report# : 2004002(pdf)  

Significance:  Feb 13, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Susquehanna did not promptly correct a condition adverse to quality associated with foaming of lubricating oil on the "D" core spray pump 
motors for both Units 1 and 2 
A non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," was identified because PPL did not adequately evaluate and 
promptly correct a condition adverse to quality associated with foaming of lubricating oil on the ‘D' core spray pump motors for both Units 1 and 2.  
This issue is greater than minor because the ‘D' core spray pump was allowed to remain in service with a degraded condition that rendered it inoperable. 
Thus, the finding affected 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, based on a Phase 2 significance determination 
process evaluation, because only one core spray train of the low pressure injection function on each unit was affected by this condition. 
Inspection Report# : 2004006(pdf)  

Significance:  Sep 27, 2003 
Identified By: NRC 
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Item Type: NCV NonCited Violation 
D EDG Bolt Failure - Cause Not Determined Prior to Return to Service 
The inspectors identified a non-cited violation of 10 CFR 50 Appendix B Criterion XVI of very low safety significance (Green). On March 19, 2003, 
PPL returned the "D" EDG to an operable status without adequately determining the cause of a linkage connecting bolt to fall off. The bolt connects the 
governor positioner arm to the fuel supply rack. PPL's initial repair was not sufficient to prevent repetition because although the bolt was initially 
reinstalled, it was not tightened to the required torque value of 25-30 foot pounds as required by the diesel vendor and plant procedures. On March 21, 
2003, PPL removed the EDG from service and tightened the linkage connecting bolt to the required torque value.  
This finding is greater than minor because it adversely impacts the equipment performance attribute of the mitigating system cornerstone and adversely 
affects the cornerstone objective in that the finding is associated with the reliability of the "D" EDG to respond to initiating events and prevent core 
damage. This finding is of very low safety significance (Green) using phase one of the significance determination process. The issue does not result in 
an actual loss of safety function of a system or the loss of safety function of a single train for greater than the Technical Specification allowed outage 
time of 72 hours. In addition, the finding is not risk significant due to seismic, fire, flooding, or severe weather initiating events.  
This finding is related to the Problem Identification and Resolution (PI&R) cross-cutting area because PPL did not identify the cause of a significant 
condition adverse to quality and take corrective actions to prevent recurrence. 
Inspection Report# : 2003004(pdf)  

Barrier Integrity 

Significance:  Dec 31, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
PPL Did Not Adequately Implement Alarm Response Procedures for a Refuel Floor Secondary Containment Low Differential Pressure 
Condition 
The inspectors identified a non-cited violation of very low safety significance of Technical Specification 5.4.1, because PPL did not adequately 
implement alarm response procedure written instructions to evaluate and correct indicated low differential pressure (D/P) for the refuel floor secondary 
containment.  
This finding affects the Barrier Integrity cornerstone and is more than minor because it is associated with the human performance attribute and adversely 
affects the objective of the Barrier Integrity cornerstone to provide reasonable assurance that physical design barriers provide protection against a 
radiological release. This finding is of very low safety significance because the finding only represented a potential degradation of the radiological 
barrier function provided for the spent fuel pool.  
This finding was related to the Human Performance cross-cutting area because operators did not adequately implement alarm response procedures to 
evaluate and correct indicated low D/P for the refuel floor secondary containment. 
Inspection Report# : 2003005(pdf)  

Significance:  Dec 31, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
PPL Had Multiple Opportunities, But Did Not Identify a Condition Adverse to Quality Associated with ASME Fail-safe Closure Testing 
The inspectors identified a non-cited violation of very low safety significance of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Actions," because 
PPL did not promptly identify a condition adverse to quality. From July to December 2003, multiple evaluations by PPL did not identify that an 
American Society of Mechanical Engineers (ASME) fail-safe closure test was required to be performed on main steam isolation valves. The required 
test had not been performed since 1994.  
This finding affects the Barrier Integrity cornerstone and is more than minor because, similar to example 1.c in the NRC Inspection Manual 0612, 
Appendix E, "Example of Minor Issues," a required surveillance test was not performed. This finding is of very low safety significance because the 
finding did not represent an actual open pathway in the physical integrity of the reactor containment.  
A contributing cause of this finding is related to the Problem Identification and Resolution cross-cutting area because, although PPL had multiple 
opportunities, PPL did not promptly identify a condition adverse to quality regarding ASME testing for the main steam isolation valves. 
Inspection Report# : 2003005(pdf)  

Significance:  Dec 31, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
PPL Did Not Perform Leakage Testing on the Scram Discharge Volume Vent and Drain Valves, and Did Not Have any Test Data, Evaluations, 
or Radiological Consequences Analysis to Justify Their Assumption 
The inspectors identified a non-cited violation of very low safety significance of Technical Specification 5.5.6, "Inservice Testing Program." Since 
initial plant startup, PPL did not perform valve seat leakage testing on the SDV vent and drain valves, and did not have an adequate justification that any 
leakage through these valves would be inconsequential.  
This finding affects the Barrier Integrity cornerstone and is more than minor because, similar to example 1.c in the NRC Inspection Manual Chapter 
0612, Appendix E, "Example of Minor Issues," a required surveillance test was not performed. This finding is of very low safety significance because 
the finding did not represent an actual open pathway in the physical integrity of the reactor containment.  
A contributing cause of this finding is related to the Problem Identification and Resolution cross-cutting area because PPL's corrective actions for a 
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similar finding were narrowly focused and limited in scope. 
Inspection Report# : 2003005(pdf)  

Significance:  Dec 31, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
PPL Did Not Identify the Need to Perform an Evaluation Using the Current Probabilistic Risk Analysis and Did Not Enter the Issue into the 
Corrective Action Program 
The inspectors identified a non-cited violation of very low safety significance of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Actions." PPL did 
not promptly identify a condition adverse to quality and did not enter it into its corrective action program as a condition report. Specifically, following 
changes made to the Probabilistic Risk Analysis (PRA), PPL did not identify the need to perform an evaluation utilizing the current PRA to verify that a 
1998 change to Technical Specification 3.1.8 action statements was still valid.  
This finding is more than minor because it is associated with the configuration control attribute and affects the objective of the Barrier Integrity 
cornerstone to provide reasonable assurance that physical design barriers provide protection against a radiological release. This finding was determined 
to be of very low safety significance because it did not result in an actual open pathway in the physical integrity of a fission product barrier.  
A contributing cause of this finding is related to the Problem Identification and Resolution cross-cutting area in that PPL had prior opportunities to 
identify and correct this issue. 
Inspection Report# : 2003005(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 
Physical Protection information not publicly available. 

Miscellaneous 
Significance: N/A Feb 13, 2004 
Identified By: NRC 
Item Type: FIN Finding 
PI&R Inspection Summary 
The team determined that, in general, Susquehanna Steam Electric Station properly identified, evaluated and corrected problems. However, the team's 
findings supported the conclusion in the Annual Assessment Letter (NRC Inspection Report 50-387/2004-01) of the existence of a substantive cross 
cutting issue in the problem identification and resolution area. The team identified one finding that indicated deficiencies with the evaluation of issues 
and the effectiveness of corrective actions. Susquehanna was generally effective at identifying problems and placing them in the corrective action 
program. These items were screened and prioritized using established criteria, but some potentially risk-significant issues were not fully evaluated. 
Corrective actions were implemented in a timely manner, but some actions were not completed in a comprehensive manner or were not tracked 
appropriately. The team determined that workers utilized the corrective action program to address problems. 
Inspection Report# : 2004006(pdf)  

Significance: SL-III Sep 28, 2002 
Identified By: NRC 
Item Type: VIO Violation 
Spent Fuel Cannister Filled with Wrong Gas 
An apparent violation (severity level yet to be determined) was identified that resulted in an unanalyzed condition for the spent fuel dry storage system. 
PPL filled a spent fuel storage cannister with Argon and Helium gases instead of using all Helium gas as required by the Certificate of Compliance No. 
1004 for the NUHOMS-52B Dry Cask Fuel Storage System. The 10 CFR Part 72 Technical Specification 1.2.3, "24P and 52B DSC Helium Backfill 
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Pressure," requires a helium backfill pressure of 2.5 pounds per square inch (psig) +/- 2.5 psig (stable for 30 minutes after filling). This issue is 
considered an apparent violation that resulted in an unanalyzed condition for a storage system designed to prevent or mitigate a serious safety event 
being degraded to the extent that a detailed evaluation was required to determine its operability. The issue is being considered for escalated enforcement 
in accordance with the NRC Enforcement Policy, NUREG 1600, Supplement VI, "Fuel Cycle and Materials Operations." 
Inspection Report# : 2002005(pdf)  

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

Initiating Events 

Mitigating Systems 

Significance:  Sep 30, 2004 
Identified By: NRC 
Item Type: FIN Finding 
Diesel Driven Fire Pump Lack of Engine Cooling 
A finding of low safety significance was identified because PPL did not adequately evaluate and correct a degraded condition associated with 
the high engine operating temperatures and repetitive overheating of the diesel driven fire pump (DFP) which occurred following engine 
shutdown.  
This issue is greater than minor because it affected 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, 
based on a Phase 1 significance determination process evaluation, because the finding did not result in the loss of a function of equipment 
designed as risk significant for greater than 24 hours and the finding does not increase the potential or risk of a seismic event , flood or severe 
weather event.  
A contributing cause of this finding is related to the Problem Identification and Resolution (PI&R) cross-cutting area. PPL did not sufficiently 
evaluate the condition to identify and correct the reduced cooling water flow to the DFP engine. This resulted in ineffective corrective actions 
because the DFP was removed from service several times without taking action to correct the DFP high engine coolant temperature issue. 
(Section 4OA2.3) 
Inspection Report# : 2004004(pdf)  

Significance:  Sep 30, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Reactor Building Floor and Equipment Drains Not Fully Scoped into the Maintenance Rule 
The inspectors identified a non-cited violation of 10CFR 50.65 paragraph (b)(2) of the Maintenance Rule, because PPL did not scope the Unit 
1 and Unit 2 reactor building (RB) equipment and floor drain systems (EFDS) into the Maintenance Rule program and as a result did not 
demonstrate the effectiveness of preventive maintenance for the RB EFDS. The inclusion of the RB EFDS in the scope of the monitoring 
program was necessary because the RB EFDS are relied upon to mitigate internal flooding events. Failure of the EFDS to function could have 
prevented safety-related structures, systems and components from fulfilling their safety-related function.  
This finding was more than minor because it had greater significance than similar issues described in the NRC Inspection Manual Chapter 
0612, "Examples of Minor Issues," Section 1.h and 1.i. In addition, the RB EFDS's performance is associated with the Equipment Performance 
attribute of the Mitigating Systems cornerstone and adversely affected the cornerstone objective to ensure the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. On August 18, 2004, the Unit 1 RB EFDS was 
unable to pass 80 gpm as assumed in the Final Safety Analysis Report during an overflow of the reactor water cleanup backwash receiving 
tank. Inspectors identified that system performance problems were such that a Maintenance Rule (a)(2) demonstration could not be justified. 
This finding was considered to have very low safety significance because the finding did not contribute to an actual loss of mitigation 
equipment functions, and did not increase the likelihood of a fire or flooding event.  
A contributing cause of this finding was related to Problem Identification and Resolution cross-cutting area. PPL had eleven previous EFDS 
blockages and the evaluation of those events did not recognize that portions of the non-safety related EFDS were relied upon to mitigate 
accidents or transients. Therefore, PPL did not monitor the EFDS under the maintenance rule and this contributed to the degradation of the RB 
EFDS. (Section 1R12). 
Inspection Report# : 2004004(pdf)  

Significance:  Jun 30, 2004 
Identified By: NRC 
Item Type: FIN Finding 
Loss of One Offsite Power Source to Unit 1 (Outage Unit) 
A self-revealing finding was identified because PPL did not ensure that the contract workers cleaning the Unit 1 cooling tower maintained the 
required minimum distance from an energized electrical line as required by PPL's Safety Operations Safety Rule Book. Subsequently, the 
bucket lift contacted the 230 KV line which resulted in the loss of one of two offsite electrical power sources for Unit 1. Unit 1, shutdown for a 
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refuel and maintenance outage, lost one of two alternate decay heat removal systems that provide cooling for the shutdown reactor fuel.  
This finding is more than minor because it affects the Mitigating Systems cornerstone attributes in that the human performance deficiency led 
to an actual loss of the Unit 1 fuel pool cooling system. The deficiency resulted in a loss of electrical power to an alternate decay heat removal 
system (spent fuel pool cooling) for the shutdown Unit 1 reactor. The error adversely affected the objective of the Mitigating Systems 
cornerstone to ensure the availability, reliability and capability of systems that respond to initiating events to prevent reactor core damage. The 
finding is of very low safety significance because the Unit 1 reactor water temperature minimally increased approximately 2 degrees 
Fahrenheit. (Section 1R14.1) 
Inspection Report# : 2004003(pdf)  

Significance:  Apr 23, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify Loose Governor Hold-Down Bolts 
The inspectors identified a non-cited violation for the licensee's failure to identify loose governor mounting screws on the ‘A' EDG prior to 
January 2004. The loose mounting screws could have been identified in September and December 2003 when oil leaks were identified, 
documented, and cleaned without determining the source of the leak.  
The finding is more than minor because, if not corrected, the loose governor mounting screws could have resulted in erratic operation of the 
diesel generator when needed to mitigate loss of offsite power scenarios. 
Inspection Report# : 2004007(pdf)  

Significance:  Apr 23, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Maintenance Work Instructions Not Implemented to Tighten a "D" Emergency Diesel Generator Governor Bolt 
The inspectors identified a non-cited violation for the licensee's failure to comply with work package instructions during replacement of the 
governor on the "D" emergency diesel generator (EDG). This violation is related to the failure to torque the connecting bolt between the 
governor output shaft arm and the fuel rack linkage, which resulted in the fuel rack linkage becoming detached in March, 2003, making the 
EDG inoperable. This finding is greater than minor because it affected the Mitigating System Cornerstone objective of equipment reliability, in 
that the function of the ‘D' emergency diesel generator was compromised when the fuel rack linkage separated. The finding is of very low 
safety significance because the other three divisional EDGs remained operable, and the ‘E' EDG could have been substituted for the failed ‘D' 
EDG. This issue also covers Human Performance cross-cutting area. 
Inspection Report# : 2004007(pdf)  

Significance:  Mar 31, 2004 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
A EDG Unplanned Start due to Procedure Implementation Error 
A self-revealing event resulted in a non-cited violation of Technical Specification section 5.4.1, because a non-licensed plant operator (NPO) 
did not implement the alternating current (AC) electrical system shutdown procedure TP-105-006, "Load Center 1B210 Outage Coordination 
Procedure," as written in accordance with Technical Specification 5.4.1.a. The error resulted in an unplanned start of the "A" emergency diesel 
generator and extended the unavailability of the "A" emergency service water (ESW) pump.  
This finding is greater than minor because it adversely impacts the equipment performance attribute of the mitigating system cornerstone and 
adversely affects the cornerstone objective in that the finding is associated with the increased unavailability of the "A" ESW pump to support 
Unit 2, the operating unit. A Phase-1 significance determination evaluation screened this finding as Green because the issue does not result in 
an actual loss of safety function of a system, or the loss of safety function of a single train for greater than the Technical Specification allowed 
ESW outage time of 7 days, or the loss of safety function for a TS risk significant system for greater than 24 hours. In addition, the finding is 
not risk significant due to seismic, fire, flooding, or severe weather initiating events.  
A contributing cause of this finding was related to the Human Performance cross-cutting area, in that a non-licensed plant operator did not 
follow an electrical bus shutdown procedure. As a result, an unplanned start of the "A" emergency diesel generator occurred. The untimely 
restoration of the electrical bus resulted in the "A" emergency service water pump unavailability time was extended by 14 hours. 
Inspection Report# : 2004002(pdf)  

Significance:  Mar 31, 2004 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Unavailability of RHR on Loss of Condensate Transfer 
A self-revealing non-cited violation was identified following the loss of one offsite electrical power supply when the normal Emergency Core 
Cooling System (ECCS) keepfill pumps lost power. The recent ECCS passive keepfill tank modification did not properly translate the expected 
or the minimum ECCS system keepfill pressure into operating procedures as is required by Appendix B, Criterion III. As a result, station 
operators declared one loop of RHR inoperable and disabled both pumps making them unavailable for greater than 2 hours. Operating 
procedures did not contain the expected or minimum keepfill pressures from current design calculations and this resulted in the removal of 
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fully functional stand-by safety systems during a plant electrical transient.  
This finding is more than minor because it is associated with both the design control and procedure quality attributes and adversely affects the 
objective of the Mitigating Systems cornerstone to ensure the availability, reliability and capability of systems that respond to initiating events 
to prevent undesirable consequences. The Phase-1 significance determination evaluation screened this finding as Green because the issue does 
not result in an actual loss of safety function of a system, or the loss of a safety function of a single train for greater than the Tech Spec time of 
7 days or the loss of safety function for a TS risk significant system for greater than 24 hours. In addition, the finding is not risk significant due 
to seismic, fire, flooding, or severe weather initiating events.  
The finding is related to the Human Performance cross-cutting area because PPL engineering did not adequately translate the design 
information (minimum ECCS keepfill pressure) into the operating procedures. 
Inspection Report# : 2004002(pdf)  

Significance:  Feb 13, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Susquehanna did not promptly correct a condition adverse to quality associated with foaming of lubricating oil on the "D" core spray 
pump motors for both Units 1 and 2 
A non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," was identified because PPL did not adequately evaluate 
and promptly correct a condition adverse to quality associated with foaming of lubricating oil on the ‘D' core spray pump motors for both Units 
1 and 2.  
This issue is greater than minor because the ‘D' core spray pump was allowed to remain in service with a degraded condition that rendered it 
inoperable. Thus, the finding affected 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, based on a Phase 
2 significance determination process evaluation, because only one core spray train of the low pressure injection function on each unit was 
affected by this condition. 
Inspection Report# : 2004006(pdf)  

Barrier Integrity 

Significance:  Dec 31, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
PPL Did Not Adequately Implement Alarm Response Procedures for a Refuel Floor Secondary Containment Low Differential 
Pressure Condition 
The inspectors identified a non-cited violation of very low safety significance of Technical Specification 5.4.1, because PPL did not adequately 
implement alarm response procedure written instructions to evaluate and correct indicated low differential pressure (D/P) for the refuel floor 
secondary containment.  
This finding affects the Barrier Integrity cornerstone and is more than minor because it is associated with the human performance attribute and 
adversely affects the objective of the Barrier Integrity cornerstone to provide reasonable assurance that physical design barriers provide 
protection against a radiological release. This finding is of very low safety significance because the finding only represented a potential 
degradation of the radiological barrier function provided for the spent fuel pool.  
This finding was related to the Human Performance cross-cutting area because operators did not adequately implement alarm response 
procedures to evaluate and correct indicated low D/P for the refuel floor secondary containment. 
Inspection Report# : 2003005(pdf)  

Significance:  Dec 31, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
PPL Had Multiple Opportunities, But Did Not Identify a Condition Adverse to Quality Associated with ASME Fail-safe Closure 
Testing 
The inspectors identified a non-cited violation of very low safety significance of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Actions," 
because PPL did not promptly identify a condition adverse to quality. From July to December 2003, multiple evaluations by PPL did not 
identify that an American Society of Mechanical Engineers (ASME) fail-safe closure test was required to be performed on main steam isolation 
valves. The required test had not been performed since 1994.  
This finding affects the Barrier Integrity cornerstone and is more than minor because, similar to example 1.c in the NRC Inspection Manual 
0612, Appendix E, "Example of Minor Issues," a required surveillance test was not performed. This finding is of very low safety significance 
because the finding did not represent an actual open pathway in the physical integrity of the reactor containment.  
A contributing cause of this finding is related to the Problem Identification and Resolution cross-cutting area because, although PPL had 
multiple opportunities, PPL did not promptly identify a condition adverse to quality regarding ASME testing for the main steam isolation 
valves. 
Inspection Report# : 2003005(pdf)  
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Significance:  Dec 31, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
PPL Did Not Perform Leakage Testing on the Scram Discharge Volume Vent and Drain Valves, and Did Not Have any Test Data, 
Evaluations, or Radiological Consequences Analysis to Justify Their Assumption 
The inspectors identified a non-cited violation of very low safety significance of Technical Specification 5.5.6, "Inservice Testing Program." 
Since initial plant startup, PPL did not perform valve seat leakage testing on the SDV vent and drain valves, and did not have an adequate 
justification that any leakage through these valves would be inconsequential.  
This finding affects the Barrier Integrity cornerstone and is more than minor because, similar to example 1.c in the NRC Inspection Manual 
Chapter 0612, Appendix E, "Example of Minor Issues," a required surveillance test was not performed. This finding is of very low safety 
significance because the finding did not represent an actual open pathway in the physical integrity of the reactor containment.  
A contributing cause of this finding is related to the Problem Identification and Resolution cross-cutting area because PPL's corrective actions 
for a similar finding were narrowly focused and limited in scope. 
Inspection Report# : 2003005(pdf)  

Significance:  Dec 31, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
PPL Did Not Identify the Need to Perform an Evaluation Using the Current Probabilistic Risk Analysis and Did Not Enter the Issue 
into the Corrective Action Program 
The inspectors identified a non-cited violation of very low safety significance of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Actions." 
PPL did not promptly identify a condition adverse to quality and did not enter it into its corrective action program as a condition report. 
Specifically, following changes made to the Probabilistic Risk Analysis (PRA), PPL did not identify the need to perform an evaluation utilizing 
the current PRA to verify that a 1998 change to Technical Specification 3.1.8 action statements was still valid.  
This finding is more than minor because it is associated with the configuration control attribute and affects the objective of the Barrier Integrity 
cornerstone to provide reasonable assurance that physical design barriers provide protection against a radiological release. This finding was 
determined to be of very low safety significance because it did not result in an actual open pathway in the physical integrity of a fission product 
barrier.  
A contributing cause of this finding is related to the Problem Identification and Resolution cross-cutting area in that PPL had prior 
opportunities to identify and correct this issue. 
Inspection Report# : 2003005(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

Significance: N/A Feb 13, 2004 
Identified By: NRC 
Item Type: FIN Finding 
PI&R Inspection Summary 
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The team determined that, in general, Susquehanna Steam Electric Station properly identified, evaluated and corrected problems. However, the 
team's findings supported the conclusion in the Annual Assessment Letter (NRC Inspection Report 50-387/2004-01) of the existence of a 
substantive cross cutting issue in the problem identification and resolution area. The team identified one finding that indicated deficiencies with 
the evaluation of issues and the effectiveness of corrective actions. Susquehanna was generally effective at identifying problems and placing 
them in the corrective action program. These items were screened and prioritized using established criteria, but some potentially risk-significant 
issues were not fully evaluated. Corrective actions were implemented in a timely manner, but some actions were not completed in a 
comprehensive manner or were not tracked appropriately. The team determined that workers utilized the corrective action program to address 
problems. 
Inspection Report# : 2004006(pdf)  

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

Initiating Events 

Mitigating Systems 

Significance:  Sep 30, 2004 
Identified By: NRC 
Item Type: FIN Finding 
Diesel Driven Fire Pump Lack of Engine Cooling 
A finding of low safety significance was identified because PPL did not adequately evaluate and correct a degraded condition associated with 
the high engine operating temperatures and repetitive overheating of the diesel driven fire pump (DFP) which occurred following engine 
shutdown.  
This issue is greater than minor because it affected 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, 
based on a Phase 1 significance determination process evaluation, because the finding did not result in the loss of a function of equipment 
designed as risk significant for greater than 24 hours and the finding does not increase the potential or risk of a seismic event , flood or severe 
weather event.  
A contributing cause of this finding is related to the Problem Identification and Resolution (PI&R) cross-cutting area. PPL did not sufficiently 
evaluate the condition to identify and correct the reduced cooling water flow to the DFP engine. This resulted in ineffective corrective actions 
because the DFP was removed from service several times without taking action to correct the DFP high engine coolant temperature issue. 
(Section 4OA2.3) 
Inspection Report# : 2004004(pdf)  

Significance:  Sep 30, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Reactor Building Floor and Equipment Drains Not Fully Scoped into the Maintenance Rule 
The inspectors identified a non-cited violation of 10CFR 50.65 paragraph (b)(2) of the Maintenance Rule, because PPL did not scope the Unit 
1 and Unit 2 reactor building (RB) equipment and floor drain systems (EFDS) into the Maintenance Rule program and as a result did not 
demonstrate the effectiveness of preventive maintenance for the RB EFDS. The inclusion of the RB EFDS in the scope of the monitoring 
program was necessary because the RB EFDS are relied upon to mitigate internal flooding events. Failure of the EFDS to function could have 
prevented safety-related structures, systems and components from fulfilling their safety-related function.  
This finding was more than minor because it had greater significance than similar issues described in the NRC Inspection Manual Chapter 
0612, "Examples of Minor Issues," Section 1.h and 1.i. In addition, the RB EFDS's performance is associated with the Equipment Performance 
attribute of the Mitigating Systems cornerstone and adversely affected the cornerstone objective to ensure the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. On August 18, 2004, the Unit 1 RB EFDS was 
unable to pass 80 gpm as assumed in the Final Safety Analysis Report during an overflow of the reactor water cleanup backwash receiving 
tank. Inspectors identified that system performance problems were such that a Maintenance Rule (a)(2) demonstration could not be justified. 
This finding was considered to have very low safety significance because the finding did not contribute to an actual loss of mitigation 
equipment functions, and did not increase the likelihood of a fire or flooding event.  
A contributing cause of this finding was related to Problem Identification and Resolution cross-cutting area. PPL had eleven previous EFDS 
blockages and the evaluation of those events did not recognize that portions of the non-safety related EFDS were relied upon to mitigate 
accidents or transients. Therefore, PPL did not monitor the EFDS under the maintenance rule and this contributed to the degradation of the RB 
EFDS. (Section 1R12). 
Inspection Report# : 2004004(pdf)  

Significance:  Jun 30, 2004 
Identified By: NRC 
Item Type: FIN Finding 
Loss of One Offsite Power Source to Unit 1 (Outage Unit) 
A self-revealing finding was identified because PPL did not ensure that the contract workers cleaning the Unit 1 cooling tower maintained the 
required minimum distance from an energized electrical line as required by PPL's Safety Operations Safety Rule Book. Subsequently, the 
bucket lift contacted the 230 KV line which resulted in the loss of one of two offsite electrical power sources for Unit 1. Unit 1, shutdown for a 
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refuel and maintenance outage, lost one of two alternate decay heat removal systems that provide cooling for the shutdown reactor fuel.  
This finding is more than minor because it affects the Mitigating Systems cornerstone attributes in that the human performance deficiency led 
to an actual loss of the Unit 1 fuel pool cooling system. The deficiency resulted in a loss of electrical power to an alternate decay heat removal 
system (spent fuel pool cooling) for the shutdown Unit 1 reactor. The error adversely affected the objective of the Mitigating Systems 
cornerstone to ensure the availability, reliability and capability of systems that respond to initiating events to prevent reactor core damage. The 
finding is of very low safety significance because the Unit 1 reactor water temperature minimally increased approximately 2 degrees 
Fahrenheit. (Section 1R14.1) 
Inspection Report# : 2004003(pdf)  

Significance:  Apr 23, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify Loose Governor Hold-Down Bolts 
The inspectors identified a non-cited violation for the licensee's failure to identify loose governor mounting screws on the ‘A' EDG prior to 
January 2004. The loose mounting screws could have been identified in September and December 2003 when oil leaks were identified, 
documented, and cleaned without determining the source of the leak.  
The finding is more than minor because, if not corrected, the loose governor mounting screws could have resulted in erratic operation of the 
diesel generator when needed to mitigate loss of offsite power scenarios. 
Inspection Report# : 2004007(pdf)  

Significance:  Apr 23, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Maintenance Work Instructions Not Implemented to Tighten a "D" Emergency Diesel Generator Governor Bolt 
The inspectors identified a non-cited violation for the licensee's failure to comply with work package instructions during replacement of the 
governor on the "D" emergency diesel generator (EDG). This violation is related to the failure to torque the connecting bolt between the 
governor output shaft arm and the fuel rack linkage, which resulted in the fuel rack linkage becoming detached in March, 2003, making the 
EDG inoperable. This finding is greater than minor because it affected the Mitigating System Cornerstone objective of equipment reliability, in 
that the function of the ‘D' emergency diesel generator was compromised when the fuel rack linkage separated. The finding is of very low 
safety significance because the other three divisional EDGs remained operable, and the ‘E' EDG could have been substituted for the failed ‘D' 
EDG. This issue also covers Human Performance cross-cutting area. 
Inspection Report# : 2004007(pdf)  

Significance:  Mar 31, 2004 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
A EDG Unplanned Start due to Procedure Implementation Error 
A self-revealing event resulted in a non-cited violation of Technical Specification section 5.4.1, because a non-licensed plant operator (NPO) 
did not implement the alternating current (AC) electrical system shutdown procedure TP-105-006, "Load Center 1B210 Outage Coordination 
Procedure," as written in accordance with Technical Specification 5.4.1.a. The error resulted in an unplanned start of the "A" emergency diesel 
generator and extended the unavailability of the "A" emergency service water (ESW) pump.  
This finding is greater than minor because it adversely impacts the equipment performance attribute of the mitigating system cornerstone and 
adversely affects the cornerstone objective in that the finding is associated with the increased unavailability of the "A" ESW pump to support 
Unit 2, the operating unit. A Phase-1 significance determination evaluation screened this finding as Green because the issue does not result in 
an actual loss of safety function of a system, or the loss of safety function of a single train for greater than the Technical Specification allowed 
ESW outage time of 7 days, or the loss of safety function for a TS risk significant system for greater than 24 hours. In addition, the finding is 
not risk significant due to seismic, fire, flooding, or severe weather initiating events.  
A contributing cause of this finding was related to the Human Performance cross-cutting area, in that a non-licensed plant operator did not 
follow an electrical bus shutdown procedure. As a result, an unplanned start of the "A" emergency diesel generator occurred. The untimely 
restoration of the electrical bus resulted in the "A" emergency service water pump unavailability time was extended by 14 hours. 
Inspection Report# : 2004002(pdf)  

Significance:  Mar 31, 2004 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Unavailability of RHR on Loss of Condensate Transfer 
A self-revealing non-cited violation was identified following the loss of one offsite electrical power supply when the normal Emergency Core 
Cooling System (ECCS) keepfill pumps lost power. The recent ECCS passive keepfill tank modification did not properly translate the expected 
or the minimum ECCS system keepfill pressure into operating procedures as is required by Appendix B, Criterion III. As a result, station 
operators declared one loop of RHR inoperable and disabled both pumps making them unavailable for greater than 2 hours. Operating 
procedures did not contain the expected or minimum keepfill pressures from current design calculations and this resulted in the removal of 
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fully functional stand-by safety systems during a plant electrical transient.  
This finding is more than minor because it is associated with both the design control and procedure quality attributes and adversely affects the 
objective of the Mitigating Systems cornerstone to ensure the availability, reliability and capability of systems that respond to initiating events 
to prevent undesirable consequences. The Phase-1 significance determination evaluation screened this finding as Green because the issue does 
not result in an actual loss of safety function of a system, or the loss of a safety function of a single train for greater than the Tech Spec time of 
7 days or the loss of safety function for a TS risk significant system for greater than 24 hours. In addition, the finding is not risk significant due 
to seismic, fire, flooding, or severe weather initiating events.  
The finding is related to the Human Performance cross-cutting area because PPL engineering did not adequately translate the design 
information (minimum ECCS keepfill pressure) into the operating procedures. 
Inspection Report# : 2004002(pdf)  

Significance:  Feb 13, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Susquehanna did not promptly correct a condition adverse to quality associated with foaming of lubricating oil on the "D" core spray 
pump motors for both Units 1 and 2 
A non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," was identified because PPL did not adequately evaluate 
and promptly correct a condition adverse to quality associated with foaming of lubricating oil on the ‘D' core spray pump motors for both Units 
1 and 2.  
This issue is greater than minor because the ‘D' core spray pump was allowed to remain in service with a degraded condition that rendered it 
inoperable. Thus, the finding affected 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, based on a Phase 
2 significance determination process evaluation, because only one core spray train of the low pressure injection function on each unit was 
affected by this condition. 
Inspection Report# : 2004006(pdf)  

Barrier Integrity 

Significance:  Dec 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Reactor Recirculation and Residual Heat Removal System Instrument Lines Outside of Secondary Containment 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion III, "Design control," because PPL did not have adequate 
measures established to control the alignment of the central railroad bay ventilation to the secondary containment as described in the accident 
analysis in the FSAR. This resulted in several reactor recirculation system and residual heat removal system instrument lines being outside of 
secondary containment. Upon discovery PPL aligned the central railroad bay ventilation to secondary containment.  
This finding was greater than minor because it adversely impacted the Barrier Integrity cornerstone objective to ensure the capability of 
containment in that inadequate design control allowed the instrument lines in the central railroad bay to be outside of secondary containment. 
Allowing the instrument lines to be outside of secondary containment resulted in the plant being outside of the FSAR assumptions and analysis. 
This finding was considered to have very low safety significance (Green), using Phase-1 of the significance determination process. This finding 
was Green because the finding only represents a degradation of the radiological barrier function provided by secondary containment and the 
standby gas treatment system. 
Inspection Report# : 2004005(pdf)  

Significance: SL-IV Dec 31, 2004 
Identified By: NRC 
Item Type: VIO Violation 
Failure to Complete 10 CFR 50.59 Analysis 
The inspectors identified a Severity Level IV violation of 10 CFR 50.59 requirements for the failure to evaluate a change in plant system 
configuration that was known to be inconsistent with accident analysis and the final safety analysis report (FSAR) description. On December 
16, 20, 23 2004, and on January 4, 2005, PPL aligned the ventilation of the Unit 1 Reactor Building railroad bay to be outside of secondary 
containment which was inconsistent with the assumptions of a previously analyzed accident described in FSAR Chapter 15.6.2. PPL did not 
perform an evaluation in accordance with the requirements of 10 CFR 50.59 to determine if the change required a license amendment prior to 
implementation of this change in plant configuration.  
This finding was addressed using traditional enforcement since it potentially impacts or impedes the regulatory process in that a required 10 
CFR 50.59 evaluation was not performed and documented. A SDP Phase-1 screening was performed and determined that the condition 
resulting from the violation of 10CFR 50.59 was of very low safety significance because the finding only represents a degradation of the 
radiological barrier function provided by secondary containment and the standby gas treatment system. This is a Severity Level IV Violation of 
NRC requirements in accordance with Section VI.A of the NRC Enforcement Policy (Supplement I - Reactor Operations; Example D.5). This 
violation is being cited in a Notice of Violation under Section VI of the NRC Enforcement Policy since PPL did not restore compliance within 
a reasonable time after the violation was identified nor did they enter the violation into a corrective action program to address recurrence.
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Inspection Report# : 2004005(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Dec 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Post Horizontal Spent Fuel Storage Module B-5 s a High Radiation Area 
A self-revealing non-cited violation of 10 CFR20.1501(a)(1) was identified for not conducting an adequate radiation survey to ensure 
compliance with the High Radiation Area (HRA) posting requirements of 10 CFR 20.1902(b) during the removal of spent fuel module shield 
walls. PPL posted and shielded the location and conducted occupational dose assessments for individuals working in the unposted high 
radiation area.  
This finding is a greater than minor because PPL did not conduct adequate radiation surveys to ensure proper posting and control of the area. 
This finding was evaluated against the criteria in NRC Manual Chapter 609, Appendix C, and found to be of very low safety significance 
(Green) because it was not an ALARA finding, it did not involve an overexposure or substantial potential for an overexposure, and the ability 
to assess dose was not compromised.  
The cause of this non-cited violation is related to the Human Performance cross-cutting area because PPL did not complete an adequate survey 
to identify a high radiation area. 
Inspection Report# : 2004005(pdf)  

Public Radiation Safety 

Significance:  Dec 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Correctly Package Waste Resin for Shipment 
A self-revealing non-cited violation of 10 CFR20.1501(a)(1) was identified for not conducting an adequate radiation survey to ensure 
compliance with the High Radiation Area (HRA) posting requirements of 10 CFR 20.1902(b) during the removal of spent fuel module shield 
walls. PPL posted and shielded the location and conducted occupational dose assessments for individuals working in the unposted high 
radiation area.  
This finding is a greater than minor because PPL did not conduct adequate radiation surveys to ensure proper posting and control of the area. 
This finding was evaluated against the criteria in NRC Manual Chapter 609, Appendix C, and found to be of very low safety significance 
(Green) because it was not an ALARA finding, it did not involve an overexposure or substantial potential for an overexposure, and the ability 
to assess dose was not compromised.  
The cause of this non-cited violation is related to the Human Performance cross-cutting area because PPL did not complete an adequate survey 
to identify a high radiation area. 
Inspection Report# : 2004005(pdf)  

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

Significance: N/A Feb 13, 2004 
Identified By: NRC 
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Item Type: FIN Finding 
PI&R Inspection Summary 
The team determined that, in general, Susquehanna Steam Electric Station properly identified, evaluated and corrected problems. However, the 
team's findings supported the conclusion in the Annual Assessment Letter (NRC Inspection Report 50-387/2004-01) of the existence of a 
substantive cross cutting issue in the problem identification and resolution area. The team identified one finding that indicated deficiencies with 
the evaluation of issues and the effectiveness of corrective actions. Susquehanna was generally effective at identifying problems and placing 
them in the corrective action program. These items were screened and prioritized using established criteria, but some potentially risk-significant 
issues were not fully evaluated. Corrective actions were implemented in a timely manner, but some actions were not completed in a 
comprehensive manner or were not tracked appropriately. The team determined that workers utilized the corrective action program to address 
problems. 
Inspection Report# : 2004006(pdf)  

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

Initiating Events 

Mitigating Systems 

Significance:  Sep 30, 2004 
Identified By: NRC 
Item Type: FIN Finding 
Diesel Driven Fire Pump Lack of Engine Cooling 
A finding of low safety significance was identified because PPL did not adequately evaluate and correct a degraded condition associated with 
the high engine operating temperatures and repetitive overheating of the diesel driven fire pump (DFP) which occurred following engine 
shutdown.  
This issue is greater than minor because it affected 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, 
based on a Phase 1 significance determination process evaluation, because the finding did not result in the loss of a function of equipment 
designed as risk significant for greater than 24 hours and the finding does not increase the potential or risk of a seismic event , flood or severe 
weather event.  
A contributing cause of this finding is related to the Problem Identification and Resolution (PI&R) cross-cutting area. PPL did not sufficiently 
evaluate the condition to identify and correct the reduced cooling water flow to the DFP engine. This resulted in ineffective corrective actions 
because the DFP was removed from service several times without taking action to correct the DFP high engine coolant temperature issue. 
(Section 4OA2.3) 
Inspection Report# : 2004004(pdf)  

Significance:  Sep 30, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Reactor Building Floor and Equipment Drains Not Fully Scoped into the Maintenance Rule 
The inspectors identified a non-cited violation of 10CFR 50.65 paragraph (b)(2) of the Maintenance Rule, because PPL did not scope the Unit 
1 and Unit 2 reactor building (RB) equipment and floor drain systems (EFDS) into the Maintenance Rule program and as a result did not 
demonstrate the effectiveness of preventive maintenance for the RB EFDS. The inclusion of the RB EFDS in the scope of the monitoring 
program was necessary because the RB EFDS are relied upon to mitigate internal flooding events. Failure of the EFDS to function could have 
prevented safety-related structures, systems and components from fulfilling their safety-related function.  
This finding was more than minor because it had greater significance than similar issues described in the NRC Inspection Manual Chapter 
0612, "Examples of Minor Issues," Section 1.h and 1.i. In addition, the RB EFDS's performance is associated with the Equipment Performance 
attribute of the Mitigating Systems cornerstone and adversely affected the cornerstone objective to ensure the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. On August 18, 2004, the Unit 1 RB EFDS was 
unable to pass 80 gpm as assumed in the Final Safety Analysis Report during an overflow of the reactor water cleanup backwash receiving 
tank. Inspectors identified that system performance problems were such that a Maintenance Rule (a)(2) demonstration could not be justified. 
This finding was considered to have very low safety significance because the finding did not contribute to an actual loss of mitigation 
equipment functions, and did not increase the likelihood of a fire or flooding event.  
A contributing cause of this finding was related to Problem Identification and Resolution cross-cutting area. PPL had eleven previous EFDS 
blockages and the evaluation of those events did not recognize that portions of the non-safety related EFDS were relied upon to mitigate 
accidents or transients. Therefore, PPL did not monitor the EFDS under the maintenance rule and this contributed to the degradation of the RB 
EFDS. (Section 1R12). 
Inspection Report# : 2004004(pdf)  

Significance:  Jun 30, 2004 
Identified By: NRC 
Item Type: FIN Finding 
Loss of One Offsite Power Source to Unit 1 (Outage Unit) 
A self-revealing finding was identified because PPL did not ensure that the contract workers cleaning the Unit 1 cooling tower maintained the 
required minimum distance from an energized electrical line as required by PPL's Safety Operations Safety Rule Book. Subsequently, the 
bucket lift contacted the 230 KV line which resulted in the loss of one of two offsite electrical power sources for Unit 1. Unit 1, shutdown for a 
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refuel and maintenance outage, lost one of two alternate decay heat removal systems that provide cooling for the shutdown reactor fuel.  
This finding is more than minor because it affects the Mitigating Systems cornerstone attributes in that the human performance deficiency led 
to an actual loss of the Unit 1 fuel pool cooling system. The deficiency resulted in a loss of electrical power to an alternate decay heat removal 
system (spent fuel pool cooling) for the shutdown Unit 1 reactor. The error adversely affected the objective of the Mitigating Systems 
cornerstone to ensure the availability, reliability and capability of systems that respond to initiating events to prevent reactor core damage. The 
finding is of very low safety significance because the Unit 1 reactor water temperature minimally increased approximately 2 degrees 
Fahrenheit. (Section 1R14.1) 
Inspection Report# : 2004003(pdf)  

Significance:  Apr 23, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify Loose Governor Hold-Down Bolts 
The inspectors identified a non-cited violation for the licensee's failure to identify loose governor mounting screws on the ‘A' EDG prior to 
January 2004. The loose mounting screws could have been identified in September and December 2003 when oil leaks were identified, 
documented, and cleaned without determining the source of the leak.  
The finding is more than minor because, if not corrected, the loose governor mounting screws could have resulted in erratic operation of the 
diesel generator when needed to mitigate loss of offsite power scenarios. 
Inspection Report# : 2004007(pdf)  

Significance:  Apr 23, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Maintenance Work Instructions Not Implemented to Tighten a "D" Emergency Diesel Generator Governor Bolt 
The inspectors identified a non-cited violation for the licensee's failure to comply with work package instructions during replacement of the 
governor on the "D" emergency diesel generator (EDG). This violation is related to the failure to torque the connecting bolt between the 
governor output shaft arm and the fuel rack linkage, which resulted in the fuel rack linkage becoming detached in March, 2003, making the 
EDG inoperable. This finding is greater than minor because it affected the Mitigating System Cornerstone objective of equipment reliability, in 
that the function of the ‘D' emergency diesel generator was compromised when the fuel rack linkage separated. The finding is of very low 
safety significance because the other three divisional EDGs remained operable, and the ‘E' EDG could have been substituted for the failed ‘D' 
EDG. This issue also covers Human Performance cross-cutting area. 
Inspection Report# : 2004007(pdf)  

Barrier Integrity 

Significance:  Mar 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Equipment Status for a Degraded Control Room Radiological Barrier Door 
A self-revealing non-cited violation (NCV) was identified because PPL did not correctly implement the equipment status control procedure, in 
accordance with Technical Specification 5.4.1.a, which resulted in degrading the radiological barrier function for the control room. This finding 
is greater than minor because the loss of equipment status control resulted in an actual degradation of barrier performance which is an attribute 
of the Barrier Integrity cornerstone. This finding is of very low safety significance because only the radiological barrier function provided for 
the control room was affected. The inspectors identified that a contributing cause of this finding is related to the organizational performance 
category of the Human Performance cross-cutting area, in that PPL did not initially recognize the radiological barrier function of the control 
structure boundary door because the references utilized by PPL to determine the functions of the degraded door did not contain complete 
design information (Section 1R15 ). 
Inspection Report# : 2005002(pdf)  

Significance:  Dec 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Reactor Recirculation and Residual Heat Removal System Instrument Lines Outside of Secondary Containment 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion III, "Design control," because PPL did not have adequate 
measures established to control the alignment of the central railroad bay ventilation to the secondary containment as described in the accident 
analysis in the FSAR. This resulted in several reactor recirculation system and residual heat removal system instrument lines being outside of 
secondary containment. Upon discovery PPL aligned the central railroad bay ventilation to secondary containment.  
This finding was greater than minor because it adversely impacted the Barrier Integrity cornerstone objective to ensure the capability of 
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containment in that inadequate design control allowed the instrument lines in the central railroad bay to be outside of secondary containment. 
Allowing the instrument lines to be outside of secondary containment resulted in the plant being outside of the FSAR assumptions and analysis. 
This finding was considered to have very low safety significance (Green), using Phase-1 of the significance determination process. This finding 
was Green because the finding only represents a degradation of the radiological barrier function provided by secondary containment and the 
standby gas treatment system. 
Inspection Report# : 2004005(pdf)  

Significance: SL-IV Dec 31, 2004 
Identified By: NRC 
Item Type: VIO Violation 
Failure to Complete 10 CFR 50.59 Analysis 
The inspectors identified a Severity Level IV violation of 10 CFR 50.59 requirements for the failure to evaluate a change in plant system 
configuration that was known to be inconsistent with accident analysis and the final safety analysis report (FSAR) description. On December 
16, 20, 23 2004, and on January 4, 2005, PPL aligned the ventilation of the Unit 1 Reactor Building railroad bay to be outside of secondary 
containment which was inconsistent with the assumptions of a previously analyzed accident described in FSAR Chapter 15.6.2. PPL did not 
perform an evaluation in accordance with the requirements of 10 CFR 50.59 to determine if the change required a license amendment prior to 
implementation of this change in plant configuration.  
This finding was addressed using traditional enforcement since it potentially impacts or impedes the regulatory process in that a required 10 
CFR 50.59 evaluation was not performed and documented. A SDP Phase-1 screening was performed and determined that the condition 
resulting from the violation of 10CFR 50.59 was of very low safety significance because the finding only represents a degradation of the 
radiological barrier function provided by secondary containment and the standby gas treatment system. This is a Severity Level IV Violation of 
NRC requirements in accordance with Section VI.A of the NRC Enforcement Policy (Supplement I - Reactor Operations; Example D.5). This 
violation is being cited in a Notice of Violation under Section VI of the NRC Enforcement Policy since PPL did not restore compliance within 
a reasonable time after the violation was identified nor did they enter the violation into a corrective action program to address recurrence. 
Inspection Report# : 2004005(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Dec 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Post Horizontal Spent Fuel Storage Module B-5 s a High Radiation Area 
A self-revealing non-cited violation of 10 CFR20.1501(a)(1) was identified for not conducting an adequate radiation survey to ensure 
compliance with the High Radiation Area (HRA) posting requirements of 10 CFR 20.1902(b) during the removal of spent fuel module shield 
walls. PPL posted and shielded the location and conducted occupational dose assessments for individuals working in the unposted high 
radiation area.  
This finding is a greater than minor because PPL did not conduct adequate radiation surveys to ensure proper posting and control of the area. 
This finding was evaluated against the criteria in NRC Manual Chapter 609, Appendix C, and found to be of very low safety significance 
(Green) because it was not an ALARA finding, it did not involve an overexposure or substantial potential for an overexposure, and the ability 
to assess dose was not compromised.  
The cause of this non-cited violation is related to the Human Performance cross-cutting area because PPL did not complete an adequate survey 
to identify a high radiation area. 
Inspection Report# : 2004005(pdf)  

Public Radiation Safety 

Significance:  Dec 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Correctly Package Waste Resin for Shipment 
A self-revealing non-cited violation of 10 CFR20.1501(a)(1) was identified for not conducting an adequate radiation survey to ensure 
compliance with the High Radiation Area (HRA) posting requirements of 10 CFR 20.1902(b) during the removal of spent fuel module shield 
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walls. PPL posted and shielded the location and conducted occupational dose assessments for individuals working in the unposted high 
radiation area.  
This finding is a greater than minor because PPL did not conduct adequate radiation surveys to ensure proper posting and control of the area. 
This finding was evaluated against the criteria in NRC Manual Chapter 609, Appendix C, and found to be of very low safety significance 
(Green) because it was not an ALARA finding, it did not involve an overexposure or substantial potential for an overexposure, and the ability 
to assess dose was not compromised.  
The cause of this non-cited violation is related to the Human Performance cross-cutting area because PPL did not complete an adequate survey 
to identify a high radiation area. 
Inspection Report# : 2004005(pdf)  

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

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

Initiating Events 

Mitigating Systems 

Significance:  Jun 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Evaluation for a Degraded Emergency Service Water Ventilation Damper 
The NRC identified a non-cited violation for not implementing the Temporary Change procedure, in accordance with Technical Specification 
5.4.1.a, "Administrative Controls - Procedures." The temporary change performed in the field resulted in a loss of seismic qualification of the 
"D" emergency service water (ESW) ventilation subsystem. When this was discovered the "D" ventilation subsystem and the "D" ESW pump 
were declared inoperable in accordance with the Technical Requirements Manual, Section 3.7.6.E. The inspectors determined that failure to 
implement the temporary change procedure as required by Technical Specifications caused the loss of the seismic qualification of the "D" ESW 
ventilation subsystem, which provides cooling for the ESW pumps. PPL declared the "D" ESW ventilation subsystem and the "D" ESW pump 
inoperable, performed an engineering evaluation (EWR 681288) and approved the use of a special tool to secure and maintain the seismic 
qualification of the damper. PPL installed this tool and declared the damper operable on June 7, 2005.  
This finding is more than minor because the loss of seismic qualification affected the "Protection Against External Factors" Attribute of the 
Mitigating Systems cornerstone and the objective of ensuring capability of a system (ESW) that responds to initiating events to prevent 
undesirable consequences. This finding is of very low safety significance because the qualification deficiency did not result in the loss of 
function.  
The inspectors identified that a contributing cause of this finding was related to the organizational performance category of the Human 
Performance cross-cutting area because operations and maintenance did not recognize the need to have engineering evaluate the method that 
was used to secure the damper in accordance with NDAP-QA-1218, "Plant Changes." 
Inspection Report# : 2005003(pdf)  

Significance:  Sep 30, 2004 
Identified By: NRC 
Item Type: FIN Finding 
Diesel Driven Fire Pump Lack of Engine Cooling 
A finding of low safety significance was identified because PPL did not adequately evaluate and correct a degraded condition associated with 
the high engine operating temperatures and repetitive overheating of the diesel driven fire pump (DFP) which occurred following engine 
shutdown.  
This issue is greater than minor because it affected 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, 
based on a Phase 1 significance determination process evaluation, because the finding did not result in the loss of a function of equipment 
designed as risk significant for greater than 24 hours and the finding does not increase the potential or risk of a seismic event , flood or severe 
weather event.  
A contributing cause of this finding is related to the Problem Identification and Resolution (PI&R) cross-cutting area. PPL did not sufficiently 
evaluate the condition to identify and correct the reduced cooling water flow to the DFP engine. This resulted in ineffective corrective actions 
because the DFP was removed from service several times without taking action to correct the DFP high engine coolant temperature issue. 
(Section 4OA2.3) 
Inspection Report# : 2004004(pdf)  

Significance:  Sep 30, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Reactor Building Floor and Equipment Drains Not Fully Scoped into the Maintenance Rule 
The inspectors identified a non-cited violation of 10CFR 50.65 paragraph (b)(2) of the Maintenance Rule, because PPL did not scope the Unit 
1 and Unit 2 reactor building (RB) equipment and floor drain systems (EFDS) into the Maintenance Rule program and as a result did not 
demonstrate the effectiveness of preventive maintenance for the RB EFDS. The inclusion of the RB EFDS in the scope of the monitoring 
program was necessary because the RB EFDS are relied upon to mitigate internal flooding events. Failure of the EFDS to function could have 
prevented safety-related structures, systems and components from fulfilling their safety-related function.  

Page 1 of 42Q/2005 Inspection Findings - Susquehanna 1



This finding was more than minor because it had greater significance than similar issues described in the NRC Inspection Manual Chapter 
0612, "Examples of Minor Issues," Section 1.h and 1.i. In addition, the RB EFDS's performance is associated with the Equipment Performance 
attribute of the Mitigating Systems cornerstone and adversely affected the cornerstone objective to ensure the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. On August 18, 2004, the Unit 1 RB EFDS was 
unable to pass 80 gpm as assumed in the Final Safety Analysis Report during an overflow of the reactor water cleanup backwash receiving 
tank. Inspectors identified that system performance problems were such that a Maintenance Rule (a)(2) demonstration could not be justified. 
This finding was considered to have very low safety significance because the finding did not contribute to an actual loss of mitigation 
equipment functions, and did not increase the likelihood of a fire or flooding event.  
A contributing cause of this finding was related to Problem Identification and Resolution cross-cutting area. PPL had eleven previous EFDS 
blockages and the evaluation of those events did not recognize that portions of the non-safety related EFDS were relied upon to mitigate 
accidents or transients. Therefore, PPL did not monitor the EFDS under the maintenance rule and this contributed to the degradation of the RB 
EFDS. (Section 1R12). 
Inspection Report# : 2004004(pdf)  

Significance:  Jun 30, 2004 
Identified By: NRC 
Item Type: FIN Finding 
Loss of One Offsite Power Source to Unit 1 (Outage Unit) 
A self-revealing finding was identified because PPL did not ensure that the contract workers cleaning the Unit 1 cooling tower maintained the 
required minimum distance from an energized electrical line as required by PPL's Safety Operations Safety Rule Book. Subsequently, the 
bucket lift contacted the 230 KV line which resulted in the loss of one of two offsite electrical power sources for Unit 1. Unit 1, shutdown for a 
refuel and maintenance outage, lost one of two alternate decay heat removal systems that provide cooling for the shutdown reactor fuel.  
This finding is more than minor because it affects the Mitigating Systems cornerstone attributes in that the human performance deficiency led 
to an actual loss of the Unit 1 fuel pool cooling system. The deficiency resulted in a loss of electrical power to an alternate decay heat removal 
system (spent fuel pool cooling) for the shutdown Unit 1 reactor. The error adversely affected the objective of the Mitigating Systems 
cornerstone to ensure the availability, reliability and capability of systems that respond to initiating events to prevent reactor core damage. The 
finding is of very low safety significance because the Unit 1 reactor water temperature minimally increased approximately 2 degrees 
Fahrenheit. (Section 1R14.1) 
Inspection Report# : 2004003(pdf)  

Barrier Integrity 

Significance:  Mar 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Equipment Status for a Degraded Control Room Radiological Barrier Door 
A self-revealing non-cited violation (NCV) was identified because PPL did not correctly implement the equipment status control procedure, in 
accordance with Technical Specification 5.4.1.a, which resulted in degrading the radiological barrier function for the control room. This finding 
is greater than minor because the loss of equipment status control resulted in an actual degradation of barrier performance which is an attribute 
of the Barrier Integrity cornerstone. This finding is of very low safety significance because only the radiological barrier function provided for 
the control room was affected. The inspectors identified that a contributing cause of this finding is related to the organizational performance 
category of the Human Performance cross-cutting area, in that PPL did not initially recognize the radiological barrier function of the control 
structure boundary door because the references utilized by PPL to determine the functions of the degraded door did not contain complete 
design information (Section 1R15 ). 
Inspection Report# : 2005002(pdf)  

Significance:  Dec 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Reactor Recirculation and Residual Heat Removal System Instrument Lines Outside of Secondary Containment 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion III, "Design control," because PPL did not have adequate 
measures established to control the alignment of the central railroad bay ventilation to the secondary containment as described in the accident 
analysis in the FSAR. This resulted in several reactor recirculation system and residual heat removal system instrument lines being outside of 
secondary containment. Upon discovery PPL aligned the central railroad bay ventilation to secondary containment.  
This finding was greater than minor because it adversely impacted the Barrier Integrity cornerstone objective to ensure the capability of 
containment in that inadequate design control allowed the instrument lines in the central railroad bay to be outside of secondary containment. 
Allowing the instrument lines to be outside of secondary containment resulted in the plant being outside of the FSAR assumptions and analysis. 
This finding was considered to have very low safety significance (Green), using Phase-1 of the significance determination process. This finding 
was Green because the finding only represents a degradation of the radiological barrier function provided by secondary containment and the 
standby gas treatment system. 
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Inspection Report# : 2004005(pdf)  

Significance: SL-IV Dec 31, 2004 
Identified By: NRC 
Item Type: VIO Violation 
Failure to Complete 10 CFR 50.59 Analysis 
The inspectors identified a Severity Level IV violation of 10 CFR 50.59 requirements for the failure to evaluate a change in plant system 
configuration that was known to be inconsistent with accident analysis and the final safety analysis report (FSAR) description. On December 
16, 20, 23 2004, and on January 4, 2005, PPL aligned the ventilation of the Unit 1 Reactor Building railroad bay to be outside of secondary 
containment which was inconsistent with the assumptions of a previously analyzed accident described in FSAR Chapter 15.6.2. PPL did not 
perform an evaluation in accordance with the requirements of 10 CFR 50.59 to determine if the change required a license amendment prior to 
implementation of this change in plant configuration.  
This finding was addressed using traditional enforcement since it potentially impacts or impedes the regulatory process in that a required 10 
CFR 50.59 evaluation was not performed and documented. A SDP Phase-1 screening was performed and determined that the condition 
resulting from the violation of 10CFR 50.59 was of very low safety significance because the finding only represents a degradation of the 
radiological barrier function provided by secondary containment and the standby gas treatment system. This is a Severity Level IV Violation of 
NRC requirements in accordance with Section VI.A of the NRC Enforcement Policy (Supplement I - Reactor Operations; Example D.5). This 
violation is being cited in a Notice of Violation under Section VI of the NRC Enforcement Policy since PPL did not restore compliance within 
a reasonable time after the violation was identified nor did they enter the violation into a corrective action program to address recurrence. 
Inspection Report# : 2004005(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Dec 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Post Horizontal Spent Fuel Storage Module B-5 s a High Radiation Area 
A self-revealing non-cited violation of 10 CFR20.1501(a)(1) was identified for not conducting an adequate radiation survey to ensure 
compliance with the High Radiation Area (HRA) posting requirements of 10 CFR 20.1902(b) during the removal of spent fuel module shield 
walls. PPL posted and shielded the location and conducted occupational dose assessments for individuals working in the unposted high 
radiation area.  
This finding is a greater than minor because PPL did not conduct adequate radiation surveys to ensure proper posting and control of the area. 
This finding was evaluated against the criteria in NRC Manual Chapter 609, Appendix C, and found to be of very low safety significance 
(Green) because it was not an ALARA finding, it did not involve an overexposure or substantial potential for an overexposure, and the ability 
to assess dose was not compromised.  
The cause of this non-cited violation is related to the Human Performance cross-cutting area because PPL did not complete an adequate survey 
to identify a high radiation area. 
Inspection Report# : 2004005(pdf)  

Public Radiation Safety 

Significance:  Dec 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Correctly Package Waste Resin for Shipment 
A self-revealing non-cited violation of 10 CFR 20.2001 was identified. PPL's transfer of waste resin to Barnwell Low-Level Waste Disposal 
facility did not meet Barnwell's license requirements as required by 10 CFR 30.41. On October 25, 2004, Barnwell identified loose spent resin 
within the annular space between the waste container and transport cask. PPL suspended resin shipments until the cause of the October 25, 
2004, event was identified and corrected.  
This finding is a greater than minor performance deficiency because PPL failed to meet a waste disposal facility license requirement. This 
radioactive material control transportation finding was evaluated against criteria specified in NRC Manual Chapter 0609, Appendix D, and 
determined to be of very low safety significance (Green) because no radiation limits were exceeded, no package breach was involved, no 
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certificate of compliance finding was involved, and although a low-level burial ground non-conformance was involved, burial ground access 
was not denied and no 10 CFR 61.55 waste classification issue was involved. 
Inspection Report# : 2004005(pdf)  

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

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

Initiating Events 

Mitigating Systems 

Significance:  Jun 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Evaluation for a Degraded Emergency Service Water Ventilation Damper 
The NRC identified a non-cited violation for not implementing the Temporary Change procedure, in accordance with Technical Specification 
5.4.1.a, "Administrative Controls - Procedures." The temporary change performed in the field resulted in a loss of seismic qualification of the 
"D" emergency service water (ESW) ventilation subsystem. When this was discovered the "D" ventilation subsystem and the "D" ESW pump 
were declared inoperable in accordance with the Technical Requirements Manual, Section 3.7.6.E. The inspectors determined that failure to 
implement the temporary change procedure as required by Technical Specifications caused the loss of the seismic qualification of the "D" ESW 
ventilation subsystem, which provides cooling for the ESW pumps. PPL declared the "D" ESW ventilation subsystem and the "D" ESW pump 
inoperable, performed an engineering evaluation (EWR 681288) and approved the use of a special tool to secure and maintain the seismic 
qualification of the damper. PPL installed this tool and declared the damper operable on June 7, 2005.  
This finding is more than minor because the loss of seismic qualification affected the "Protection Against External Factors" Attribute of the 
Mitigating Systems cornerstone and the objective of ensuring capability of a system (ESW) that responds to initiating events to prevent 
undesirable consequences. This finding is of very low safety significance because the qualification deficiency did not result in the loss of 
function.  
The inspectors identified that a contributing cause of this finding was related to the organizational performance category of the Human 
Performance cross-cutting area because operations and maintenance did not recognize the need to have engineering evaluate the method that 
was used to secure the damper in accordance with NDAP-QA-1218, "Plant Changes." 
Inspection Report# : 2005003(pdf)  

Significance:  Jun 30, 2004 
Identified By: NRC 
Item Type: FIN Finding 
Loss of One Offsite Power Source to Unit 1 (Outage Unit) 
A self-revealing finding was identified because PPL did not ensure that the contract workers cleaning the Unit 1 cooling tower maintained the 
required minimum distance from an energized electrical line as required by PPL's Safety Operations Safety Rule Book. Subsequently, the 
bucket lift contacted the 230 KV line which resulted in the loss of one of two offsite electrical power sources for Unit 1. Unit 1, shutdown for a 
refuel and maintenance outage, lost one of two alternate decay heat removal systems that provide cooling for the shutdown reactor fuel.  
This finding is more than minor because it affects the Mitigating Systems cornerstone attributes in that the human performance deficiency led 
to an actual loss of the Unit 1 fuel pool cooling system. The deficiency resulted in a loss of electrical power to an alternate decay heat removal 
system (spent fuel pool cooling) for the shutdown Unit 1 reactor. The error adversely affected the objective of the Mitigating Systems 
cornerstone to ensure the availability, reliability and capability of systems that respond to initiating events to prevent reactor core damage. The 
finding is of very low safety significance because the Unit 1 reactor water temperature minimally increased approximately 2 degrees 
Fahrenheit. (Section 1R14.1) 
Inspection Report# : 2004003(pdf)  

Barrier Integrity 

Significance:  Mar 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Equipment Status for a Degraded Control Room Radiological Barrier Door 
A self-revealing non-cited violation (NCV) was identified because PPL did not correctly implement the equipment status control procedure, in 
accordance with Technical Specification 5.4.1.a, which resulted in degrading the radiological barrier function for the control room. This finding 
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is greater than minor because the loss of equipment status control resulted in an actual degradation of barrier performance which is an attribute 
of the Barrier Integrity cornerstone. This finding is of very low safety significance because only the radiological barrier function provided for 
the control room was affected. The inspectors identified that a contributing cause of this finding is related to the organizational performance 
category of the Human Performance cross-cutting area, in that PPL did not initially recognize the radiological barrier function of the control 
structure boundary door because the references utilized by PPL to determine the functions of the degraded door did not contain complete 
design information (Section 1R15 ). 
Inspection Report# : 2005002(pdf)  

Significance:  Dec 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Reactor Recirculation and Residual Heat Removal System Instrument Lines Outside of Secondary Containment 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion III, "Design control," because PPL did not have adequate 
measures established to control the alignment of the central railroad bay ventilation to the secondary containment as described in the accident 
analysis in the FSAR. This resulted in several reactor recirculation system and residual heat removal system instrument lines being outside of 
secondary containment. Upon discovery PPL aligned the central railroad bay ventilation to secondary containment.  
This finding was greater than minor because it adversely impacted the Barrier Integrity cornerstone objective to ensure the capability of 
containment in that inadequate design control allowed the instrument lines in the central railroad bay to be outside of secondary containment. 
Allowing the instrument lines to be outside of secondary containment resulted in the plant being outside of the FSAR assumptions and analysis. 
This finding was considered to have very low safety significance (Green), using Phase-1 of the significance determination process. This finding 
was Green because the finding only represents a degradation of the radiological barrier function provided by secondary containment and the 
standby gas treatment system. 
Inspection Report# : 2004005(pdf)  

Significance: SL-IV Dec 31, 2004 
Identified By: NRC 
Item Type: VIO Violation 
Failure to Complete 10 CFR 50.59 Analysis 
The inspectors identified a Severity Level IV violation of 10 CFR 50.59 requirements for the failure to evaluate a change in plant system 
configuration that was known to be inconsistent with accident analysis and the final safety analysis report (FSAR) description. On December 
16, 20, 23 2004, and on January 4, 2005, PPL aligned the ventilation of the Unit 1 Reactor Building railroad bay to be outside of secondary 
containment which was inconsistent with the assumptions of a previously analyzed accident described in FSAR Chapter 15.6.2. PPL did not 
perform an evaluation in accordance with the requirements of 10 CFR 50.59 to determine if the change required a license amendment prior to 
implementation of this change in plant configuration.  
This finding was addressed using traditional enforcement since it potentially impacts or impedes the regulatory process in that a required 10 
CFR 50.59 evaluation was not performed and documented. A SDP Phase-1 screening was performed and determined that the condition 
resulting from the violation of 10CFR 50.59 was of very low safety significance because the finding only represents a degradation of the 
radiological barrier function provided by secondary containment and the standby gas treatment system. This is a Severity Level IV Violation of 
NRC requirements in accordance with Section VI.A of the NRC Enforcement Policy (Supplement I - Reactor Operations; Example D.5). This 
violation is being cited in a Notice of Violation under Section VI of the NRC Enforcement Policy since PPL did not restore compliance within 
a reasonable time after the violation was identified nor did they enter the violation into a corrective action program to address recurrence. 
Inspection Report# : 2004005(pdf)  
Inspection Report# : 2005004(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Dec 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Post Horizontal Spent Fuel Storage Module B-5 s a High Radiation Area 
A self-revealing non-cited violation of 10 CFR20.1501(a)(1) was identified for not conducting an adequate radiation survey to ensure 
compliance with the High Radiation Area (HRA) posting requirements of 10 CFR 20.1902(b) during the removal of spent fuel module shield 
walls. PPL posted and shielded the location and conducted occupational dose assessments for individuals working in the unposted high 
radiation area.  
This finding is a greater than minor because PPL did not conduct adequate radiation surveys to ensure proper posting and control of the area. 
This finding was evaluated against the criteria in NRC Manual Chapter 609, Appendix C, and found to be of very low safety significance 
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(Green) because it was not an ALARA finding, it did not involve an overexposure or substantial potential for an overexposure, and the ability 
to assess dose was not compromised.  
The cause of this non-cited violation is related to the Human Performance cross-cutting area because PPL did not complete an adequate survey 
to identify a high radiation area. 
Inspection Report# : 2004005(pdf)  

Public Radiation Safety 

Significance:  Dec 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Correctly Package Waste Resin for Shipment 
A self-revealing non-cited violation of 10 CFR 20.2001 was identified. PPL's transfer of waste resin to Barnwell Low-Level Waste Disposal 
facility did not meet Barnwell's license requirements as required by 10 CFR 30.41. On October 25, 2004, Barnwell identified loose spent resin 
within the annular space between the waste container and transport cask. PPL suspended resin shipments until the cause of the October 25, 
2004, event was identified and corrected.  
This finding is a greater than minor performance deficiency because PPL failed to meet a waste disposal facility license requirement. This 
radioactive material control transportation finding was evaluated against criteria specified in NRC Manual Chapter 0609, Appendix D, and 
determined to be of very low safety significance (Green) because no radiation limits were exceeded, no package breach was involved, no 
certificate of compliance finding was involved, and although a low-level burial ground non-conformance was involved, burial ground access 
was not denied and no 10 CFR 61.55 waste classification issue was involved. 
Inspection Report# : 2004005(pdf)  

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

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

Initiating Events 

Mitigating Systems 

Significance:  Dec 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Foreign Material Exclusion Procedural Instructions Associated with EDG Work 
A Green, self-revealing non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion V, "Instructions, Procedures, and Drawings," was 
identified because PPL failed to provide adequate procedural instructions associated with foreign material controls when working in emergency 
diesel generator (EDG) bays or work areas. As a result, foreign material caused a failure of the "C" EDG turbocharger during its biennial 24 
hour endurance run and the associated inoperability of the "C" EDG. PPL entered this issue for resolution in their corrective action program 
and have incorporated Foreign Material Exclusion (FME) controls for all EDG work areas in station procedures.  
The finding is more than minor because it is associated with the Mitigating System cornerstone attribute of equipment reliability and 
availability and affected the cornerstone's objective of ensuring that safety-related equipment is capable of responding to initiating events to 
prevent undesirable consequences. This finding was considered to have very low safety significance (Green) using Phase 1 of the significance 
determination process because it did not result in a actual loss of safety function and it was not potentially risk-significant due to external 
events. 
Inspection Report# : 2005005(pdf)  

Significance:  Dec 02, 2005 
Identified By: NRC 
Item Type: FIN Finding 
Fire Brigade Drill Program Not Consistent With Regulatory Guidance and Industry Standards 
The inspectors identified a Green finding regarding the implementation of the fire brigade drill program. The finding involves practices that are 
not consistent with regulatory guidance (Branch Technical Position (BTP) SPLB 9.5.1and Regulatory Guide (RG) 1.189) and industry 
standards for the performance and crediting of fire brigade drills. Specifically, the program does not result in the five member, on-shift, fire 
brigade practicing as a team during drills and consequently does not allow for an effective assessment of the brigade's performance during 
drills. In addition, two examples were identified where the licensee failed to implement specific drill program requirements. The licensee has 
entered these issues into their corrective action program for review and resolution.  
The finding is more than minor because it affected the Protection Against External Factors attribute of the Mitigating Systems Cornerstone, in 
that it impacted manual fire suppression (fire brigade) capability; and affected the cornerstone objective of ensuring the availability of systems 
that respond to initiating events. This finding has been reviewed by NRC management and is determined to be a finding of very low safety 
significance (Green). (Section 1R05.04) 
Inspection Report# : 2005009(pdf)  

Significance:  Jun 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Evaluation for a Degraded Emergency Service Water Ventilation Damper 
The NRC identified a non-cited violation for not implementing the Temporary Change procedure, in accordance with Technical Specification 
5.4.1.a, "Administrative Controls - Procedures." The temporary change performed in the field resulted in a loss of seismic qualification of the 
"D" emergency service water (ESW) ventilation subsystem. When this was discovered the "D" ventilation subsystem and the "D" ESW pump 
were declared inoperable in accordance with the Technical Requirements Manual, Section 3.7.6.E. The inspectors determined that failure to 
implement the temporary change procedure as required by Technical Specifications caused the loss of the seismic qualification of the "D" ESW 
ventilation subsystem, which provides cooling for the ESW pumps. PPL declared the "D" ESW ventilation subsystem and the "D" ESW pump 
inoperable, performed an engineering evaluation (EWR 681288) and approved the use of a special tool to secure and maintain the seismic 
qualification of the damper. PPL installed this tool and declared the damper operable on June 7, 2005.  
This finding is more than minor because the loss of seismic qualification affected the "Protection Against External Factors" Attribute of the 
Mitigating Systems cornerstone and the objective of ensuring capability of a system (ESW) that responds to initiating events to prevent 
undesirable consequences. This finding is of very low safety significance because the qualification deficiency did not result in the loss of 
function.  

Page 1 of 34Q/2005 Inspection Findings - Susquehanna 1



The inspectors identified that a contributing cause of this finding was related to the organizational performance category of the Human 
Performance cross-cutting area because operations and maintenance did not recognize the need to have engineering evaluate the method that 
was used to secure the damper in accordance with NDAP-QA-1218, "Plant Changes." 
Inspection Report# : 2005003(pdf)  

Significance:  Jun 30, 2004 
Identified By: NRC 
Item Type: FIN Finding 
Loss of One Offsite Power Source to Unit 1 (Outage Unit) 
A self-revealing finding was identified because PPL did not ensure that the contract workers cleaning the Unit 1 cooling tower maintained the 
required minimum distance from an energized electrical line as required by PPL's Safety Operations Safety Rule Book. Subsequently, the 
bucket lift contacted the 230 KV line which resulted in the loss of one of two offsite electrical power sources for Unit 1. Unit 1, shutdown for a 
refuel and maintenance outage, lost one of two alternate decay heat removal systems that provide cooling for the shutdown reactor fuel.  
This finding is more than minor because it affects the Mitigating Systems cornerstone attributes in that the human performance deficiency led 
to an actual loss of the Unit 1 fuel pool cooling system. The deficiency resulted in a loss of electrical power to an alternate decay heat removal 
system (spent fuel pool cooling) for the shutdown Unit 1 reactor. The error adversely affected the objective of the Mitigating Systems 
cornerstone to ensure the availability, reliability and capability of systems that respond to initiating events to prevent reactor core damage. The 
finding is of very low safety significance because the Unit 1 reactor water temperature minimally increased approximately 2 degrees 
Fahrenheit. (Section 1R14.1) 
Inspection Report# : 2004003(pdf)  

Barrier Integrity 

Significance:  Mar 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Equipment Status for a Degraded Control Room Radiological Barrier Door 
A self-revealing non-cited violation (NCV) was identified because PPL did not correctly implement the equipment status control procedure, in 
accordance with Technical Specification 5.4.1.a, which resulted in degrading the radiological barrier function for the control room. This finding 
is greater than minor because the loss of equipment status control resulted in an actual degradation of barrier performance which is an attribute 
of the Barrier Integrity cornerstone. This finding is of very low safety significance because only the radiological barrier function provided for 
the control room was affected. The inspectors identified that a contributing cause of this finding is related to the organizational performance 
category of the Human Performance cross-cutting area, in that PPL did not initially recognize the radiological barrier function of the control 
structure boundary door because the references utilized by PPL to determine the functions of the degraded door did not contain complete 
design information (Section 1R15 ). 
Inspection Report# : 2005002(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Physical Protection information not publicly available. 
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Miscellaneous 

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

Initiating Events 

Mitigating Systems 

Significance:  Mar 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Equipment Hatch Plugs are not Watertight as Indicated in the FSAR  
A self-revealing non-cited violation was identified for not complying with 10 CFR 50, Appendix B, Criterion III, “Design Control.” PPL did 
not assure that the emergency core cooling system (ECCS) compartments were water tight as described in the Final Safety Analysis Report 
(FSAR). This resulted in water intrusion into two ECCS compartments simultaneously during an unexpected overflow of the reactor water 
cleanup backwash receiving tank on August 18, 2004. PPL entered this issue into the corrective action program, re-performed numerous 
internal flood analysis and concluded that the hatch plugs do not have to be leak tight. In addition, PPL sealed the gaps around the equipment 
hatch plugs.  
This finding is greater than minor because it is associated with the Mitigating Systems Cornerstone of design control and affects the 
cornerstone’s objective to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences (i.e. core damage). The water intrusion reduced the capability of the division II core spray system because the system auto start 
feature was manually disabled for approximately two hours. The inspectors performed a Phase 1 screening using IMC 0609, Appendix A, 
“Determining the Significance of Reactor Inspection Findings for At-Power Situations.” The finding was determined to be of very low safety 
significance (Green) because this design deficiency did not result in a loss of function in accordance with Generic Letter 91-18. 
Inspection Report# : 2006002(pdf)  

Significance:  Dec 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Foreign Material Exclusion Procedural Instructions Associated with EDG Work 
A Green, self-revealing non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion V, "Instructions, Procedures, and Drawings," was 
identified because PPL failed to provide adequate procedural instructions associated with foreign material controls when working in emergency 
diesel generator (EDG) bays or work areas. As a result, foreign material caused a failure of the "C" EDG turbocharger during its biennial 24 
hour endurance run and the associated inoperability of the "C" EDG. PPL entered this issue for resolution in their corrective action program 
and have incorporated Foreign Material Exclusion (FME) controls for all EDG work areas in station procedures.  
The finding is more than minor because it is associated with the Mitigating System cornerstone attribute of equipment reliability and 
availability and affected the cornerstone's objective of ensuring that safety-related equipment is capable of responding to initiating events to 
prevent undesirable consequences. This finding was considered to have very low safety significance (Green) using Phase 1 of the significance 
determination process because it did not result in a actual loss of safety function and it was not potentially risk-significant due to external 
events. 
Inspection Report# : 2005005(pdf)  

Significance:  Dec 02, 2005 
Identified By: NRC 
Item Type: FIN Finding 
Fire Brigade Drill Program Not Consistent With Regulatory Guidance and Industry Standards 
The inspectors identified a Green finding regarding the implementation of the fire brigade drill program. The finding involves practices that are 
not consistent with regulatory guidance (Branch Technical Position (BTP) SPLB 9.5.1and Regulatory Guide (RG) 1.189) and industry 
standards for the performance and crediting of fire brigade drills. Specifically, the program does not result in the five member, on-shift, fire 
brigade practicing as a team during drills and consequently does not allow for an effective assessment of the brigade's performance during 
drills. In addition, two examples were identified where the licensee failed to implement specific drill program requirements. The licensee has 
entered these issues into their corrective action program for review and resolution.  
The finding is more than minor because it affected the Protection Against External Factors attribute of the Mitigating Systems Cornerstone, in 
that it impacted manual fire suppression (fire brigade) capability; and affected the cornerstone objective of ensuring the availability of systems 
that respond to initiating events. This finding has been reviewed by NRC management and is determined to be a finding of very low safety 
significance (Green). (Section 1R05.04) 
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Inspection Report# : 2005009(pdf)  

Significance:  Jun 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Evaluation for a Degraded Emergency Service Water Ventilation Damper 
The NRC identified a non-cited violation for not implementing the Temporary Change procedure, in accordance with Technical Specification 
5.4.1.a, "Administrative Controls - Procedures." The temporary change performed in the field resulted in a loss of seismic qualification of the 
"D" emergency service water (ESW) ventilation subsystem. When this was discovered the "D" ventilation subsystem and the "D" ESW pump 
were declared inoperable in accordance with the Technical Requirements Manual, Section 3.7.6.E. The inspectors determined that failure to 
implement the temporary change procedure as required by Technical Specifications caused the loss of the seismic qualification of the "D" ESW 
ventilation subsystem, which provides cooling for the ESW pumps. PPL declared the "D" ESW ventilation subsystem and the "D" ESW pump 
inoperable, performed an engineering evaluation (EWR 681288) and approved the use of a special tool to secure and maintain the seismic 
qualification of the damper. PPL installed this tool and declared the damper operable on June 7, 2005.  
This finding is more than minor because the loss of seismic qualification affected the "Protection Against External Factors" Attribute of the 
Mitigating Systems cornerstone and the objective of ensuring capability of a system (ESW) that responds to initiating events to prevent 
undesirable consequences. This finding is of very low safety significance because the qualification deficiency did not result in the loss of 
function.  
The inspectors identified that a contributing cause of this finding was related to the organizational performance category of the Human 
Performance cross-cutting area because operations and maintenance did not recognize the need to have engineering evaluate the method that 
was used to secure the damper in accordance with NDAP-QA-1218, "Plant Changes." 
Inspection Report# : 2005003(pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

Significance: N/A Feb 10, 2006 
Identified By: NRC 
Item Type: FIN Finding 
PI&R Inspection Summary 
The team concluded that the implementation of the corrective action program (CAP) at Susquehanna was generally good. The team determined 
that Susquehanna was effective at identifying problems and entering them in the CAP. However, while the identification of equipment 
deficiencies was acceptable, the team identified one finding and several minor issues where there appeared to be an attitude of acceptance of 
deficiencies and abnormal conditions. Once entered into the system, the items were screened and prioritized in a timely manner using 
established criteria. Items entered into the CAP were properly evaluated commensurate with their safety significance. The causal evaluations 
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reasonably identified the causes of the problems and developed appropriate corrective actions. The team noted a trend over the last two years of 
a lack of rigor with regard to operability evaluations. Corrective actions were typically implemented in a timely manner and appropriately 
addressed the root causes. However, the team identified one example where the corrective actions to prevent repetition for a NRC identified 
NCV were implemented in an ineffective manner constituting a minor violation. Licensee audits and self-assessments were generally adequate. 
The team also noted that the licensee’s efforts to reduce human performance error rates were continuing. On the basis of interviews conducted 
during the inspection, the team concluded that workers at the site felt free to input safety concerns into the CAP. 
Inspection Report# : 2006006(pdf)  

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

Initiating Events 

Significance:  Jun 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Review of PRNMS Modification Resulted in a Reactor Scram 
A self-revealing non-cited violation was identified for failure to comply with 10 CFR 50 Appendix B, Criterion III, Design Control. PPL did not 
correctly verify that the Power Range Neutron Monitoring System (PRNMS) modification would not adversely affect the design bases of the reactor 
protection system. This resulted in a Unit 1 reactor automatic shutdown (scram) on June 15, 2006, when the division II reactor protection system 
power supply was transferred to the alternate supply. PPL entered the issue into the corrective action program and installed a modification to 
prevent recurrence.  
The finding was more than minor because the condition affected the Design Control attribute of the Initiating Events Cornerstone and affected the 
cornerstone objective of limiting the likelihood of events that upset plant stability and challenge critical safety functions during power operations. 
The finding is of very low safety significance because all mitigating systems were available and responded appropriately to the reactor scram. This 
finding is also related to the human performance cross-cutting area because PPL did not ensure supervisory and management oversight of work 
activities, including contractors such that there would be no adverse system interface issues in the PRNMS design which supports nuclear safety. 
Inspection Report# : 2006003(pdf)  

Mitigating Systems 

Significance:  Jun 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedures Resulted in Motor Operated Valve Failures 
A self-revealing non-cited violation was identified for failure to have adequate work instructions in accordance with 10 CFR 50 Appendix B, 
Criterion V, “Instructions, Procedures, and Drawings.” This resulted in not identifing stem nut degradation prior to the failure of two Unit 1 residual 
heat removal (RHR) valves. PPL entered the issue into the corrective action program and has replaced the stem nuts on the two failed RHR valves, 
as well as other valves, that had degraded stem nuts.  
The finding was more than minor because the condition affected the Procedure Quality attribute of the Mitigating Systems Cornerstone objective to 
ensure the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. The valves failed 
to stroke during the Spring 2006 refueling outage. The finding is of very low safety significance because the finding was determined to not require a 
quantitative assessment using Manual Chapter 0609, Appendix G, “Shutdown Operations Significant Determination Process.” 
Inspection Report# : 2006003(pdf)  

Significance:  Jun 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify Material Degradation Which Resulted in a Failure of the "C" ESW Pump Breaker 
A self-revealing non-cited violation of 10 CFR 50 Appendix B, Criterion XVI, Corrective Action was identified because PPL failed to adequately 
evaluate and correct degraded material in the “C” Emergency Service Water (ESW) pump breaker that caused a failure on April 5, 2006. PPL’s 
corrective action for this failure included replacing the breaker with a new style breaker.  
The finding was more than minor because the condition affected the Equipment Performance attribute of the Mitigating Systems Cornerstone 
objective to ensure the availability, reliability, and capability of systems that respond to initiating events. This finding is of very low safety 
significance because the finding was not a design or qualification deficiency, did not represent a loss of system safety function, did not represent an 
actual loss of safety function of a single train for greater than its Technical Specification Allowed Outage Time, did not represent an actual loss of 
safety function of one or more non-Technical Specification trains of equipment designated as risk significant per 10 CFR 50.65, for greater than 24 
hours, and did not screen as potentially risk significant due to external events. This finding has a PI&R (evaluation) cross-cutting aspect because 
PPL did not perform a thorough evaluation of the problem so that the resolution addressed causes and extent of condition as necessary to prevent 
the subsequent failure of the 4Kv breaker due to material degradation. 
Inspection Report# : 2006003(pdf)  

Significance:  Jun 30, 2006 
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Identified By: NRC 
Item Type: NCV NonCited Violation 
Ineffective Corrective Actions to Assure Training and Qualification of Workers as Required by 10 CFR 50 Appendix B, Criterion XVI 
The inspectors identified a non-cited violation of 10 CFR 50 Appendix B, Criterion XVI, “Corrective Action” because PPL did not correct long 
standing issues related to worker qualifications. This resulted in unqualified workers performing tasks important to safety as described by the 
Quality Assurance (QA) program. Inspectors observed that over a four year period, PPL took action to reconcile the qualification of the individuals 
involved in each event. PPL has developed a plan to address this issue and an effectiveness review of the implemented actions is scheduled for 
November 2006.  
This finding is more than minor because if left uncorrected, the tasks being performed by unqualified workers will become a more significant safety 
concern. An unqualified worker calibrating safety-related equipment affected the Equipment Performance attribute of the mitigating systems 
cornerstone and unqualified fire brigade members affect the Protection Against External Factors attribute of the same cornerstone. The finding 
affects the cornerstone objective of ensuring the availability and reliability of systems that respond to initiating events. This finding is of very low 
safety significance because the work performed by the unqualified individual performing the recirculation flow calibration did not result in a loss of 
system safety function, and did not represent an actual loss of safety function of any single train of equipment. The Significance Determination 
Process (SDP), Appendix F, does not specifically address fire brigade issues and allows for management discretion to determine issue significance. 
This performance issue was reviewed by NRC management and is determined to be a finding of very low safety significance. 
Inspection Report# : 2006003(pdf)  

Significance:  Mar 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Equipment Hatch Plugs are not Watertight as Indicated in the FSAR  
A self-revealing non-cited violation was identified for not complying with 10 CFR 50, Appendix B, Criterion III, “Design Control.” PPL did not 
assure that the emergency core cooling system (ECCS) compartments were water tight as described in the Final Safety Analysis Report (FSAR). 
This resulted in water intrusion into two ECCS compartments simultaneously during an unexpected overflow of the reactor water cleanup backwash 
receiving tank on August 18, 2004. PPL entered this issue into the corrective action program, re-performed numerous internal flood analysis and 
concluded that the hatch plugs do not have to be leak tight. In addition, PPL sealed the gaps around the equipment hatch plugs.  
This finding is greater than minor because it is associated with the Mitigating Systems Cornerstone of design control and affects the cornerstone’s 
objective to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable consequences (i.e. 
core damage). The water intrusion reduced the capability of the division II core spray system because the system auto start feature was manually 
disabled for approximately two hours. The inspectors performed a Phase 1 screening using IMC 0609, Appendix A, “Determining the Significance 
of Reactor Inspection Findings for At-Power Situations.” The finding was determined to be of very low safety significance (Green) because this 
design deficiency did not result in a loss of function in accordance with Generic Letter 91-18. 
Inspection Report# : 2006002(pdf)  

Significance:  Dec 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Foreign Material Exclusion Procedural Instructions Associated with EDG Work 
A Green, self-revealing non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion V, "Instructions, Procedures, and Drawings," was 
identified because PPL failed to provide adequate procedural instructions associated with foreign material controls when working in emergency 
diesel generator (EDG) bays or work areas. As a result, foreign material caused a failure of the "C" EDG turbocharger during its biennial 24 hour 
endurance run and the associated inoperability of the "C" EDG. PPL entered this issue for resolution in their corrective action program and have 
incorporated Foreign Material Exclusion (FME) controls for all EDG work areas in station procedures.  
The finding is more than minor because it is associated with the Mitigating System cornerstone attribute of equipment reliability and availability 
and affected the cornerstone's objective of ensuring that safety-related equipment is capable of responding to initiating events to prevent undesirable 
consequences. This finding was considered to have very low safety significance (Green) using Phase 1 of the significance determination process 
because it did not result in a actual loss of safety function and it was not potentially risk-significant due to external events. 
Inspection Report# : 2005005(pdf)  

Significance:  Dec 02, 2005 
Identified By: NRC 
Item Type: FIN Finding 
Fire Brigade Drill Program Not Consistent With Regulatory Guidance and Industry Standards 
The inspectors identified a Green finding regarding the implementation of the fire brigade drill program. The finding involves practices that are not 
consistent with regulatory guidance (Branch Technical Position (BTP) SPLB 9.5.1and Regulatory Guide (RG) 1.189) and industry standards for the 
performance and crediting of fire brigade drills. Specifically, the program does not result in the five member, on-shift, fire brigade practicing as a 
team during drills and consequently does not allow for an effective assessment of the brigade's performance during drills. In addition, two examples 
were identified where the licensee failed to implement specific drill program requirements. The licensee has entered these issues into their 
corrective action program for review and resolution.  
The finding is more than minor because it affected the Protection Against External Factors attribute of the Mitigating Systems Cornerstone, in that it 
impacted manual fire suppression (fire brigade) capability; and affected the cornerstone objective of ensuring the availability of systems that 
respond to initiating events. This finding has been reviewed by NRC management and is determined to be a finding of very low safety significance 
(Green). (Section 1R05.04) 
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Inspection Report# : 2005009(pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

Significance: N/A Feb 10, 2006 
Identified By: NRC 
Item Type: FIN Finding 
PI&R Inspection Summary 
The team concluded that the implementation of the corrective action program (CAP) at Susquehanna was generally good. The team determined that 
Susquehanna was effective at identifying problems and entering them in the CAP. However, while the identification of equipment deficiencies was 
acceptable, the team identified one finding and several minor issues where there appeared to be an attitude of acceptance of deficiencies and 
abnormal conditions. Once entered into the system, the items were screened and prioritized in a timely manner using established criteria. Items 
entered into the CAP were properly evaluated commensurate with their safety significance. The causal evaluations reasonably identified the causes 
of the problems and developed appropriate corrective actions. The team noted a trend over the last two years of a lack of rigor with regard to 
operability evaluations. Corrective actions were typically implemented in a timely manner and appropriately addressed the root causes. However, 
the team identified one example where the corrective actions to prevent repetition for a NRC identified NCV were implemented in an ineffective 
manner constituting a minor violation. Licensee audits and self-assessments were generally adequate. The team also noted that the licensee’s efforts 
to reduce human performance error rates were continuing. On the basis of interviews conducted during the inspection, the team concluded that 
workers at the site felt free to input safety concerns into the CAP. 
Inspection Report# : 2006006(pdf)  

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

Initiating Events 

Significance:  Jun 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Review of PRNMS Modification Resulted in a Reactor Scram 
A self-revealing non-cited violation was identified for failure to comply with 10 CFR 50 Appendix B, Criterion III, Design 
Control. PPL did not correctly verify that the Power Range Neutron Monitoring System (PRNMS) modification would not 
adversely affect the design bases of the reactor protection system. This resulted in a Unit 1 reactor automatic shutdown 
(scram) on June 15, 2006, when the division II reactor protection system power supply was transferred to the alternate 
supply. PPL entered the issue into the corrective action program and installed a modification to prevent recurrence.  
The finding was more than minor because the condition affected the Design Control attribute of the Initiating Events 
Cornerstone and affected the cornerstone objective of limiting the likelihood of events that upset plant stability and 
challenge critical safety functions during power operations. The finding is of very low safety significance because all 
mitigating systems were available and responded appropriately to the reactor scram. This finding is also related to the 
human performance cross-cutting area because PPL did not ensure supervisory and management oversight of work 
activities, including contractors such that there would be no adverse system interface issues in the PRNMS design which 
supports nuclear safety. 
Inspection Report# : 2006003(pdf)  

Mitigating Systems 

Significance:  Jun 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedures Resulted in Motor Operated Valve Failures 
A self-revealing non-cited violation was identified for failure to have adequate work instructions in accordance with 10 
CFR 50 Appendix B, Criterion V, “Instructions, Procedures, and Drawings.” This resulted in not identifing stem nut 
degradation prior to the failure of two Unit 1 residual heat removal (RHR) valves. PPL entered the issue into the corrective 
action program and has replaced the stem nuts on the two failed RHR valves, as well as other valves, that had degraded 
stem nuts.  
The finding was more than minor because the condition affected the Procedure Quality attribute of the Mitigating Systems 
Cornerstone objective to ensure the availability, reliability, and capability of systems that respond to initiating events to 
prevent undesirable consequences. The valves failed to stroke during the Spring 2006 refueling outage. The finding is of 
very low safety significance because the finding was determined to not require a quantitative assessment using Manual 
Chapter 0609, Appendix G, “Shutdown Operations Significant Determination Process.” 
Inspection Report# : 2006003(pdf)  

Significance:  Jun 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify Material Degradation Which Resulted in a Failure of the "C" ESW Pump Breaker 
A self-revealing non-cited violation of 10 CFR 50 Appendix B, Criterion XVI, Corrective Action was identified because 
PPL failed to adequately evaluate and correct degraded material in the “C” Emergency Service Water (ESW) pump breaker 
that caused a failure on April 5, 2006. PPL’s corrective action for this failure included replacing the breaker with a new 

Page 1 of 43Q/2006 Inspection Findings - Susquehanna 1



style breaker.  
The finding was more than minor because the condition affected the Equipment Performance attribute of the Mitigating 
Systems Cornerstone objective to ensure the availability, reliability, and capability of systems that respond to initiating 
events. This finding is of very low safety significance because the finding was not a design or qualification deficiency, did 
not represent a loss of system safety function, did not represent an actual loss of safety function of a single train for greater 
than its Technical Specification Allowed Outage Time, did not represent an actual loss of safety function of one or more 
non-Technical Specification trains of equipment designated as risk significant per 10 CFR 50.65, for greater than 24 hours, 
and did not screen as potentially risk significant due to external events. This finding has a PI&R (evaluation) cross-cutting 
aspect because PPL did not perform a thorough evaluation of the problem so that the resolution addressed causes and extent 
of condition as necessary to prevent the subsequent failure of the 4Kv breaker due to material degradation. 
Inspection Report# : 2006003(pdf)  

Significance:  Jun 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Ineffective Corrective Actions to Assure Training and Qualification of Workers as Required by 10 CFR 50 
Appendix B, Criterion XVI 
The inspectors identified a non-cited violation of 10 CFR 50 Appendix B, Criterion XVI, “Corrective Action” because PPL 
did not correct long standing issues related to worker qualifications. This resulted in unqualified workers performing tasks 
important to safety as described by the Quality Assurance (QA) program. Inspectors observed that over a four year period, 
PPL took action to reconcile the qualification of the individuals involved in each event. PPL has developed a plan to 
address this issue and an effectiveness review of the implemented actions is scheduled for November 2006.  
This finding is more than minor because if left uncorrected, the tasks being performed by unqualified workers will become 
a more significant safety concern. An unqualified worker calibrating safety-related equipment affected the Equipment 
Performance attribute of the mitigating systems cornerstone and unqualified fire brigade members affect the Protection 
Against External Factors attribute of the same cornerstone. The finding affects the cornerstone objective of ensuring the 
availability and reliability of systems that respond to initiating events. This finding is of very low safety significance 
because the work performed by the unqualified individual performing the recirculation flow calibration did not result in a 
loss of system safety function, and did not represent an actual loss of safety function of any single train of equipment. The 
Significance Determination Process (SDP), Appendix F, does not specifically address fire brigade issues and allows for 
management discretion to determine issue significance. This performance issue was reviewed by NRC management and is 
determined to be a finding of very low safety significance. 
Inspection Report# : 2006003(pdf)  

Significance:  Mar 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Equipment Hatch Plugs are not Watertight as Indicated in the FSAR  
A self-revealing non-cited violation was identified for not complying with 10 CFR 50, Appendix B, Criterion III, “Design 
Control.” PPL did not assure that the emergency core cooling system (ECCS) compartments were water tight as described 
in the Final Safety Analysis Report (FSAR). This resulted in water intrusion into two ECCS compartments simultaneously 
during an unexpected overflow of the reactor water cleanup backwash receiving tank on August 18, 2004. PPL entered this 
issue into the corrective action program, re-performed numerous internal flood analysis and concluded that the hatch plugs 
do not have to be leak tight. In addition, PPL sealed the gaps around the equipment hatch plugs.  
This finding is greater than minor because it is associated with the Mitigating Systems Cornerstone of design control and 
affects the cornerstone’s objective to ensure the availability, reliability, and capability of systems that respond to initiating 
events to prevent undesirable consequences (i.e. core damage). The water intrusion reduced the capability of the division II 
core spray system because the system auto start feature was manually disabled for approximately two hours. The inspectors 
performed a Phase 1 screening using IMC 0609, Appendix A, “Determining the Significance of Reactor Inspection 
Findings for At-Power Situations.” The finding was determined to be of very low safety significance (Green) because this 
design deficiency did not result in a loss of function in accordance with Generic Letter 91-18. 
Inspection Report# : 2006002(pdf)  

Significance:  Dec 31, 2005 
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Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Foreign Material Exclusion Procedural Instructions Associated with EDG Work 
A Green, self-revealing non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion V, "Instructions, Procedures, and 
Drawings," was identified because PPL failed to provide adequate procedural instructions associated with foreign material 
controls when working in emergency diesel generator (EDG) bays or work areas. As a result, foreign material caused a 
failure of the "C" EDG turbocharger during its biennial 24 hour endurance run and the associated inoperability of the "C" 
EDG. PPL entered this issue for resolution in their corrective action program and have incorporated Foreign Material 
Exclusion (FME) controls for all EDG work areas in station procedures.  
The finding is more than minor because it is associated with the Mitigating System cornerstone attribute of equipment 
reliability and availability and affected the cornerstone's objective of ensuring that safety-related equipment is capable of 
responding to initiating events to prevent undesirable consequences. This finding was considered to have very low safety 
significance (Green) using Phase 1 of the significance determination process because it did not result in a actual loss of 
safety function and it was not potentially risk-significant due to external events. 
Inspection Report# : 2005005(pdf)  

Significance:  Dec 02, 2005 
Identified By: NRC 
Item Type: FIN Finding 
Fire Brigade Drill Program Not Consistent With Regulatory Guidance and Industry Standards 
The inspectors identified a Green finding regarding the implementation of the fire brigade drill program. The finding 
involves practices that are not consistent with regulatory guidance (Branch Technical Position (BTP) SPLB 9.5.1and 
Regulatory Guide (RG) 1.189) and industry standards for the performance and crediting of fire brigade drills. Specifically, 
the program does not result in the five member, on-shift, fire brigade practicing as a team during drills and consequently 
does not allow for an effective assessment of the brigade's performance during drills. In addition, two examples were 
identified where the licensee failed to implement specific drill program requirements. The licensee has entered these issues 
into their corrective action program for review and resolution.  
The finding is more than minor because it affected the Protection Against External Factors attribute of the Mitigating 
Systems Cornerstone, in that it impacted manual fire suppression (fire brigade) capability; and affected the cornerstone 
objective of ensuring the availability of systems that respond to initiating events. This finding has been reviewed by NRC 
management and is determined to be a finding of very low safety significance (Green). (Section 1R05.04) 
Inspection Report# : 2005009(pdf)  
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Physical Protection information not publicly available. 

Miscellaneous 
Significance: N/A Feb 10, 2006 
Identified By: NRC 
Item Type: FIN Finding 
PI&R Inspection Summary 
The team concluded that the implementation of the corrective action program (CAP) at Susquehanna was generally good. 
The team determined that Susquehanna was effective at identifying problems and entering them in the CAP. However, 
while the identification of equipment deficiencies was acceptable, the team identified one finding and several minor issues 
where there appeared to be an attitude of acceptance of deficiencies and abnormal conditions. Once entered into the system, 
the items were screened and prioritized in a timely manner using established criteria. Items entered into the CAP were 
properly evaluated commensurate with their safety significance. The causal evaluations reasonably identified the causes of 
the problems and developed appropriate corrective actions. The team noted a trend over the last two years of a lack of rigor 
with regard to operability evaluations. Corrective actions were typically implemented in a timely manner and appropriately 
addressed the root causes. However, the team identified one example where the corrective actions to prevent repetition for a 
NRC identified NCV were implemented in an ineffective manner constituting a minor violation. Licensee audits and self-
assessments were generally adequate. The team also noted that the licensee’s efforts to reduce human performance error 
rates were continuing. On the basis of interviews conducted during the inspection, the team concluded that workers at the 
site felt free to input safety concerns into the CAP. 
Inspection Report# : 2006006(pdf)  

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

Initiating Events 

Significance:  Jun 30, 2006 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Design Review of PRNMS Modification Resulted in a Reactor Scram 
A self-revealing non-cited violation was identified for failure to comply with 10 CFR 50 Appendix B, Criterion III, Design 
Control. PPL did not correctly verify that the Power Range Neutron Monitoring System (PRNMS) modification would not 
adversely affect the design bases of the reactor protection system. This resulted in a Unit 1 reactor automatic shutdown 
(scram) on June 15, 2006, when the division II reactor protection system power supply was transferred to the alternate 
supply. PPL entered the issue into the corrective action program and installed a modification to prevent recurrence.  
The finding was more than minor because the condition affected the Design Control attribute of the Initiating Events 
Cornerstone and affected the cornerstone objective of limiting the likelihood of events that upset plant stability and 
challenge critical safety functions during power operations. The finding is of very low safety significance because all 
mitigating systems were available and responded appropriately to the reactor scram. This finding is also related to the 
human performance cross-cutting area because PPL did not ensure supervisory and management oversight of work 
activities, including contractors such that there would be no adverse system interface issues in the PRNMS design which 
supports nuclear safety. 
Inspection Report# : 2006003 (pdf)  

Mitigating Systems 

Significance:  Dec 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate work instructions for the disassembly and inspection of IST check valves 
The inspectors identified a non-cited violation (NCV) of 10 CFR 50 Appendix B, Criterion V, “Instructions, Procedures, 
and Drawings,” because PPL did not provide adequate work instructions for the disassembly and inspection activities, 
required by Technical Specification 5.5.6, Inservice Testing (IST), for emergency service water (ESW) check valve 
011514. Consequently, undetected degradation of the valve internals, led to the valve’s failure in the full open position and 
the diversion of approximately 1000 gallons per minute of ESW system flow from the operating loop into the idle ESW 
Loop. PPL has entered the finding into the corrective action program (CR 824522) and plans to revise its maintenance 
instructions.  
The finding is more than minor because it is associated with the Procedure Quality attribute of the Mitigating System 
Cornerstone and it adversely affected the cornerstone’s objective to ensure the availability, reliability, and capability of 
systems (e.g. ESW) that respond to initiating events to prevent undesirable consequences. The finding was determined to be 
of very low safety significance in the Phase 1 screening conducted per Appendix A of the SDP. This finding has a cross-
cutting aspect in the area of human performance because the work package was not sufficiently complete to define and 
implement the required disassembly and inspection of check valves (1R12). 
Inspection Report# : 2006005 (pdf)  

Significance:  Dec 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions for EPA Breaker Failures
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Inspectors identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” because 
PPL failed to correct a long standing condition adverse to quality with regard to RPSP EPA circuit breaker problemss. The 
failures were attributed, in part, to PPL’s inadequate prior evaluations with respect to not following recommended 
preventive maintenance replacement activities. PPL entered the finding into its corrective program (CR 710737) and plans 
to modify its preventive maintenance practices for the EPA breakers and to continue to work with the vendor to establish a 
permanent resolution.  
The finding is more than minor because it is associated with the equipment performance attribute and affected the objective 
of the Mitigating Systems Cornerstone to ensure the availability, reliability and capability of equipment (e.g. the reactor 
protection system) that respond to initiating events to prevent undesirable consequences. The finding was determinned to 
have very low safety significance (Green) in Phase 1 of Appendix A to the SDP because it was not a design or qualification 
deficiency, did not result in the loss of system safety function, did not represent the actual loss of safety function of a single 
train of equipment for greater than its technical specification allowed outage time, did not result in the loss of safety 
function of a train of risk significant non-technical specification equipment for greater than 24 hours, nor is it potentially 
risk significant due to seismic, flood, or severe weather initiating events. This finding has a cross-cutting aspect in the area 
of problem identification and resolution because PPL did not thoroughly evaluate similar breaker failures and take into 
account vendor information such that the extent of condition was considered and the problem resolved (4OA2).  
 
Inspection Report# : 2006005 (pdf)  

Significance:  Jun 30, 2006 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Procedures Resulted in Motor Operated Valve Failures 
A self-revealing non-cited violation was identified for failure to have adequate work instructions in accordance with 10 
CFR 50 Appendix B, Criterion V, “Instructions, Procedures, and Drawings.” This resulted in not identifing stem nut 
degradation prior to the failure of two Unit 1 residual heat removal (RHR) valves. PPL entered the issue into the corrective 
action program and has replaced the stem nuts on the two failed RHR valves, as well as other valves, that had degraded 
stem nuts.  
The finding was more than minor because the condition affected the Procedure Quality attribute of the Mitigating Systems 
Cornerstone objective to ensure the availability, reliability, and capability of systems that respond to initiating events to 
prevent undesirable consequences. The valves failed to stroke during the Spring 2006 refueling outage. The finding is of 
very low safety significance because the finding was determined to not require a quantitative assessment using Manual 
Chapter 0609, Appendix G, “Shutdown Operations Significant Determination Process.” 
Inspection Report# : 2006003 (pdf)  

Significance:  Jun 30, 2006 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Identify Material Degradation Which Resulted in a Failure of the "C" ESW Pump Breaker 
A self-revealing non-cited violation of 10 CFR 50 Appendix B, Criterion XVI, Corrective Action was identified because 
PPL failed to adequately evaluate and correct degraded material in the “C” Emergency Service Water (ESW) pump breaker 
that caused a failure on April 5, 2006. PPL’s corrective action for this failure included replacing the breaker with a new 
style breaker.  
The finding was more than minor because the condition affected the Equipment Performance attribute of the Mitigating 
Systems Cornerstone objective to ensure the availability, reliability, and capability of systems that respond to initiating 
events. This finding is of very low safety significance because the finding was not a design or qualification deficiency, did 
not represent a loss of system safety function, did not represent an actual loss of safety function of a single train for greater 
than its Technical Specification Allowed Outage Time, did not represent an actual loss of safety function of one or more 
non-Technical Specification trains of equipment designated as risk significant per 10 CFR 50.65, for greater than 24 hours, 
and did not screen as potentially risk significant due to external events. This finding has a PI&R (evaluation) cross-cutting 
aspect because PPL did not perform a thorough evaluation of the problem so that the resolution addressed causes and extent 
of condition as necessary to prevent the subsequent failure of the 4Kv breaker due to material degradation. 
Inspection Report# : 2006003 (pdf)  
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Significance:  Jun 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Ineffective Corrective Actions to Assure Training and Qualification of Workers as Required by 10 CFR 50 
Appendix B, Criterion XVI 
The inspectors identified a non-cited violation of 10 CFR 50 Appendix B, Criterion XVI, “Corrective Action” because PPL 
did not correct long standing issues related to worker qualifications. This resulted in unqualified workers performing tasks 
important to safety as described by the Quality Assurance (QA) program. Inspectors observed that over a four year period, 
PPL took action to reconcile the qualification of the individuals involved in each event. PPL has developed a plan to 
address this issue and an effectiveness review of the implemented actions is scheduled for November 2006.  
This finding is more than minor because if left uncorrected, the tasks being performed by unqualified workers will become 
a more significant safety concern. An unqualified worker calibrating safety-related equipment affected the Equipment 
Performance attribute of the mitigating systems cornerstone and unqualified fire brigade members affect the Protection 
Against External Factors attribute of the same cornerstone. The finding affects the cornerstone objective of ensuring the 
availability and reliability of systems that respond to initiating events. This finding is of very low safety significance 
because the work performed by the unqualified individual performing the recirculation flow calibration did not result in a 
loss of system safety function, and did not represent an actual loss of safety function of any single train of equipment. The 
Significance Determination Process (SDP), Appendix F, does not specifically address fire brigade issues and allows for 
management discretion to determine issue significance. This performance issue was reviewed by NRC management and is 
determined to be a finding of very low safety significance. 
Inspection Report# : 2006003 (pdf)  

Significance:  Mar 31, 2006 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Equipment Hatch Plugs are not Watertight as Indicated in the FSAR  
A self-revealing non-cited violation was identified for not complying with 10 CFR 50, Appendix B, Criterion III, “Design 
Control.” PPL did not assure that the emergency core cooling system (ECCS) compartments were water tight as described 
in the Final Safety Analysis Report (FSAR). This resulted in water intrusion into two ECCS compartments simultaneously 
during an unexpected overflow of the reactor water cleanup backwash receiving tank on August 18, 2004. PPL entered this 
issue into the corrective action program, re-performed numerous internal flood analysis and concluded that the hatch plugs 
do not have to be leak tight. In addition, PPL sealed the gaps around the equipment hatch plugs.  
This finding is greater than minor because it is associated with the Mitigating Systems Cornerstone of design control and 
affects the cornerstone’s objective to ensure the availability, reliability, and capability of systems that respond to initiating 
events to prevent undesirable consequences (i.e. core damage). The water intrusion reduced the capability of the division II 
core spray system because the system auto start feature was manually disabled for approximately two hours. The inspectors 
performed a Phase 1 screening using IMC 0609, Appendix A, “Determining the Significance of Reactor Inspection 
Findings for At-Power Situations.” The finding was determined to be of very low safety significance (Green) because this 
design deficiency did not result in a loss of function in accordance with Generic Letter 91-18. 
Inspection Report# : 2006002 (pdf)  
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Public Radiation Safety 

Physical Protection 
Physical Protection information not publicly available. 

Miscellaneous 
Significance: N/A Feb 10, 2006 
Identified By: NRC 
Item Type: FIN Finding 
PI&R Inspection Summary 
The team concluded that the implementation of the corrective action program (CAP) at Susquehanna was generally good. 
The team determined that Susquehanna was effective at identifying problems and entering them in the CAP. However, 
while the identification of equipment deficiencies was acceptable, the team identified one finding and several minor issues 
where there appeared to be an attitude of acceptance of deficiencies and abnormal conditions. Once entered into the system, 
the items were screened and prioritized in a timely manner using established criteria. Items entered into the CAP were 
properly evaluated commensurate with their safety significance. The causal evaluations reasonably identified the causes of 
the problems and developed appropriate corrective actions. The team noted a trend over the last two years of a lack of rigor 
with regard to operability evaluations. Corrective actions were typically implemented in a timely manner and appropriately 
addressed the root causes. However, the team identified one example where the corrective actions to prevent repetition for a 
NRC identified NCV were implemented in an ineffective manner constituting a minor violation. Licensee audits and self-
assessments were generally adequate. The team also noted that the licensee’s efforts to reduce human performance error 
rates were continuing. On the basis of interviews conducted during the inspection, the team concluded that workers at the 
site felt free to input safety concerns into the CAP. 
Inspection Report# : 2006006 (pdf)  
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Susquehanna 1 
1Q/2007 Plant Inspection Findings 

Initiating Events 

Significance:  Jun 30, 2006 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Design Review of PRNMS Modification Resulted in a Reactor Scram 
A self-revealing non-cited violation was identified for failure to comply with 10 CFR 50 Appendix B, Criterion III, Design 
Control. PPL did not correctly verify that the Power Range Neutron Monitoring System (PRNMS) modification would not 
adversely affect the design bases of the reactor protection system. This resulted in a Unit 1 reactor automatic shutdown 
(scram) on June 15, 2006, when the division II reactor protection system power supply was transferred to the alternate 
supply. PPL entered the issue into the corrective action program and installed a modification to prevent recurrence.  
The finding was more than minor because the condition affected the Design Control attribute of the Initiating Events 
Cornerstone and affected the cornerstone objective of limiting the likelihood of events that upset plant stability and 
challenge critical safety functions during power operations. The finding is of very low safety significance because all 
mitigating systems were available and responded appropriately to the reactor scram. This finding is also related to the 
human performance cross-cutting area because PPL did not ensure supervisory and management oversight of work 
activities, including contractors such that there would be no adverse system interface issues in the PRNMS design which 
supports nuclear safety. 
Inspection Report# : 2006003 (pdf)  

Mitigating Systems 

Significance:  Mar 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Reactor Building Floor and Equipment Drains not Fully Scoped into the Maintenance Rule 
The inspectors identified a non-cited violation of 10 CFR Part 50.65 (b)(2) because PPL did not scope an accident and 
transient mitigation function of the Reactor Building (RB) equipment floor drain system (EFDS) into the Maintenance Rule 
monitoring program. The RB EFDS is relied upon to mitigate internal flooding events and failure of the system to function 
could prevent safety-related structures, systems and components from fulfilling their safety-related functions. PPL entered 
this issue into the condition reporting system.  
The finding was more than minor because the RB EFDS’s performance is associated with the Equipment Performance 
attribute of the Mitigating Systems cornerstone and adversely affected the cornerstone objective to ensure the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences because on 
January 10, 2007, the RCIC room floor drain isolation valve operator and position indiction were found inoperable. This 
finding was of very low safety significance because the finding did not contribute to an actual loss of mitigation equipment 
functions, and did not increase the likelihood of a fire or flooding event. A contributing cause of this finding was related to 
the Corrective Action aspect of the Problem Identification and Resolution cross-cutting area in that PPL’s corrective action 
did not result in all the required functions of the EFDS being scoped into the Maintenance Rule program. Specifically, 
PPL’s corrective actions for NCV 05000387/2004004-02 were not commensurate with the significance and complexity of 
the issue. (Section 1R12) 
Inspection Report# : 2007002 (pdf)  

Significance:  Dec 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 



Inadequate work instructions for the disassembly and inspection of IST check valves 
The inspectors identified a non-cited violation (NCV) of 10 CFR 50 Appendix B, Criterion V, “Instructions, Procedures, 
and Drawings,” because PPL did not provide adequate work instructions for the disassembly and inspection activities, 
required by Technical Specification 5.5.6, Inservice Testing (IST), for emergency service water (ESW) check valve 
011514. Consequently, undetected degradation of the valve internals, led to the valve’s failure in the full open position and 
the diversion of approximately 1000 gallons per minute of ESW system flow from the operating loop into the idle ESW 
Loop. PPL has entered the finding into the corrective action program (CR 824522) and plans to revise its maintenance 
instructions.  
The finding is more than minor because it is associated with the Procedure Quality attribute of the Mitigating System 
Cornerstone and it adversely affected the cornerstone’s objective to ensure the availability, reliability, and capability of 
systems (e.g. ESW) that respond to initiating events to prevent undesirable consequences. The finding was determined to 
be of very low safety significance in the Phase 1 screening conducted per Appendix A of the SDP. This finding has a cross-
cutting aspect in the area of human performance because the work package was not sufficiently complete to define and 
implement the required disassembly and inspection of check valves (1R12). 
Inspection Report# : 2006005 (pdf)  

Significance:  Dec 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions for EPA Breaker Failures 
Inspectors identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” because 
PPL failed to correct a long standing condition adverse to quality with regard to RPSP EPA circuit breaker problemss. The 
failures were attributed, in part, to PPL’s inadequate prior evaluations with respect to not following recommended 
preventive maintenance replacement activities. PPL entered the finding into its corrective program (CR 710737) and plans 
to modify its preventive maintenance practices for the EPA breakers and to continue to work with the vendor to establish a 
permanent resolution.  
The finding is more than minor because it is associated with the equipment performance attribute and affected the objective 
of the Mitigating Systems Cornerstone to ensure the availability, reliability and capability of equipment (e.g. the reactor 
protection system) that respond to initiating events to prevent undesirable consequences. The finding was determinned to 
have very low safety significance (Green) in Phase 1 of Appendix A to the SDP because it was not a design or qualification 
deficiency, did not result in the loss of system safety function, did not represent the actual loss of safety function of a single 
train of equipment for greater than its technical specification allowed outage time, did not result in the loss of safety 
function of a train of risk significant non-technical specification equipment for greater than 24 hours, nor is it potentially 
risk significant due to seismic, flood, or severe weather initiating events. This finding has a cross-cutting aspect in the area 
of problem identification and resolution because PPL did not thoroughly evaluate similar breaker failures and take into 
account vendor information such that the extent of condition was considered and the problem resolved (4OA2).  
 
Inspection Report# : 2006005 (pdf)  

Significance:  Jun 30, 2006 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Procedures Resulted in Motor Operated Valve Failures 
A self-revealing non-cited violation was identified for failure to have adequate work instructions in accordance with 10 
CFR 50 Appendix B, Criterion V, “Instructions, Procedures, and Drawings.” This resulted in not identifing stem nut 
degradation prior to the failure of two Unit 1 residual heat removal (RHR) valves. PPL entered the issue into the corrective 
action program and has replaced the stem nuts on the two failed RHR valves, as well as other valves, that had degraded 
stem nuts.  
The finding was more than minor because the condition affected the Procedure Quality attribute of the Mitigating Systems 
Cornerstone objective to ensure the availability, reliability, and capability of systems that respond to initiating events to 
prevent undesirable consequences. The valves failed to stroke during the Spring 2006 refueling outage. The finding is of 
very low safety significance because the finding was determined to not require a quantitative assessment using Manual 
Chapter 0609, Appendix G, “Shutdown Operations Significant Determination Process.” 
Inspection Report# : 2006003 (pdf)  



Significance:  Jun 30, 2006 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Identify Material Degradation Which Resulted in a Failure of the "C" ESW Pump Breaker 
A self-revealing non-cited violation of 10 CFR 50 Appendix B, Criterion XVI, Corrective Action was identified because 
PPL failed to adequately evaluate and correct degraded material in the “C” Emergency Service Water (ESW) pump breaker 
that caused a failure on April 5, 2006. PPL’s corrective action for this failure included replacing the breaker with a new 
style breaker.  
The finding was more than minor because the condition affected the Equipment Performance attribute of the Mitigating 
Systems Cornerstone objective to ensure the availability, reliability, and capability of systems that respond to initiating 
events. This finding is of very low safety significance because the finding was not a design or qualification deficiency, did 
not represent a loss of system safety function, did not represent an actual loss of safety function of a single train for greater 
than its Technical Specification Allowed Outage Time, did not represent an actual loss of safety function of one or more 
non-Technical Specification trains of equipment designated as risk significant per 10 CFR 50.65, for greater than 24 hours, 
and did not screen as potentially risk significant due to external events. This finding has a PI&R (evaluation) cross-cutting 
aspect because PPL did not perform a thorough evaluation of the problem so that the resolution addressed causes and 
extent of condition as necessary to prevent the subsequent failure of the 4Kv breaker due to material degradation. 
Inspection Report# : 2006003 (pdf)  

Significance:  Jun 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Ineffective Corrective Actions to Assure Training and Qualification of Workers as Required by 10 CFR 50 
Appendix B, Criterion XVI 
The inspectors identified a non-cited violation of 10 CFR 50 Appendix B, Criterion XVI, “Corrective Action” because PPL 
did not correct long standing issues related to worker qualifications. This resulted in unqualified workers performing tasks 
important to safety as described by the Quality Assurance (QA) program. Inspectors observed that over a four year period, 
PPL took action to reconcile the qualification of the individuals involved in each event. PPL has developed a plan to 
address this issue and an effectiveness review of the implemented actions is scheduled for November 2006.  
This finding is more than minor because if left uncorrected, the tasks being performed by unqualified workers will become 
a more significant safety concern. An unqualified worker calibrating safety-related equipment affected the Equipment 
Performance attribute of the mitigating systems cornerstone and unqualified fire brigade members affect the Protection 
Against External Factors attribute of the same cornerstone. The finding affects the cornerstone objective of ensuring the 
availability and reliability of systems that respond to initiating events. This finding is of very low safety significance 
because the work performed by the unqualified individual performing the recirculation flow calibration did not result in a 
loss of system safety function, and did not represent an actual loss of safety function of any single train of equipment. The 
Significance Determination Process (SDP), Appendix F, does not specifically address fire brigade issues and allows for 
management discretion to determine issue significance. This performance issue was reviewed by NRC management and is 
determined to be a finding of very low safety significance. 
Inspection Report# : 2006003 (pdf)  
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Susquehanna 1 
2Q/2007 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Jun 30, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Timely Corrective Actions for an "E" Emergency Diesel Generator Jacket Water Leak 
The inspectors identified a non-cited violation (NCV) of Title 10 of the Code of Federal Regulations (CFR), Part 50, 
Appendix B, Criterion XVI, “Corrective Action,” when PPL did not correct a condition adverse to quality, associated 
with a jacket water supply header leak on the “E” emergency diesel generator (EDG) 3R (right) engine cylinder. 
Inspectors identified that PPL had several opportunities to correct this leak before the condition impacted safety 
system reliability and availability. PPL identified the jacket water leak during a diesel generator surveillance test on 
December 2, 2005 and entered this condition into the corrective action system. Although, the leak was small and did 
not originally impact system operability or reliability, PPL rescheduled, delayed, and deferred the repair work for this 
gasket connection until the condition resulted in a leak of approximately 12 gallons per hour during a March 28, 2007 
surveillance test. Due to the rate of jacket water coolant inventory loss, PPL shutdown the engine and declared the “E”
emergency diesel inoperable. PPL repaired the leak and entered the issue into the corrective action program.  
This finding is greater than minor because it is associated with the equipment performance attribute of the Mitigating 
Systems cornerstone and negatively affected the cornerstone objective to ensure the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. This finding is related to 
the Problem Identification and Resolution cross-cutting area (Corrective Action) because PPL did not take actions to 
correct the jacket water leak in a timely manner, commensurate with the issue’s safety significance. (P.1(d)) (Section 
1R19) 
Inspection Report# : 2007003 (pdf)  

Significance:  Jun 29, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inoperable Pumphouse Ventilation lineup Corrective Actions 
The inspectors identified a non cited violation (NCV) of 10CFR 50 Appendix B, Criterion III Design Control because 
PPL failed to ensure that the design basis for the Residual Heat Removal System (RHR) was correctly translated into 
specifications and procedures. In 1990 PPL identified a single point vulnerability that could result in a complete loss 
of RHR to one of the units during a design basis event. PPL corrected this vulnerability by establishing alternate 
ventilation by opening a door. In 2002 PPL sealed the door disabling this strategy and reintroducing the same single 
point vulnerability. In November 2005, PPL identified that the modification had made the ventilation procedure 
unusable. PPL's assessment of the condition report incorrectly concluded that the ventilation procedure was not part of 
the design basis and immediate corrective actions were not performed. Following the team's identification of the issue 
PPL took immediate corrective actions to establish a new ventilation path. The issue had a crosscutting aspect in the 
area of problem identification and resolution related to corrective actions.  
The finding was more than minor because it is associated with the design control attribute of the Mitigating Systems 
cornerstone and affected the cornerstone objective of ensuring the availability, reliability, and capability of systems 
that respond to initiating events to prevent undesirable consequences. The team conducted a Phase 3 SDP and 
determined the finding to be of very low safety significance.  
 
Inspection Report# : 2007007 (pdf)  



Significance:  Jun 29, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
E EDG Procedure Violation Human Performance 
The inspectors identified a non cited violation of Susquehanna Steam Electric Station (SSES) Technical Specification 
5.4.1, Administrative Controls, Procedures, for failure to use procedures required by Regulatory Guide 1.33. PPL 
operators did not follow the procedure adherence requirements when aligning the E emergency diesel generator 
(EDG) for standby operation prior to removing the C EDG from service for planned maintenance. The field supervisor 
concurred that not following procedure adherence requirements was an acceptable practice in this instance. Both the 
station procedure review and management expectations confirmed that the administrative procedure required strict 
procedure adherence during this evolution. SSES entered this issue into the corrective action program for resolution. 
The 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 availability and reliability of systems that respond to 
initiating events to prevent undesirable consequences. The finding was determined to be of very low safety 
significance (Green) because it did not result in a loss of system safety function. This finding has a cross cutting 
aspect in the area of human performance because SSES did not effectively communicate expectations regarding 
procedural compliance and because personnel did not follow procedures.  
 
Inspection Report# : 2007007 (pdf)  

Significance:  Mar 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Reactor Building Floor and Equipment Drains not Fully Scoped into the Maintenance Rule 
The inspectors identified a non-cited violation of 10 CFR Part 50.65 (b)(2) because PPL did not scope an accident and 
transient mitigation function of the Reactor Building (RB) equipment floor drain system (EFDS) into the Maintenance 
Rule monitoring program. The RB EFDS is relied upon to mitigate internal flooding events and failure of the system 
to function could prevent safety-related structures, systems and components from fulfilling their safety-related 
functions. PPL entered this issue into the condition reporting system.  
The finding was more than minor because the RB EFDS’s performance is associated with the Equipment Performance 
attribute of the Mitigating Systems cornerstone and adversely affected the cornerstone objective to ensure the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable consequences 
because on January 10, 2007, the RCIC room floor drain isolation valve operator and position indiction were found 
inoperable. This finding was of very low safety significance because the finding did not contribute to an actual loss of 
mitigation equipment functions, and did not increase the likelihood of a fire or flooding event. A contributing cause of 
this finding was related to the Corrective Action aspect of the Problem Identification and Resolution cross-cutting area 
in that PPL’s corrective action did not result in all the required functions of the EFDS being scoped into the 
Maintenance Rule program. Specifically, PPL’s corrective actions for NCV 05000387/2004004-02 were not 
commensurate with the significance and complexity of the issue. (Section 1R12) 
Inspection Report# : 2007002 (pdf)  

Significance:  Dec 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate work instructions for the disassembly and inspection of IST check valves 
The inspectors identified a non-cited violation (NCV) of 10 CFR 50 Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings,” because PPL did not provide adequate work instructions for the disassembly and 
inspection activities, required by Technical Specification 5.5.6, Inservice Testing (IST), for emergency service water 
(ESW) check valve 011514. Consequently, undetected degradation of the valve internals, led to the valve’s failure in 
the full open position and the diversion of approximately 1000 gallons per minute of ESW system flow from the 
operating loop into the idle ESW Loop. PPL has entered the finding into the corrective action program (CR 824522) 
and plans to revise its maintenance instructions.  
The finding is more than minor because it is associated with the Procedure Quality attribute of the Mitigating System 
Cornerstone and it adversely affected the cornerstone’s objective to ensure the availability, reliability, and capability 
of systems (e.g. ESW) that respond to initiating events to prevent undesirable consequences. The finding was 



determined to be of very low safety significance in the Phase 1 screening conducted per Appendix A of the SDP. This 
finding has a cross-cutting aspect in the area of human performance because the work package was not sufficiently 
complete to define and implement the required disassembly and inspection of check valves (1R12). 
Inspection Report# : 2006005 (pdf)  

Significance:  Dec 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions for EPA Breaker Failures 
Inspectors identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” 
because PPL failed to correct a long standing condition adverse to quality with regard to RPSP EPA circuit breaker 
problemss. The failures were attributed, in part, to PPL’s inadequate prior evaluations with respect to not following 
recommended preventive maintenance replacement activities. PPL entered the finding into its corrective program (CR 
710737) and plans to modify its preventive maintenance practices for the EPA breakers and to continue to work with 
the vendor to establish a permanent resolution.  
The finding is more than minor because it is associated with the equipment performance attribute and affected the 
objective of the Mitigating Systems Cornerstone to ensure the availability, reliability and capability of equipment (e.g. 
the reactor protection system) that respond to initiating events to prevent undesirable consequences. The finding was 
determinned to have very low safety significance (Green) in Phase 1 of Appendix A to the SDP because it was not a 
design or qualification deficiency, did not result in the loss of system safety function, did not represent the actual loss 
of safety function of a single train of equipment for greater than its technical specification allowed outage time, did 
not result in the loss of safety function of a train of risk significant non-technical specification equipment for greater 
than 24 hours, nor is it potentially risk significant due to seismic, flood, or severe weather initiating events. This 
finding has a cross-cutting aspect in the area of problem identification and resolution because PPL did not thoroughly 
evaluate similar breaker failures and take into account vendor information such that the extent of condition was 
considered and the problem resolved (4OA2).  
 
Inspection Report# : 2006005 (pdf)  
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Significance:  Jun 30, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Violation of 10 CFR 71.5 for Inadequately Secured Transport of Condensate Pump Motors (Class 7 Material)
An NRC-identified finding having very low safety significance was identified due to a deficiency in the radioactive 
material control program. On March 20, 2007, Susquehanna shipped two condensate pump motors in a sealand 
container as Class 7 material, surface contaminated objects, to a vendor, in Memphis, TN. Upon receipt at the vendor 
on March 22, 2007, it was identified that there had been a breach of the package during transit, in that several holes 
were in the side wall of the container due to inadequate blocking and bracing of the load.  



Code of Federal Regulations 10 CFR 71.5 requires that each licensee who transports licensed material shall comply 
with the applicable requirements of the Department of Transportation (DOT) regulations in 49 CFR Parts 171 through 
180. 49 CFR 173.448 requires that each shipment of Class 7 materials must be secured to prevent shifting during 
normal transportation conditions. 49 CFR 173.410 requires that each package used for the shipment of Class 7 
materials be designed so that the package will be capable of withstanding the effects of any acceleration, vibration or 
vibration resonance that may arise under normal conditions of transport without any deterioration in the integrity of 
the package. Contrary to these requirements, PPL failed to properly block and brace the contents of a sealand 
container, resulting in the loss of package integrity. This finding has a cross-cutting aspect in the area of human 
performance (work practices) because the contracted vendor did not have established instructions for proper loading 
and bracing of the shipment and PPL did not ensure adequate supervisory and management oversight of the work 
activities. (H.4.c) (Section 2PS2.1) 
Inspection Report# : 2007003 (pdf)  

Significance:  Jun 30, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Violation of 10 CFR 71.5 for Inadequately Accounting for Activity in a Shipment of Irradiated Fuel Channels 
A self-revealing finding having very low safety significance was identified due to a deficiency in the radioactive 
material control program. On June 22, 2007, while preparing to load fuel channels in a disposal liner, Susquehanna 
identified that a liner of irradiated fuel channels previously shipped to the Barnwell Disposal facility in South Carolina 
contained an incorrect fuel channel for that shipment.  
Code of Federal Regulations 10 CFR 71.5 requires that each licensee who transports licensed material shall comply 
with the applicable requirements of the DOT regulations in 49 CFR Parts 171 through 180. 49 CFR 172.203(d)(3) 
requires that the shipping papers for Class 7 materials include the activity contained in the shipment. Contrary to these 
requirements, PPL failed to properly account for the activity contained in a shipment due to the inclusion of the wrong 
item in the shipment. This finding has a cross-cutting aspect in the area of human performance (work practices) 
because the contracted vendor did not follow established instructions for proper loading of the shipment and the 
licensee did not ensure adequate supervisory and management oversight of the work activities. (H.4.c) (Section 
2PS2.2) 
Inspection Report# : 2007003 (pdf)  

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

Initiating Events 

Mitigating Systems 

Significance:  Jun 30, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Timely Corrective Actions for an "E" Emergency Diesel Generator Jacket Water Leak 
The inspectors identified a non-cited violation (NCV) of Title 10 of the Code of Federal Regulations (CFR), Part 50, 
Appendix B, Criterion XVI, “Corrective Action,” when PPL did not correct a condition adverse to quality, associated 
with a jacket water supply header leak on the “E” emergency diesel generator (EDG) 3R (right) engine cylinder. 
Inspectors identified that PPL had several opportunities to correct this leak before the condition impacted safety 
system reliability and availability. PPL identified the jacket water leak during a diesel generator surveillance test on 
December 2, 2005 and entered this condition into the corrective action system. Although, the leak was small and did 
not originally impact system operability or reliability, PPL rescheduled, delayed, and deferred the repair work for this 
gasket connection until the condition resulted in a leak of approximately 12 gallons per hour during a March 28, 2007 
surveillance test. Due to the rate of jacket water coolant inventory loss, PPL shutdown the engine and declared the “E”
emergency diesel inoperable. PPL repaired the leak and entered the issue into the corrective action program.  
This finding is greater than minor because it is associated with the equipment performance attribute of the Mitigating 
Systems cornerstone and negatively affected the cornerstone objective to ensure the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. This finding is related to 
the Problem Identification and Resolution cross-cutting area (Corrective Action) because PPL did not take actions to 
correct the jacket water leak in a timely manner, commensurate with the issue’s safety significance. (P.1(d)) (Section 
1R19) 
Inspection Report# : 2007003 (pdf)  

Significance:  Jun 29, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inoperable Pumphouse Ventilation lineup Corrective Actions 
The inspectors identified a non cited violation (NCV) of 10CFR 50 Appendix B, Criterion III Design Control because 
PPL failed to ensure that the design basis for the Residual Heat Removal System (RHR) was correctly translated into 
specifications and procedures. In 1990 PPL identified a single point vulnerability that could result in a complete loss 
of RHR to one of the units during a design basis event. PPL corrected this vulnerability by establishing alternate 
ventilation by opening a door. In 2002 PPL sealed the door disabling this strategy and reintroducing the same single 
point vulnerability. In November 2005, PPL identified that the modification had made the ventilation procedure 
unusable. PPL's assessment of the condition report incorrectly concluded that the ventilation procedure was not part of 
the design basis and immediate corrective actions were not performed. Following the team's identification of the issue 
PPL took immediate corrective actions to establish a new ventilation path. The issue had a crosscutting aspect in the 
area of problem identification and resolution related to corrective actions.  
The finding was more than minor because it is associated with the design control attribute of the Mitigating Systems 
cornerstone and affected the cornerstone objective of ensuring the availability, reliability, and capability of systems 
that respond to initiating events to prevent undesirable consequences. The team conducted a Phase 3 SDP and 
determined the finding to be of very low safety significance.  
 
Inspection Report# : 2007007 (pdf)  



Significance:  Jun 29, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
E EDG Procedure Violation Human Performance 
The inspectors identified a non cited violation of Susquehanna Steam Electric Station (SSES) Technical Specification 
5.4.1, Administrative Controls, Procedures, for failure to use procedures required by Regulatory Guide 1.33. PPL 
operators did not follow the procedure adherence requirements when aligning the E emergency diesel generator 
(EDG) for standby operation prior to removing the C EDG from service for planned maintenance. The field supervisor 
concurred that not following procedure adherence requirements was an acceptable practice in this instance. Both the 
station procedure review and management expectations confirmed that the administrative procedure required strict 
procedure adherence during this evolution. SSES entered this issue into the corrective action program for resolution. 
The 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 availability and reliability of systems that respond to 
initiating events to prevent undesirable consequences. The finding was determined to be of very low safety 
significance (Green) because it did not result in a loss of system safety function. This finding has a cross cutting 
aspect in the area of human performance because SSES did not effectively communicate expectations regarding 
procedural compliance and because personnel did not follow procedures.  
 
Inspection Report# : 2007007 (pdf)  

Significance:  Mar 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Reactor Building Floor and Equipment Drains not Fully Scoped into the Maintenance Rule 
The inspectors identified a non-cited violation of 10 CFR Part 50.65 (b)(2) because PPL did not scope an accident and 
transient mitigation function of the Reactor Building (RB) equipment floor drain system (EFDS) into the Maintenance 
Rule monitoring program. The RB EFDS is relied upon to mitigate internal flooding events and failure of the system 
to function could prevent safety-related structures, systems and components from fulfilling their safety-related 
functions. PPL entered this issue into the condition reporting system.  
The finding was more than minor because the RB EFDS’s performance is associated with the Equipment Performance 
attribute of the Mitigating Systems cornerstone and adversely affected the cornerstone objective to ensure the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable consequences 
because on January 10, 2007, the RCIC room floor drain isolation valve operator and position indiction were found 
inoperable. This finding was of very low safety significance because the finding did not contribute to an actual loss of 
mitigation equipment functions, and did not increase the likelihood of a fire or flooding event. A contributing cause of 
this finding was related to the Corrective Action aspect of the Problem Identification and Resolution cross-cutting area 
in that PPL’s corrective action did not result in all the required functions of the EFDS being scoped into the 
Maintenance Rule program. Specifically, PPL’s corrective actions for NCV 05000387/2004004-02 were not 
commensurate with the significance and complexity of the issue. (Section 1R12) 
Inspection Report# : 2007002 (pdf)  

Significance:  Dec 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate work instructions for the disassembly and inspection of IST check valves 
The inspectors identified a non-cited violation (NCV) of 10 CFR 50 Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings,” because PPL did not provide adequate work instructions for the disassembly and 
inspection activities, required by Technical Specification 5.5.6, Inservice Testing (IST), for emergency service water 
(ESW) check valve 011514. Consequently, undetected degradation of the valve internals, led to the valve’s failure in 
the full open position and the diversion of approximately 1000 gallons per minute of ESW system flow from the 
operating loop into the idle ESW Loop. PPL has entered the finding into the corrective action program (CR 824522) 
and plans to revise its maintenance instructions.  
The finding is more than minor because it is associated with the Procedure Quality attribute of the Mitigating System 
Cornerstone and it adversely affected the cornerstone’s objective to ensure the availability, reliability, and capability 
of systems (e.g. ESW) that respond to initiating events to prevent undesirable consequences. The finding was 



determined to be of very low safety significance in the Phase 1 screening conducted per Appendix A of the SDP. This 
finding has a cross-cutting aspect in the area of human performance because the work package was not sufficiently 
complete to define and implement the required disassembly and inspection of check valves (1R12). 
Inspection Report# : 2006005 (pdf)  

Significance:  Dec 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions for EPA Breaker Failures 
Inspectors identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” 
because PPL failed to correct a long standing condition adverse to quality with regard to RPSP EPA circuit breaker 
problemss. The failures were attributed, in part, to PPL’s inadequate prior evaluations with respect to not following 
recommended preventive maintenance replacement activities. PPL entered the finding into its corrective program (CR 
710737) and plans to modify its preventive maintenance practices for the EPA breakers and to continue to work with 
the vendor to establish a permanent resolution.  
The finding is more than minor because it is associated with the equipment performance attribute and affected the 
objective of the Mitigating Systems Cornerstone to ensure the availability, reliability and capability of equipment (e.g. 
the reactor protection system) that respond to initiating events to prevent undesirable consequences. The finding was 
determinned to have very low safety significance (Green) in Phase 1 of Appendix A to the SDP because it was not a 
design or qualification deficiency, did not result in the loss of system safety function, did not represent the actual loss 
of safety function of a single train of equipment for greater than its technical specification allowed outage time, did 
not result in the loss of safety function of a train of risk significant non-technical specification equipment for greater 
than 24 hours, nor is it potentially risk significant due to seismic, flood, or severe weather initiating events. This 
finding has a cross-cutting aspect in the area of problem identification and resolution because PPL did not thoroughly 
evaluate similar breaker failures and take into account vendor information such that the extent of condition was 
considered and the problem resolved (4OA2).  
 
Inspection Report# : 2006005 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Jun 30, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Violation of 10 CFR 71.5 for Inadequately Secured Transport of Condensate Pump Motors (Class 7 Material)
An NRC-identified finding having very low safety significance was identified due to a deficiency in the radioactive 
material control program. On March 20, 2007, Susquehanna shipped two condensate pump motors in a sealand 
container as Class 7 material, surface contaminated objects, to a vendor, in Memphis, TN. Upon receipt at the vendor 
on March 22, 2007, it was identified that there had been a breach of the package during transit, in that several holes 
were in the side wall of the container due to inadequate blocking and bracing of the load.  



Code of Federal Regulations 10 CFR 71.5 requires that each licensee who transports licensed material shall comply 
with the applicable requirements of the Department of Transportation (DOT) regulations in 49 CFR Parts 171 through 
180. 49 CFR 173.448 requires that each shipment of Class 7 materials must be secured to prevent shifting during 
normal transportation conditions. 49 CFR 173.410 requires that each package used for the shipment of Class 7 
materials be designed so that the package will be capable of withstanding the effects of any acceleration, vibration or 
vibration resonance that may arise under normal conditions of transport without any deterioration in the integrity of 
the package. Contrary to these requirements, PPL failed to properly block and brace the contents of a sealand 
container, resulting in the loss of package integrity. This finding has a cross-cutting aspect in the area of human 
performance (work practices) because the contracted vendor did not have established instructions for proper loading 
and bracing of the shipment and PPL did not ensure adequate supervisory and management oversight of the work 
activities. (H.4.c) (Section 2PS2.1) 
Inspection Report# : 2007003 (pdf)  

Significance:  Jun 30, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Violation of 10 CFR 71.5 for Inadequately Accounting for Activity in a Shipment of Irradiated Fuel Channels 
A self-revealing finding having very low safety significance was identified due to a deficiency in the radioactive 
material control program. On June 22, 2007, while preparing to load fuel channels in a disposal liner, Susquehanna 
identified that a liner of irradiated fuel channels previously shipped to the Barnwell Disposal facility in South Carolina 
contained an incorrect fuel channel for that shipment.  
Code of Federal Regulations 10 CFR 71.5 requires that each licensee who transports licensed material shall comply 
with the applicable requirements of the DOT regulations in 49 CFR Parts 171 through 180. 49 CFR 172.203(d)(3) 
requires that the shipping papers for Class 7 materials include the activity contained in the shipment. Contrary to these 
requirements, PPL failed to properly account for the activity contained in a shipment due to the inclusion of the wrong 
item in the shipment. This finding has a cross-cutting aspect in the area of human performance (work practices) 
because the contracted vendor did not follow established instructions for proper loading of the shipment and the 
licensee did not ensure adequate supervisory and management oversight of the work activities. (H.4.c) (Section 
2PS2.2) 
Inspection Report# : 2007003 (pdf)  

Physical Protection 
Although the NRC is actively overseeing the Security cornerstone, the Commission has decided that certain findings 
pertaining to security cornerstone will not be publicly available to ensure that potentially useful information is not 
provided to a possible adversary. Therefore, the cover letters to security inspection reports may be viewed. 
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Susquehanna 1 
4Q/2007 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Jun 30, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Timely Corrective Actions for an "E" Emergency Diesel Generator Jacket Water Leak 
The inspectors identified a non-cited violation (NCV) of Title 10 of the Code of Federal Regulations (CFR), Part 50, 
Appendix B, Criterion XVI, “Corrective Action,” when PPL did not correct a condition adverse to quality, associated 
with a jacket water supply header leak on the “E” emergency diesel generator (EDG) 3R (right) engine cylinder. 
Inspectors identified that PPL had several opportunities to correct this leak before the condition impacted safety 
system reliability and availability. PPL identified the jacket water leak during a diesel generator surveillance test on 
December 2, 2005 and entered this condition into the corrective action system. Although, the leak was small and did 
not originally impact system operability or reliability, PPL rescheduled, delayed, and deferred the repair work for this 
gasket connection until the condition resulted in a leak of approximately 12 gallons per hour during a March 28, 2007 
surveillance test. Due to the rate of jacket water coolant inventory loss, PPL shutdown the engine and declared the “E”
emergency diesel inoperable. PPL repaired the leak and entered the issue into the corrective action program.  
This finding is greater than minor because it is associated with the equipment performance attribute of the Mitigating 
Systems cornerstone and negatively affected the cornerstone objective to ensure the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. This finding is related to 
the Problem Identification and Resolution cross-cutting area (Corrective Action) because PPL did not take actions to 
correct the jacket water leak in a timely manner, commensurate with the issue’s safety significance. (P.1(d)) (Section 
1R19) 
Inspection Report# : 2007003 (pdf)  

Significance:  Jun 29, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inoperable Pumphouse Ventilation lineup Corrective Actions 
The inspectors identified a non cited violation (NCV) of 10CFR 50 Appendix B, Criterion III Design Control because 
PPL failed to ensure that the design basis for the Residual Heat Removal System (RHR) was correctly translated into 
specifications and procedures. In 1990 PPL identified a single point vulnerability that could result in a complete loss 
of RHR to one of the units during a design basis event. PPL corrected this vulnerability by establishing alternate 
ventilation by opening a door. In 2002 PPL sealed the door disabling this strategy and reintroducing the same single 
point vulnerability. In November 2005, PPL identified that the modification had made the ventilation procedure 
unusable. PPL's assessment of the condition report incorrectly concluded that the ventilation procedure was not part of 
the design basis and immediate corrective actions were not performed. Following the team's identification of the issue 
PPL took immediate corrective actions to establish a new ventilation path. The issue had a crosscutting aspect in the 
area of problem identification and resolution related to corrective actions.  
The finding was more than minor because it is associated with the design control attribute of the Mitigating Systems 
cornerstone and affected the cornerstone objective of ensuring the availability, reliability, and capability of systems 
that respond to initiating events to prevent undesirable consequences. The team conducted a Phase 3 SDP and 
determined the finding to be of very low safety significance.  
 
Inspection Report# : 2007007 (pdf)  



Significance:  Jun 29, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
E EDG Procedure Violation Human Performance 
The inspectors identified a non cited violation of Susquehanna Steam Electric Station (SSES) Technical Specification 
5.4.1, Administrative Controls, Procedures, for failure to use procedures required by Regulatory Guide 1.33. PPL 
operators did not follow the procedure adherence requirements when aligning the E emergency diesel generator 
(EDG) for standby operation prior to removing the C EDG from service for planned maintenance. The field supervisor 
concurred that not following procedure adherence requirements was an acceptable practice in this instance. Both the 
station procedure review and management expectations confirmed that the administrative procedure required strict 
procedure adherence during this evolution. SSES entered this issue into the corrective action program for resolution. 
The 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 availability and reliability of systems that respond to 
initiating events to prevent undesirable consequences. The finding was determined to be of very low safety 
significance (Green) because it did not result in a loss of system safety function. This finding has a cross cutting 
aspect in the area of human performance because SSES did not effectively communicate expectations regarding 
procedural compliance and because personnel did not follow procedures.  
 
Inspection Report# : 2007007 (pdf)  

Significance:  Mar 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Reactor Building Floor and Equipment Drains not Fully Scoped into the Maintenance Rule 
The inspectors identified a non-cited violation of 10 CFR Part 50.65 (b)(2) because PPL did not scope an accident and 
transient mitigation function of the Reactor Building (RB) equipment floor drain system (EFDS) into the Maintenance 
Rule monitoring program. The RB EFDS is relied upon to mitigate internal flooding events and failure of the system 
to function could prevent safety-related structures, systems and components from fulfilling their safety-related 
functions. PPL entered this issue into the condition reporting system.  
The finding was more than minor because the RB EFDS’s performance is associated with the Equipment Performance 
attribute of the Mitigating Systems cornerstone and adversely affected the cornerstone objective to ensure the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable consequences 
because on January 10, 2007, the RCIC room floor drain isolation valve operator and position indiction were found 
inoperable. This finding was of very low safety significance because the finding did not contribute to an actual loss of 
mitigation equipment functions, and did not increase the likelihood of a fire or flooding event. A contributing cause of 
this finding was related to the Corrective Action aspect of the Problem Identification and Resolution cross-cutting area 
in that PPL’s corrective action did not result in all the required functions of the EFDS being scoped into the 
Maintenance Rule program. Specifically, PPL’s corrective actions for NCV 05000387/2004004-02 were not 
commensurate with the significance and complexity of the issue. (Section 1R12) 
Inspection Report# : 2007002 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 



Public Radiation Safety 

Significance:  Jun 30, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Violation of 10 CFR 71.5 for Inadequately Secured Transport of Condensate Pump Motors (Class 7 Material)
An NRC-identified finding having very low safety significance was identified due to a deficiency in the radioactive 
material control program. On March 20, 2007, Susquehanna shipped two condensate pump motors in a sealand 
container as Class 7 material, surface contaminated objects, to a vendor, in Memphis, TN. Upon receipt at the vendor 
on March 22, 2007, it was identified that there had been a breach of the package during transit, in that several holes 
were in the side wall of the container due to inadequate blocking and bracing of the load.  
Code of Federal Regulations 10 CFR 71.5 requires that each licensee who transports licensed material shall comply 
with the applicable requirements of the Department of Transportation (DOT) regulations in 49 CFR Parts 171 through 
180. 49 CFR 173.448 requires that each shipment of Class 7 materials must be secured to prevent shifting during 
normal transportation conditions. 49 CFR 173.410 requires that each package used for the shipment of Class 7 
materials be designed so that the package will be capable of withstanding the effects of any acceleration, vibration or 
vibration resonance that may arise under normal conditions of transport without any deterioration in the integrity of 
the package. Contrary to these requirements, PPL failed to properly block and brace the contents of a sealand 
container, resulting in the loss of package integrity. This finding has a cross-cutting aspect in the area of human 
performance (work practices) because the contracted vendor did not have established instructions for proper loading 
and bracing of the shipment and PPL did not ensure adequate supervisory and management oversight of the work 
activities. (H.4.c) (Section 2PS2.1) 
Inspection Report# : 2007003 (pdf)  

Significance:  Jun 30, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Violation of 10 CFR 71.5 for Inadequately Accounting for Activity in a Shipment of Irradiated Fuel Channels 
A self-revealing finding having very low safety significance was identified due to a deficiency in the radioactive 
material control program. On June 22, 2007, while preparing to load fuel channels in a disposal liner, Susquehanna 
identified that a liner of irradiated fuel channels previously shipped to the Barnwell Disposal facility in South Carolina 
contained an incorrect fuel channel for that shipment.  
Code of Federal Regulations 10 CFR 71.5 requires that each licensee who transports licensed material shall comply 
with the applicable requirements of the DOT regulations in 49 CFR Parts 171 through 180. 49 CFR 172.203(d)(3) 
requires that the shipping papers for Class 7 materials include the activity contained in the shipment. Contrary to these 
requirements, PPL failed to properly account for the activity contained in a shipment due to the inclusion of the wrong 
item in the shipment. This finding has a cross-cutting aspect in the area of human performance (work practices) 
because the contracted vendor did not follow established instructions for proper loading of the shipment and the 
licensee did not ensure adequate supervisory and management oversight of the work activities. (H.4.c) (Section 
2PS2.2) 
Inspection Report# : 2007003 (pdf)  

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

Miscellaneous 
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Susquehanna 1 
1Q/2008 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Feb 01, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Evaluate a Deviation from BWROG EPG/SAG Resulted in an Inadequate EOP 
The NRC identified a Non-Cited Violation of 10 CFR 50, Appendix B, Criterion V, “Instructions, Procedures, and 
Drawings,” because, in the 1990s, Susquehanna failed to adequately evaluate a deviation from the Boiling Water 
Reactor Owner’s Group Emergency Procedure Guidelines / Severe Accident Guidelines (BWROG EPG/SAG), which 
resulted in one of the emergency operating procedures (EOPs) being inadequate. Specifically, Caution #1 in the 
BWROG EPG/SAG warned the operators that reactor pressure vessel (RPV) level instrumentation may be unreliable 
if the drywell temperatures exceeded RPV saturation temperature. The purpose of the Caution was to give the 
operators a chance to evaluate the validity of the RPV level instrumentation to avoid premature entry into the RPV 
flooding contingency procedure. Susquehanna did not adequately evaluate the deviation, and the Susquehanna EOPs 
did not use a Caution statement; but instead, changed the caution to a procedural step, which directed the operators to 
transition directly to the RPV flooding procedure.  
The performance deficiency is more than minor because it is associated with the Procedure Quality attribute of the 
Mitigating Systems cornerstone and affects the objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. Specifically, the EOP could have 
directed entry into the RPV flooding procedure unnecessarily which would have restricted the use of suppression pool 
cooling and required other actions that would have complicated the operators’ response to the event. The finding was 
determined to be of very low safety significance because it was not a design deficiency, did not result in an actual loss 
of safety function, and did not screen as potentially risk significant due to external initiating events. (Section 
4OA2.a.3 (a))  
 
Inspection Report# : 2008006 (pdf)  

Significance:  Feb 01, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
failure to Identify and Correct Inconsistencies in the Licensing Basis and the EOPs 
The NRC identified a Non-Cited Violation of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” for the 
failure to identify that an inconsistency between the procedures and the design basis for suppression pool (SP) cooling 
was a condition adverse to quality (CAQ), which resulted in corrective actions not being taken in a timely manner. 
Specifically, in January 2006, a Condition Report (CR) identified an inconsistency between an assumption in the Final 
Safety Analysis Report (FSAR) for the design basis accident and the emergency operating procedures (EOPs) 
regarding the timing for the implementation of SP cooling. At the time of the inspection, the inconsistency had not 
been resolved because Susquehanna did not recognize that it impacted current plant operations. This performance 
deficiency has a cross-cutting aspect in the area of Problem Identification and Resolution, Corrective Action Program, 
because Susquehanna did not identify that the inconsistency documented in the CR should have been categorized as a 
CAQ, commensurate with its safety significance. [P.1(a)]  
The performance deficiency is more than minor because it is associated with the Design Control attribute of 
Mitigating Systems and affects the cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. Specifically, the EOPs provided 
direction that, under some accident conditions, would affect the availability and/or capability of the SP cooling system 
to perform its safety function. The finding screened out as having very low safety significance because it was not a 



design deficiency, did not result in an actual loss of safety function, and did not screen as potentially risk significant 
due to external initiating events.  
 
Inspection Report# : 2008006 (pdf)  

Significance:  Feb 01, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Accurately Model the Simulator for RPV Water Level Instrumentation 
The NRC identified a Non-Cited Violation of 10 CFR 55.46(c)(1), “Plant Referenced Simulators,” because the 
Susquehanna simulator did not accurately model reactor pressure vessel (RPV) level instrumentation following a 
design basis accident loss of coolant accident (DBA LOCA). Specifically, an analysis performed in 1994 to determine 
if the observed simulator response during a large break LOCA was consistent with the expected plant response, was 
based on an overly conservative assumption that the drywell would experience superheated conditions, which would 
cause RPV water level instrumentation reference leg flashing and a subsequent loss of all RPV level indication. The 
expected plant response, as stated in the analysis, was incorrect; in that a LOCA would not always cause a loss of all 
RPV level instruments. As a result, the simulator modeling was incorrect.  
The performance deficiency is more than minor because it is associated with the Human Performance attribute of 
Mitigating Systems and affects the cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. Specifically, the modeling of the 
Susquehanna simulator introduced negative operator training that could affect the ability of the operators (a mitigating 
system) to take the appropriate actions during an actual event. The finding was determined to be of very low safety 
significance because it is not related to operator performance during requalification, it is related to simulator fidelity, 
and it could have a negative impact on operator actions.  
 
Inspection Report# : 2008006 (pdf)  

Significance:  Feb 01, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to identify and Correct a Setpoint Error in the RHR and CS Operating Procedures 
The NRC identified a Non-Cited Violation of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” for the 
failure to identify that a setpoint error in the operating procedures for safety-related systems was a condition adverse 
to quality (CAQ), resulting in the procedures not being corrected in a timely manner. The setpoint for the low pressure 
injection permissive interlock in the RHR and CS systems had been changed in 1999 as part of a modification. 
However, the setpoint was not changed in the system operating procedures and operator aids. When this issue was 
identified by Susquehanna staff in 2006, the setpoint error in the procedure was not screened as a CAQ, which 
resulted in the procedures not being revised for 17 months after the issue was identified in an Action Report. This 
performance deficiency has a cross-cutting aspect in the area of Problem Identification and Resolution, Corrective 
Action Program, because Susquehanna did not identify that a setpoint error in operating procedures for safety-related 
systems was a CAQ, commensurate with its safety significance. [P.1(a)]  
The performance deficiency is more than minor because it is associated with the Procedure Quality attribute of 
Mitigating Systems and affects the cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. Specifically, the incorrect setpoint 
reference in the procedure impacted the reliability of operator response to the event in that it could delay operator 
actions or result in misoperation of equipment. The finding screened out as having very low safety significance 
because it was not a design deficiency, did not result in an actual loss of safety function, and did not screen as 
potentially risk significant due to external initiating events.  
 
Inspection Report# : 2008006 (pdf)  

Significance:  Jun 30, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Timely Corrective Actions for an "E" Emergency Diesel Generator Jacket Water Leak 
The inspectors identified a non-cited violation (NCV) of Title 10 of the Code of Federal Regulations (CFR), Part 50, 



Appendix B, Criterion XVI, “Corrective Action,” when PPL did not correct a condition adverse to quality, associated 
with a jacket water supply header leak on the “E” emergency diesel generator (EDG) 3R (right) engine cylinder. 
Inspectors identified that PPL had several opportunities to correct this leak before the condition impacted safety 
system reliability and availability. PPL identified the jacket water leak during a diesel generator surveillance test on 
December 2, 2005 and entered this condition into the corrective action system. Although, the leak was small and did 
not originally impact system operability or reliability, PPL rescheduled, delayed, and deferred the repair work for this 
gasket connection until the condition resulted in a leak of approximately 12 gallons per hour during a March 28, 2007 
surveillance test. Due to the rate of jacket water coolant inventory loss, PPL shutdown the engine and declared the “E”
emergency diesel inoperable. PPL repaired the leak and entered the issue into the corrective action program.  
This finding is greater than minor because it is associated with the equipment performance attribute of the Mitigating 
Systems cornerstone and negatively affected the cornerstone objective to ensure the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. This finding is related to 
the Problem Identification and Resolution cross-cutting area (Corrective Action) because PPL did not take actions to 
correct the jacket water leak in a timely manner, commensurate with the issue’s safety significance. (P.1(d)) (Section 
1R19) 
Inspection Report# : 2007003 (pdf)  

Significance:  Jun 29, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inoperable Pumphouse Ventilation lineup Corrective Actions 
The inspectors identified a non cited violation (NCV) of 10CFR 50 Appendix B, Criterion III Design Control because 
PPL failed to ensure that the design basis for the Residual Heat Removal System (RHR) was correctly translated into 
specifications and procedures. In 1990 PPL identified a single point vulnerability that could result in a complete loss 
of RHR to one of the units during a design basis event. PPL corrected this vulnerability by establishing alternate 
ventilation by opening a door. In 2002 PPL sealed the door disabling this strategy and reintroducing the same single 
point vulnerability. In November 2005, PPL identified that the modification had made the ventilation procedure 
unusable. PPL's assessment of the condition report incorrectly concluded that the ventilation procedure was not part of 
the design basis and immediate corrective actions were not performed. Following the team's identification of the issue 
PPL took immediate corrective actions to establish a new ventilation path. The issue had a crosscutting aspect in the 
area of problem identification and resolution related to corrective actions.  
The finding was more than minor because it is associated with the design control attribute of the Mitigating Systems 
cornerstone and affected the cornerstone objective of ensuring the availability, reliability, and capability of systems 
that respond to initiating events to prevent undesirable consequences. The team conducted a Phase 3 SDP and 
determined the finding to be of very low safety significance.  
 
Inspection Report# : 2007007 (pdf)  

Significance:  Jun 29, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
E EDG Procedure Violation Human Performance 
The inspectors identified a non cited violation of Susquehanna Steam Electric Station (SSES) Technical Specification 
5.4.1, Administrative Controls, Procedures, for failure to use procedures required by Regulatory Guide 1.33. PPL 
operators did not follow the procedure adherence requirements when aligning the E emergency diesel generator 
(EDG) for standby operation prior to removing the C EDG from service for planned maintenance. The field supervisor 
concurred that not following procedure adherence requirements was an acceptable practice in this instance. Both the 
station procedure review and management expectations confirmed that the administrative procedure required strict 
procedure adherence during this evolution. SSES entered this issue into the corrective action program for resolution. 
The 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 availability and reliability of systems that respond to 
initiating events to prevent undesirable consequences. The finding was determined to be of very low safety 
significance (Green) because it did not result in a loss of system safety function. This finding has a cross cutting 
aspect in the area of human performance because SSES did not effectively communicate expectations regarding 
procedural compliance and because personnel did not follow procedures.  
 
Inspection Report# : 2007007 (pdf)  



Barrier Integrity 

Significance:  Dec 31, 2007 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Design Control to Spport Fuel Rechanneling Activities 
A self-revealing non-cited violation of 10CFR 50 Appendix B, Criterion III, “Design Control,” was identified on 
December 6, 2007, when PPL maintenance personnel found broken pieces of fuel spacer grid assemblies at fuel 
preparation machines. The damage to fuel assembly spacer assemblies was determined to be from rechanneling 
activities performed on or before October 20, 2007. The cause of the damaged fuel assemblies was due to the differing 
exposure histories of fuel channels and fuel bundle spacers not having been adequately analyzed prior to performance 
of the fuel rechanneling activities. Inspectors determined that the engineering analysis which implemented the 
allowable applied force limit used in fuel rechanneling procedures had not verified design interfaces, and did not 
verify the adequacy of design limits. PPL determined that the extent of condition was limited to those rechanneled 
fuel assemblies re-installed in the Unit 1 or Unit 2 reactors with greater than 25 GigaWatt-Days per Metric Tonne 
Uranium (GWD/MTU) average exposure.  
This finding was more than minor because the finding is related to the Design Control and Human Performance 
attributes of the barrier integrity cornerstone and negatively impacts the cornerstone objective to provide reasonable 
assurance that physical design barriers (fuel cladding) protect the public from radio nuclide releases caused by 
accidents or events. The inspectors completed a Phase 1 significance determination using IMC 0609 Appendix A, 
Significance Determination Process Phase 1 screening worksheet, and determined the finding to be of Very Low 
Safety Significance (Green) because the performance issue only degraded the Fuel Cladding Barrier and its associated 
cornerstone.  
This finding is related to a cross-cutting component in the area of Human Performance associated with work practices 
H.4.(c) because PPL did not ensure supervisory and management oversight of specific work activities, specifically 
design reviews which supported the fuel rechanneling procedures used from October 2005 through October 2007 and 
the collective evaluation of 25 condition reports related to rechanneling difficulties. PPL entered this issue into the 
corrective action program and promptly initiated compensatory measures to impose fuel thermal limit penalties to 
assure fuel barrier integrity during reactor operation.  
 
Inspection Report# : 2007005 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Dec 31, 2007 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Failure to Maintain Occupational Radiation Exposure As Low As Reasonably Achievable During CREOAS 
Work 
A self-revealing finding having very low safety significance was identified due to a deficiency in the area of 
maintaining occupational radiation exposures as low as is reasonably achievable (ALARA). ALARA and work 
planning for the control room emergency outside air supply system (CREOAS) modification was less than adequate 
resulting in collective exposure for the work to expand from 3.37 person-rem to 11.9 person-rem.  
The performance deficiency that resulted in the exposure overrun was due to significantly increased hours beyond that 
planned to perform the work. The root cause of the overrun was determined to be: (1) a failure to include contractor 
work hours in the ALARA planning process; and (2) design errors which did not properly identify bolting locations 
for the duct work, requiring extensive on-site rework. Susquehanna’s three-year rolling average is 101 Person-rem, 



which is below the SDP criteria of 240 person-rem for Boiling Water Reactors (BWRs), therefore, overall ALARA 
performance has been effective and this finding is of very low safety significance.  
A contributing cause of this finding was related to the Work Control aspect of the Human Performance cross-cutting 
area because the licensee did not appropriately coordinate work activities by incorporating actions to address the 
impact of the work on different job activities, and the need for work groups to maintain interfaces with offsite 
organizations, and communicate, coordinate, and cooperate with each other during activities in which 
interdepartmental coordination is necessary to assure plant and human performance. 
Inspection Report# : 2007005 (pdf)  

Public Radiation Safety 

Significance:  Jun 30, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Violation of 10 CFR 71.5 for Inadequately Secured Transport of Condensate Pump Motors (Class 7 Material)
An NRC-identified finding having very low safety significance was identified due to a deficiency in the radioactive 
material control program. On March 20, 2007, Susquehanna shipped two condensate pump motors in a sealand 
container as Class 7 material, surface contaminated objects, to a vendor, in Memphis, TN. Upon receipt at the vendor 
on March 22, 2007, it was identified that there had been a breach of the package during transit, in that several holes 
were in the side wall of the container due to inadequate blocking and bracing of the load.  
Code of Federal Regulations 10 CFR 71.5 requires that each licensee who transports licensed material shall comply 
with the applicable requirements of the Department of Transportation (DOT) regulations in 49 CFR Parts 171 through 
180. 49 CFR 173.448 requires that each shipment of Class 7 materials must be secured to prevent shifting during 
normal transportation conditions. 49 CFR 173.410 requires that each package used for the shipment of Class 7 
materials be designed so that the package will be capable of withstanding the effects of any acceleration, vibration or 
vibration resonance that may arise under normal conditions of transport without any deterioration in the integrity of 
the package. Contrary to these requirements, PPL failed to properly block and brace the contents of a sealand 
container, resulting in the loss of package integrity. This finding has a cross-cutting aspect in the area of human 
performance (work practices) because the contracted vendor did not have established instructions for proper loading 
and bracing of the shipment and PPL did not ensure adequate supervisory and management oversight of the work 
activities. (H.4.c) (Section 2PS2.1) 
Inspection Report# : 2007003 (pdf)  

Significance:  Jun 30, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Violation of 10 CFR 71.5 for Inadequately Accounting for Activity in a Shipment of Irradiated Fuel Channels 
A self-revealing finding having very low safety significance was identified due to a deficiency in the radioactive 
material control program. On June 22, 2007, while preparing to load fuel channels in a disposal liner, Susquehanna 
identified that a liner of irradiated fuel channels previously shipped to the Barnwell Disposal facility in South Carolina 
contained an incorrect fuel channel for that shipment.  
Code of Federal Regulations 10 CFR 71.5 requires that each licensee who transports licensed material shall comply 
with the applicable requirements of the DOT regulations in 49 CFR Parts 171 through 180. 49 CFR 172.203(d)(3) 
requires that the shipping papers for Class 7 materials include the activity contained in the shipment. Contrary to these 
requirements, PPL failed to properly account for the activity contained in a shipment due to the inclusion of the wrong 
item in the shipment. This finding has a cross-cutting aspect in the area of human performance (work practices) 
because the contracted vendor did not follow established instructions for proper loading of the shipment and the 
licensee did not ensure adequate supervisory and management oversight of the work activities. (H.4.c) (Section 
2PS2.2) 
Inspection Report# : 2007003 (pdf)  

Physical Protection 



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

Miscellaneous 
Last modified : June 05, 2008 



Susquehanna 1 
2Q/2008 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Feb 01, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Evaluate a Deviation from BWROG EPG/SAG Resulted in an Inadequate EOP 
The NRC identified a Non-Cited Violation of 10 CFR 50, Appendix B, Criterion V, “Instructions, Procedures, and 
Drawings,” because, in the 1990s, Susquehanna failed to adequately evaluate a deviation from the Boiling Water 
Reactor Owner’s Group Emergency Procedure Guidelines / Severe Accident Guidelines (BWROG EPG/SAG), which 
resulted in one of the emergency operating procedures (EOPs) being inadequate. Specifically, Caution #1 in the 
BWROG EPG/SAG warned the operators that reactor pressure vessel (RPV) level instrumentation may be unreliable 
if the drywell temperatures exceeded RPV saturation temperature. The purpose of the Caution was to give the 
operators a chance to evaluate the validity of the RPV level instrumentation to avoid premature entry into the RPV 
flooding contingency procedure. Susquehanna did not adequately evaluate the deviation, and the Susquehanna EOPs 
did not use a Caution statement; but instead, changed the caution to a procedural step, which directed the operators to 
transition directly to the RPV flooding procedure.  
The performance deficiency is more than minor because it is associated with the Procedure Quality attribute of the 
Mitigating Systems cornerstone and affects the objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. Specifically, the EOP could have 
directed entry into the RPV flooding procedure unnecessarily which would have restricted the use of suppression pool 
cooling and required other actions that would have complicated the operators’ response to the event. The finding was 
determined to be of very low safety significance because it was not a design deficiency, did not result in an actual loss 
of safety function, and did not screen as potentially risk significant due to external initiating events. (Section 
4OA2.a.3 (a))  
 
Inspection Report# : 2008006 (pdf)  

Significance:  Feb 01, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
failure to Identify and Correct Inconsistencies in the Licensing Basis and the EOPs 
The NRC identified a Non-Cited Violation of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” for the 
failure to identify that an inconsistency between the procedures and the design basis for suppression pool (SP) cooling 
was a condition adverse to quality (CAQ), which resulted in corrective actions not being taken in a timely manner. 
Specifically, in January 2006, a Condition Report (CR) identified an inconsistency between an assumption in the Final 
Safety Analysis Report (FSAR) for the design basis accident and the emergency operating procedures (EOPs) 
regarding the timing for the implementation of SP cooling. At the time of the inspection, the inconsistency had not 
been resolved because Susquehanna did not recognize that it impacted current plant operations. This performance 
deficiency has a cross-cutting aspect in the area of Problem Identification and Resolution, Corrective Action Program, 
because Susquehanna did not identify that the inconsistency documented in the CR should have been categorized as a 
CAQ, commensurate with its safety significance. [P.1(a)]  
The performance deficiency is more than minor because it is associated with the Design Control attribute of 
Mitigating Systems and affects the cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. Specifically, the EOPs provided 
direction that, under some accident conditions, would affect the availability and/or capability of the SP cooling system 
to perform its safety function. The finding screened out as having very low safety significance because it was not a 



design deficiency, did not result in an actual loss of safety function, and did not screen as potentially risk significant 
due to external initiating events.  
 
Inspection Report# : 2008006 (pdf)  

Significance:  Feb 01, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Accurately Model the Simulator for RPV Water Level Instrumentation 
The NRC identified a Non-Cited Violation of 10 CFR 55.46(c)(1), “Plant Referenced Simulators,” because the 
Susquehanna simulator did not accurately model reactor pressure vessel (RPV) level instrumentation following a 
design basis accident loss of coolant accident (DBA LOCA). Specifically, an analysis performed in 1994 to determine 
if the observed simulator response during a large break LOCA was consistent with the expected plant response, was 
based on an overly conservative assumption that the drywell would experience superheated conditions, which would 
cause RPV water level instrumentation reference leg flashing and a subsequent loss of all RPV level indication. The 
expected plant response, as stated in the analysis, was incorrect; in that a LOCA would not always cause a loss of all 
RPV level instruments. As a result, the simulator modeling was incorrect.  
The performance deficiency is more than minor because it is associated with the Human Performance attribute of 
Mitigating Systems and affects the cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. Specifically, the modeling of the 
Susquehanna simulator introduced negative operator training that could affect the ability of the operators (a mitigating 
system) to take the appropriate actions during an actual event. The finding was determined to be of very low safety 
significance because it is not related to operator performance during requalification, it is related to simulator fidelity, 
and it could have a negative impact on operator actions.  
 
Inspection Report# : 2008006 (pdf)  

Significance:  Feb 01, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to identify and Correct a Setpoint Error in the RHR and CS Operating Procedures 
The NRC identified a Non-Cited Violation of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” for the 
failure to identify that a setpoint error in the operating procedures for safety-related systems was a condition adverse 
to quality (CAQ), resulting in the procedures not being corrected in a timely manner. The setpoint for the low pressure 
injection permissive interlock in the RHR and CS systems had been changed in 1999 as part of a modification. 
However, the setpoint was not changed in the system operating procedures and operator aids. When this issue was 
identified by Susquehanna staff in 2006, the setpoint error in the procedure was not screened as a CAQ, which 
resulted in the procedures not being revised for 17 months after the issue was identified in an Action Report. This 
performance deficiency has a cross-cutting aspect in the area of Problem Identification and Resolution, Corrective 
Action Program, because Susquehanna did not identify that a setpoint error in operating procedures for safety-related 
systems was a CAQ, commensurate with its safety significance. [P.1(a)]  
The performance deficiency is more than minor because it is associated with the Procedure Quality attribute of 
Mitigating Systems and affects the cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. Specifically, the incorrect setpoint 
reference in the procedure impacted the reliability of operator response to the event in that it could delay operator 
actions or result in misoperation of equipment. The finding screened out as having very low safety significance 
because it was not a design deficiency, did not result in an actual loss of safety function, and did not screen as 
potentially risk significant due to external initiating events.  
 
Inspection Report# : 2008006 (pdf)  

Barrier Integrity 



Significance:  Dec 31, 2007 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Design Control to Spport Fuel Rechanneling Activities 
A self-revealing non-cited violation of 10CFR 50 Appendix B, Criterion III, “Design Control,” was identified on 
December 6, 2007, when PPL maintenance personnel found broken pieces of fuel spacer grid assemblies at fuel 
preparation machines. The damage to fuel assembly spacer assemblies was determined to be from rechanneling 
activities performed on or before October 20, 2007. The cause of the damaged fuel assemblies was due to the differing 
exposure histories of fuel channels and fuel bundle spacers not having been adequately analyzed prior to performance 
of the fuel rechanneling activities. Inspectors determined that the engineering analysis which implemented the 
allowable applied force limit used in fuel rechanneling procedures had not verified design interfaces, and did not 
verify the adequacy of design limits. PPL determined that the extent of condition was limited to those rechanneled 
fuel assemblies re-installed in the Unit 1 or Unit 2 reactors with greater than 25 GigaWatt-Days per Metric Tonne 
Uranium (GWD/MTU) average exposure.  
This finding was more than minor because the finding is related to the Design Control and Human Performance 
attributes of the barrier integrity cornerstone and negatively impacts the cornerstone objective to provide reasonable 
assurance that physical design barriers (fuel cladding) protect the public from radio nuclide releases caused by 
accidents or events. The inspectors completed a Phase 1 significance determination using IMC 0609 Appendix A, 
Significance Determination Process Phase 1 screening worksheet, and determined the finding to be of Very Low 
Safety Significance (Green) because the performance issue only degraded the Fuel Cladding Barrier and its associated 
cornerstone.  
This finding is related to a cross-cutting component in the area of Human Performance associated with work practices 
H.4.(c) because PPL did not ensure supervisory and management oversight of specific work activities, specifically 
design reviews which supported the fuel rechanneling procedures used from October 2005 through October 2007 and 
the collective evaluation of 25 condition reports related to rechanneling difficulties. PPL entered this issue into the 
corrective action program and promptly initiated compensatory measures to impose fuel thermal limit penalties to 
assure fuel barrier integrity during reactor operation.  
 
Inspection Report# : 2007005 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Dec 31, 2007 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Failure to Maintain Occupational Radiation Exposure As Low As Reasonably Achievable During CREOAS 
Work 
A self-revealing finding having very low safety significance was identified due to a deficiency in the area of 
maintaining occupational radiation exposures as low as is reasonably achievable (ALARA). ALARA and work 
planning for the control room emergency outside air supply system (CREOAS) modification was less than adequate 
resulting in collective exposure for the work to expand from 3.37 person-rem to 11.9 person-rem.  
The performance deficiency that resulted in the exposure overrun was due to significantly increased hours beyond that 
planned to perform the work. The root cause of the overrun was determined to be: (1) a failure to include contractor 
work hours in the ALARA planning process; and (2) design errors which did not properly identify bolting locations 
for the duct work, requiring extensive on-site rework. Susquehanna’s three-year rolling average is 101 Person-rem, 
which is below the SDP criteria of 240 person-rem for Boiling Water Reactors (BWRs), therefore, overall ALARA 
performance has been effective and this finding is of very low safety significance.  
A contributing cause of this finding was related to the Work Control aspect of the Human Performance cross-cutting 
area because the licensee did not appropriately coordinate work activities by incorporating actions to address the 
impact of the work on different job activities, and the need for work groups to maintain interfaces with offsite 



organizations, and communicate, coordinate, and cooperate with each other during activities in which 
interdepartmental coordination is necessary to assure plant and human performance. 
Inspection Report# : 2007005 (pdf)  

Public Radiation Safety 

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

Miscellaneous 
Last modified : August 29, 2008 



Susquehanna 1 
3Q/2008 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Sep 29, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
HPCI and RCIC Made Inoperable Due to Operator Actions During Shutdown 
The inspectors identified a NCV of Susquehanna Unit 1 Technical Specifications (TS) 3.5.1 and 3.5.3 for rendering high pressure coolant 
injection (HPCI) and reactor core isolation cooling (RCIC) inoperable during a planned shutdown. Specifically, both the HPCI and RCIC 
systems were made inoperable to fulfill their TS described safety function when operators raised reactor vessel level above the HPCI and 
RCIC turbine trip signals in a plant mode and at a plant pressure where both of these systems were required to be fully operable. PPL 
Susquehanna, LLC (PPL) initiated corrective actions to revise the shutdown procedure to prevent reactor vessel water level from being raised 
above the trip input level until low pressure (LP) emergency core cooling system (ECCS) are capable of being used.  
This finding is more than minor because it is associated with the equipment performance attribute of the mitigating systems cornerstone 
objective to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable consequences 
(i.e., core damage). The finding was evaluated for significance using IMC 0609, Attachment 4, “Phase 1 Initial Screening and 
Characterization of Findings.” Since the finding did not result in a loss of safety function or the loss of a train for greater than its TS allowed 
outage time, and was not potentially risk significant due to external event initiators, the finding was determined to be of very low safety 
significance (Green). This finding is related to the cross-cutting area of Human Performance – Resources because PPL did not ensure that 
personnel, equipment, procedures, and other resources were available and adequate to assure nuclear safety. (H.2(c)) (1R15)  
 
Inspection Report# : 2008004 (pdf)  

Significance: SL-IV Jul 14, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Provide Complete and Accurate NRC License Application 
Severity Level IV: The NRC identified a Level IV non-cited violation of 10 CFR 50.9, “Completeness and Accuracy of Information” because 
PPL submitted a license application for a reactor operator to take an initial NRC license examination that incorrectly stated that the applicant 
was medically qualified with restrictions. The performance was reviewed for any cross cutting aspects and none were identified.  
This finding was more than minor because it impacted the NRC’s ability to perform its regulatory function and was therefore evaluated using 
the traditional enforcement process. Specifically, PPL submitted a license application for a reactor operator to take an NRC license 
examination that incorrectly stated that the applicant was medically qualified with restrictions. This information could have resulted in an 
operator being licensed that was not medically qualified. The finding is of very low significance because it did not result in the NRC making 
an incorrect licensing decision and PPL took adequate corrective actions and on July 14, 2008 requested withdrawal of this reactor operator 
license application. (Section 4OA5)  
 
Inspection Report# : 2008302 (pdf)  

Significance:  Feb 01, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Evaluate a Deviation from BWROG EPG/SAG Resulted in an Inadequate EOP 
The NRC identified a Non-Cited Violation of 10 CFR 50, Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” because, in the 
1990s, Susquehanna failed to adequately evaluate a deviation from the Boiling Water Reactor Owner’s Group Emergency Procedure 
Guidelines / Severe Accident Guidelines (BWROG EPG/SAG), which resulted in one of the emergency operating procedures (EOPs) being 
inadequate. Specifically, Caution #1 in the BWROG EPG/SAG warned the operators that reactor pressure vessel (RPV) level instrumentation 
may be unreliable if the drywell temperatures exceeded RPV saturation temperature. The purpose of the Caution was to give the operators a 
chance to evaluate the validity of the RPV level instrumentation to avoid premature entry into the RPV flooding contingency procedure. 
Susquehanna did not adequately evaluate the deviation, and the Susquehanna EOPs did not use a Caution statement; but instead, changed the 
caution to a procedural step, which directed the operators to transition directly to the RPV flooding procedure.  
The performance deficiency is more than minor because it is associated with the Procedure Quality attribute of the Mitigating Systems 
cornerstone and affects the objective to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent 



undesirable consequences. Specifically, the EOP could have directed entry into the RPV flooding procedure unnecessarily which would have 
restricted the use of suppression pool cooling and required other actions that would have complicated the operators’ response to the event. 
The finding was determined to be of very low safety significance because it was not a design deficiency, did not result in an actual loss of 
safety function, and did not screen as potentially risk significant due to external initiating events. (Section 4OA2.a.3 (a))  
 
Inspection Report# : 2008006 (pdf)  

Significance:  Feb 01, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
failure to Identify and Correct Inconsistencies in the Licensing Basis and the EOPs 
The NRC identified a Non-Cited Violation of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” for the failure to identify that an 
inconsistency between the procedures and the design basis for suppression pool (SP) cooling was a condition adverse to quality (CAQ), which 
resulted in corrective actions not being taken in a timely manner. Specifically, in January 2006, a Condition Report (CR) identified an 
inconsistency between an assumption in the Final Safety Analysis Report (FSAR) for the design basis accident and the emergency operating 
procedures (EOPs) regarding the timing for the implementation of SP cooling. At the time of the inspection, the inconsistency had not been 
resolved because Susquehanna did not recognize that it impacted current plant operations. This performance deficiency has a cross-cutting 
aspect in the area of Problem Identification and Resolution, Corrective Action Program, because Susquehanna did not identify that the 
inconsistency documented in the CR should have been categorized as a CAQ, commensurate with its safety significance. [P.1(a)]  
The performance deficiency is more than minor because it is associated with the Design Control attribute of Mitigating Systems and affects 
the cornerstone objective to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences. Specifically, the EOPs provided direction that, under some accident conditions, would affect the availability and/or 
capability of the SP cooling system to perform its safety function. The finding screened out as having very low safety significance because it 
was not a design deficiency, did not result in an actual loss of safety function, and did not screen as potentially risk significant due to external 
initiating events.  
 
Inspection Report# : 2008006 (pdf)  

Significance:  Feb 01, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Accurately Model the Simulator for RPV Water Level Instrumentation 
The NRC identified a Non-Cited Violation of 10 CFR 55.46(c)(1), “Plant Referenced Simulators,” because the Susquehanna simulator did not 
accurately model reactor pressure vessel (RPV) level instrumentation following a design basis accident loss of coolant accident (DBA 
LOCA). Specifically, an analysis performed in 1994 to determine if the observed simulator response during a large break LOCA was 
consistent with the expected plant response, was based on an overly conservative assumption that the drywell would experience superheated 
conditions, which would cause RPV water level instrumentation reference leg flashing and a subsequent loss of all RPV level indication. The 
expected plant response, as stated in the analysis, was incorrect; in that a LOCA would not always cause a loss of all RPV level instruments. 
As a result, the simulator modeling was incorrect.  
The performance deficiency is more than minor because it is associated with the Human Performance attribute of Mitigating Systems and 
affects the cornerstone objective to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences. Specifically, the modeling of the Susquehanna simulator introduced negative operator training that could affect the 
ability of the operators (a mitigating system) to take the appropriate actions during an actual event. The finding was determined to be of very 
low safety significance because it is not related to operator performance during requalification, it is related to simulator fidelity, and it could 
have a negative impact on operator actions.  
 
Inspection Report# : 2008006 (pdf)  

Significance:  Feb 01, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to identify and Correct a Setpoint Error in the RHR and CS Operating Procedures 
The NRC identified a Non-Cited Violation of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” for the failure to identify that a 
setpoint error in the operating procedures for safety-related systems was a condition adverse to quality (CAQ), resulting in the procedures not 
being corrected in a timely manner. The setpoint for the low pressure injection permissive interlock in the RHR and CS systems had been 
changed in 1999 as part of a modification. However, the setpoint was not changed in the system operating procedures and operator aids. 
When this issue was identified by Susquehanna staff in 2006, the setpoint error in the procedure was not screened as a CAQ, which resulted in 
the procedures not being revised for 17 months after the issue was identified in an Action Report. This performance deficiency has a cross-
cutting aspect in the area of Problem Identification and Resolution, Corrective Action Program, because Susquehanna did not identify that a 
setpoint error in operating procedures for safety-related systems was a CAQ, commensurate with its safety significance. [P.1(a)]  
The performance deficiency is more than minor because it is associated with the Procedure Quality attribute of Mitigating Systems and affects 
the cornerstone objective to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences. Specifically, the incorrect setpoint reference in the procedure impacted the reliability of operator response to the 



event in that it could delay operator actions or result in misoperation of equipment. The finding screened out as having very low safety 
significance because it was not a design deficiency, did not result in an actual loss of safety function, and did not screen as potentially risk 
significant due to external initiating events.  
 
Inspection Report# : 2008006 (pdf)  

Barrier Integrity 

Significance:  Dec 31, 2007 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Design Control to Spport Fuel Rechanneling Activities 
A self-revealing non-cited violation of 10CFR 50 Appendix B, Criterion III, “Design Control,” was identified on December 6, 2007, when 
PPL maintenance personnel found broken pieces of fuel spacer grid assemblies at fuel preparation machines. The damage to fuel assembly 
spacer assemblies was determined to be from rechanneling activities performed on or before October 20, 2007. The cause of the damaged fuel 
assemblies was due to the differing exposure histories of fuel channels and fuel bundle spacers not having been adequately analyzed prior to 
performance of the fuel rechanneling activities. Inspectors determined that the engineering analysis which implemented the allowable applied 
force limit used in fuel rechanneling procedures had not verified design interfaces, and did not verify the adequacy of design limits. PPL 
determined that the extent of condition was limited to those rechanneled fuel assemblies re-installed in the Unit 1 or Unit 2 reactors with 
greater than 25 GigaWatt-Days per Metric Tonne Uranium (GWD/MTU) average exposure.  
This finding was more than minor because the finding is related to the Design Control and Human Performance attributes of the barrier 
integrity cornerstone and negatively impacts the cornerstone objective to provide reasonable assurance that physical design barriers (fuel 
cladding) protect the public from radio nuclide releases caused by accidents or events. The inspectors completed a Phase 1 significance 
determination using IMC 0609 Appendix A, Significance Determination Process Phase 1 screening worksheet, and determined the finding to 
be of Very Low Safety Significance (Green) because the performance issue only degraded the Fuel Cladding Barrier and its associated 
cornerstone.  
This finding is related to a cross-cutting component in the area of Human Performance associated with work practices H.4.(c) because PPL 
did not ensure supervisory and management oversight of specific work activities, specifically design reviews which supported the fuel 
rechanneling procedures used from October 2005 through October 2007 and the collective evaluation of 25 condition reports related to 
rechanneling difficulties. PPL entered this issue into the corrective action program and promptly initiated compensatory measures to impose 
fuel thermal limit penalties to assure fuel barrier integrity during reactor operation.  
 
Inspection Report# : 2007005 (pdf)  

Emergency Preparedness 

Significance:  Sep 29, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Equipment to Assess Threshold for Emergency Action Level 
The inspectors identified a NCV associated with emergency planning standard 10 CFR 50.47(b)(4). The inspectors determined that a 
performance deficiency existed in that inadequate indications were available for operators to determine if a threshold for emergency action 
levels (EALs) based on sustained wind speed in the protected area, had been met. On the afternoon of July 17, 2008, a severe thunderstorm 
with winds in excess of 50 miles per hour (mph) passed though the plant site. The storm caused damage to non-vital structures and resulted in 
the loss of two, 13.2 kilovolts (kV) power lines which interrupted power to several non-power block buildings on site. Inspectors observed 
operators responding to the event and identified that the wind speed indicator in the control room had indicated the maximum value for 
several minutes. This recorder only displayed wind speeds up to a maximum of 50 mph. Inspectors also observed that the backup wind speed 
indication, located 6 miles from the site and which reads from 0-100 mph, was inoperable during the storm. Inspectors identified that the Unit 
Supervisor had mistakenly read the wind direction trace on the recorder and had determined a 65 mph wind speed in error. Based upon direct 
observations during this adverse weather event, the inspectors determined that the operators did not have adequate indications available to 
determine if the threshold, sustained winds of greater than 80 mph, for EALs OA5 or OU5, had been met.  
This finding is greater than minor because it was associated with the Emergency Preparedness (EP) cornerstone attribute of Facilities and 
Equipment, and affected the cornerstone objective of ensuring that a 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 is of very low safety significance (Green) because it did 
not result in the Risk-Significant Planning Standard Function being lost or degraded. This finding is related to the cross-cutting area of 
Problem Identification and Resolution Corrective Action Program because PPL did not take appropriate corrective actions to address a safety 
issue in a timely manner, commensurate with its safety significance and complexity. Specifically, the NRC had previously identified this 
potential vulnerability over two years prior to the event and the licensee had entered the concern into their CAP; however, corrective actions 



were not implemented. [P.1(d)] (Section 1R01)  
 
Inspection Report# : 2008004 (pdf)  

Occupational Radiation Safety 

Significance:  Dec 31, 2007 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Failure to Maintain Occupational Radiation Exposure As Low As Reasonably Achievable During CREOAS Work 
A self-revealing finding having very low safety significance was identified due to a deficiency in the area of maintaining occupational 
radiation exposures as low as is reasonably achievable (ALARA). ALARA and work planning for the control room emergency outside air 
supply system (CREOAS) modification was less than adequate resulting in collective exposure for the work to expand from 3.37 person-rem 
to 11.9 person-rem.  
The performance deficiency that resulted in the exposure overrun was due to significantly increased hours beyond that planned to perform the 
work. The root cause of the overrun was determined to be: (1) a failure to include contractor work hours in the ALARA planning process; and 
(2) design errors which did not properly identify bolting locations for the duct work, requiring extensive on-site rework. Susquehanna’s three-
year rolling average is 101 Person-rem, which is below the SDP criteria of 240 person-rem for Boiling Water Reactors (BWRs), therefore, 
overall ALARA performance has been effective and this finding is of very low safety significance.  
A contributing cause of this finding was related to the Work Control aspect of the Human Performance cross-cutting area because the licensee 
did not appropriately coordinate work activities by incorporating actions to address the impact of the work on different job activities, and the 
need for work groups to maintain interfaces with offsite organizations, and communicate, coordinate, and cooperate with each other during 
activities in which interdepartmental coordination is necessary to assure plant and human performance. 
Inspection Report# : 2007005 (pdf)  

Public Radiation Safety 

Physical Protection 

Although the NRC is actively overseeing the Security cornerstone, the Commission has decided that certain findings pertaining to security 
cornerstone will not be publicly available to ensure that potentially useful information is not provided to a possible adversary. Therefore, the 
cover letters to security inspection reports may be viewed. 
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Last modified : November 26, 2008 



Susquehanna 1 
4Q/2008 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Dec 31, 2008 
Identified By: NRC 
Item Type: FIN Finding 
Ineffective Evaluation and Incorporation of Operating Experience into the Corrective Action Program 
Green. A self-revealing finding was identified for failing to properly implement PPL procedure NDAP-QA-0725 
regarding the incorporation and evaluation of operating experience (OE) into the corrective action program and 
control of field work. Specifically, in December 2007 an industry operating experience report regarding the control of 
field work for nitrogen freeze seals in plant vital areas was entered into Susquehanna’s corrective action program. 
However, the inspectors identified that PPL’s review and evaluation of this OE resulted in no corrective actions taken 
or planned and that the relevant information was not communicated to the affected station groups as required by 
NDAP-QA-0725, Appendix D. Inspectors determined that the lack of corrective actions and inadequate 
communication of industry OE were primary contributors to the Susquehanna Unit 2 Alert declaration on October 27, 
2008. This emergency declaration was required when the oxygen level in the 2B residual heat removal (RHR) pump 
room, which is a plant vital area, dropped below the minimum allowable threshold of 19.5 percent, which is the 
Immediately-Dangerous-to-Life-and- Health (IDLH) limit.  
This finding was more than minor because the failure to properly implement NDAP-QA-0725, Appendix D, to 
evaluate external industry OE, implement corrective actions, and communicate the OE information to those who 
performed the relevant tasks at Susquehanna resulted in prohibiting access to safety-related equipment in the RHR 
room, resulted in the declaration of an emergency event (Alert), and increased the Technical Specification (TS) out of 
service (OOS) time for the 2B RHR pump. This finding affected the equipment performance attribute of the 
Mitigating Systems cornerstone and was of very low safety significance (Green) because it was not a design or 
qualification deficiency, there was no loss of safety function, and it was not potentially risk significant due to external 
events. The finding was not a violation of regulatory requirements but represented a failure to properly implement 
NDAP-QA-0725, Appendix D, in that external OE was not correctly evaluated and as a result, relevant information 
was not communicated to the affected work groups. PPL entered this issue into their corrective action program (CR # 
1086125) and implemented corrective actions that included procedure revisions, reinforcement of procedure 
adherence, and training and qualification revisions. The inspectors determined that this finding has a cross-cutting 
aspect in the area of Problem Identification and Resolution (operating experience component) because PPL did not 
systematically or effectively evaluate and communicate industry OE to affected internal stakeholders in a timely 
manner. [IMC 0305 aspect: P.2(a)]. (Section 4OA3)  
 
Inspection Report# : 2008005 (pdf)  

Significance:  Nov 07, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Establish Adequate Procedures for Operation of the Plant Following Evacuation of the Control 
Room due to a Fire 
• Green. The team identified a Green non-cited violation of Units 1 and 2 Technical Specification 5.4.1, “Procedures” 
for PPL’s failure to establish appropriate procedure directions for operation of the plant from the remote shutdown 
panel following a control room evacuation due to a fire. PPL’s guidance for control room evacuation is provided in 



Unit 1 (Unit 2) procedure ON-100(200)-009, Control Room Evacuation, Revision 15. However, the team found that 
these procedures did not contain directions for establishing alternate shutdown cooling from the Remote Shutdown 
Panel using the train of equipment that had been analyzed to remain free from fire damage in the event of a control 
room fire. The licensee initiated a condition report and implemented procedure changes to add a section for operation 
of Residual Heat Removal(RHR)/Low Pressure Coolant Injection(LPCI) in the alternate shutdown cooling mode from 
the remote shutdown panel.  
This finding is more than minor because it is associated with the procedural quality attribute of the Mitigating Systems 
Cornerstone and affects the cornerstone objective of ensuring the availability, reliability, and capability of systems 
that respond to initiating events to prevent core damage. Specifically, this issue would have required the plant 
operators to implement emergency operating procedures for maintaining reactor coolant inventory and cooling 
without the benefit of appropriate procedure guidance. This finding is related to the cross-cutting area of Problem 
Identification and Resolution (Corrective Action Program) because PPL did not take appropriate corrective actions to 
address a safety issue in a timely manner, commensurate with its safety significance and complexity. (P.1(d)), 
(Section 1R05.01)  
 
Inspection Report# : 2008009 (pdf)  

Significance:  Sep 29, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
HPCI and RCIC Made Inoperable Due to Operator Actions During Shutdown 
The inspectors identified a NCV of Susquehanna Unit 1 Technical Specifications (TS) 3.5.1 and 3.5.3 for rendering 
high pressure coolant injection (HPCI) and reactor core isolation cooling (RCIC) inoperable during a planned 
shutdown. Specifically, both the HPCI and RCIC systems were made inoperable to fulfill their TS described safety 
function when operators raised reactor vessel level above the HPCI and RCIC turbine trip signals in a plant mode and 
at a plant pressure where both of these systems were required to be fully operable. PPL Susquehanna, LLC (PPL) 
initiated corrective actions to revise the shutdown procedure to prevent reactor vessel water level from being raised 
above the trip input level until low pressure (LP) emergency core cooling system (ECCS) are capable of being used.  
This finding is more than minor because it is associated with the equipment performance attribute of the mitigating 
systems cornerstone objective to ensure the availability, reliability, and capability of systems that respond to initiating 
events to prevent undesirable consequences (i.e., core damage). The finding was evaluated for significance using IMC 
0609, Attachment 4, “Phase 1 Initial Screening and Characterization of Findings.” Since the finding did not result in a 
loss of safety function or the loss of a train for greater than its TS allowed outage time, and was not potentially risk 
significant due to external event initiators, the finding was determined to be of very low safety significance (Green). 
This finding is related to the cross-cutting area of Human Performance – Resources because PPL did not ensure that 
personnel, equipment, procedures, and other resources were available and adequate to assure nuclear safety. (H.2(c)) 
(1R15)  
 
Inspection Report# : 2008004 (pdf)  

Significance: SL-IV Jul 14, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Provide Complete and Accurate NRC License Application 
Severity Level IV: The NRC identified a Level IV non-cited violation of 10 CFR 50.9, “Completeness and Accuracy 
of Information” because PPL submitted a license application for a reactor operator to take an initial NRC license 
examination that incorrectly stated that the applicant was medically qualified with restrictions. The performance was 
reviewed for any cross cutting aspects and none were identified.  
This finding was more than minor because it impacted the NRC’s ability to perform its regulatory function and was 
therefore evaluated using the traditional enforcement process. Specifically, PPL submitted a license application for a 
reactor operator to take an NRC license examination that incorrectly stated that the applicant was medically qualified 
with restrictions. This information could have resulted in an operator being licensed that was not medically qualified. 
The finding is of very low significance because it did not result in the NRC making an incorrect licensing decision and 
PPL took adequate corrective actions and on July 14, 2008 requested withdrawal of this reactor operator license 
application. (Section 4OA5)  



THIS NCV WAS ACTUALLY CLOSED IN IR 2008-005  
 
Inspection Report# : 2008302 (pdf)  

Significance:  Feb 01, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Evaluate a Deviation from BWROG EPG/SAG Resulted in an Inadequate EOP 
The NRC identified a Non-Cited Violation of 10 CFR 50, Appendix B, Criterion V, “Instructions, Procedures, and 
Drawings,” because, in the 1990s, Susquehanna failed to adequately evaluate a deviation from the Boiling Water 
Reactor Owner’s Group Emergency Procedure Guidelines / Severe Accident Guidelines (BWROG EPG/SAG), which 
resulted in one of the emergency operating procedures (EOPs) being inadequate. Specifically, Caution #1 in the 
BWROG EPG/SAG warned the operators that reactor pressure vessel (RPV) level instrumentation may be unreliable 
if the drywell temperatures exceeded RPV saturation temperature. The purpose of the Caution was to give the 
operators a chance to evaluate the validity of the RPV level instrumentation to avoid premature entry into the RPV 
flooding contingency procedure. Susquehanna did not adequately evaluate the deviation, and the Susquehanna EOPs 
did not use a Caution statement; but instead, changed the caution to a procedural step, which directed the operators to 
transition directly to the RPV flooding procedure.  
The performance deficiency is more than minor because it is associated with the Procedure Quality attribute of the 
Mitigating Systems cornerstone and affects the objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. Specifically, the EOP could have 
directed entry into the RPV flooding procedure unnecessarily which would have restricted the use of suppression pool 
cooling and required other actions that would have complicated the operators’ response to the event. The finding was 
determined to be of very low safety significance because it was not a design deficiency, did not result in an actual loss 
of safety function, and did not screen as potentially risk significant due to external initiating events. (Section 
4OA2.a.3 (a))  
 
Inspection Report# : 2008006 (pdf)  

Significance:  Feb 01, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
failure to Identify and Correct Inconsistencies in the Licensing Basis and the EOPs 
The NRC identified a Non-Cited Violation of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” for the 
failure to identify that an inconsistency between the procedures and the design basis for suppression pool (SP) cooling 
was a condition adverse to quality (CAQ), which resulted in corrective actions not being taken in a timely manner. 
Specifically, in January 2006, a Condition Report (CR) identified an inconsistency between an assumption in the Final 
Safety Analysis Report (FSAR) for the design basis accident and the emergency operating procedures (EOPs) 
regarding the timing for the implementation of SP cooling. At the time of the inspection, the inconsistency had not 
been resolved because Susquehanna did not recognize that it impacted current plant operations. This performance 
deficiency has a cross-cutting aspect in the area of Problem Identification and Resolution, Corrective Action Program, 
because Susquehanna did not identify that the inconsistency documented in the CR should have been categorized as a 
CAQ, commensurate with its safety significance. [P.1(a)]  
The performance deficiency is more than minor because it is associated with the Design Control attribute of 
Mitigating Systems and affects the cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. Specifically, the EOPs provided 
direction that, under some accident conditions, would affect the availability and/or capability of the SP cooling system 
to perform its safety function. The finding screened out as having very low safety significance because it was not a 
design deficiency, did not result in an actual loss of safety function, and did not screen as potentially risk significant 
due to external initiating events.  
 
Inspection Report# : 2008006 (pdf)  



Significance:  Feb 01, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Accurately Model the Simulator for RPV Water Level Instrumentation 
The NRC identified a Non-Cited Violation of 10 CFR 55.46(c)(1), “Plant Referenced Simulators,” because the 
Susquehanna simulator did not accurately model reactor pressure vessel (RPV) level instrumentation following a 
design basis accident loss of coolant accident (DBA LOCA). Specifically, an analysis performed in 1994 to determine 
if the observed simulator response during a large break LOCA was consistent with the expected plant response, was 
based on an overly conservative assumption that the drywell would experience superheated conditions, which would 
cause RPV water level instrumentation reference leg flashing and a subsequent loss of all RPV level indication. The 
expected plant response, as stated in the analysis, was incorrect; in that a LOCA would not always cause a loss of all 
RPV level instruments. As a result, the simulator modeling was incorrect.  
The performance deficiency is more than minor because it is associated with the Human Performance attribute of 
Mitigating Systems and affects the cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. Specifically, the modeling of the 
Susquehanna simulator introduced negative operator training that could affect the ability of the operators (a mitigating 
system) to take the appropriate actions during an actual event. The finding was determined to be of very low safety 
significance because it is not related to operator performance during requalification, it is related to simulator fidelity, 
and it could have a negative impact on operator actions.  
 
Inspection Report# : 2008006 (pdf)  

Significance:  Feb 01, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to identify and Correct a Setpoint Error in the RHR and CS Operating Procedures 
The NRC identified a Non-Cited Violation of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” for the 
failure to identify that a setpoint error in the operating procedures for safety-related systems was a condition adverse 
to quality (CAQ), resulting in the procedures not being corrected in a timely manner. The setpoint for the low pressure 
injection permissive interlock in the RHR and CS systems had been changed in 1999 as part of a modification. 
However, the setpoint was not changed in the system operating procedures and operator aids. When this issue was 
identified by Susquehanna staff in 2006, the setpoint error in the procedure was not screened as a CAQ, which 
resulted in the procedures not being revised for 17 months after the issue was identified in an Action Report. This 
performance deficiency has a cross-cutting aspect in the area of Problem Identification and Resolution, Corrective 
Action Program, because Susquehanna did not identify that a setpoint error in operating procedures for safety-related 
systems was a CAQ, commensurate with its safety significance. [P.1(a)]  
The performance deficiency is more than minor because it is associated with the Procedure Quality attribute of 
Mitigating Systems and affects the cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. Specifically, the incorrect setpoint 
reference in the procedure impacted the reliability of operator response to the event in that it could delay operator 
actions or result in misoperation of equipment. The finding screened out as having very low safety significance 
because it was not a design deficiency, did not result in an actual loss of safety function, and did not screen as 
potentially risk significant due to external initiating events.  
 
Inspection Report# : 2008006 (pdf)  

Barrier Integrity 

Emergency Preparedness 



Significance:  Sep 29, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Equipment to Assess Threshold for Emergency Action Level 
The inspectors identified a NCV associated with emergency planning standard 10 CFR 50.47(b)(4). The inspectors 
determined that a performance deficiency existed in that inadequate indications were available for operators to 
determine if a threshold for emergency action levels (EALs) based on sustained wind speed in the protected area, had 
been met. On the afternoon of July 17, 2008, a severe thunderstorm with winds in excess of 50 miles per hour (mph) 
passed though the plant site. The storm caused damage to non-vital structures and resulted in the loss of two, 13.2 
kilovolts (kV) power lines which interrupted power to several non-power block buildings on site. Inspectors observed 
operators responding to the event and identified that the wind speed indicator in the control room had indicated the 
maximum value for several minutes. This recorder only displayed wind speeds up to a maximum of 50 mph. 
Inspectors also observed that the backup wind speed indication, located 6 miles from the site and which reads from 0-
100 mph, was inoperable during the storm. Inspectors identified that the Unit Supervisor had mistakenly read the wind 
direction trace on the recorder and had determined a 65 mph wind speed in error. Based upon direct observations 
during this adverse weather event, the inspectors determined that the operators did not have adequate indications 
available to determine if the threshold, sustained winds of greater than 80 mph, for EALs OA5 or OU5, had been met. 
This finding is greater than minor because it was associated with the Emergency Preparedness (EP) cornerstone 
attribute of Facilities and Equipment, and affected the cornerstone objective of ensuring that a 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 is of very low safety significance (Green) because it did not result in the Risk-Significant 
Planning Standard Function being lost or degraded. This finding is related to the cross-cutting area of Problem 
Identification and Resolution Corrective Action Program because PPL did not take appropriate corrective actions to 
address a safety issue in a timely manner, commensurate with its safety significance and complexity. Specifically, the 
NRC had previously identified this potential vulnerability over two years prior to the event and the licensee had 
entered the concern into their CAP; however, corrective actions were not implemented. [P.1(d)] (Section 1R01)  
 
Inspection Report# : 2008004 (pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 
Although the NRC is actively overseeing the Security cornerstone, the Commission has decided that certain findings 
pertaining to security cornerstone will not be publicly available to ensure that potentially useful information is not 
provided to a possible adversary. Therefore, the cover letters to security inspection reports may be viewed. 
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Susquehanna 1 
1Q/2009 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Dec 31, 2008 
Identified By: NRC 
Item Type: FIN Finding 
Ineffective Evaluation and Incorporation of Operating Experience into the Corrective Action Program 
Green. A self-revealing finding was identified for failing to properly implement PPL procedure NDAP-QA-0725 
regarding the incorporation and evaluation of operating experience (OE) into the corrective action program and 
control of field work. Specifically, in December 2007 an industry operating experience report regarding the control of 
field work for nitrogen freeze seals in plant vital areas was entered into Susquehanna’s corrective action program. 
However, the inspectors identified that PPL’s review and evaluation of this OE resulted in no corrective actions taken 
or planned and that the relevant information was not communicated to the affected station groups as required by 
NDAP-QA-0725, Appendix D. Inspectors determined that the lack of corrective actions and inadequate 
communication of industry OE were primary contributors to the Susquehanna Unit 2 Alert declaration on October 27, 
2008. This emergency declaration was required when the oxygen level in the 2B residual heat removal (RHR) pump 
room, which is a plant vital area, dropped below the minimum allowable threshold of 19.5 percent, which is the 
Immediately-Dangerous-to-Life-and- Health (IDLH) limit.  
This finding was more than minor because the failure to properly implement NDAP-QA-0725, Appendix D, to 
evaluate external industry OE, implement corrective actions, and communicate the OE information to those who 
performed the relevant tasks at Susquehanna resulted in prohibiting access to safety-related equipment in the RHR 
room, resulted in the declaration of an emergency event (Alert), and increased the Technical Specification (TS) out of 
service (OOS) time for the 2B RHR pump. This finding affected the equipment performance attribute of the 
Mitigating Systems cornerstone and was of very low safety significance (Green) because it was not a design or 
qualification deficiency, there was no loss of safety function, and it was not potentially risk significant due to external 
events. The finding was not a violation of regulatory requirements but represented a failure to properly implement 
NDAP-QA-0725, Appendix D, in that external OE was not correctly evaluated and as a result, relevant information 
was not communicated to the affected work groups. PPL entered this issue into their corrective action program (CR # 
1086125) and implemented corrective actions that included procedure revisions, reinforcement of procedure 
adherence, and training and qualification revisions. The inspectors determined that this finding has a cross-cutting 
aspect in the area of Problem Identification and Resolution (operating experience component) because PPL did not 
systematically or effectively evaluate and communicate industry OE to affected internal stakeholders in a timely 
manner. [IMC 0305 aspect: P.2(a)]. (Section 4OA3)  
 
Inspection Report# : 2008005 (pdf)  

Significance:  Nov 07, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Establish Adequate Procedures for Operation of the Plant Following Evacuation of the Control 
Room due to a Fire 
• Green. The team identified a Green non-cited violation of Units 1 and 2 Technical Specification 5.4.1, “Procedures” 
for PPL’s failure to establish appropriate procedure directions for operation of the plant from the remote shutdown 
panel following a control room evacuation due to a fire. PPL’s guidance for control room evacuation is provided in 



Unit 1 (Unit 2) procedure ON-100(200)-009, Control Room Evacuation, Revision 15. However, the team found that 
these procedures did not contain directions for establishing alternate shutdown cooling from the Remote Shutdown 
Panel using the train of equipment that had been analyzed to remain free from fire damage in the event of a control 
room fire. The licensee initiated a condition report and implemented procedure changes to add a section for operation 
of Residual Heat Removal(RHR)/Low Pressure Coolant Injection(LPCI) in the alternate shutdown cooling mode from 
the remote shutdown panel.  
This finding is more than minor because it is associated with the procedural quality attribute of the Mitigating Systems 
Cornerstone and affects the cornerstone objective of ensuring the availability, reliability, and capability of systems 
that respond to initiating events to prevent core damage. Specifically, this issue would have required the plant 
operators to implement emergency operating procedures for maintaining reactor coolant inventory and cooling 
without the benefit of appropriate procedure guidance. This finding is related to the cross-cutting area of Problem 
Identification and Resolution (Corrective Action Program) because PPL did not take appropriate corrective actions to 
address a safety issue in a timely manner, commensurate with its safety significance and complexity. (P.1(d)), 
(Section 1R05.01)  
 
Inspection Report# : 2008009 (pdf)  

Significance:  Sep 29, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
HPCI and RCIC Made Inoperable Due to Operator Actions During Shutdown 
The inspectors identified a NCV of Susquehanna Unit 1 Technical Specifications (TS) 3.5.1 and 3.5.3 for rendering 
high pressure coolant injection (HPCI) and reactor core isolation cooling (RCIC) inoperable during a planned 
shutdown. Specifically, both the HPCI and RCIC systems were made inoperable to fulfill their TS described safety 
function when operators raised reactor vessel level above the HPCI and RCIC turbine trip signals in a plant mode and 
at a plant pressure where both of these systems were required to be fully operable. PPL Susquehanna, LLC (PPL) 
initiated corrective actions to revise the shutdown procedure to prevent reactor vessel water level from being raised 
above the trip input level until low pressure (LP) emergency core cooling system (ECCS) are capable of being used.  
This finding is more than minor because it is associated with the equipment performance attribute of the mitigating 
systems cornerstone objective to ensure the availability, reliability, and capability of systems that respond to initiating 
events to prevent undesirable consequences (i.e., core damage). The finding was evaluated for significance using IMC 
0609, Attachment 4, “Phase 1 Initial Screening and Characterization of Findings.” Since the finding did not result in a 
loss of safety function or the loss of a train for greater than its TS allowed outage time, and was not potentially risk 
significant due to external event initiators, the finding was determined to be of very low safety significance (Green). 
This finding is related to the cross-cutting area of Human Performance – Resources because PPL did not ensure that 
personnel, equipment, procedures, and other resources were available and adequate to assure nuclear safety. (H.2(c)) 
(1R15)  
 
Inspection Report# : 2008004 (pdf)  

Significance: SL-IV Jul 14, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Provide Complete and Accurate NRC License Application 
Severity Level IV: The NRC identified a Level IV non-cited violation of 10 CFR 50.9, “Completeness and Accuracy 
of Information” because PPL submitted a license application for a reactor operator to take an initial NRC license 
examination that incorrectly stated that the applicant was medically qualified with restrictions. The performance was 
reviewed for any cross cutting aspects and none were identified.  
This finding was more than minor because it impacted the NRC’s ability to perform its regulatory function and was 
therefore evaluated using the traditional enforcement process. Specifically, PPL submitted a license application for a 
reactor operator to take an NRC license examination that incorrectly stated that the applicant was medically qualified 
with restrictions. This information could have resulted in an operator being licensed that was not medically qualified. 
The finding is of very low significance because it did not result in the NRC making an incorrect licensing decision and 
PPL took adequate corrective actions and on July 14, 2008 requested withdrawal of this reactor operator license 
application. (Section 4OA5)  



THIS NCV WAS ACTUALLY CLOSED IN IR 2008-005  
 
Inspection Report# : 2008302 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Significance:  Sep 29, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Equipment to Assess Threshold for Emergency Action Level 
The inspectors identified a NCV associated with emergency planning standard 10 CFR 50.47(b)(4). The inspectors 
determined that a performance deficiency existed in that inadequate indications were available for operators to 
determine if a threshold for emergency action levels (EALs) based on sustained wind speed in the protected area, had 
been met. On the afternoon of July 17, 2008, a severe thunderstorm with winds in excess of 50 miles per hour (mph) 
passed though the plant site. The storm caused damage to non-vital structures and resulted in the loss of two, 13.2 
kilovolts (kV) power lines which interrupted power to several non-power block buildings on site. Inspectors observed 
operators responding to the event and identified that the wind speed indicator in the control room had indicated the 
maximum value for several minutes. This recorder only displayed wind speeds up to a maximum of 50 mph. 
Inspectors also observed that the backup wind speed indication, located 6 miles from the site and which reads from 0-
100 mph, was inoperable during the storm. Inspectors identified that the Unit Supervisor had mistakenly read the wind 
direction trace on the recorder and had determined a 65 mph wind speed in error. Based upon direct observations 
during this adverse weather event, the inspectors determined that the operators did not have adequate indications 
available to determine if the threshold, sustained winds of greater than 80 mph, for EALs OA5 or OU5, had been met. 
This finding is greater than minor because it was associated with the Emergency Preparedness (EP) cornerstone 
attribute of Facilities and Equipment, and affected the cornerstone objective of ensuring that a 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 is of very low safety significance (Green) because it did not result in the Risk-Significant 
Planning Standard Function being lost or degraded. This finding is related to the cross-cutting area of Problem 
Identification and Resolution Corrective Action Program because PPL did not take appropriate corrective actions to 
address a safety issue in a timely manner, commensurate with its safety significance and complexity. Specifically, the 
NRC had previously identified this potential vulnerability over two years prior to the event and the licensee had 
entered the concern into their CAP; however, corrective actions were not implemented. [P.1(d)] (Section 1R01)  
 
Inspection Report# : 2008004 (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 : May 28, 2009 



Susquehanna 1 
2Q/2009 Plant Inspection Findings 

Initiating Events 

Significance:  Jun 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Violation of T.S. 5.5.6, IST Program 
The inspectors identified a NCV of Technical Specification 5.5.6, “Inservice Testing Program,” because PPL did not 
evaluate the cause, effect and generic concerns of safety relief valve (SRV) failures to meet the +/- 3 percent set 
pressure test acceptance criteria as required by 1998 ASME Operations & Maintenance (OM) Code paragraph I-1330
(c)(3) from 2005 to 2009. Inspectors identified that PPL experienced a SRV set pressure test failure rate of 30 percent 
over five refuel outages. The causes of these failures were not evaluated for potential effects and generic implications 
to other SRVs as well as other valve groups. Further, PPL incorrectly interpreted NRC approved relief from certain 
parts of the ASME operation and maintenance (O&M) code to include evaluation of failures in the lower direction. 
SRV failures in the lower direction reduce the simmer margin between operating pressures and valve pressure 
setpoints. Reduced simmer margin and the lack of failure evaluations can result in more significant operational 
challenges. As an immediate corrective action, the licensee entered this NCV into their corrective action process (CR 
1162307).  
This finding is greater than minor because it is associated with the equipment performance attribute of the Initiating 
Event cornerstone; and it negatively impacted the cornerstone objective of limiting the likelihood of events that upset 
plant stability and challenge critical safety functions during power operations. This finding is related to the Problem 
and Identification Resolution cross-cutting area (Corrective Action Program) because PPL did not thoroughly evaluate 
the SRV failures such that the causes and extent of condition were addressed. (P.1(c)), (Section 1R12)  
 
Inspection Report# : 2009003 (pdf)  

Significance: SL-IV Jun 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Violation of 10 CFR 50.73(a)(2)(vii), Report Common Cause Failures of Independent Trains 
The inspectors identified a non-cited violation of 10 CFR 50.73(a)(2)(vii), because PPL did not submit a Licensee 
Event Report (LER) for the common cause failure and consequent inoperability of two or more SRVs in 2005, 2008, 
and 2009. The inspectors determined that SRV failures of set pressure testing per the 1998 ASME O&M Code were 
attributed to setpoint drift resulting in two or more independent channels (two or more SRVs) to become inoperable. 
As an immediate corrective action, the licensee entered this NCV into their corrective action process (CR 1161398). 
This finding was evaluated using the traditional enforcement process because the failure to accurately report events 
has the potential to impact or impede the regulatory process. The finding was determined to be a Severity Level IV 
violation based on Supplement I, Example D.4 of the NRC Enforcement Policy. However, because this violation was 
of very low safety significance, was not repetitive or willful, and was entered into PPL’s corrective action program, 
this violation is being treated as an NCV consistent with the NRC Enforcement Policy. This finding is related to the 
Problem Identification and Resolution cross-cutting area (Operating Experience (OE)) because PPL did not 
thoroughly incorporate Information Notice (IN) 2006-24 to include SRV set point drift as a reportable common cause 
failure method. (P.2(b)), (Section 1R20)  
 
Inspection Report# : 2009003 (pdf)  

Mitigating Systems 



Significance:  Dec 31, 2008 
Identified By: NRC 
Item Type: FIN Finding 
Ineffective Evaluation and Incorporation of Operating Experience into the Corrective Action Program 
Green. A self-revealing finding was identified for failing to properly implement PPL procedure NDAP-QA-0725 
regarding the incorporation and evaluation of operating experience (OE) into the corrective action program and 
control of field work. Specifically, in December 2007 an industry operating experience report regarding the control of 
field work for nitrogen freeze seals in plant vital areas was entered into Susquehanna’s corrective action program. 
However, the inspectors identified that PPL’s review and evaluation of this OE resulted in no corrective actions taken 
or planned and that the relevant information was not communicated to the affected station groups as required by 
NDAP-QA-0725, Appendix D. Inspectors determined that the lack of corrective actions and inadequate 
communication of industry OE were primary contributors to the Susquehanna Unit 2 Alert declaration on October 27, 
2008. This emergency declaration was required when the oxygen level in the 2B residual heat removal (RHR) pump 
room, which is a plant vital area, dropped below the minimum allowable threshold of 19.5 percent, which is the 
Immediately-Dangerous-to-Life-and- Health (IDLH) limit.  
This finding was more than minor because the failure to properly implement NDAP-QA-0725, Appendix D, to 
evaluate external industry OE, implement corrective actions, and communicate the OE information to those who 
performed the relevant tasks at Susquehanna resulted in prohibiting access to safety-related equipment in the RHR 
room, resulted in the declaration of an emergency event (Alert), and increased the Technical Specification (TS) out of 
service (OOS) time for the 2B RHR pump. This finding affected the equipment performance attribute of the 
Mitigating Systems cornerstone and was of very low safety significance (Green) because it was not a design or 
qualification deficiency, there was no loss of safety function, and it was not potentially risk significant due to external 
events. The finding was not a violation of regulatory requirements but represented a failure to properly implement 
NDAP-QA-0725, Appendix D, in that external OE was not correctly evaluated and as a result, relevant information 
was not communicated to the affected work groups. PPL entered this issue into their corrective action program (CR # 
1086125) and implemented corrective actions that included procedure revisions, reinforcement of procedure 
adherence, and training and qualification revisions. The inspectors determined that this finding has a cross-cutting 
aspect in the area of Problem Identification and Resolution (operating experience component) because PPL did not 
systematically or effectively evaluate and communicate industry OE to affected internal stakeholders in a timely 
manner. [IMC 0305 aspect: P.2(a)]. (Section 4OA3)  
 
Inspection Report# : 2008005 (pdf)  

Significance:  Nov 07, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Establish Adequate Procedures for Operation of the Plant Following Evacuation of the Control 
Room due to a Fire 
• Green. The team identified a Green non-cited violation of Units 1 and 2 Technical Specification 5.4.1, “Procedures” 
for PPL’s failure to establish appropriate procedure directions for operation of the plant from the remote shutdown 
panel following a control room evacuation due to a fire. PPL’s guidance for control room evacuation is provided in 
Unit 1 (Unit 2) procedure ON-100(200)-009, Control Room Evacuation, Revision 15. However, the team found that 
these procedures did not contain directions for establishing alternate shutdown cooling from the Remote Shutdown 
Panel using the train of equipment that had been analyzed to remain free from fire damage in the event of a control 
room fire. The licensee initiated a condition report and implemented procedure changes to add a section for operation 
of Residual Heat Removal(RHR)/Low Pressure Coolant Injection(LPCI) in the alternate shutdown cooling mode from 
the remote shutdown panel.  
This finding is more than minor because it is associated with the procedural quality attribute of the Mitigating Systems 
Cornerstone and affects the cornerstone objective of ensuring the availability, reliability, and capability of systems 
that respond to initiating events to prevent core damage. Specifically, this issue would have required the plant 
operators to implement emergency operating procedures for maintaining reactor coolant inventory and cooling 
without the benefit of appropriate procedure guidance. This finding is related to the cross-cutting area of Problem 
Identification and Resolution (Corrective Action Program) because PPL did not take appropriate corrective actions to 
address a safety issue in a timely manner, commensurate with its safety significance and complexity. (P.1(d)), 



(Section 1R05.01)  
 
Inspection Report# : 2008009 (pdf)  

Significance:  Sep 29, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
HPCI and RCIC Made Inoperable Due to Operator Actions During Shutdown 
The inspectors identified a NCV of Susquehanna Unit 1 Technical Specifications (TS) 3.5.1 and 3.5.3 for rendering 
high pressure coolant injection (HPCI) and reactor core isolation cooling (RCIC) inoperable during a planned 
shutdown. Specifically, both the HPCI and RCIC systems were made inoperable to fulfill their TS described safety 
function when operators raised reactor vessel level above the HPCI and RCIC turbine trip signals in a plant mode and 
at a plant pressure where both of these systems were required to be fully operable. PPL Susquehanna, LLC (PPL) 
initiated corrective actions to revise the shutdown procedure to prevent reactor vessel water level from being raised 
above the trip input level until low pressure (LP) emergency core cooling system (ECCS) are capable of being used.  
This finding is more than minor because it is associated with the equipment performance attribute of the mitigating 
systems cornerstone objective to ensure the availability, reliability, and capability of systems that respond to initiating 
events to prevent undesirable consequences (i.e., core damage). The finding was evaluated for significance using IMC 
0609, Attachment 4, “Phase 1 Initial Screening and Characterization of Findings.” Since the finding did not result in a 
loss of safety function or the loss of a train for greater than its TS allowed outage time, and was not potentially risk 
significant due to external event initiators, the finding was determined to be of very low safety significance (Green). 
This finding is related to the cross-cutting area of Human Performance – Resources because PPL did not ensure that 
personnel, equipment, procedures, and other resources were available and adequate to assure nuclear safety. (H.2(c)) 
(1R15)  
 
Inspection Report# : 2008004 (pdf)  

Significance: SL-IV Jul 14, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Provide Complete and Accurate NRC License Application 
Severity Level IV: The NRC identified a Level IV non-cited violation of 10 CFR 50.9, “Completeness and Accuracy 
of Information” because PPL submitted a license application for a reactor operator to take an initial NRC license 
examination that incorrectly stated that the applicant was medically qualified with restrictions. The performance was 
reviewed for any cross cutting aspects and none were identified.  
This finding was more than minor because it impacted the NRC’s ability to perform its regulatory function and was 
therefore evaluated using the traditional enforcement process. Specifically, PPL submitted a license application for a 
reactor operator to take an NRC license examination that incorrectly stated that the applicant was medically qualified 
with restrictions. This information could have resulted in an operator being licensed that was not medically qualified. 
The finding is of very low significance because it did not result in the NRC making an incorrect licensing decision and
PPL took adequate corrective actions and on July 14, 2008 requested withdrawal of this reactor operator license 
application. (Section 4OA5)  
THIS NCV WAS ACTUALLY CLOSED IN IR 2008-005  
 
Inspection Report# : 2008302 (pdf)  

Barrier Integrity 

Emergency Preparedness 



Significance:  Sep 29, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Equipment to Assess Threshold for Emergency Action Level 
The inspectors identified a NCV associated with emergency planning standard 10 CFR 50.47(b)(4). The inspectors 
determined that a performance deficiency existed in that inadequate indications were available for operators to 
determine if a threshold for emergency action levels (EALs) based on sustained wind speed in the protected area, had 
been met. On the afternoon of July 17, 2008, a severe thunderstorm with winds in excess of 50 miles per hour (mph) 
passed though the plant site. The storm caused damage to non-vital structures and resulted in the loss of two, 13.2 
kilovolts (kV) power lines which interrupted power to several non-power block buildings on site. Inspectors observed 
operators responding to the event and identified that the wind speed indicator in the control room had indicated the 
maximum value for several minutes. This recorder only displayed wind speeds up to a maximum of 50 mph. 
Inspectors also observed that the backup wind speed indication, located 6 miles from the site and which reads from 0-
100 mph, was inoperable during the storm. Inspectors identified that the Unit Supervisor had mistakenly read the wind 
direction trace on the recorder and had determined a 65 mph wind speed in error. Based upon direct observations 
during this adverse weather event, the inspectors determined that the operators did not have adequate indications 
available to determine if the threshold, sustained winds of greater than 80 mph, for EALs OA5 or OU5, had been met. 
This finding is greater than minor because it was associated with the Emergency Preparedness (EP) cornerstone 
attribute of Facilities and Equipment, and affected the cornerstone objective of ensuring that a 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 is of very low safety significance (Green) because it did not result in the Risk-Significant 
Planning Standard Function being lost or degraded. This finding is related to the cross-cutting area of Problem 
Identification and Resolution Corrective Action Program because PPL did not take appropriate corrective actions to 
address a safety issue in a timely manner, commensurate with its safety significance and complexity. Specifically, the 
NRC had previously identified this potential vulnerability over two years prior to the event and the licensee had 
entered the concern into their CAP; however, corrective actions were not implemented. [P.1(d)] (Section 1R01)  
 
Inspection Report# : 2008004 (pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 
Although the NRC is actively overseeing the Security cornerstone, the Commission has decided that certain findings 
pertaining to security cornerstone will not be publicly available to ensure that potentially useful information is not 
provided to a possible adversary. Therefore, the cover letters to security inspection reports may be viewed. 
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Susquehanna 1 
3Q/2009 Plant Inspection Findings 

Initiating Events 

Significance:  Jun 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Violation of T.S. 5.5.6, IST Program 
The inspectors identified a NCV of Technical Specification 5.5.6, “Inservice Testing Program,” because PPL did not 
evaluate the cause, effect and generic concerns of safety relief valve (SRV) failures to meet the +/- 3 percent set 
pressure test acceptance criteria as required by 1998 ASME Operations & Maintenance (OM) Code paragraph I-1330
(c)(3) from 2005 to 2009. Inspectors identified that PPL experienced a SRV set pressure test failure rate of 30 percent 
over five refuel outages. The causes of these failures were not evaluated for potential effects and generic implications 
to other SRVs as well as other valve groups. Further, PPL incorrectly interpreted NRC approved relief from certain 
parts of the ASME operation and maintenance (O&M) code to include evaluation of failures in the lower direction. 
SRV failures in the lower direction reduce the simmer margin between operating pressures and valve pressure 
setpoints. Reduced simmer margin and the lack of failure evaluations can result in more significant operational 
challenges. As an immediate corrective action, the licensee entered this NCV into their corrective action process (CR 
1162307).  
This finding is greater than minor because it is associated with the equipment performance attribute of the Initiating 
Event cornerstone; and it negatively impacted the cornerstone objective of limiting the likelihood of events that upset 
plant stability and challenge critical safety functions during power operations. This finding is related to the Problem 
and Identification Resolution cross-cutting area (Corrective Action Program) because PPL did not thoroughly evaluate 
the SRV failures such that the causes and extent of condition were addressed. (P.1(c)), (Section 1R12)  
 
Inspection Report# : 2009003 (pdf)  

Significance: SL-IV Jun 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Violation of 10 CFR 50.73(a)(2)(vii), Report Common Cause Failures of Independent Trains 
The inspectors identified a non-cited violation of 10 CFR 50.73(a)(2)(vii), because PPL did not submit a Licensee 
Event Report (LER) for the common cause failure and consequent inoperability of two or more SRVs in 2005, 2008, 
and 2009. The inspectors determined that SRV failures of set pressure testing per the 1998 ASME O&M Code were 
attributed to setpoint drift resulting in two or more independent channels (two or more SRVs) to become inoperable. 
As an immediate corrective action, the licensee entered this NCV into their corrective action process (CR 1161398). 
This finding was evaluated using the traditional enforcement process because the failure to accurately report events 
has the potential to impact or impede the regulatory process. The finding was determined to be a Severity Level IV 
violation based on Supplement I, Example D.4 of the NRC Enforcement Policy. However, because this violation was 
of very low safety significance, was not repetitive or willful, and was entered into PPL’s corrective action program, 
this violation is being treated as an NCV consistent with the NRC Enforcement Policy. This finding is related to the 
Problem Identification and Resolution cross-cutting area (Operating Experience (OE)) because PPL did not 
thoroughly incorporate Information Notice (IN) 2006-24 to include SRV set point drift as a reportable common cause 
failure method. (P.2(b)), (Section 1R20)  
 
Inspection Report# : 2009003 (pdf)  

Mitigating Systems 



Significance: TBD Sep 30, 2009 
Identified By: NRC 
Item Type: AV Apparent Violation 
Violation of 10CFR55.3, Senior Reactor Operators Performing Licensed Duties While Not Qualified Due to 
Medical Examination Issues 
PPL identified two examples of an apparent violation (AV), involving PPL Susquehanna, LLC (PPL) failing to ensure 
that individual license holders, on shift in the capacity of senior reactor operators (SROs), met the medical 
prerequisites required for holding a license prior to performing the duties of a licensed operator as required by 10 CFR 
55.3. In one occasion in August 2009, an SRO failed a medical examination which identified a disqualifying 
condition, in that, the examination identified that the SRO's vision did not meet the health requirements stated in 
ANSI/ANS 3.4-1983, Section 5.4.5, "Eyes." However, he performed the function of an SRO during three watches 
with a license that was not appropriately conditioned to require that corrective lenses be worn. In the second occasion, 
a different SRO performed licensed operator duties 52 times between April 1, 2009, and July 22, 2009, after the 
deadline for his biennial medical examination had passed. The medical examination may have identified an issue with 
the SRO's medical condition and general health that would have disqualified him from being authorized by a license. 
Upon discovery, PPL removed both individuals from watchstanding duties pending follow-up medical evaluations 
and, in the case involving the SRO whose failed medical examination resulted in a disqualifying condition, PPL 
requested a conditional NRC license to address the disqualifying medical condition. Both issues have been entered 
into PPL’s corrective action program.  
Each example was evaluated independently using the traditional enforcement process because the failure to determine 
an operator’s medical condition and general health has the potential to impact or impede the regulatory process. 
Specifically, medical certification and conditional licensing are used by the NRC to ensure health conditions will not 
adversely affect operator duties or performance. The finding was determined to have a cross-cutting aspect in the area 
of Problem Identification and Resolution, Operating Experience, because PPL did not systematically collect, evaluate, 
and communicate relevant external operating experience [P.2(a)]. Specifically, PPL failed to evaluate NRC 
Information Notice 2004-20 for medical examination issue applicability in accordance with their operating experience 
review program as evidenced by the 2008 SL-IV NCV (NRC IR 50-387 & 50-388 2008302-01), for an initial licensed 
operator application submitted to the NRC with a disqualifying medical condition, as well as these two events in July 
and August of 2009. (Section 1R11.2)  
 
Inspection Report# : 2009004 (pdf)  

Significance:  Sep 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions Result in a Repeat Failure of Unit 1 HPCI Turbine Stop Valve 
The inspectors identified a Green NCV of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Action,” in that 
PPL did not implement timely corrective actions to preclude repetition of a significant condition adverse to quality. 
Specifically, actions taken to address causes of the Unit 1 high pressure coolant injection (HPCI) stop valve failure to 
close in 2006 did not prevent the same HPCI stop valve from failing to close on August 18, 2009. In both cases, the 
stop valve failure to close rendered this single train HPCI system inoperable as it was unable to meet the 30 second 
injection response time as described in the design basis. Corrective maintenance was performed on the valve and the 
issue was entered into PPL’s CAP.  
The finding is more than minor because it adversely affected the performance attribute of the Mitigating Systems 
cornerstone objective, to ensure the availability, reliability, and capability of equipment that respond to initiating 
events to prevent undesirable consequences. Specifically, a full closed stop valve indication resets the HPCI ramp 
generator via a lower limit switch. Without this reset, the governor is unprepared to restart the turbine from an idle 
state during a designed basis event. The inspectors assessed this finding in accordance with IMC 0609, Attachment 4, 
“Phase 1 – Initial Screening and Characterization of Findings” and determined the finding to be of very low safety 
significance because it did not result in an actual loss of safety function for greater than the Technical Specification 
allowed outage time. The finding was determined to have a cross-cutting aspect in the area of Problem Identification 
and Resolution, Corrective Action Program, because PPL did not take appropriate corrective actions to address safety 
issues in a timely manner, commensurate with their safety significance and complexity [P.1(d)]. Specifically, PPL did 
not appropriately implement corrective actions following the 2006 failure of the HPCI stop valve. (Section 1R12)  
 
Inspection Report# : 2009004 (pdf)  



Significance:  Dec 31, 2008 
Identified By: NRC 
Item Type: FIN Finding 
Ineffective Evaluation and Incorporation of Operating Experience into the Corrective Action Program 
Green. A self-revealing finding was identified for failing to properly implement PPL procedure NDAP-QA-0725 
regarding the incorporation and evaluation of operating experience (OE) into the corrective action program and 
control of field work. Specifically, in December 2007 an industry operating experience report regarding the control of 
field work for nitrogen freeze seals in plant vital areas was entered into Susquehanna’s corrective action program. 
However, the inspectors identified that PPL’s review and evaluation of this OE resulted in no corrective actions taken 
or planned and that the relevant information was not communicated to the affected station groups as required by 
NDAP-QA-0725, Appendix D. Inspectors determined that the lack of corrective actions and inadequate 
communication of industry OE were primary contributors to the Susquehanna Unit 2 Alert declaration on October 27, 
2008. This emergency declaration was required when the oxygen level in the 2B residual heat removal (RHR) pump 
room, which is a plant vital area, dropped below the minimum allowable threshold of 19.5 percent, which is the 
Immediately-Dangerous-to-Life-and- Health (IDLH) limit.  
This finding was more than minor because the failure to properly implement NDAP-QA-0725, Appendix D, to 
evaluate external industry OE, implement corrective actions, and communicate the OE information to those who 
performed the relevant tasks at Susquehanna resulted in prohibiting access to safety-related equipment in the RHR 
room, resulted in the declaration of an emergency event (Alert), and increased the Technical Specification (TS) out of 
service (OOS) time for the 2B RHR pump. This finding affected the equipment performance attribute of the 
Mitigating Systems cornerstone and was of very low safety significance (Green) because it was not a design or 
qualification deficiency, there was no loss of safety function, and it was not potentially risk significant due to external 
events. The finding was not a violation of regulatory requirements but represented a failure to properly implement 
NDAP-QA-0725, Appendix D, in that external OE was not correctly evaluated and as a result, relevant information 
was not communicated to the affected work groups. PPL entered this issue into their corrective action program (CR # 
1086125) and implemented corrective actions that included procedure revisions, reinforcement of procedure 
adherence, and training and qualification revisions. The inspectors determined that this finding has a cross-cutting 
aspect in the area of Problem Identification and Resolution (operating experience component) because PPL did not 
systematically or effectively evaluate and communicate industry OE to affected internal stakeholders in a timely 
manner. [IMC 0305 aspect: P.2(a)]. (Section 4OA3)  
 
Inspection Report# : 2008005 (pdf)  

Significance:  Nov 07, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Establish Adequate Procedures for Operation of the Plant Following Evacuation of the Control 
Room due to a Fire 
• Green. The team identified a Green non-cited violation of Units 1 and 2 Technical Specification 5.4.1, “Procedures” 
for PPL’s failure to establish appropriate procedure directions for operation of the plant from the remote shutdown 
panel following a control room evacuation due to a fire. PPL’s guidance for control room evacuation is provided in 
Unit 1 (Unit 2) procedure ON-100(200)-009, Control Room Evacuation, Revision 15. However, the team found that 
these procedures did not contain directions for establishing alternate shutdown cooling from the Remote Shutdown 
Panel using the train of equipment that had been analyzed to remain free from fire damage in the event of a control 
room fire. The licensee initiated a condition report and implemented procedure changes to add a section for operation 
of Residual Heat Removal(RHR)/Low Pressure Coolant Injection(LPCI) in the alternate shutdown cooling mode from 
the remote shutdown panel.  
This finding is more than minor because it is associated with the procedural quality attribute of the Mitigating Systems 
Cornerstone and affects the cornerstone objective of ensuring the availability, reliability, and capability of systems 
that respond to initiating events to prevent core damage. Specifically, this issue would have required the plant 
operators to implement emergency operating procedures for maintaining reactor coolant inventory and cooling 
without the benefit of appropriate procedure guidance. This finding is related to the cross-cutting area of Problem 
Identification and Resolution (Corrective Action Program) because PPL did not take appropriate corrective actions to 
address a safety issue in a timely manner, commensurate with its safety significance and complexity. (P.1(d)), 
(Section 1R05.01)  



 
Inspection Report# : 2008009 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 
Although the NRC is actively overseeing the Security cornerstone, the Commission has decided that certain findings 
pertaining to security cornerstone will not be publicly available to ensure that potentially useful information is not 
provided to a possible adversary. Therefore, the cover letters to security inspection reports may be viewed. 
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Susquehanna 1 
4Q/2009 Plant Inspection Findings 

Initiating Events 

Significance:  Jun 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Violation of T.S. 5.5.6, IST Program 
The inspectors identified a NCV of Technical Specification 5.5.6, “Inservice Testing Program,” because PPL did not 
evaluate the cause, effect and generic concerns of safety relief valve (SRV) failures to meet the +/- 3 percent set 
pressure test acceptance criteria as required by 1998 ASME Operations & Maintenance (OM) Code paragraph I-1330
(c)(3) from 2005 to 2009. Inspectors identified that PPL experienced a SRV set pressure test failure rate of 30 percent 
over five refuel outages. The causes of these failures were not evaluated for potential effects and generic implications 
to other SRVs as well as other valve groups. Further, PPL incorrectly interpreted NRC approved relief from certain 
parts of the ASME operation and maintenance (O&M) code to include evaluation of failures in the lower direction. 
SRV failures in the lower direction reduce the simmer margin between operating pressures and valve pressure 
setpoints. Reduced simmer margin and the lack of failure evaluations can result in more significant operational 
challenges. As an immediate corrective action, the licensee entered this NCV into their corrective action process (CR 
1162307).  
This finding is greater than minor because it is associated with the equipment performance attribute of the Initiating 
Event cornerstone; and it negatively impacted the cornerstone objective of limiting the likelihood of events that upset 
plant stability and challenge critical safety functions during power operations. This finding is related to the Problem 
and Identification Resolution cross-cutting area (Corrective Action Program) because PPL did not thoroughly evaluate 
the SRV failures such that the causes and extent of condition were addressed. (P.1(c)), (Section 1R12)  
 
Inspection Report# : 2009003 (pdf)  

Significance: SL-IV Jun 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Violation of 10 CFR 50.73(a)(2)(vii), Report Common Cause Failures of Independent Trains 
The inspectors identified a non-cited violation of 10 CFR 50.73(a)(2)(vii), because PPL did not submit a Licensee 
Event Report (LER) for the common cause failure and consequent inoperability of two or more SRVs in 2005, 2008, 
and 2009. The inspectors determined that SRV failures of set pressure testing per the 1998 ASME O&M Code were 
attributed to setpoint drift resulting in two or more independent channels (two or more SRVs) to become inoperable. 
As an immediate corrective action, the licensee entered this NCV into their corrective action process (CR 1161398).  
This finding was evaluated using the traditional enforcement process because the failure to accurately report events 
has the potential to impact or impede the regulatory process. The finding was determined to be a Severity Level IV 
violation based on Supplement I, Example D.4 of the NRC Enforcement Policy. However, because this violation was 
of very low safety significance, was not repetitive or willful, and was entered into PPL’s corrective action program, 
this violation is being treated as an NCV consistent with the NRC Enforcement Policy. This finding is related to the 
Problem Identification and Resolution cross-cutting area (Operating Experience (OE)) because PPL did not 
thoroughly incorporate Information Notice (IN) 2006-24 to include SRV set point drift as a reportable common cause 
failure method. (P.2(b)), (Section 1R20)  
 
Inspection Report# : 2009003 (pdf)  

Mitigating Systems 



Significance:  Dec 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Insufficient Fire Drill Oversight to Ensure Fire Brigade Performance Deficiencies are Identified 
The inspectors identified a Green Non-Cited Violation for the failure of fire brigade performance deficiencies to be 
identified and corrected during an unannounced fire drill, as required by programs set forth in Licensee Condition 
2.C.3. Specifically, on November 16, 2009, the inspectors observed multiple deficiencies during an unannounced fire 
brigade drill that should have resulted in drill failure. However, the licensee determined the drill was completed 
satisfactorily.  
 
The finding was more than minor because unaddressed fire brigade deficiencies may result in degraded performance 
during a real fire event in the vicinity of safe shutdown equipment. Additionally, the finding adversely affected the 
mitigating systems cornerstone objective. The inspectors assessed the finding in accordance with IMC 0609, 
Appendix M,"" and determined the finding to be a very low safety significance because the other elements of the 
defense in depth concept for fire events remained effective. This finding was determined to have a cross cutting aspect 
in the area of Problem Identification and Resolution, Self Assessments, because PPL did not communicate the results 
of assessments to affected personnel, and take corrective actions to address issues commensurate with their 
significance [P.3(c)]. Specifically, the single evaluator did not identify all of the drill deficiencies that occurred during 
the drill. 
Inspection Report# : 2009005 (pdf)  

Significance:  Dec 31, 2009 
Identified By: NRC 
Item Type: FIN Finding 
Scenarios for NRC Annual Operating Examinations Did Not Meet Quantitative Standards for Total 
Malfunctions 
The inspectors identified greater finding in that 20% of the NRC annual operating exam simulator scenarios reviewed 
did not meet the quantitative standard for total malfunctions, 4 to 8 for a single scenario, and 10 to 14 for a scenario 
set established in NUREG-1021, “Operator Licensing Examination Standards for Power Reactors,” Form ES-604-1, 
“Simulator Scenario Review Checklist.” In addition, the licensee’s procedures NTP-QA-31.11, “Operator 
Requalification Exam Preparation and Implementation” and NTP-QA-31.7, “Simulator Scenario Writers Guides,” 
recommend these same quantitative standards. The quantitative guidelines for malfunctions is an important metric 
because it establishes an objective standard used throughout the nuclear industry to ensure that the simulator portion 
of the NRC-required annual operating exams are written at an appropriate level of difficulty. As an immediate 
corrective action, the licensee entered this finding into their corrective action process (CR 1187760).  
 
This finding was more than minor because it was associated with the Human Performance attribute of the Mitigation 
Systems cornerstone and affected the objective of ensuring the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences. Specifically, the finding affected the level of 
difficulty of simulator operating exams which potentially impacted PPL’s ability to appropriately evaluate licensed 
operators. A review of the possible cross-cutting aspects was performed and no cross-cutting aspect was identified 
that would be considered a contributor to the cause of the finding. 
Inspection Report# : 2009005 (pdf)  

Significance: SL-III Sep 30, 2009 
Identified By: NRC 
Item Type: VIO Violation 
Senior Reactor Operators Medical Qualification Issue- Vision Test 
In August 2009 two violations were identified involving PPL Susquehanna, LLC (PPL) failing to ensure that 
individual license holders, on shift in the capacity of senior reactor operators (SROs), met the medical prerequisites 
required for holding a license prior to performing the duties of a licensed operator as required by 10 CFR 55.3. In one 
occasion in August 2009, an SRO failed a medical examination which identified a disqualifying condition, in that, the 
examination identified that the SRO's vision did not meet the health requirements stated in ANSI/ANS 3.4-1983, 
Section 5.4.5, "Eyes." However, he performed the function of an SRO during three watches with a license that was not 
appropriately conditioned to require that corrective lenses be worn. Since this error invalidated the licensee basis for 



the operator, in that the operator stood duty as an SRO with an actualy disquaifying condition. This was determined to 
be a SLIII Violation . Upon discovery, PPL removed both individuals from watchstanding duties pending follow-up 
medical evaluations and, in the case involving the SRO whose failed medical examination resulted in a disqualifying 
condition, PPL requested a conditional NRC license to address the disqualifying medical condition. Both issues have 
been entered into PPL’s corrective action program.  
Each example was evaluated independently using the traditional enforcement process because the failure to determine 
an operator’s medical condition and general health has the potential to impact or impede the regulatory process. 
Specifically, medical certification and conditional licensing are used by the NRC to ensure health conditions will not 
adversely affect operator duties or performance. The SL III violation was determined to have a cross-cutting aspect in 
the area of Problem Identification and Resolution, Operating Experience, because PPL did not systematically collect, 
evaluate, and communicate relevant external operating experience [P.2(a)]. Specifically, PPL failed to evaluate NRC 
Information Notice 2004-20 for medical examination issue applicability in accordance with their operating experience 
review program as evidenced by the 2008 SL-IV NCV (NRC IR 50-387 & 50-388 2008302-01), for an initial licensed 
operator application submitted to the NRC with a disqualifying medical condition, as well as these two events in July 
and August of 2009. (Section 1R11.2) This IN specifically mentions the responsibilites of licensee's (including 
licenseed operators) to report changes which could impact phyical qualifiication such as changes in vision.  
 
Inspection Report# : 2009004 (pdf)  

Significance:  Sep 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions Result in a Repeat Failure of Unit 1 HPCI Turbine Stop Valve 
The inspectors identified a Green NCV of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Action,” in that 
PPL did not implement timely corrective actions to preclude repetition of a significant condition adverse to quality. 
Specifically, actions taken to address causes of the Unit 1 high pressure coolant injection (HPCI) stop valve failure to 
close in 2006 did not prevent the same HPCI stop valve from failing to close on August 18, 2009. In both cases, the 
stop valve failure to close rendered this single train HPCI system inoperable as it was unable to meet the 30 second 
injection response time as described in the design basis. Corrective maintenance was performed on the valve and the 
issue was entered into PPL’s CAP.  
The finding is more than minor because it adversely affected the performance attribute of the Mitigating Systems 
cornerstone objective, to ensure the availability, reliability, and capability of equipment that respond to initiating 
events to prevent undesirable consequences. Specifically, a full closed stop valve indication resets the HPCI ramp 
generator via a lower limit switch. Without this reset, the governor is unprepared to restart the turbine from an idle 
state during a designed basis event. The inspectors assessed this finding in accordance with IMC 0609, Attachment 4, 
“Phase 1 – Initial Screening and Characterization of Findings” and determined the finding to be of very low safety 
significance because it did not result in an actual loss of safety function for greater than the Technical Specification 
allowed outage time. The finding was determined to have a cross-cutting aspect in the area of Problem Identification 
and Resolution, Corrective Action Program, because PPL did not take appropriate corrective actions to address safety 
issues in a timely manner, commensurate with their safety significance and complexity [P.1(d)]. Specifically, PPL did 
not appropriately implement corrective actions following the 2006 failure of the HPCI stop valve. (Section 1R12)  
 
Inspection Report# : 2009004 (pdf)  

Significance: SL-IV Sep 30, 2009 
Identified By: NRC 
Item Type: VIO Violation 
Operator Medical Qualifications Issue - Missed Physical Examination 
In August 2009 two violations were identified involving PPL Susquehanna, LLC (PPL) failing to ensure that 
individual license holders, on shift in the capacity of senior reactor operators (SROs), met the medical prerequisites 
required for holding a license prior to performing the duties of a licensed operator as required by 10 CFR 55.3. In the 
second occasion, an SRO performed licensed operator duties 52 times between April 1, 2009, and July 22, 2009, after 
the deadline for his biennial medical examination had passed. The medical examination may have identified an issue 
with the SRO's medical condition and general health that would have disqualified him from being authorized by a 
license. Since no actual disqualifying condition was identified , the basis for the operators licensee was still valid 
therefore this violation was determined to be a SL IV violation. Upon discovery, PPL removed both individuals from 



watchstanding duties pending follow-up medical evaluations. Both issues have been entered into PPL’s corrective 
action program.  
Each example was evaluated independently using the traditional enforcement process because the failure to determine 
an operator’s medical condition and general health has the potential to impact or impede the regulatory process. 
Specifically, medical certification and conditional licensing are used by the NRC to ensure health conditions will not 
adversely affect operator duties or performance.  
 
The SL IV violation was not determined to have a cross cutting issue based on the basis provided in PPL written 
response to the AV.  
 
Inspection Report# : 2009004 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

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

Miscellaneous 
Last modified : March 01, 2010 



Susquehanna 1 
1Q/2010 Plant Inspection Findings 

Initiating Events 

Significance:  Jun 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Violation of T.S. 5.5.6, IST Program 
The inspectors identified a NCV of Technical Specification 5.5.6, “Inservice Testing Program,” because PPL did not 
evaluate the cause, effect and generic concerns of safety relief valve (SRV) failures to meet the +/- 3 percent set 
pressure test acceptance criteria as required by 1998 ASME Operations & Maintenance (OM) Code paragraph I-1330
(c)(3) from 2005 to 2009. Inspectors identified that PPL experienced a SRV set pressure test failure rate of 30 percent 
over five refuel outages. The causes of these failures were not evaluated for potential effects and generic implications 
to other SRVs as well as other valve groups. Further, PPL incorrectly interpreted NRC approved relief from certain 
parts of the ASME operation and maintenance (O&M) code to include evaluation of failures in the lower direction. 
SRV failures in the lower direction reduce the simmer margin between operating pressures and valve pressure 
setpoints. Reduced simmer margin and the lack of failure evaluations can result in more significant operational 
challenges. As an immediate corrective action, the licensee entered this NCV into their corrective action process (CR 
1162307).  
This finding is greater than minor because it is associated with the equipment performance attribute of the Initiating 
Event cornerstone; and it negatively impacted the cornerstone objective of limiting the likelihood of events that upset 
plant stability and challenge critical safety functions during power operations. This finding is related to the Problem 
and Identification Resolution cross-cutting area (Corrective Action Program) because PPL did not thoroughly evaluate 
the SRV failures such that the causes and extent of condition were addressed. (P.1(c)), (Section 1R12)  
 
Inspection Report# : 2009003 (pdf)  

Significance: SL-IV Jun 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Violation of 10 CFR 50.73(a)(2)(vii), Report Common Cause Failures of Independent Trains 
The inspectors identified a non-cited violation of 10 CFR 50.73(a)(2)(vii), because PPL did not submit a Licensee 
Event Report (LER) for the common cause failure and consequent inoperability of two or more SRVs in 2005, 2008, 
and 2009. The inspectors determined that SRV failures of set pressure testing per the 1998 ASME O&M Code were 
attributed to setpoint drift resulting in two or more independent channels (two or more SRVs) to become inoperable. 
As an immediate corrective action, the licensee entered this NCV into their corrective action process (CR 1161398).  
This finding was evaluated using the traditional enforcement process because the failure to accurately report events 
has the potential to impact or impede the regulatory process. The finding was determined to be a Severity Level IV 
violation based on Supplement I, Example D.4 of the NRC Enforcement Policy. However, because this violation was 
of very low safety significance, was not repetitive or willful, and was entered into PPL’s corrective action program, 
this violation is being treated as an NCV consistent with the NRC Enforcement Policy. This finding is related to the 
Problem Identification and Resolution cross-cutting area (Operating Experience (OE)) because PPL did not 
thoroughly incorporate Information Notice (IN) 2006-24 to include SRV set point drift as a reportable common cause 
failure method. (P.2(b)), (Section 1R20)  
 
Inspection Report# : 2009003 (pdf)  

Mitigating Systems 



Significance:  Jan 29, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate PM Implementation Procedure Leading to Programmatic Deficiencies in the PM Program 
The inspectors identified a Green NCV of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, and 
Drawings,” for PPL’s failure to provide an adequate procedure to address and prevent multiple critical component 
preventive maintenance (PM) items from expiring without timely engineering justification. The inspectors determined 
this procedural inadequacy was a performance deficiency that was within PPL’s ability to foresee and correct, and has 
contributed to programmatic deficiencies associated with the PM program. PPL entered this issue into the CAP for 
resolution as CR 1229194.  
This finding is more than minor because it is similar to IMC 0612, “Power Reactor Inspection Reports,” Appendix E, 
“Examples of Minor Issues,” examples 3.j and 3.k in that significant programmatic deficiencies were identified that 
could lead to a more significant safety concern if left uncorrected. Additionally, the inspectors determined that this 
issue was 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 (i.e., core damage). The inspectors determined this finding was not a design qualification 
deficiency resulting in a loss of functionality or operability, did not represent an actual loss of safety function of a 
system or train of equipment, and was not potentially risk-significant due to a seismic, fire, flooding, or severe 
weather initiating event. Therefore, the finding is considered to be of very low safety significance.  
 
This finding has a cross-cutting aspect in the area of Problem Identification and Resolution, Corrective Action 
Program, because PPL failed to identify the issues associated with the PM implementation procedure completely, 
accurately, and in a timely manner.  
 
Inspection Report# : 2010006 (pdf)  

Significance:  Jan 29, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Correct Non-conservative Maximum Safe Water Levels 
The inspectors identified a Green NCV of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Action,” for 
PPL’s failure to correct a condition adverse to quality associated with non conservative maximum safe water levels in 
Table 10 of Emergency Operating Procedure EO-000-104, “Secondary Containment Control.” Although some of the 
values in Table 10 were recognized as non-conservative, PPL determined that a change to the procedure was not 
necessary. PPL entered this issue into the CAP as CR 1229012 and revised the procedure on February 11, 2010.  
 
The finding was determined to be more than minor because it was similar to IMC 0612, “Power Reactor Inspection 
Reports,” Appendix E, “Examples of Minor Issues,” example 4.d because PPL failed to take prompt corrective action 
for a condition adverse to quality and the condition could contribute to safety-related equipment unavailability. The 
inspectors assessed the finding to be of very low safety significance because it did not involve the loss or degradation 
of equipment or function specifically designed to mitigate a flooding initiating event and did not involve the total loss 
of any safety function that contributes to external event initiated core damage accident sequences.  
 
This finding has a cross-cutting aspect in the area of Problem Identification and Resolution, Corrective Action 
Program, because the problem was not thoroughly evaluated such that the resolution addressed the cause and extent of 
condition [P.1.(c)]. Specifically, although the values of Table 10 were recognized as non-conservative, PPL 
determined that a change to EO-000-104 was not necessary.  
 
Inspection Report# : 2010006 (pdf)  

Significance:  Jan 29, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Condition Report Process for Overdue Actions



The inspectors identified a Green NCV of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, and 
Drawings,” for PPL’s recurring failure to implement corrective action program procedural requirements. Specifically, 
Procedure NDAP QA 0702, “Action Request and Condition Report Process,” Revision 25, states, in part, that all 
condition report (CR) action items shall be completed by the due date specified in the CR evaluation and action plan. 
If an action item cannot be completed by the specified due date, the action item due date may be revised by following 
a specified extension process. Contrary to these procedural requirements, PPL has consistently failed to implement the 
procedural requirements as demonstrated by sampling audits performed between January 2009 and May 2009, and by 
observed examples during the inspection. PPL entered this issue into the CAP as CR 1224714.  
 
This finding is more than minor because it was similar to IMC 0612, “Power Reactor Inspection Reports,” Appendix 
E, “Examples of Minor Issues,” example 3.j in that it represents a significant programmatic deficiency that could lead 
to worse errors if uncorrected. If left uncorrected this issue would have the potential to lead to a more significant 
safety concern because not following an established process for extending due dates (including assessment of the 
impact on equipment and the identification of necessary compensatory actions) may lead to inoperable, nonfunctional, 
or degraded equipment. This finding was determined to be of very low safety significance because it was not a design 
or qualification deficiency, did not represent a loss of system safety function, did not represent a loss of safety 
function of a single train for greater than its TS allowed outage time, and did not screen as potentially risk significant 
due to a seismic, flooding, or severe weather initiating event.  
 
This finding has a cross-cutting aspect in the area of Problem Identification and Resolution, Corrective Action 
Program, because PPL did not implement appropriate corrective actions, in a timely manner, to address repetitive non-
compliance with procedural requirements  
 
Inspection Report# : 2010006 (pdf)  

Significance:  Jan 29, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Test Reactor Vessle Safety Relief Valves in Accordance with ASME Code 
The inspectors identified a Green NCV of 10 CFR 50 Appendix B Criterion XI, “Test Control,” for PPL’s failure to 
appropriately implement American Society of Mechanical Engineers (ASME) Code for Operation and Maintenance of 
Nuclear Power Plants (OM Code) Interpretation 01-18. In 2005, PPL changed their in-service test (IST) program for 
testing Class I Safety Relief Valves (SRVs) to adopt the “Installation” to “Test” methodology when calculating test 
periodicity. ASME OM Code Interpretation 01-18, identified that the Code requires the owner to use the “Test” to 
“Test” methodology. As a result of the incorrect methodology being used, a total of 12 SRVs exceeded the six year 
test periodicity. Of these 12 valves, four are currently installed in Unit 1. Additionally, two of the valves, when 
removed and tested in March 2009, failed to meet the ASME and Technical Specification limits. PPL has entered this 
issue into their CAP, has initiated action to revise their IST program to make it consistent with the ASME OM Code, 
and has submitted or prepared Relief Requests for all currently installed valves which have or will exceed the 6 year 
test interval before the next refueling outage.  
 
The fact that PPL’s IST testing program for Class I SRVs was not consistent with the underlying ASME OM code 
requirements is a performance deficiency which was reasonable within PPL’s ability to foresee and prevent. The 
finding affects the equipment performance attribute of the Mitigating Systems cornerstone and the corresponding 
cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to initiating events 
to prevent undesirable consequences (i.e., core damage). The finding is also similar to IMC 0612, “Power Reactor 
Inspection Reports,” Appendix E, “Examples of Minor Issues,” example 1.c in that a missed surveillance is more than 
minor if, when tested, the equipment fails its test acceptance criteria as two SRVs did in this case. This finding was 
determined to be of very low safety significance because it was not a design or qualification deficiency, did not 
represent a loss of system safety function, did not represent a loss of safety function of a single train for greater than 
the TS allowed outage time, and did not screen as potentially risk significant due to a seismic, flooding, or severe 
weather initiating event.  
 
This finding has a cross cutting aspect in the area of OE because PPL failed to collect, evaluate, and communicate OE 
in a timely manner [P.2(a)]. Specifically, PPL failed to identify that ASME OM Code Interpretation 01-18 had been 
issued in 2003 and failed to evaluate relevant OE. 



 
Inspection Report# : 2010006 (pdf)  

Significance:  Dec 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Insufficient Fire Drill Oversight to Ensure Fire Brigade Performance Deficiencies are Identified 
The inspectors identified a Green Non-Cited Violation for the failure of fire brigade performance deficiencies to be 
identified and corrected during an unannounced fire drill, as required by programs set forth in Licensee Condition 
2.C.3. Specifically, on November 16, 2009, the inspectors observed multiple deficiencies during an unannounced fire 
brigade drill that should have resulted in drill failure. However, the licensee determined the drill was completed 
satisfactorily.  
 
The finding was more than minor because unaddressed fire brigade deficiencies may result in degraded performance 
during a real fire event in the vicinity of safe shutdown equipment. Additionally, the finding adversely affected the 
mitigating systems cornerstone objective. The inspectors assessed the finding in accordance with IMC 0609, 
Appendix M,"" and determined the finding to be a very low safety significance because the other elements of the 
defense in depth concept for fire events remained effective. This finding was determined to have a cross cutting aspect 
in the area of Problem Identification and Resolution, Self Assessments, because PPL did not communicate the results 
of assessments to affected personnel, and take corrective actions to address issues commensurate with their 
significance [P.3(c)]. Specifically, the single evaluator did not identify all of the drill deficiencies that occurred during 
the drill. 
Inspection Report# : 2009005 (pdf)  

Significance:  Dec 31, 2009 
Identified By: NRC 
Item Type: FIN Finding 
Scenarios for NRC Annual Operating Examinations Did Not Meet Quantitative Standards for Total 
Malfunctions 
The inspectors identified greater finding in that 20% of the NRC annual operating exam simulator scenarios reviewed 
did not meet the quantitative standard for total malfunctions, 4 to 8 for a single scenario, and 10 to 14 for a scenario 
set established in NUREG-1021, “Operator Licensing Examination Standards for Power Reactors,” Form ES-604-1, 
“Simulator Scenario Review Checklist.” In addition, the licensee’s procedures NTP-QA-31.11, “Operator 
Requalification Exam Preparation and Implementation” and NTP-QA-31.7, “Simulator Scenario Writers Guides,” 
recommend these same quantitative standards. The quantitative guidelines for malfunctions is an important metric 
because it establishes an objective standard used throughout the nuclear industry to ensure that the simulator portion 
of the NRC-required annual operating exams are written at an appropriate level of difficulty. As an immediate 
corrective action, the licensee entered this finding into their corrective action process (CR 1187760).  
 
This finding was more than minor because it was associated with the Human Performance attribute of the Mitigation 
Systems cornerstone and affected the objective of ensuring the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences. Specifically, the finding affected the level of 
difficulty of simulator operating exams which potentially impacted PPL’s ability to appropriately evaluate licensed 
operators. A review of the possible cross-cutting aspects was performed and no cross-cutting aspect was identified 
that would be considered a contributor to the cause of the finding. 
Inspection Report# : 2009005 (pdf)  

Significance: SL-III Sep 30, 2009 
Identified By: NRC 
Item Type: VIO Violation 
Senior Reactor Operators Medical Qualification Issue- Vision Test 
In August 2009 two violations were identified involving PPL Susquehanna, LLC (PPL) failing to ensure that 
individual license holders, on shift in the capacity of senior reactor operators (SROs), met the medical prerequisites 
required for holding a license prior to performing the duties of a licensed operator as required by 10 CFR 55.3. In one 
occasion in August 2009, an SRO failed a medical examination which identified a disqualifying condition, in that, the 



examination identified that the SRO's vision did not meet the health requirements stated in ANSI/ANS 3.4-1983, 
Section 5.4.5, "Eyes." However, he performed the function of an SRO during three watches with a license that was not 
appropriately conditioned to require that corrective lenses be worn. Since this error invalidated the licensee basis for 
the operator, in that the operator stood duty as an SRO with an actualy disquaifying condition. This was determined to 
be a SLIII Violation . Upon discovery, PPL removed both individuals from watchstanding duties pending follow-up 
medical evaluations and, in the case involving the SRO whose failed medical examination resulted in a disqualifying 
condition, PPL requested a conditional NRC license to address the disqualifying medical condition. Both issues have 
been entered into PPL’s corrective action program.  
Each example was evaluated independently using the traditional enforcement process because the failure to determine 
an operator’s medical condition and general health has the potential to impact or impede the regulatory process. 
Specifically, medical certification and conditional licensing are used by the NRC to ensure health conditions will not 
adversely affect operator duties or performance. The SL III violation was determined to have a cross-cutting aspect in 
the area of Problem Identification and Resolution, Operating Experience, because PPL did not systematically collect, 
evaluate, and communicate relevant external operating experience [P.2(a)]. Specifically, PPL failed to evaluate NRC 
Information Notice 2004-20 for medical examination issue applicability in accordance with their operating experience 
review program as evidenced by the 2008 SL-IV NCV (NRC IR 50-387 & 50-388 2008302-01), for an initial licensed 
operator application submitted to the NRC with a disqualifying medical condition, as well as these two events in July 
and August of 2009. (Section 1R11.2) This IN specifically mentions the responsibilites of licensee's (including 
licenseed operators) to report changes which could impact phyical qualifiication such as changes in vision.  
 
Inspection Report# : 2009004 (pdf)  

Significance:  Sep 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions Result in a Repeat Failure of Unit 1 HPCI Turbine Stop Valve 
The inspectors identified a Green NCV of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Action,” in that 
PPL did not implement timely corrective actions to preclude repetition of a significant condition adverse to quality. 
Specifically, actions taken to address causes of the Unit 1 high pressure coolant injection (HPCI) stop valve failure to 
close in 2006 did not prevent the same HPCI stop valve from failing to close on August 18, 2009. In both cases, the 
stop valve failure to close rendered this single train HPCI system inoperable as it was unable to meet the 30 second 
injection response time as described in the design basis. Corrective maintenance was performed on the valve and the 
issue was entered into PPL’s CAP.  
The finding is more than minor because it adversely affected the performance attribute of the Mitigating Systems 
cornerstone objective, to ensure the availability, reliability, and capability of equipment that respond to initiating 
events to prevent undesirable consequences. Specifically, a full closed stop valve indication resets the HPCI ramp 
generator via a lower limit switch. Without this reset, the governor is unprepared to restart the turbine from an idle 
state during a designed basis event. The inspectors assessed this finding in accordance with IMC 0609, Attachment 4, 
“Phase 1 – Initial Screening and Characterization of Findings” and determined the finding to be of very low safety 
significance because it did not result in an actual loss of safety function for greater than the Technical Specification 
allowed outage time. The finding was determined to have a cross-cutting aspect in the area of Problem Identification 
and Resolution, Corrective Action Program, because PPL did not take appropriate corrective actions to address safety 
issues in a timely manner, commensurate with their safety significance and complexity [P.1(d)]. Specifically, PPL did 
not appropriately implement corrective actions following the 2006 failure of the HPCI stop valve. (Section 1R12)  
 
Inspection Report# : 2009004 (pdf)  

Significance: SL-IV Sep 30, 2009 
Identified By: NRC 
Item Type: VIO Violation 
Operator Medical Qualifications Issue - Missed Physical Examination 
In August 2009 two violations were identified involving PPL Susquehanna, LLC (PPL) failing to ensure that 
individual license holders, on shift in the capacity of senior reactor operators (SROs), met the medical prerequisites 
required for holding a license prior to performing the duties of a licensed operator as required by 10 CFR 55.3. In the 
second occasion, an SRO performed licensed operator duties 52 times between April 1, 2009, and July 22, 2009, after 
the deadline for his biennial medical examination had passed. The medical examination may have identified an issue 



with the SRO's medical condition and general health that would have disqualified him from being authorized by a 
license. Since no actual disqualifying condition was identified , the basis for the operators licensee was still valid 
therefore this violation was determined to be a SL IV violation. Upon discovery, PPL removed both individuals from 
watchstanding duties pending follow-up medical evaluations. Both issues have been entered into PPL’s corrective 
action program.  
Each example was evaluated independently using the traditional enforcement process because the failure to determine 
an operator’s medical condition and general health has the potential to impact or impede the regulatory process. 
Specifically, medical certification and conditional licensing are used by the NRC to ensure health conditions will not 
adversely affect operator duties or performance.  
 
The SL IV violation was not determined to have a cross cutting issue based on the basis provided in PPL written 
response to the AV.  
 
Inspection Report# : 2009004 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 
Although the NRC is actively overseeing the Security cornerstone, the Commission has decided that certain findings 
pertaining to security cornerstone will not be publicly available to ensure that potentially useful information is not 
provided to a possible adversary. Therefore, the cover letters to security inspection reports may be viewed. 
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Susquehanna 1 
2Q/2010 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Jun 30, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Correct IRM Condition Adverse to Quality 
A self-revealing, Green NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Actions”, occurred when PPL 
failed to correct a condition adverse to quality associated with the 1D Intermediate Range Monitor (IRM) prior to a 
second reactor startup resulting in its failure and the aggregate of two IRMs inoperable in the same trip system. PPL 
inserted all control rods and went to Mode 3 to conduct IRM repairs and the issue was placed in PPL’s corrective 
action program (CAP).  
The finding was more than minor since it was associated with the equipment performance attribute of the Mitigating 
systems cornerstone and affected its objective to ensure the availability, reliability and capability of systems that 
respond to initiating events to prevent undesirable consequences. Specifically, the reliability and capability of the IRM 
system was impacted by the 1D failure. In accordance with IMC 0609, Appendix A, “Determining the Significance of 
Reactor Inspection Findings for At-Power Situations”, the finding was determined to be of very low safety 
significance (Green) because the finding was not a design or qualification deficiency, did not represent a loss of a 
system/train safety function and did not screen as potentially risk significant due to external events. This finding had a 
cross-cutting aspect in the area of Human Performance, Decision Making, in that PPL did not use conservative 
assumptions in decision making [H.1(b)]. Specifically, PPL did not consider other failure mechanisms as possible 
causes for the 1D IRM’s degraded condition and adopted a troubleshooting approach of proving an expectation vice 
disproving other possible causes. (1R12)  
 
Inspection Report# : 2010003 (pdf)  

Significance:  Jun 30, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Correct Condition With ESW LOOP/LOCA Timer 
The inspectors identified a Green NCV of 10 CFR 50, Appendix 9, Criterion XVI,  
"Corrective Action," in that PPL failed to correct a condition adverse to quality in a timely  
manner. Specifically, PPL failed to replace the emergency service water (ESW) pump  
electropneumatic time delay relays with a design that would comply with design analysis  
and Technical Specification (TS) criteria. PPL entered the issue into their corrective  
action program CAP.  
This finding is more than minor because it affected the equipment performance attribute  
of the Mitigating System cornerstone and the associated cornerstone objective of  
ensuring the reliability of systems that respond to initiating events to prevent undesirable  
consequences. The inspectors evaluated the finding in accordance with IMC 0609  
Attachment 4, Phase 1 - "Initial Screening and Characterization of Findings," Table 4a.  
This finding was of very low safety significance because it did not represent an actual  
loss of safety function. The finding had a cross-cutting aspect in the area of Problem  
Identification and Resolution, Corrective Action Program, because PPL did not take  
appropriate corrective actions to address an adverse trend in a timely manner (P.1 (d)).  



Specifically, PPL had a history of sequence timer failures without corrective actions to  
ensure TS criteria and design analysis compliance for a full testing interval. 
Inspection Report# : 2010003 (pdf)  

Significance:  Jun 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Conduct Online Risk Assessment for a Change in Plant Configuration 
A self-revealing, Green NCV of 10 CFR 50.65(a)(4), occurred when PPL failed  
to conduct an adequate risk assessment of online maintenance activities on April 22,  
2010. A maintenance activity that caused the 11 B bus tie supply feeder breaker from  
the startup transformer (Breaker 1A10204) to be inoperable was not modeled in the  
equipment out-of-service (EOOS) risk model despite work being commenced. A reactor  
scram occurred that day during unrelated testing and was complicated by the resulting  
equipment configuration that included the loss of the 11 B Bus and its associated "B"  
reactor recirculation pump and "B" condensate pump. Additionally, the "B" and "C"  
reactor feed pump turbines (RFPTs) tripped due to low suction pressure caused by the  
loss of the "B" condensate pump. When the maintenance activity was properly modeled,  
plant risk was reclassified from Green to Yellow. PPL entered the issue in their CAP and  
is conducting an evaluation of their work planning process.  
This NCV affected the Mitigating Systems cornerstone objective to ensure the  
availability, reliability, and capability of systems that respond to initiating events to  
prevent undesirable consequences (i.e., core damage). The item is similar to example  
7.e. in IMC 0612 Appendix E, "Examples of Minor Issues," in that failure to perform an  
adequate risk assessment when required by 1 0 CFR 50.65 (a)(4) is "not minor if the  
overall elevated plant risk would put the plant into a higher licensee established risk  
category." In this case, plant risk went from Green to Yellow when the maintenance was  
properly modeled; therefore, the violation is more than minor. The inspectors evaluated  
the finding using IMC 0612 Appendix K, "Maintenance Risk Assessment and Risk  
Management Significance Determination Process." Since the incremental core damage  
probability deficit was less than 1 E-6 and the incremental large early release probability  
deficit was less than 1 E-7, this finding is determined to be of very low safety  
significance (Green). This finding was determined to have a cross-cutting aspect in the  
area of Human Performance, Work Control in that PPL failed to appropriately plan work  
activities by not incorporating risk insights associated with breaker maintenance.  
(H.3 (a)) (Section 1R13) 
Inspection Report# : 2010003 (pdf)  

Significance:  Jun 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Correct Condition Adverse to Quality 
The inspectors identified a Green NCV of 10 CFR 50 Appendix 9, Criterion XVI,  
"Corrective Action," in that PPL failed to identify and properly correct a condition adverse  
to quality (CAO). Specifically, PPL failed to recognize the "B" control structure chiller  
(CSC) trip from May 12, 2010, as a CAO and did not replace the refrigerant low temperature  
cutout switch (RL TCS) despite previous operating experience (OE)  
demonstrating that the RL TCS experienced setpoint drift following calibration. As an  
immediate corrective action, PPL entered this NCV into their CAP in addition to  
replacement of the switch.  
This finding is more than minor because it affects the equipment performance attribute of  
the Mitigating System cornerstone and the associated cornerstone objective of ensuring  
the reliability of systems that respond to initiating events to prevent undesirable  
consequences. The inspectors evaluated the finding in accordance with IMC 0609  
Attachment 04, Phase 1 - "Initial Screening and Characterization of Findings," Table 4a.  



This finding was of very low safety significance because it did not represent an actual  
loss of safety function. The inspector determined that this violation has a cross-cutting  
aspect in the area of Problem Identification and Resolution, Corrective Action Program,  
in that PPL failed to properly evaluate the problem and its significance and failed to  
properly classify and prioritize a CAO (P.1 (c)). Specifically, PPL did not classify the  
initial failure as a CAO because it occurred during post-maintenance testing PPL failed  
to recognize the potential for the RL TCS to affect the operability of a safety-related  
component despite prior operating experience with the RTLCS and current PM  
guidance. As a result, the RL TCS was not replaced leading to a subsequent "B" CSC  
trip on June 28,2010. (Section 1R19) 
Inspection Report# : 2010003 (pdf)  

Significance:  Jan 29, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate PM Implementation Procedure Leading to Programmatic Deficiencies in the PM Program 
The inspectors identified a Green NCV of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, and 
Drawings,” for PPL’s failure to provide an adequate procedure to address and prevent multiple critical component 
preventive maintenance (PM) items from expiring without timely engineering justification. The inspectors determined 
this procedural inadequacy was a performance deficiency that was within PPL’s ability to foresee and correct, and has 
contributed to programmatic deficiencies associated with the PM program. PPL entered this issue into the CAP for 
resolution as CR 1229194.  
This finding is more than minor because it is similar to IMC 0612, “Power Reactor Inspection Reports,” Appendix E, 
“Examples of Minor Issues,” examples 3.j and 3.k in that significant programmatic deficiencies were identified that 
could lead to a more significant safety concern if left uncorrected. Additionally, the inspectors determined that this 
issue was 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 (i.e., core damage). The inspectors determined this finding was not a design qualification 
deficiency resulting in a loss of functionality or operability, did not represent an actual loss of safety function of a 
system or train of equipment, and was not potentially risk-significant due to a seismic, fire, flooding, or severe 
weather initiating event. Therefore, the finding is considered to be of very low safety significance.  
 
This finding has a cross-cutting aspect in the area of Problem Identification and Resolution, Corrective Action 
Program, because PPL failed to identify the issues associated with the PM implementation procedure completely, 
accurately, and in a timely manner.  
 
Inspection Report# : 2010006 (pdf)  

Significance:  Jan 29, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Correct Non-conservative Maximum Safe Water Levels 
The inspectors identified a Green NCV of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Action,” for 
PPL’s failure to correct a condition adverse to quality associated with non conservative maximum safe water levels in 
Table 10 of Emergency Operating Procedure EO-000-104, “Secondary Containment Control.” Although some of the 
values in Table 10 were recognized as non-conservative, PPL determined that a change to the procedure was not 
necessary. PPL entered this issue into the CAP as CR 1229012 and revised the procedure on February 11, 2010.  
 
The finding was determined to be more than minor because it was similar to IMC 0612, “Power Reactor Inspection 
Reports,” Appendix E, “Examples of Minor Issues,” example 4.d because PPL failed to take prompt corrective action 
for a condition adverse to quality and the condition could contribute to safety-related equipment unavailability. The 
inspectors assessed the finding to be of very low safety significance because it did not involve the loss or degradation 
of equipment or function specifically designed to mitigate a flooding initiating event and did not involve the total loss 
of any safety function that contributes to external event initiated core damage accident sequences.  
 



This finding has a cross-cutting aspect in the area of Problem Identification and Resolution, Corrective Action 
Program, because the problem was not thoroughly evaluated such that the resolution addressed the cause and extent of 
condition [P.1.(c)]. Specifically, although the values of Table 10 were recognized as non-conservative, PPL 
determined that a change to EO-000-104 was not necessary.  
 
Inspection Report# : 2010006 (pdf)  

Significance:  Jan 29, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Condition Report Process for Overdue Actions 
The inspectors identified a Green NCV of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, and 
Drawings,” for PPL’s recurring failure to implement corrective action program procedural requirements. Specifically, 
Procedure NDAP QA 0702, “Action Request and Condition Report Process,” Revision 25, states, in part, that all 
condition report (CR) action items shall be completed by the due date specified in the CR evaluation and action plan. 
If an action item cannot be completed by the specified due date, the action item due date may be revised by following 
a specified extension process. Contrary to these procedural requirements, PPL has consistently failed to implement the 
procedural requirements as demonstrated by sampling audits performed between January 2009 and May 2009, and by 
observed examples during the inspection. PPL entered this issue into the CAP as CR 1224714.  
 
This finding is more than minor because it was similar to IMC 0612, “Power Reactor Inspection Reports,” Appendix 
E, “Examples of Minor Issues,” example 3.j in that it represents a significant programmatic deficiency that could lead 
to worse errors if uncorrected. If left uncorrected this issue would have the potential to lead to a more significant 
safety concern because not following an established process for extending due dates (including assessment of the 
impact on equipment and the identification of necessary compensatory actions) may lead to inoperable, nonfunctional, 
or degraded equipment. This finding was determined to be of very low safety significance because it was not a design 
or qualification deficiency, did not represent a loss of system safety function, did not represent a loss of safety 
function of a single train for greater than its TS allowed outage time, and did not screen as potentially risk significant 
due to a seismic, flooding, or severe weather initiating event.  
 
This finding has a cross-cutting aspect in the area of Problem Identification and Resolution, Corrective Action 
Program, because PPL did not implement appropriate corrective actions, in a timely manner, to address repetitive non-
compliance with procedural requirements  
 
Inspection Report# : 2010006 (pdf)  

Significance:  Jan 29, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Test Reactor Vessel Safety Relief Valves in Accordance with ASME Code 
The inspectors identified a Green NCV of 10 CFR 50 Appendix B Criterion XI, “Test Control,” for PPL’s failure to 
appropriately implement American Society of Mechanical Engineers (ASME) Code for Operation and Maintenance of 
Nuclear Power Plants (OM Code) Interpretation 01-18. In 2005, PPL changed their in-service test (IST) program for 
testing Class I Safety Relief Valves (SRVs) to adopt the “Installation” to “Test” methodology when calculating test 
periodicity. ASME OM Code Interpretation 01-18, identified that the Code requires the owner to use the “Test” to 
“Test” methodology. As a result of the incorrect methodology being used, a total of 12 SRVs exceeded the six year 
test periodicity. Of these 12 valves, four are currently installed in Unit 1. Additionally, two of the valves, when 
removed and tested in March 2009, failed to meet the ASME and Technical Specification limits. PPL has entered this 
issue into their CAP, has initiated action to revise their IST program to make it consistent with the ASME OM Code, 
and has submitted or prepared Relief Requests for all currently installed valves which have or will exceed the 6 year 
test interval before the next refueling outage.  
 
The fact that PPL’s IST testing program for Class I SRVs was not consistent with the underlying ASME OM code 
requirements is a performance deficiency which was reasonable within PPL’s ability to foresee and prevent. The 
finding affects the equipment performance attribute of the Mitigating Systems cornerstone and the corresponding 



cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to initiating events 
to prevent undesirable consequences (i.e., core damage). The finding is also similar to IMC 0612, “Power Reactor 
Inspection Reports,” Appendix E, “Examples of Minor Issues,” example 1.c in that a missed surveillance is more than 
minor if, when tested, the equipment fails its test acceptance criteria as two SRVs did in this case. This finding was 
determined to be of very low safety significance because it was not a design or qualification deficiency, did not 
represent a loss of system safety function, did not represent a loss of safety function of a single train for greater than 
the TS allowed outage time, and did not screen as potentially risk significant due to a seismic, flooding, or severe 
weather initiating event.  
 
This finding has a cross cutting aspect in the area of OE because PPL failed to collect, evaluate, and communicate OE 
in a timely manner [P.2(a)]. Specifically, PPL failed to identify that ASME OM Code Interpretation 01-18 had been 
issued in 2003 and failed to evaluate relevant OE.  
 
Inspection Report# : 2010006 (pdf)  

Significance:  Dec 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Insufficient Fire Drill Oversight to Ensure Fire Brigade Performance Deficiencies are Identified 
The inspectors identified a Green Non-Cited Violation for the failure of fire brigade performance deficiencies to be 
identified and corrected during an unannounced fire drill, as required by programs set forth in Licensee Condition 
2.C.3. Specifically, on November 16, 2009, the inspectors observed multiple deficiencies during an unannounced fire 
brigade drill that should have resulted in drill failure. However, the licensee determined the drill was completed 
satisfactorily.  
 
The finding was more than minor because unaddressed fire brigade deficiencies may result in degraded performance 
during a real fire event in the vicinity of safe shutdown equipment. Additionally, the finding adversely affected the 
mitigating systems cornerstone objective. The inspectors assessed the finding in accordance with IMC 0609, 
Appendix M,"" and determined the finding to be a very low safety significance because the other elements of the 
defense in depth concept for fire events remained effective. This finding was determined to have a cross cutting aspect 
in the area of Problem Identification and Resolution, Self Assessments, because PPL did not communicate the results 
of assessments to affected personnel, and take corrective actions to address issues commensurate with their 
significance [P.3(c)]. Specifically, the single evaluator did not identify all of the drill deficiencies that occurred during 
the drill. 
Inspection Report# : 2009005 (pdf)  

Significance:  Dec 31, 2009 
Identified By: NRC 
Item Type: FIN Finding 
Scenarios for NRC Annual Operating Examinations Did Not Meet Quantitative Standards for Total 
Malfunctions 
The inspectors identified greater finding in that 20% of the NRC annual operating exam simulator scenarios reviewed 
did not meet the quantitative standard for total malfunctions, 4 to 8 for a single scenario, and 10 to 14 for a scenario 
set established in NUREG-1021, “Operator Licensing Examination Standards for Power Reactors,” Form ES-604-1, 
“Simulator Scenario Review Checklist.” In addition, the licensee’s procedures NTP-QA-31.11, “Operator 
Requalification Exam Preparation and Implementation” and NTP-QA-31.7, “Simulator Scenario Writers Guides,” 
recommend these same quantitative standards. The quantitative guidelines for malfunctions is an important metric 
because it establishes an objective standard used throughout the nuclear industry to ensure that the simulator portion 
of the NRC-required annual operating exams are written at an appropriate level of difficulty. As an immediate 
corrective action, the licensee entered this finding into their corrective action process (CR 1187760).  
 
This finding was more than minor because it was associated with the Human Performance attribute of the Mitigation 
Systems cornerstone and affected the objective of ensuring the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences. Specifically, the finding affected the level of 
difficulty of simulator operating exams which potentially impacted PPL’s ability to appropriately evaluate licensed 



operators. A review of the possible cross-cutting aspects was performed and no cross-cutting aspect was identified 
that would be considered a contributor to the cause of the finding. 
Inspection Report# : 2009005 (pdf)  

Significance: SL-III Sep 30, 2009 
Identified By: NRC 
Item Type: VIO Violation 
Senior Reactor Operators Medical Qualification Issue- Vision Test 
In August 2009 two violations were identified involving PPL Susquehanna, LLC (PPL) failing to ensure that 
individual license holders, on shift in the capacity of senior reactor operators (SROs), met the medical prerequisites 
required for holding a license prior to performing the duties of a licensed operator as required by 10 CFR 55.3. In one 
occasion in August 2009, an SRO failed a medical examination which identified a disqualifying condition, in that, the 
examination identified that the SRO's vision did not meet the health requirements stated in ANSI/ANS 3.4-1983, 
Section 5.4.5, "Eyes." However, he performed the function of an SRO during three watches with a license that was not 
appropriately conditioned to require that corrective lenses be worn. Since this error invalidated the licensee basis for 
the operator, in that the operator stood duty as an SRO with an actualy disquaifying condition. This was determined to 
be a SLIII Violation . Upon discovery, PPL removed both individuals from watchstanding duties pending follow-up 
medical evaluations and, in the case involving the SRO whose failed medical examination resulted in a disqualifying 
condition, PPL requested a conditional NRC license to address the disqualifying medical condition. Both issues have 
been entered into PPL’s corrective action program.  
Each example was evaluated independently using the traditional enforcement process because the failure to determine 
an operator’s medical condition and general health has the potential to impact or impede the regulatory process. 
Specifically, medical certification and conditional licensing are used by the NRC to ensure health conditions will not 
adversely affect operator duties or performance. The SL III violation was determined to have a cross-cutting aspect in 
the area of Problem Identification and Resolution, Operating Experience, because PPL did not systematically collect, 
evaluate, and communicate relevant external operating experience [P.2(a)]. Specifically, PPL failed to evaluate NRC 
Information Notice 2004-20 for medical examination issue applicability in accordance with their operating experience 
review program as evidenced by the 2008 SL-IV NCV (NRC IR 50-387 & 50-388 2008302-01), for an initial licensed 
operator application submitted to the NRC with a disqualifying medical condition, as well as these two events in July 
and August of 2009. (Section 1R11.2) This IN specifically mentions the responsibilites of licensee's (including 
licenseed operators) to report changes which could impact phyical qualifiication such as changes in vision.  
 
Inspection Report# : 2009004 (pdf)  

Significance:  Sep 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions Result in a Repeat Failure of Unit 1 HPCI Turbine Stop Valve 
The inspectors identified a Green NCV of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Action,” in that 
PPL did not implement timely corrective actions to preclude repetition of a significant condition adverse to quality. 
Specifically, actions taken to address causes of the Unit 1 high pressure coolant injection (HPCI) stop valve failure to 
close in 2006 did not prevent the same HPCI stop valve from failing to close on August 18, 2009. In both cases, the 
stop valve failure to close rendered this single train HPCI system inoperable as it was unable to meet the 30 second 
injection response time as described in the design basis. Corrective maintenance was performed on the valve and the 
issue was entered into PPL’s CAP.  
The finding is more than minor because it adversely affected the performance attribute of the Mitigating Systems 
cornerstone objective, to ensure the availability, reliability, and capability of equipment that respond to initiating 
events to prevent undesirable consequences. Specifically, a full closed stop valve indication resets the HPCI ramp 
generator via a lower limit switch. Without this reset, the governor is unprepared to restart the turbine from an idle 
state during a designed basis event. The inspectors assessed this finding in accordance with IMC 0609, Attachment 4, 
“Phase 1 – Initial Screening and Characterization of Findings” and determined the finding to be of very low safety 
significance because it did not result in an actual loss of safety function for greater than the Technical Specification 
allowed outage time. The finding was determined to have a cross-cutting aspect in the area of Problem Identification 
and Resolution, Corrective Action Program, because PPL did not take appropriate corrective actions to address safety 
issues in a timely manner, commensurate with their safety significance and complexity [P.1(d)]. Specifically, PPL did 
not appropriately implement corrective actions following the 2006 failure of the HPCI stop valve. (Section 1R12) 



 
Inspection Report# : 2009004 (pdf)  

Significance: SL-IV Sep 30, 2009 
Identified By: NRC 
Item Type: VIO Violation 
Operator Medical Qualifications Issue - Missed Physical Examination 
In August 2009 two violations were identified involving PPL Susquehanna, LLC (PPL) failing to ensure that 
individual license holders, on shift in the capacity of senior reactor operators (SROs), met the medical prerequisites 
required for holding a license prior to performing the duties of a licensed operator as required by 10 CFR 55.3. In the 
second occasion, an SRO performed licensed operator duties 52 times between April 1, 2009, and July 22, 2009, after 
the deadline for his biennial medical examination had passed. The medical examination may have identified an issue 
with the SRO's medical condition and general health that would have disqualified him from being authorized by a 
license. Since no actual disqualifying condition was identified , the basis for the operators licensee was still valid 
therefore this violation was determined to be a SL IV violation. Upon discovery, PPL removed both individuals from 
watchstanding duties pending follow-up medical evaluations. Both issues have been entered into PPL’s corrective 
action program.  
Each example was evaluated independently using the traditional enforcement process because the failure to determine 
an operator’s medical condition and general health has the potential to impact or impede the regulatory process. 
Specifically, medical certification and conditional licensing are used by the NRC to ensure health conditions will not 
adversely affect operator duties or performance.  
 
The SL IV violation was not determined to have a cross cutting issue based on that none of the examples cited in IN 
2004-20, “Recent Issues Associated with NRC Medical Requirements for Licensed Operators,”would have led to 
actions that would have precluded the missed physical examination.  
 
Inspection Report# : 2009004 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 
Although the NRC is actively overseeing the Security cornerstone, the Commission has decided that certain findings 
pertaining to security cornerstone will not be publicly available to ensure that potentially useful information is not 
provided to a possible adversary. Therefore, the cover letters to security inspection reports may be viewed. 
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Susquehanna 1 
3Q/2010 Plant Inspection Findings 

Initiating Events 
Significance: TBD Sep 30, 2010 
Identified By: NRC 
Item Type: FIN Finding 
Procedural Inadequacies Result in Reactor Scram and Loss of Normal Heat Sink 
A self-revealing preliminary White finding regarding procedure NDAP-QA-0008, “Procedure Writer’s Guide,” 
Revision 8, was identified following a July 16, 2010, flooding event in the Unit 1 condenser bay which resulted in a 
manual reactor scram and loss of the normal heat sink. There were three instances of inadequate procedures identified. 
The first instance involved maintenance procedure MT-043-001 which provided inadequate instructions regarding 
installation of the condenser waterbox gaskets and led to the event. In addition, two other off-normal procedures were 
inadequate in that they complicated operator response to the event. Specifically, operators used a diagram in off-
normal procedure ON-100-003, “Chemistry Anomaly,” to identify and isolate the leak which was incorrect, delayed 
leak isolation, and resulted in a manual reactor scram in anticipation of a loss of the normal heat sink. Finally, ON-
142-001, “Circulating Water (CW) Leak,” did not contain specific instructions to isolate a condenser waterbox leak 
which contributed to operators using ON-100-003 which was not intended to be used to isolate the condenser box 
during flooding conditions. PPL corrected the diagram error, dewatered and repaired affected equipment, and entered 
this issue into their CAP (1282128).  
This finding was determined to be more than minor as it affected the Initiating Events cornerstone attribute of 
Procedure Quality and its objective of limiting the likelihood of those events that upset plant stability and challenge 
critical safety functions during power operation. The finding was evaluated using Phases 1, 2, and 3 of the 
Significance Determination Process. The conclusion of the Phase 3 analysis was an estimated change in core damage 
frequency (CDF) of 1.1E-6/yr (White) and an estimated change in large early release frequency (LERF) of 2.6E-7/yr 
(White). The finding is related to the cross-cutting area of Problem Identification and Resolution, Corrective Acton 
Program, in that PPL did not thoroughly evaluate problems such that the resolutions address the causes and extent of 
condition, as necessary. Specifically, PPL did not appropriately evaluate and correct a known issue in an off-normal 
procedure or adequately evaluate previous CW system waterbox manway gasket leaks to ensure that future 
occurrences could be prevented.  
 
Inspection Report# : 2010004 (pdf)  

Mitigating Systems 

Significance:  Sep 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
HPCI and RCIC CST Low-Level Suction Transfer Made Inoperable Due to Transfer of Water from 
Condenser Area to CST Berm 
The inspectors identified a Green NCV of Susquehanna Unit 1, TS 5.4.1, “Procedures,” for an inadequate procedure 
to transfer water from the condenser area to the condensate storage tank (CST) berm. Specifically, the procedure 
failed to include a maximum level in the CST berm that was acceptable to limit interactions with other safety-related 
equipment. The NCV was identified following the July 16, 2010, Unit 1 manual reactor scram due to a non-isolable 
circulating water leak in the main condenser area. Operations personnel commenced dewatering efforts by transferring 
water from the condenser area to the CST berm using a “Liquid Radwaste Collection” operating procedure as a guide. 
Water was transferred to the berm to a level sufficient to cause water intrusion into cable conduit and junction boxes 
containing High Pressure Coolant Injection system (HPCI) and Reactor Coolant Isolation Cooling system (RCIC) 
CST low-level suction instrumentation which transfers HPCI and RCIC pump suction from the CST to the 



suppression pool. As a result, the low-level suction instrumentation became submerged affecting the reliability and 
capability of the HPCI and RCIC CST to suppression pool transfer function despite being required in Mode 3. The 
issue was entered into PPL’s CAP (1297039).  
This performance deficiency is more than minor as it affected the equipment performance and procedural quality 
attributes of the corresponding Mitigating Systems cornerstone objective to ensure the reliability and capability of 
systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). Specifically, the 
low-level suction instrumentation was not designed for submergence. Transferring too much water from the condenser 
bay to the CST berm submerged the low-level suction instrumentation and affected the reliability and capability of the 
HPCI and RCIC CST to suppression pool transfer function. The finding was evaluated for significance using IMC 
0609, Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings.” Since the finding did not result in 
a loss of safety function or the loss of a train for greater than its TS allowed outage time, and was not potentially risk 
significant due to external event initiators, the finding was determined to be of very low safety significance (Green). 
This finding was determined to have a cross-cutting aspect in the area of Human Performance, Resources, because 
PPL did not ensure that procedures were adequate to assure nuclear safety. Specifically, operating procedure OP-169-
004, Revision 17, did not specify a maximum level that could be transferred to the CST berm to limit interactions with 
safety-related, HPCI and RCIC low-level suction transfer instrumentation.  
 
Inspection Report# : 2010004 (pdf)  

Significance:  Sep 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Accurately Model the Simulator for RCIC System Operation at Reduced Flow Rates in Automatic 
An NRC-identified, Green NCV of 10 CFR 55.46(c)(1), “Plant Referenced Simulators,” was identified because the 
Susquehanna simulator did not accurately model RCIC system response when operated in automatic flow control at 
less than design basis full flow. While the licensee has not yet completed simulator modifications to routinely model 
RCIC control system instabilities when operating the system in automatic flow control at less than design basis full 
flow, the simulator does model instabilities resulting from a control system malfunction. The inspectors verified that 
licensed operators have trained on and responded to RCIC control system malfunctions during examinations. This 
issue was entered in PPL’s corrective action process as CRs 1285503, 1287462, and 1286803.  
The performance deficiency is more than minor because it is associated with the Human Performance attribute of 
Mitigating Systems and affects the cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. Specifically, the modeling of the 
Susquehanna simulator introduced negative operator training that could affect the ability of the operators to take the 
appropriate actions during an actual event. The finding was determined to be of very low safety significance because 
it is not related to operator performance during requalification, it is related to simulator fidelity, and it could have a 
negative impact on operator actions.  
This issue was determined to not have a cross-cutting aspect. This was based on the age of the EPRI guidance (issued 
in 2002) applicable to the RCIC system flow instabilities and the lack of opportunities over the past three years to 
revisit this guidance. Therefore, this issue was not reflective of current performance.  
 
Inspection Report# : 2010004 (pdf)  

Significance:  Sep 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Accurately Model the Simulator for RPV Level Control Using the Integrated Control System 
A self-revealing NCV of 10 CFR 55.46(c)(1), “Plant Referenced Simulators,” was identified because the Susquehanna 
simulator did not accurately model integrated control system (ICS) response to reactor pressure vessel (RPV) level 
transients. This violation was due to an error in the simulator modeling that caused RPV level control in the simulator 
to respond more rapidly than the actual plant resulting in the simulation of a more stable response and smaller overall 
changes in RPV level during level transients in the simulator. This error contributed to the decision to proceed with an 
extended power uprate (EPU) required condensate pump trip test during reactor power ascension activities. As a result 
on May 14, 2010, when the condensate pump trip test was performed, the ICS system was unable to adequately 
control reactor vessel water level and operators inserted a manual reactor scram prior to a high level turbine trip at 



level 8. PPL completed corrective actions to update the simulator model to accurately reflect the feedwater flow 
component of ICS and has ensured that the simulator reflects actual plant performance and re-performed the 
condensate pump trip test. This issue was entered in PPL’s corrective action process as AR/CR 1257781.  
The performance deficiency is more than minor because it is associated with the Human Performance attribute of 
Mitigating Systems and affects the cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. Specifically, the modeling of the 
Susquehanna simulator introduced negative operator training that affected the ability of the operators to take the 
appropriate actions during an actual event. The finding was determined to be of very low safety significance because 
it is not related to operator performance during requalification, it is related to simulator fidelity, and it had a negative 
impact on the timeliness of operator actions during an actual plant transient. This finding has a cross-cutting aspect in 
the area of Human Performance, Resources, because PPL did not ensure that equipment and other resources were 
available and adequate to assure safety. Specifically, simulator fidelity was inadequate in that modeling information 
provided by the simulator vendor was not reviewed by PPL nor was an alternate methodology used to validate 
simulator performance prior to use in operator training and predictions of actual plant response. In addition, ICS 
adjustments made after the April 22, 2010, scram provided another opportunity to verify the validity of ICS gain 
settings. 
Inspection Report# : 2010004 (pdf)  

Significance:  Jun 30, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Correct IRM Condition Adverse to Quality 
A self-revealing, Green NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Actions”, occurred when PPL 
failed to correct a condition adverse to quality associated with the 1D Intermediate Range Monitor (IRM) prior to a 
second reactor startup resulting in its failure and the aggregate of two IRMs inoperable in the same trip system. PPL 
inserted all control rods and went to Mode 3 to conduct IRM repairs and the issue was placed in PPL’s corrective 
action program (CAP).  
The finding was more than minor since it was associated with the equipment performance attribute of the Mitigating 
systems cornerstone and affected its objective to ensure the availability, reliability and capability of systems that 
respond to initiating events to prevent undesirable consequences. Specifically, the reliability and capability of the IRM 
system was impacted by the 1D failure. In accordance with IMC 0609, Appendix A, “Determining the Significance of 
Reactor Inspection Findings for At-Power Situations”, the finding was determined to be of very low safety 
significance (Green) because the finding was not a design or qualification deficiency, did not represent a loss of a 
system/train safety function and did not screen as potentially risk significant due to external events. This finding had a 
cross-cutting aspect in the area of Human Performance, Decision Making, in that PPL did not use conservative 
assumptions in decision making [H.1(b)]. Specifically, PPL did not consider other failure mechanisms as possible 
causes for the 1D IRM’s degraded condition and adopted a troubleshooting approach of proving an expectation vice 
disproving other possible causes. (1R12)  
 
Inspection Report# : 2010003 (pdf)  

Significance:  Jun 30, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Correct Condition With ESW LOOP/LOCA Timer 
The inspectors identified a Green NCV of 10 CFR 50, Appendix 9, Criterion XVI,  
"Corrective Action," in that PPL failed to correct a condition adverse to quality in a timely  
manner. Specifically, PPL failed to replace the emergency service water (ESW) pump  
electropneumatic time delay relays with a design that would comply with design analysis  
and Technical Specification (TS) criteria. PPL entered the issue into their corrective  
action program CAP.  
This finding is more than minor because it affected the equipment performance attribute  
of the Mitigating System cornerstone and the associated cornerstone objective of  
ensuring the reliability of systems that respond to initiating events to prevent undesirable  
consequences. The inspectors evaluated the finding in accordance with IMC 0609 



Attachment 4, Phase 1 - "Initial Screening and Characterization of Findings," Table 4a.  
This finding was of very low safety significance because it did not represent an actual  
loss of safety function. The finding had a cross-cutting aspect in the area of Problem  
Identification and Resolution, Corrective Action Program, because PPL did not take  
appropriate corrective actions to address an adverse trend in a timely manner (P.1 (d)).  
Specifically, PPL had a history of sequence timer failures without corrective actions to  
ensure TS criteria and design analysis compliance for a full testing interval. 
Inspection Report# : 2010003 (pdf)  

Significance:  Jun 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Conduct Online Risk Assessment for a Change in Plant Configuration 
A self-revealing, Green NCV of 10 CFR 50.65(a)(4), occurred when PPL failed  
to conduct an adequate risk assessment of online maintenance activities on April 22,  
2010. A maintenance activity that caused the 11 B bus tie supply feeder breaker from  
the startup transformer (Breaker 1A10204) to be inoperable was not modeled in the  
equipment out-of-service (EOOS) risk model despite work being commenced. A reactor  
scram occurred that day during unrelated testing and was complicated by the resulting  
equipment configuration that included the loss of the 11 B Bus and its associated "B"  
reactor recirculation pump and "B" condensate pump. Additionally, the "B" and "C"  
reactor feed pump turbines (RFPTs) tripped due to low suction pressure caused by the  
loss of the "B" condensate pump. When the maintenance activity was properly modeled,  
plant risk was reclassified from Green to Yellow. PPL entered the issue in their CAP and  
is conducting an evaluation of their work planning process.  
This NCV affected the Mitigating Systems cornerstone objective to ensure the  
availability, reliability, and capability of systems that respond to initiating events to  
prevent undesirable consequences (i.e., core damage). The item is similar to example  
7.e. in IMC 0612 Appendix E, "Examples of Minor Issues," in that failure to perform an  
adequate risk assessment when required by 1 0 CFR 50.65 (a)(4) is "not minor if the  
overall elevated plant risk would put the plant into a higher licensee established risk  
category." In this case, plant risk went from Green to Yellow when the maintenance was  
properly modeled; therefore, the violation is more than minor. The inspectors evaluated  
the finding using IMC 0612 Appendix K, "Maintenance Risk Assessment and Risk  
Management Significance Determination Process." Since the incremental core damage  
probability deficit was less than 1 E-6 and the incremental large early release probability  
deficit was less than 1 E-7, this finding is determined to be of very low safety  
significance (Green). This finding was determined to have a cross-cutting aspect in the  
area of Human Performance, Work Control in that PPL failed to appropriately plan work  
activities by not incorporating risk insights associated with breaker maintenance.  
(H.3 (a)) (Section 1R13) 
Inspection Report# : 2010003 (pdf)  

Significance:  Jun 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Correct Condition Adverse to Quality 
The inspectors identified a Green NCV of 10 CFR 50 Appendix 9, Criterion XVI,  
"Corrective Action," in that PPL failed to identify and properly correct a condition adverse  
to quality (CAO). Specifically, PPL failed to recognize the "B" control structure chiller  
(CSC) trip from May 12, 2010, as a CAO and did not replace the refrigerant low temperature  
cutout switch (RL TCS) despite previous operating experience (OE)  
demonstrating that the RL TCS experienced setpoint drift following calibration. As an  
immediate corrective action, PPL entered this NCV into their CAP in addition to  
replacement of the switch.  



This finding is more than minor because it affects the equipment performance attribute of  
the Mitigating System cornerstone and the associated cornerstone objective of ensuring  
the reliability of systems that respond to initiating events to prevent undesirable  
consequences. The inspectors evaluated the finding in accordance with IMC 0609  
Attachment 04, Phase 1 - "Initial Screening and Characterization of Findings," Table 4a.  
This finding was of very low safety significance because it did not represent an actual  
loss of safety function. The inspector determined that this violation has a cross-cutting  
aspect in the area of Problem Identification and Resolution, Corrective Action Program,  
in that PPL failed to properly evaluate the problem and its significance and failed to  
properly classify and prioritize a CAO (P.1 (c)). Specifically, PPL did not classify the  
initial failure as a CAO because it occurred during post-maintenance testing PPL failed  
to recognize the potential for the RL TCS to affect the operability of a safety-related  
component despite prior operating experience with the RTLCS and current PM  
guidance. As a result, the RL TCS was not replaced leading to a subsequent "B" CSC  
trip on June 28,2010. (Section 1R19) 
Inspection Report# : 2010003 (pdf)  

Significance:  Jan 29, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate PM Implementation Procedure Leading to Programmatic Deficiencies in the PM Program 
The inspectors identified a Green NCV of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, and 
Drawings,” for PPL’s failure to provide an adequate procedure to address and prevent multiple critical component 
preventive maintenance (PM) items from expiring without timely engineering justification. The inspectors determined 
this procedural inadequacy was a performance deficiency that was within PPL’s ability to foresee and correct, and has 
contributed to programmatic deficiencies associated with the PM program. PPL entered this issue into the CAP for 
resolution as CR 1229194.  
This finding is more than minor because it is similar to IMC 0612, “Power Reactor Inspection Reports,” Appendix E, 
“Examples of Minor Issues,” examples 3.j and 3.k in that significant programmatic deficiencies were identified that 
could lead to a more significant safety concern if left uncorrected. Additionally, the inspectors determined that this 
issue was 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 (i.e., core damage). The inspectors determined this finding was not a design qualification 
deficiency resulting in a loss of functionality or operability, did not represent an actual loss of safety function of a 
system or train of equipment, and was not potentially risk-significant due to a seismic, fire, flooding, or severe 
weather initiating event. Therefore, the finding is considered to be of very low safety significance.  
 
This finding has a cross-cutting aspect in the area of Problem Identification and Resolution, Corrective Action 
Program, because PPL failed to identify the issues associated with the PM implementation procedure completely, 
accurately, and in a timely manner.  
 
Inspection Report# : 2010006 (pdf)  

Significance:  Jan 29, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Correct Non-conservative Maximum Safe Water Levels 
The inspectors identified a Green NCV of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Action,” for 
PPL’s failure to correct a condition adverse to quality associated with non conservative maximum safe water levels in 
Table 10 of Emergency Operating Procedure EO-000-104, “Secondary Containment Control.” Although some of the 
values in Table 10 were recognized as non-conservative, PPL determined that a change to the procedure was not 
necessary. PPL entered this issue into the CAP as CR 1229012 and revised the procedure on February 11, 2010.  
 
The finding was determined to be more than minor because it was similar to IMC 0612, “Power Reactor Inspection 
Reports,” Appendix E, “Examples of Minor Issues,” example 4.d because PPL failed to take prompt corrective action 



for a condition adverse to quality and the condition could contribute to safety-related equipment unavailability. The 
inspectors assessed the finding to be of very low safety significance because it did not involve the loss or degradation 
of equipment or function specifically designed to mitigate a flooding initiating event and did not involve the total loss 
of any safety function that contributes to external event initiated core damage accident sequences.  
 
This finding has a cross-cutting aspect in the area of Problem Identification and Resolution, Corrective Action 
Program, because the problem was not thoroughly evaluated such that the resolution addressed the cause and extent of 
condition [P.1.(c)]. Specifically, although the values of Table 10 were recognized as non-conservative, PPL 
determined that a change to EO-000-104 was not necessary.  
 
Inspection Report# : 2010006 (pdf)  

Significance:  Jan 29, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Condition Report Process for Overdue Actions 
The inspectors identified a Green NCV of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, and 
Drawings,” for PPL’s recurring failure to implement corrective action program procedural requirements. Specifically, 
Procedure NDAP QA 0702, “Action Request and Condition Report Process,” Revision 25, states, in part, that all 
condition report (CR) action items shall be completed by the due date specified in the CR evaluation and action plan. 
If an action item cannot be completed by the specified due date, the action item due date may be revised by following 
a specified extension process. Contrary to these procedural requirements, PPL has consistently failed to implement the 
procedural requirements as demonstrated by sampling audits performed between January 2009 and May 2009, and by 
observed examples during the inspection. PPL entered this issue into the CAP as CR 1224714.  
 
This finding is more than minor because it was similar to IMC 0612, “Power Reactor Inspection Reports,” Appendix 
E, “Examples of Minor Issues,” example 3.j in that it represents a significant programmatic deficiency that could lead 
to worse errors if uncorrected. If left uncorrected this issue would have the potential to lead to a more significant 
safety concern because not following an established process for extending due dates (including assessment of the 
impact on equipment and the identification of necessary compensatory actions) may lead to inoperable, nonfunctional, 
or degraded equipment. This finding was determined to be of very low safety significance because it was not a design 
or qualification deficiency, did not represent a loss of system safety function, did not represent a loss of safety 
function of a single train for greater than its TS allowed outage time, and did not screen as potentially risk significant 
due to a seismic, flooding, or severe weather initiating event.  
 
This finding has a cross-cutting aspect in the area of Problem Identification and Resolution, Corrective Action 
Program, because PPL did not implement appropriate corrective actions, in a timely manner, to address repetitive non-
compliance with procedural requirements  
 
Inspection Report# : 2010006 (pdf)  

Significance:  Jan 29, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Test Reactor Vessel Safety Relief Valves in Accordance with ASME Code 
The inspectors identified a Green NCV of 10 CFR 50 Appendix B Criterion XI, “Test Control,” for PPL’s failure to 
appropriately implement American Society of Mechanical Engineers (ASME) Code for Operation and Maintenance of 
Nuclear Power Plants (OM Code) Interpretation 01-18. In 2005, PPL changed their in-service test (IST) program for 
testing Class I Safety Relief Valves (SRVs) to adopt the “Installation” to “Test” methodology when calculating test 
periodicity. ASME OM Code Interpretation 01-18, identified that the Code requires the owner to use the “Test” to 
“Test” methodology. As a result of the incorrect methodology being used, a total of 12 SRVs exceeded the six year 
test periodicity. Of these 12 valves, four are currently installed in Unit 1. Additionally, two of the valves, when 
removed and tested in March 2009, failed to meet the ASME and Technical Specification limits. PPL has entered this 
issue into their CAP, has initiated action to revise their IST program to make it consistent with the ASME OM Code, 
and has submitted or prepared Relief Requests for all currently installed valves which have or will exceed the 6 year 



test interval before the next refueling outage.  
 
The fact that PPL’s IST testing program for Class I SRVs was not consistent with the underlying ASME OM code 
requirements is a performance deficiency which was reasonable within PPL’s ability to foresee and prevent. The 
finding affects the equipment performance attribute of the Mitigating Systems cornerstone and the corresponding 
cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to initiating events 
to prevent undesirable consequences (i.e., core damage). The finding is also similar to IMC 0612, “Power Reactor 
Inspection Reports,” Appendix E, “Examples of Minor Issues,” example 1.c in that a missed surveillance is more than 
minor if, when tested, the equipment fails its test acceptance criteria as two SRVs did in this case. This finding was 
determined to be of very low safety significance because it was not a design or qualification deficiency, did not 
represent a loss of system safety function, did not represent a loss of safety function of a single train for greater than 
the TS allowed outage time, and did not screen as potentially risk significant due to a seismic, flooding, or severe 
weather initiating event.  
 
This finding has a cross cutting aspect in the area of OE because PPL failed to collect, evaluate, and communicate OE 
in a timely manner [P.2(a)]. Specifically, PPL failed to identify that ASME OM Code Interpretation 01-18 had been 
issued in 2003 and failed to evaluate relevant OE.  
 
Inspection Report# : 2010006 (pdf)  

Significance:  Dec 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Insufficient Fire Drill Oversight to Ensure Fire Brigade Performance Deficiencies are Identified 
The inspectors identified a Green Non-Cited Violation for the failure of fire brigade performance deficiencies to be 
identified and corrected during an unannounced fire drill, as required by programs set forth in Licensee Condition 
2.C.3. Specifically, on November 16, 2009, the inspectors observed multiple deficiencies during an unannounced fire 
brigade drill that should have resulted in drill failure. However, the licensee determined the drill was completed 
satisfactorily.  
 
The finding was more than minor because unaddressed fire brigade deficiencies may result in degraded performance 
during a real fire event in the vicinity of safe shutdown equipment. Additionally, the finding adversely affected the 
mitigating systems cornerstone objective. The inspectors assessed the finding in accordance with IMC 0609, 
Appendix M,"" and determined the finding to be a very low safety significance because the other elements of the 
defense in depth concept for fire events remained effective. This finding was determined to have a cross cutting aspect 
in the area of Problem Identification and Resolution, Self Assessments, because PPL did not communicate the results 
of assessments to affected personnel, and take corrective actions to address issues commensurate with their 
significance [P.3(c)]. Specifically, the single evaluator did not identify all of the drill deficiencies that occurred during 
the drill. 
Inspection Report# : 2009005 (pdf)  

Significance:  Dec 31, 2009 
Identified By: NRC 
Item Type: FIN Finding 
Scenarios for NRC Annual Operating Examinations Did Not Meet Quantitative Standards for Total 
Malfunctions 
The inspectors identified greater finding in that 20% of the NRC annual operating exam simulator scenarios reviewed 
did not meet the quantitative standard for total malfunctions, 4 to 8 for a single scenario, and 10 to 14 for a scenario 
set established in NUREG-1021, “Operator Licensing Examination Standards for Power Reactors,” Form ES-604-1, 
“Simulator Scenario Review Checklist.” In addition, the licensee’s procedures NTP-QA-31.11, “Operator 
Requalification Exam Preparation and Implementation” and NTP-QA-31.7, “Simulator Scenario Writers Guides,” 
recommend these same quantitative standards. The quantitative guidelines for malfunctions is an important metric 
because it establishes an objective standard used throughout the nuclear industry to ensure that the simulator portion 
of the NRC-required annual operating exams are written at an appropriate level of difficulty. As an immediate 
corrective action, the licensee entered this finding into their corrective action process (CR 1187760). 



 
This finding was more than minor because it was associated with the Human Performance attribute of the Mitigation 
Systems cornerstone and affected the objective of ensuring the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences. Specifically, the finding affected the level of 
difficulty of simulator operating exams which potentially impacted PPL’s ability to appropriately evaluate licensed 
operators. A review of the possible cross-cutting aspects was performed and no cross-cutting aspect was identified 
that would be considered a contributor to the cause of the finding. 
Inspection Report# : 2009005 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Significance:  Sep 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Equipment to Measure Freon Concentration and Assess Threshold for an EAL Declaration 
A Green self-revealing NCV associated with emergency planning standard 10 CFR 50.47(b)(4) was identified 
regarding inadequate indications for operators to determine if a threshold for an Alert Emergency Action Level (EAL) 
(OA7) declaration based on toxic gas concentrations immediately dangerous to life and health (IDLH) within a vital 
area had been met. Specifically, there were no meters (permanently installed or portable) available on site to measure 
Freon concentration, a toxic gas in high concentrations. This impacted the operator’s ability to make an EAL 
declaration and operators had to rely on other indications such as personal ill effects from exposure. PPL entered this 
issue into its CAP as AR 1294109 and is evaluating the development of permanent corrective actions.  
This performance deficiency is more than minor because it was associated with the Emergency Preparedness (EP) 
cornerstone attribute of Facilities and Equipment, and affected the cornerstone objective of ensuring that a 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 similar to an example of a green finding evaluated using IMC 0609, Appendix B, 
“Emergency Preparedness SDP,” Sheet 1, “Failure to Comply.” This finding is associated with a failure to meet or 
implement a regulatory requirement. The deficiency is not greater than Green because it did not result in the Risk-
Significant Planning Standard Function being lost or degraded and was similar to an example of a green finding in 
that “the EAL classification process would not declare any Alert or Notification of Unusual Event that should be 
declared.” Since the declaration of Alert OA7 based on toxic gas levels for Freon concentrations IDLH (defined as 
greater than 2000 ppm Freon) within a vital area could have been missed or delayed, this finding was considered 
consistent with the example provided and was determined to be of very low safety significance (Green). This finding 
is related to the cross-cutting area of Human Performance, Resources, because PPL did not ensure that equipment and 
other resources were available and adequate to assure safety. Specifically, PPL did not appropriately evaluate 
equipment necessary to effect a change to the emergency plan for an EAL classification related to toxic gasses in a 
vital area. PPL lacked adequate equipment to make an accurate EAL classification and had to rely on secondary 
means (personnel ill effects) for appropriately classifying a Freon leak in the Unit 1 RB that occurred on August 10, 
2010. This was determined to be the most significant contributing factor to this issue.  
 
Inspection Report# : 2010004 (pdf)  

Occupational Radiation Safety 



Public Radiation Safety 

Physical Protection 
Although the NRC is actively overseeing the Security cornerstone, the Commission has decided that certain findings 
pertaining to security cornerstone will not be publicly available to ensure that potentially useful information is not 
provided to a possible adversary. Therefore, the cover letters to security inspection reports may be viewed. 
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Susquehanna 1 
4Q/2010 Plant Inspection Findings 

Initiating Events 

Significance:  Sep 30, 2010 
Identified By: NRC 
Item Type: FIN Finding 
Procedural Inadequacies Result in Reactor Scram and Loss of Normal Heat Sink 
A self-revealing preliminary White finding regarding procedure NDAP-QA-0008, “Procedure Writer’s Guide,” 
Revision 8, was identified following a July 16, 2010, flooding event in the Unit 1 condenser bay which resulted in a 
manual reactor scram and loss of the normal heat sink. There were three instances of inadequate procedures identified. 
The first instance involved maintenance procedure MT-043-001 which provided inadequate instructions regarding 
installation of the condenser waterbox gaskets and led to the event. In addition, two other off-normal procedures were 
inadequate in that they complicated operator response to the event. Specifically, operators used a diagram in off-
normal procedure ON-100-003, “Chemistry Anomaly,” to identify and isolate the leak which was incorrect, delayed 
leak isolation, and resulted in a manual reactor scram in anticipation of a loss of the normal heat sink. Finally, ON-
142-001, “Circulating Water (CW) Leak,” did not contain specific instructions to isolate a condenser waterbox leak 
which contributed to operators using ON-100-003 which was not intended to be used to isolate the condenser box 
during flooding conditions. PPL corrected the diagram error, dewatered and repaired affected equipment, and entered 
this issue into their CAP (1282128).  
This finding was determined to be more than minor as it affected the Initiating Events cornerstone attribute of 
Procedure Quality and its objective of limiting the likelihood of those events that upset plant stability and challenge 
critical safety functions during power operation. The finding was evaluated using Phases 1, 2, and 3 of the 
Significance Determination Process. The conclusion of the Phase 3 analysis was an estimated change in core damage 
frequency (CDF) of 1.1E-6/yr (White) and an estimated change in large early release frequency (LERF) of 2.6E-7/yr 
(White). The finding is related to the cross-cutting area of Problem Identification and Resolution, Corrective Acton 
Program, in that PPL did not thoroughly evaluate problems such that the resolutions address the causes and extent of 
condition, as necessary. Specifically, PPL did not appropriately evaluate and correct a known issue in an off-normal 
procedure or adequately evaluate previous CW system waterbox manway gasket leaks to ensure that future 
occurrences could be prevented.  
 
Final SDP issued 12/16/2010. IR 2010-008  
 
Inspection Report# : 2010004 (pdf)  
Inspection Report# : 2010008 (pdf)  

Mitigating Systems 

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Control, Calibrate and Evaluate M&TE 
An NRC-identified NCV of 10 CFR 50, Appendix B, Criterion XII, “Control of Measuring and Test Equipment”, 
occurred when PPL failed to control and calibrate measuring and test equipment (M&TE) at specified periods and 
document evaluations of missing M&TE. The issue was evaluated IAW IMC 0612 Appendix E examples and 
determined to be similar to 3J, 3K and 4A. Namely, that significant programmatic deficiencies were identified that 
could lead to worse errors if uncorrected (3J, 3K) and that there was a routine of failing to perform evaluations (4A). 
Specifically, overdue or missing M&TE were not being evaluated for their associated impact on the validity of past 



work in the CAP program since at least 2008 or that evaluations when performed did not meet the requirements of 
NDAP-QA-0515, Control and Calibration of Plant Measuring and Test Equipment, Revisions 3 and 4. It also affected 
the equipment performance attribute of the Mitigating Systems cornerstone and its objective to ensure the availability, 
reliability and capability of systems that respond to initiating events to prevent undesirable consequences.  
The NCV was determined to have a cross-cutting aspect in Problem Identification and Resolution, CAP. Namely, 
problems are thoroughly evaluated such that resolutions address causes and extent of conditions and evaluate CAQs 
for operability. Specifically, PPL did not thoroughly evaluate problems to include the individual missing M&TE, the 
overall programmatic recurrence, and the potential effects on operability. 
Inspection Report# : 2010005 (pdf)  

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Evaluate a Non-Conforming Condition Resulted in an Alert. 
A self revealing finding of Very low safety significance (Green), against PPL’s CAP Procedure NDAP-QA-702, 
“Action Request and Condition Report Process.” Specifically, a non-conforming condition with system design 
requirements was identified with the ‘A’ Reactor Building (RB) chiller filter line, in that the line was vibrating 
excessively and a support for the line was missing when compared to the other chillers. AR 888836 was written to 
document this condition in July 2007. However, the non- conformance with system design was never evaluated and 
corrective actions were never developed. Subsequently, in September 2008 an elbow in the line failed. The elbow was 
repaired; however, the missing support was not evaluated and replaced. As a result on August 10, 2010, the same 
elbow failed again resulting in the evacuation of the Unit 1 RB and the declaration of an ALERT due to toxic gas 
levels within the vital area of the plant.  
This issue is more than minor as it affected the protection against external events (toxic gas) attribute of the 
corresponding Mitigating Systems cornerstone objective to ensure the reliability and capability of systems that 
respond to initiating events to prevent undesirable consequences (i.e., core damage). The finding was evaluated for 
significance using IMC 0609, Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings.” Since the 
finding did not result in a loss of safety function or loss of a train for greater than its Technical Specification (TS) 
allowed outage time and was not potentially risk significant due to external event initiators, the finding was 
determined to be of very low safety significance (Green).  
This finding was assigned a cross-cutting aspect in the area of Operating Experience (OE) because PPL failed to 
implement and institutionalize OE through changes to station processes, procedures, equipment, and training 
programs. Specifically, PPL did not incorporate American Society of Heating, Refrigerating and Air Conditioning 
Engineers (ASHRAE) codes, Dupont Refrigerant Piping Handbook, and the Carrier Piping Manual in the 
modification, evaluation, and troubleshooting of site refrigeration systems. 
Inspection Report# : 2010005 (pdf)  

Significance: SL-IV Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inacurate report of MSPI data 
An NRC-identified NCV of 10 CFR 50.9(a), Completeness and Accuracy of Information, occurred when PPL failed 
to update the Mitigating Systems Performance Indicators (MSPIs) to reflect a change in PPL’s MSPI basis document. 
The change to the basis document affected all five MSPIs on each unit and resulted in inaccurate values for three 
consecutive quarters. PPL evaluated the MSPIs for needed changes and updated over 100 values used in calculating 
the PIs and entered the issues in their CAP as CRs 1328561 and 1328563.  
 
Because violations of 10 CFR 50.9 are considered to potentially impede or impact the regulatory process, they are 
dispositioned using the traditional enforcement process. The inspectors concluded that PPL had reasonable 
opportunity to foresee and correct the inaccurate information prior to the information being submitted to the NRC. 
This violation is characterized as a SL IV NCV consistent with Sections 2.2.1.c and 6.9 of the NRC Enforcement 
Policy. Because this finding was of very low safety significance, was not repetitive or willful, and was entered into 
PPL’s CAP, this violation is being treated as an NCV, consistent with Section 2.3.2.a of the NRC Enforcement Policy. 
The significance of the associated performance deficiency was screened per the guidance of Manual Chapter 0612, 
Appendix B and the inspectors determined it to be minor because it did not result in any of the PIs exceeding the 
Green White threshold. As such, no finding was identified and no cross-cutting aspect was assigned. (Section 4OA1



Inspection Report# : 2010005 (pdf)  

Significance:  Oct 08, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Test Control of Safety-Related DC Circuit Breakers 
The team identified a finding of very low safety significance (Green) involving a non-cited violation of 10 CFR 50, 
Appendix B, Criteria XI, “Test Control,” in that PPL did not ensure that test results were documented and evaluated to 
verify that test requirements were satisfied. Specifically, PPL did not adequately evaluate the over-current trip setting 
test results for 125 Vdc circuit breaker 1D652-12 to ensure the results were within the established acceptance limits. 
PPL subsequently placed the breaker in-service with an as-left trip setting outside of the approved acceptance band. In 
response, PPL entered this issue into the CAP and determined there was sufficient margin to ensure breaker 
operability.  
The finding was more than minor because it was associated with the equipment performance attribute of the 
Mitigating Systems Cornerstone and affected the cornerstone objective of ensuring the operability, availability, and 
reliability of systems that respond to initiating events to prevent undesirable consequences. The team performed a 
Phase 1 SDP screening, in accordance with NRC IMC 0609, Attachment 4, "Phase 1 - Initial Screening and 
Characterization of Findings," and determined the finding was of very low safety significance (Green) because it was 
not a design or qualification deficiency, did not represent a loss of system safety function, and did not screen as 
potentially risk significant due to a seismic, flooding, or severe weather initiating event. This finding has a cross-
cutting aspect in the area of Human Performance, Resources Component, because PPL did not ensure that complete, 
accurate, and up-to-date procedures and work packages were available and adequate to assure nuclear safety. 
Specifically, the procedure for DC breaker testing did not have adequate administrative controls to ensure that as-left 
test values were within the established acceptance criteria. (IMC 0310, aspect H.2(c)) (1R21.2.1.2)  
 
Inspection Report# : 2010007 (pdf)  

Significance:  Sep 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
HPCI and RCIC CST Low-Level Suction Transfer Made Inoperable Due to Transfer of Water from 
Condenser Area to CST Berm 
The inspectors identified a Green NCV of Susquehanna Unit 1, TS 5.4.1, “Procedures,” for an inadequate procedure 
to transfer water from the condenser area to the condensate storage tank (CST) berm. Specifically, the procedure 
failed to include a maximum level in the CST berm that was acceptable to limit interactions with other safety-related 
equipment. The NCV was identified following the July 16, 2010, Unit 1 manual reactor scram due to a non-isolable 
circulating water leak in the main condenser area. Operations personnel commenced dewatering efforts by transferring 
water from the condenser area to the CST berm using a “Liquid Radwaste Collection” operating procedure as a guide. 
Water was transferred to the berm to a level sufficient to cause water intrusion into cable conduit and junction boxes 
containing High Pressure Coolant Injection system (HPCI) and Reactor Coolant Isolation Cooling system (RCIC) 
CST low-level suction instrumentation which transfers HPCI and RCIC pump suction from the CST to the 
suppression pool. As a result, the low-level suction instrumentation became submerged affecting the reliability and 
capability of the HPCI and RCIC CST to suppression pool transfer function despite being required in Mode 3. The 
issue was entered into PPL’s CAP (1297039).  
This performance deficiency is more than minor as it affected the equipment performance and procedural quality 
attributes of the corresponding Mitigating Systems cornerstone objective to ensure the reliability and capability of 
systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). Specifically, the 
low-level suction instrumentation was not designed for submergence. Transferring too much water from the condenser 
bay to the CST berm submerged the low-level suction instrumentation and affected the reliability and capability of the 
HPCI and RCIC CST to suppression pool transfer function. The finding was evaluated for significance using IMC 
0609, Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings.” Since the finding did not result in 
a loss of safety function or the loss of a train for greater than its TS allowed outage time, and was not potentially risk 
significant due to external event initiators, the finding was determined to be of very low safety significance (Green). 
This finding was determined to have a cross-cutting aspect in the area of Human Performance, Resources, because 
PPL did not ensure that procedures were adequate to assure nuclear safety. Specifically, operating procedure OP-169-



004, Revision 17, did not specify a maximum level that could be transferred to the CST berm to limit interactions with 
safety-related, HPCI and RCIC low-level suction transfer instrumentation.  
 
Inspection Report# : 2010004 (pdf)  

Significance:  Sep 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Accurately Model the Simulator for RCIC System Operation at Reduced Flow Rates in Automatic 
An NRC-identified, Green NCV of 10 CFR 55.46(c)(1), “Plant Referenced Simulators,” was identified because the 
Susquehanna simulator did not accurately model RCIC system response when operated in automatic flow control at 
less than design basis full flow. While the licensee has not yet completed simulator modifications to routinely model 
RCIC control system instabilities when operating the system in automatic flow control at less than design basis full 
flow, the simulator does model instabilities resulting from a control system malfunction. The inspectors verified that 
licensed operators have trained on and responded to RCIC control system malfunctions during examinations. This 
issue was entered in PPL’s corrective action process as CRs 1285503, 1287462, and 1286803.  
The performance deficiency is more than minor because it is associated with the Human Performance attribute of 
Mitigating Systems and affects the cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. Specifically, the modeling of the 
Susquehanna simulator introduced negative operator training that could affect the ability of the operators to take the 
appropriate actions during an actual event. The finding was determined to be of very low safety significance because 
it is not related to operator performance during requalification, it is related to simulator fidelity, and it could have a 
negative impact on operator actions.  
This issue was determined to not have a cross-cutting aspect. This was based on the age of the EPRI guidance (issued 
in 2002) applicable to the RCIC system flow instabilities and the lack of opportunities over the past three years to 
revisit this guidance. Therefore, this issue was not reflective of current performance.  
 
Inspection Report# : 2010004 (pdf)  

Significance:  Sep 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Accurately Model the Simulator for RPV Level Control Using the Integrated Control System 
A self-revealing NCV of 10 CFR 55.46(c)(1), “Plant Referenced Simulators,” was identified because the Susquehanna 
simulator did not accurately model integrated control system (ICS) response to reactor pressure vessel (RPV) level 
transients. This violation was due to an error in the simulator modeling that caused RPV level control in the simulator 
to respond more rapidly than the actual plant resulting in the simulation of a more stable response and smaller overall 
changes in RPV level during level transients in the simulator. This error contributed to the decision to proceed with an 
extended power uprate (EPU) required condensate pump trip test during reactor power ascension activities. As a result 
on May 14, 2010, when the condensate pump trip test was performed, the ICS system was unable to adequately 
control reactor vessel water level and operators inserted a manual reactor scram prior to a high level turbine trip at 
level 8. PPL completed corrective actions to update the simulator model to accurately reflect the feedwater flow 
component of ICS and has ensured that the simulator reflects actual plant performance and re-performed the 
condensate pump trip test. This issue was entered in PPL’s corrective action process as AR/CR 1257781.  
The performance deficiency is more than minor because it is associated with the Human Performance attribute of 
Mitigating Systems and affects the cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. Specifically, the modeling of the 
Susquehanna simulator introduced negative operator training that affected the ability of the operators to take the 
appropriate actions during an actual event. The finding was determined to be of very low safety significance because 
it is not related to operator performance during requalification, it is related to simulator fidelity, and it had a negative 
impact on the timeliness of operator actions during an actual plant transient. This finding has a cross-cutting aspect in 
the area of Human Performance, Resources, because PPL did not ensure that equipment and other resources were 
available and adequate to assure safety. Specifically, simulator fidelity was inadequate in that modeling information 
provided by the simulator vendor was not reviewed by PPL nor was an alternate methodology used to validate 
simulator performance prior to use in operator training and predictions of actual plant response. In addition, ICS 



adjustments made after the April 22, 2010, scram provided another opportunity to verify the validity of ICS gain 
settings. 
Inspection Report# : 2010004 (pdf)  

Significance:  Jun 30, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Correct IRM Condition Adverse to Quality 
A self-revealing, Green NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Actions”, occurred when PPL 
failed to correct a condition adverse to quality associated with the 1D Intermediate Range Monitor (IRM) prior to a 
second reactor startup resulting in its failure and the aggregate of two IRMs inoperable in the same trip system. PPL 
inserted all control rods and went to Mode 3 to conduct IRM repairs and the issue was placed in PPL’s corrective 
action program (CAP).  
The finding was more than minor since it was associated with the equipment performance attribute of the Mitigating 
systems cornerstone and affected its objective to ensure the availability, reliability and capability of systems that 
respond to initiating events to prevent undesirable consequences. Specifically, the reliability and capability of the IRM 
system was impacted by the 1D failure. In accordance with IMC 0609, Appendix A, “Determining the Significance of 
Reactor Inspection Findings for At-Power Situations”, the finding was determined to be of very low safety 
significance (Green) because the finding was not a design or qualification deficiency, did not represent a loss of a 
system/train safety function and did not screen as potentially risk significant due to external events. This finding had a 
cross-cutting aspect in the area of Human Performance, Decision Making, in that PPL did not use conservative 
assumptions in decision making [H.1(b)]. Specifically, PPL did not consider other failure mechanisms as possible 
causes for the 1D IRM’s degraded condition and adopted a troubleshooting approach of proving an expectation vice 
disproving other possible causes. (1R12)  
 
Inspection Report# : 2010003 (pdf)  

Significance:  Jun 30, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Correct Condition With ESW LOOP/LOCA Timer 
The inspectors identified a Green NCV of 10 CFR 50, Appendix 9, Criterion XVI,  
"Corrective Action," in that PPL failed to correct a condition adverse to quality in a timely  
manner. Specifically, PPL failed to replace the emergency service water (ESW) pump  
electropneumatic time delay relays with a design that would comply with design analysis  
and Technical Specification (TS) criteria. PPL entered the issue into their corrective  
action program CAP.  
This finding is more than minor because it affected the equipment performance attribute  
of the Mitigating System cornerstone and the associated cornerstone objective of  
ensuring the reliability of systems that respond to initiating events to prevent undesirable  
consequences. The inspectors evaluated the finding in accordance with IMC 0609  
Attachment 4, Phase 1 - "Initial Screening and Characterization of Findings," Table 4a.  
This finding was of very low safety significance because it did not represent an actual  
loss of safety function. The finding had a cross-cutting aspect in the area of Problem  
Identification and Resolution, Corrective Action Program, because PPL did not take  
appropriate corrective actions to address an adverse trend in a timely manner (P.1 (d)).  
Specifically, PPL had a history of sequence timer failures without corrective actions to  
ensure TS criteria and design analysis compliance for a full testing interval. 
Inspection Report# : 2010003 (pdf)  

Significance:  Jun 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Conduct Online Risk Assessment for a Change in Plant Configuration 



A self-revealing, Green NCV of 10 CFR 50.65(a)(4), occurred when PPL failed 
to conduct an adequate risk assessment of online maintenance activities on April 22,  
2010. A maintenance activity that caused the 11 B bus tie supply feeder breaker from  
the startup transformer (Breaker 1A10204) to be inoperable was not modeled in the  
equipment out-of-service (EOOS) risk model despite work being commenced. A reactor  
scram occurred that day during unrelated testing and was complicated by the resulting  
equipment configuration that included the loss of the 11 B Bus and its associated "B"  
reactor recirculation pump and "B" condensate pump. Additionally, the "B" and "C"  
reactor feed pump turbines (RFPTs) tripped due to low suction pressure caused by the  
loss of the "B" condensate pump. When the maintenance activity was properly modeled,  
plant risk was reclassified from Green to Yellow. PPL entered the issue in their CAP and  
is conducting an evaluation of their work planning process.  
This NCV affected the Mitigating Systems cornerstone objective to ensure the  
availability, reliability, and capability of systems that respond to initiating events to  
prevent undesirable consequences (i.e., core damage). The item is similar to example  
7.e. in IMC 0612 Appendix E, "Examples of Minor Issues," in that failure to perform an  
adequate risk assessment when required by 1 0 CFR 50.65 (a)(4) is "not minor if the  
overall elevated plant risk would put the plant into a higher licensee established risk  
category." In this case, plant risk went from Green to Yellow when the maintenance was  
properly modeled; therefore, the violation is more than minor. The inspectors evaluated  
the finding using IMC 0612 Appendix K, "Maintenance Risk Assessment and Risk  
Management Significance Determination Process." Since the incremental core damage  
probability deficit was less than 1 E-6 and the incremental large early release probability  
deficit was less than 1 E-7, this finding is determined to be of very low safety  
significance (Green). This finding was determined to have a cross-cutting aspect in the  
area of Human Performance, Work Control in that PPL failed to appropriately plan work  
activities by not incorporating risk insights associated with breaker maintenance.  
(H.3 (a)) (Section 1R13) 
Inspection Report# : 2010003 (pdf)  

Significance:  Jun 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Correct Condition Adverse to Quality 
The inspectors identified a Green NCV of 10 CFR 50 Appendix 9, Criterion XVI,  
"Corrective Action," in that PPL failed to identify and properly correct a condition adverse  
to quality (CAO). Specifically, PPL failed to recognize the "B" control structure chiller  
(CSC) trip from May 12, 2010, as a CAO and did not replace the refrigerant low temperature  
cutout switch (RL TCS) despite previous operating experience (OE)  
demonstrating that the RL TCS experienced setpoint drift following calibration. As an  
immediate corrective action, PPL entered this NCV into their CAP in addition to  
replacement of the switch.  
This finding is more than minor because it affects the equipment performance attribute of  
the Mitigating System cornerstone and the associated cornerstone objective of ensuring  
the reliability of systems that respond to initiating events to prevent undesirable  
consequences. The inspectors evaluated the finding in accordance with IMC 0609  
Attachment 04, Phase 1 - "Initial Screening and Characterization of Findings," Table 4a.  
This finding was of very low safety significance because it did not represent an actual  
loss of safety function. The inspector determined that this violation has a cross-cutting  
aspect in the area of Problem Identification and Resolution, Corrective Action Program,  
in that PPL failed to properly evaluate the problem and its significance and failed to  
properly classify and prioritize a CAO (P.1 (c)). Specifically, PPL did not classify the  
initial failure as a CAO because it occurred during post-maintenance testing PPL failed  
to recognize the potential for the RL TCS to affect the operability of a safety-related  
component despite prior operating experience with the RTLCS and current PM  
guidance. As a result, the RL TCS was not replaced leading to a subsequent "B" CSC  



trip on June 28,2010. (Section 1R19) 
Inspection Report# : 2010003 (pdf)  

Significance:  Jan 29, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate PM Implementation Procedure Leading to Programmatic Deficiencies in the PM Program 
The inspectors identified a Green NCV of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, and 
Drawings,” for PPL’s failure to provide an adequate procedure to address and prevent multiple critical component 
preventive maintenance (PM) items from expiring without timely engineering justification. The inspectors determined 
this procedural inadequacy was a performance deficiency that was within PPL’s ability to foresee and correct, and has 
contributed to programmatic deficiencies associated with the PM program. PPL entered this issue into the CAP for 
resolution as CR 1229194.  
This finding is more than minor because it is similar to IMC 0612, “Power Reactor Inspection Reports,” Appendix E, 
“Examples of Minor Issues,” examples 3.j and 3.k in that significant programmatic deficiencies were identified that 
could lead to a more significant safety concern if left uncorrected. Additionally, the inspectors determined that this 
issue was 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 (i.e., core damage). The inspectors determined this finding was not a design qualification 
deficiency resulting in a loss of functionality or operability, did not represent an actual loss of safety function of a 
system or train of equipment, and was not potentially risk-significant due to a seismic, fire, flooding, or severe 
weather initiating event. Therefore, the finding is considered to be of very low safety significance.  
 
This finding has a cross-cutting aspect in the area of Problem Identification and Resolution, Corrective Action 
Program, because PPL failed to identify the issues associated with the PM implementation procedure completely, 
accurately, and in a timely manner.  
 
Inspection Report# : 2010006 (pdf)  

Significance:  Jan 29, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Correct Non-conservative Maximum Safe Water Levels 
The inspectors identified a Green NCV of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Action,” for 
PPL’s failure to correct a condition adverse to quality associated with non conservative maximum safe water levels in 
Table 10 of Emergency Operating Procedure EO-000-104, “Secondary Containment Control.” Although some of the 
values in Table 10 were recognized as non-conservative, PPL determined that a change to the procedure was not 
necessary. PPL entered this issue into the CAP as CR 1229012 and revised the procedure on February 11, 2010.  
 
The finding was determined to be more than minor because it was similar to IMC 0612, “Power Reactor Inspection 
Reports,” Appendix E, “Examples of Minor Issues,” example 4.d because PPL failed to take prompt corrective action 
for a condition adverse to quality and the condition could contribute to safety-related equipment unavailability. The 
inspectors assessed the finding to be of very low safety significance because it did not involve the loss or degradation 
of equipment or function specifically designed to mitigate a flooding initiating event and did not involve the total loss 
of any safety function that contributes to external event initiated core damage accident sequences.  
 
This finding has a cross-cutting aspect in the area of Problem Identification and Resolution, Corrective Action 
Program, because the problem was not thoroughly evaluated such that the resolution addressed the cause and extent of 
condition [P.1.(c)]. Specifically, although the values of Table 10 were recognized as non-conservative, PPL 
determined that a change to EO-000-104 was not necessary.  
 
Inspection Report# : 2010006 (pdf)  

Significance:  Jan 29, 2010 



Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Condition Report Process for Overdue Actions 
The inspectors identified a Green NCV of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, and 
Drawings,” for PPL’s recurring failure to implement corrective action program procedural requirements. Specifically, 
Procedure NDAP QA 0702, “Action Request and Condition Report Process,” Revision 25, states, in part, that all 
condition report (CR) action items shall be completed by the due date specified in the CR evaluation and action plan. 
If an action item cannot be completed by the specified due date, the action item due date may be revised by following 
a specified extension process. Contrary to these procedural requirements, PPL has consistently failed to implement the 
procedural requirements as demonstrated by sampling audits performed between January 2009 and May 2009, and by 
observed examples during the inspection. PPL entered this issue into the CAP as CR 1224714.  
 
This finding is more than minor because it was similar to IMC 0612, “Power Reactor Inspection Reports,” Appendix 
E, “Examples of Minor Issues,” example 3.j in that it represents a significant programmatic deficiency that could lead 
to worse errors if uncorrected. If left uncorrected this issue would have the potential to lead to a more significant 
safety concern because not following an established process for extending due dates (including assessment of the 
impact on equipment and the identification of necessary compensatory actions) may lead to inoperable, nonfunctional, 
or degraded equipment. This finding was determined to be of very low safety significance because it was not a design 
or qualification deficiency, did not represent a loss of system safety function, did not represent a loss of safety 
function of a single train for greater than its TS allowed outage time, and did not screen as potentially risk significant 
due to a seismic, flooding, or severe weather initiating event.  
 
This finding has a cross-cutting aspect in the area of Problem Identification and Resolution, Corrective Action 
Program, because PPL did not implement appropriate corrective actions, in a timely manner, to address repetitive non-
compliance with procedural requirements  
 
Inspection Report# : 2010006 (pdf)  

Significance:  Jan 29, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Test Reactor Vessel Safety Relief Valves in Accordance with ASME Code 
The inspectors identified a Green NCV of 10 CFR 50 Appendix B Criterion XI, “Test Control,” for PPL’s failure to 
appropriately implement American Society of Mechanical Engineers (ASME) Code for Operation and Maintenance of 
Nuclear Power Plants (OM Code) Interpretation 01-18. In 2005, PPL changed their in-service test (IST) program for 
testing Class I Safety Relief Valves (SRVs) to adopt the “Installation” to “Test” methodology when calculating test 
periodicity. ASME OM Code Interpretation 01-18, identified that the Code requires the owner to use the “Test” to 
“Test” methodology. As a result of the incorrect methodology being used, a total of 12 SRVs exceeded the six year 
test periodicity. Of these 12 valves, four are currently installed in Unit 1. Additionally, two of the valves, when 
removed and tested in March 2009, failed to meet the ASME and Technical Specification limits. PPL has entered this 
issue into their CAP, has initiated action to revise their IST program to make it consistent with the ASME OM Code, 
and has submitted or prepared Relief Requests for all currently installed valves which have or will exceed the 6 year 
test interval before the next refueling outage.  
 
The fact that PPL’s IST testing program for Class I SRVs was not consistent with the underlying ASME OM code 
requirements is a performance deficiency which was reasonable within PPL’s ability to foresee and prevent. The 
finding affects the equipment performance attribute of the Mitigating Systems cornerstone and the corresponding 
cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to initiating events 
to prevent undesirable consequences (i.e., core damage). The finding is also similar to IMC 0612, “Power Reactor 
Inspection Reports,” Appendix E, “Examples of Minor Issues,” example 1.c in that a missed surveillance is more than 
minor if, when tested, the equipment fails its test acceptance criteria as two SRVs did in this case. This finding was 
determined to be of very low safety significance because it was not a design or qualification deficiency, did not 
represent a loss of system safety function, did not represent a loss of safety function of a single train for greater than 
the TS allowed outage time, and did not screen as potentially risk significant due to a seismic, flooding, or severe 
weather initiating event.  
 



This finding has a cross cutting aspect in the area of OE because PPL failed to collect, evaluate, and communicate OE 
in a timely manner [P.2(a)]. Specifically, PPL failed to identify that ASME OM Code Interpretation 01-18 had been 
issued in 2003 and failed to evaluate relevant OE.  
 
Inspection Report# : 2010006 (pdf)  

Significance:  Dec 31, 2009 
Identified By: NRC 
Item Type: FIN Finding 
Scenarios for NRC Annual Operating Examinations Did Not Meet Quantitative Standards for Total 
Malfunctions 
The inspectors identified greater finding in that 20% of the NRC annual operating exam simulator scenarios reviewed 
did not meet the quantitative standard for total malfunctions, 4 to 8 for a single scenario, and 10 to 14 for a scenario 
set established in NUREG-1021, “Operator Licensing Examination Standards for Power Reactors,” Form ES-604-1, 
“Simulator Scenario Review Checklist.” In addition, the licensee’s procedures NTP-QA-31.11, “Operator 
Requalification Exam Preparation and Implementation” and NTP-QA-31.7, “Simulator Scenario Writers Guides,” 
recommend these same quantitative standards. The quantitative guidelines for malfunctions is an important metric 
because it establishes an objective standard used throughout the nuclear industry to ensure that the simulator portion 
of the NRC-required annual operating exams are written at an appropriate level of difficulty. As an immediate 
corrective action, the licensee entered this finding into their corrective action process (CR 1187760).  
 
This finding was more than minor because it was associated with the Human Performance attribute of the Mitigation 
Systems cornerstone and affected the objective of ensuring the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences. Specifically, the finding affected the level of 
difficulty of simulator operating exams which potentially impacted PPL’s ability to appropriately evaluate licensed 
operators. A review of the possible cross-cutting aspects was performed and no cross-cutting aspect was identified 
that would be considered a contributor to the cause of the finding. 
Inspection Report# : 2009005 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Significance:  Sep 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Equipment to Measure Freon Concentration and Assess Threshold for an EAL Declaration 
A Green self-revealing NCV associated with emergency planning standard 10 CFR 50.47(b)(4) was identified 
regarding inadequate indications for operators to determine if a threshold for an Alert Emergency Action Level (EAL) 
(OA7) declaration based on toxic gas concentrations immediately dangerous to life and health (IDLH) within a vital 
area had been met. Specifically, there were no meters (permanently installed or portable) available on site to measure 
Freon concentration, a toxic gas in high concentrations. This impacted the operator’s ability to make an EAL 
declaration and operators had to rely on other indications such as personal ill effects from exposure. PPL entered this 
issue into its CAP as AR 1294109 and is evaluating the development of permanent corrective actions.  
This performance deficiency is more than minor because it was associated with the Emergency Preparedness (EP) 
cornerstone attribute of Facilities and Equipment, and affected the cornerstone objective of ensuring that a 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 similar to an example of a green finding evaluated using IMC 0609, Appendix B, 
“Emergency Preparedness SDP,” Sheet 1, “Failure to Comply.” This finding is associated with a failure to meet or 
implement a regulatory requirement. The deficiency is not greater than Green because it did not result in the Risk-



Significant Planning Standard Function being lost or degraded and was similar to an example of a green finding in 
that “the EAL classification process would not declare any Alert or Notification of Unusual Event that should be 
declared.” Since the declaration of Alert OA7 based on toxic gas levels for Freon concentrations IDLH (defined as 
greater than 2000 ppm Freon) within a vital area could have been missed or delayed, this finding was considered 
consistent with the example provided and was determined to be of very low safety significance (Green). This finding 
is related to the cross-cutting area of Human Performance, Resources, because PPL did not ensure that equipment and 
other resources were available and adequate to assure safety. Specifically, PPL did not appropriately evaluate 
equipment necessary to effect a change to the emergency plan for an EAL classification related to toxic gasses in a 
vital area. PPL lacked adequate equipment to make an accurate EAL classification and had to rely on secondary 
means (personnel ill effects) for appropriately classifying a Freon leak in the Unit 1 RB that occurred on August 10, 
2010. This was determined to be the most significant contributing factor to this issue.  
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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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Susquehanna 1 
1Q/2011 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 31, 2011 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Corrective Actions Result in Loss of Drywell Cooling and Downpower 
A self-revealing Green finding of NDAP-QA-0702, “Action Request and Condition Report Process,” Revision 27, 
was identified when inadequate corrective action from the July 2010 flooding event resulted in endbell leakage from 
the ‘1A’ Reactor Building (RB) chiller during a post-maintenance test (PMT) that wetted and tripped the redundant 
‘1B’ RB chiller. The loss of both chillers resulted in elevated drywell temperatures and off-normal procedure entries, 
and also required a power reduction of approximately 40 percent rated thermal power (RTP). PPL’s corrective actions 
from this event included updating MT-GM-015, “Torquing Guidelines,” Revision 23, Section 8.4, “Joints Using 
Elastomer Gaskets,” to require a torque recheck after one hour. Another corrective action required that equipment 
work instructions include correction of any adverse sealing surfaces on epoxy-coated flange faces identified. PPL 
entered this issue into their corrective action plan (CAP) as CR 1381163.  
The finding was more than minor due to its adverse affect on the Initiating Events 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 and was associated with its configuration control and equipment performance attributes. 
Specifically, the operating RB chiller’s lineup and availability were impacted by being wetted and tripping during 
maintenance of the ‘1A’ RB chiller and resulted in reactivity manipulations to control drywell parameters. The finding 
was evaluated in accordance with IMC 0609 Attachment 4, “Initial Screening and Characterization of Findings,” and 
determined to be a transient initiator contributor. However, while the finding contributed to the likelihood of a reactor 
trip, it did not contribute to the likelihood that mitigation equipment or functions would not be available, and, 
therefore, screened as Green. The finding was determined to have a cross-cutting aspect in PI&R area, CAP, for which 
a licensee thoroughly evaluates problems such that the resolutions address causes and extent of conditions. 
Specifically, following the Unit 1 July 2010 internal flooding event, PPL did not thoroughly evaluate the problems of 
torque relaxation and coating irregularities such that corrective actions addressed the actual extent of cause and 
conditions.  
 
Inspection Report# : 2011002 (pdf)  

Significance:  Mar 31, 2011 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Maintenance Procedure Results in Steam Leak and Manual Scram 
A self-revealing finding of very low safety significance (Green) was identified when PPL personnel did not have 
adequate procedures to perform maintenance on a threaded connection on the ‘5C’ feedwater heater (FWH) extraction 
steam bleeder trip valve, (BTV)10245C. Specifically, existing maintenance procedures did not ensure that a threaded 
vent plug was reinstalled properly following maintenance. As a result, on January 25, 2011, the threaded plug was 
ejected from the vent hole resulting in a steam leak that was un-isolable without removing the main turbine from 
service. The steam leak caused malfunctions of non-safety-related electrical systems and ultimately led to a manual 
reactor scram by control room operators. PPL entered this issue in their CAP as condition report CR 1346952.  
The finding was more than minor because the finding was associated with the Initiating Events cornerstone attribute 
of Equipment Performance, and affected the cornerstone objective of limiting the likelihood of those events that upset 
plant stability and challenge critical safety functions during power operation. Specifically, failure of the pipe plug 
resulted in an un-isolable steam leak that ultimately led to a manual scram. The inspectors evaluated the finding using 
IMC 0609, Attachment 4, “Initial Screening and Characterization of Findings,” and determined the finding did not 
contribute to both the likelihood of a reactor trip and the likelihood that mitigation equipment or functions would not 
be available. In this case, the main condenser was available as mitigation equipment once the turbine was tripped and 



the leak was isolated. Consequently, the finding is of very low safety significance (Green). This finding is related to 
the cross-cutting area of Human Performance – Resources, because PPL did not ensure that personnel, equipment, 
procedures, and other resources were available and adequate to assure nuclear safety. Specifically, PPL did not ensure 
that complete, accurate and up-to-date procedures were available to reinstall a threaded plug on a BTV in the FWH 
extraction steam line.  
 
Inspection Report# : 2011002 (pdf)  

Significance:  Sep 30, 2010 
Identified By: NRC 
Item Type: FIN Finding 
Procedural Inadequacies Result in Reactor Scram and Loss of Normal Heat Sink 
A self-revealing preliminary White finding regarding procedure NDAP-QA-0008, “Procedure Writer’s Guide,” 
Revision 8, was identified following a July 16, 2010, flooding event in the Unit 1 condenser bay which resulted in a 
manual reactor scram and loss of the normal heat sink. There were three instances of inadequate procedures identified. 
The first instance involved maintenance procedure MT-043-001 which provided inadequate instructions regarding 
installation of the condenser waterbox gaskets and led to the event. In addition, two other off-normal procedures were 
inadequate in that they complicated operator response to the event. Specifically, operators used a diagram in off-
normal procedure ON-100-003, “Chemistry Anomaly,” to identify and isolate the leak which was incorrect, delayed 
leak isolation, and resulted in a manual reactor scram in anticipation of a loss of the normal heat sink. Finally, ON-
142-001, “Circulating Water (CW) Leak,” did not contain specific instructions to isolate a condenser waterbox leak 
which contributed to operators using ON-100-003 which was not intended to be used to isolate the condenser box 
during flooding conditions. PPL corrected the diagram error, dewatered and repaired affected equipment, and entered 
this issue into their CAP (1282128).  
This finding was determined to be more than minor as it affected the Initiating Events cornerstone attribute of 
Procedure Quality and its objective of limiting the likelihood of those events that upset plant stability and challenge 
critical safety functions during power operation. The finding was evaluated using Phases 1, 2, and 3 of the 
Significance Determination Process. The conclusion of the Phase 3 analysis was an estimated change in core damage 
frequency (CDF) of 1.1E-6/yr (White) and an estimated change in large early release frequency (LERF) of 2.6E-7/yr 
(White). The finding is related to the cross-cutting area of Problem Identification and Resolution, Corrective Acton 
Program, in that PPL did not thoroughly evaluate problems such that the resolutions address the causes and extent of 
condition, as necessary. Specifically, PPL did not appropriately evaluate and correct a known issue in an off-normal 
procedure or adequately evaluate previous CW system waterbox manway gasket leaks to ensure that future 
occurrences could be prevented.  
 
Final SDP issued 12/16/2010. IR 2010-008  
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Mitigating Systems 

Significance:  Mar 31, 2011 
Identified By: NRC 
Item Type: FIN Finding 
RWST Level Transmitter Failure Not Entered in CAP 
Inspectors identified a Green finding of MT-AD-605, “Maintenance and Calibration of Installed Plant Instrumentation 
(IPI),” Revision 11, when as-found calibration results of the refueling water storage tank (RWST) level transmitter 
were discovered outside tolerance and not captured in the CAP. Consequently, RWST level was later discovered to be 
25 percent lower than indicated in the control room and below emergency operating procedure (EOP) procedural 
expectations. The inspectors concluded that finding the level transmitter out of tolerance by more than twice the as-
found tolerance should have been entered into the CAP as a Level 3 condition adverse to quality (CAQ) Cause CR 
with a due date not to exceed September 28, 2010, and that the CR would have directed PPL to investigate the issue 



earlier, avoided inaccurate level indications to control room operators, and prevented RWST level from ultimately 
lowering below EOP normal levels. This issue was entered into PPL’s CAP as CR 1371594.  
The finding was more than minor since it affected the Mitigating Systems cornerstone objective to maintain the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable consequences 
and was associated with its equipment performance and configuration control attributes. Specifically, the lack of 
accurate level indication caused operators to believe that more RWST inventory was available than actually present 
and an EOP procedural decision is based, in part, on the available RWST inventory. The finding was determined to be 
of very low safety significance in accordance with IMC 0609, Appendix A, “Determining the Significance of Reactor 
Inspection Findings for At-Power Situations” using SDP Phases 1, 2, and 3. Phase 1 screened the finding to Phase 2 
because it represented an actual loss of safety function to makeup to the condensate storage tank (CST) from the 
RWST per 10CFR50.65, for greater than 24 hours. A Region I Senior Reactor Analyst (SRA) conducted a Phase 3 
analysis because the Phase 2 analysis, conducted by the inspectors using the Susquehanna pre-solved Risk-Informed 
Inspection Notebook, indicated that the finding could be of more than very low safety significance. In conducting the 
Phase 3 analysis the SRA determined that refilling the CST from the RWST was not modeled in the Susquehanna 
Standardized Plant Analysis Risk (SPAR) model, Revision 8.15. The SRA reviewed a PPL-completed risk 
significance analysis which included the increase of both core damage and large early event release frequencies (i.e., 
delta CDF and delta LERF) assuming that the RWST was not available for a year. This PPL analysis, which appeared 
conservative given the actual volume of water in the RWST during the approximately 6 months that the RWST level 
instruments were not functioning properly, indicated that the delta CDF and delta LERF were in the very low safety 
significance range.  
The finding was determined to have a cross-cutting aspect in Human Performance, Work Practices, in that the licensee 
defined and communicated expectations regarding procedural compliance, however, personnel did not follow 
procedures. Specifically, PPL technicians did not enter the out-of-tolerance level instrument calibration into the CAP 
in accordance with procedures.  
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Significance:  Mar 31, 2011 
Identified By: NRC 
Item Type: FIN Finding 
B CS Chiller Inoperable due to Refrigerant Stacking 
The inspectors identified a Green finding for failure to evaluate the condition of the ‘B’ control structure (CS) chiller 
after completion of SE-054-301, “Emergency Service Water/Control Structure Chilled Water System Leakage Test,” 
Revision 12. Specifically, personnel failed to evaluate whether system parameters were restored to normal prior to 
restoring the chiller to an operable status and, when maintenance subsequently reported that refrigerant level was non-
visible, failed to appropriately evaluate the degraded condition with regard to equipment operability. PPL entered this 
issue into their CAP as CR 1382448.  
The finding is more than minor because it is associated with the equipment performance attribute of the Mitigating 
systems cornerstone and affected its objective to ensure the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences (i.e., core damage). Specifically, the condition of 
refrigerant stacking that occurred affected the reliability of the ‘B’ CS Chiller. The finding was evaluated for 
significance using IMC 0609, Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings.” Since the 
finding did not result in a loss of safety function or the loss of a train for greater than its Technical Specification (TS) 
allowed outage time, and was not potentially risk significant due to external event initiators, the finding was 
determined to be of very low safety significance (Green). This finding is related to the cross-cutting area of PI&R – 
CAP, because PPL did not thoroughly evaluate problems such that the resolutions address the causes and extent of 
conditions, to include properly classifying, prioritizing and evaluating for operability. Specifically, PPL failed to 
appropriately evaluate the effect that refrigerant stacking had on the operability of the CS chiller and subsequently, 
failed to evaluate the CAQ and assign corrective actions. 
Inspection Report# : 2011002 (pdf)  

Significance:  Mar 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Replace Piping on B CS Chiller 



An NRC-identified, Green NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Actions,” was identified 
because PPL failed to correct a condition adverse to quality, an adverse trend of Freon leaks, by identifying that 
previous work orders (WOs) have not been implemented as required prior to new leaks occurring. Three separate 
refrigerant leaks were identified that collectively led to the inoperability of the ‘B’ CS chiller due to an inability to 
meet its mission time. The leaks occurred on a section of pipe that was prescribed to be replaced as part of the extent 
of condition review of similar Freon leaks. However, the corrective actions to replace the line were not implemented 
as planned. PPL entered this issue into their CAP as CR 1387934.  
The finding was more than minor since it was associated with the equipment performance attribute of the Mitigating 
systems cornerstone and affected its objective to ensure the availability, reliability and capability of systems that 
respond to initiating events to prevent undesirable consequences. Specifically, the availability and reliability of the 
control room emergency outside air supply (CREOAS) and CR floor cooling systems was impacted by the ‘B’ CS 
chiller failure. In accordance with IMC 0609, Appendix A, “Determining the Significance of Reactor Inspection 
Findings for At-Power Situations,” the finding was determined to be of very low safety significance (Green) because 
the finding was not a design or qualification deficiency, did not represent a loss of a system/train safety function and 
did not screen as potentially risk significant due to external events. This finding is related to the cross-cutting area of 
PI&R – CAP, because PPL did not thoroughly evaluate problems such that the resolutions address the causes and 
extent of conditions, to include properly classifying, prioritizing, and evaluating for operability. Specifically, despite 
four condition reports generated in 2010 that identified adverse trends in Freon leaks or chiller performance issues, 
PPL failed to appropriately evaluate the trend so as to identify causes, evaluate the effectiveness of past corrective 
actions, include similar equipment in extent of condition reviews, or identify that the ‘B’ CS chiller filter/dryer line 
was not replaced as planned.  
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Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Control, Calibrate and Evaluate M&TE 
An NRC-identified NCV of 10 CFR 50, Appendix B, Criterion XII, “Control of Measuring and Test Equipment”, 
occurred when PPL failed to control and calibrate measuring and test equipment (M&TE) at specified periods and 
document evaluations of missing M&TE. The issue was evaluated IAW IMC 0612 Appendix E examples and 
determined to be similar to 3J, 3K and 4A. Namely, that significant programmatic deficiencies were identified that 
could lead to worse errors if uncorrected (3J, 3K) and that there was a routine of failing to perform evaluations (4A). 
Specifically, overdue or missing M&TE were not being evaluated for their associated impact on the validity of past 
work in the CAP program since at least 2008 or that evaluations when performed did not meet the requirements of 
NDAP-QA-0515, Control and Calibration of Plant Measuring and Test Equipment, Revisions 3 and 4. It also affected 
the equipment performance attribute of the Mitigating Systems cornerstone and its objective to ensure the availability, 
reliability and capability of systems that respond to initiating events to prevent undesirable consequences.  
The NCV was determined to have a cross-cutting aspect in Problem Identification and Resolution, CAP. Namely, 
problems are thoroughly evaluated such that resolutions address causes and extent of conditions and evaluate CAQs 
for operability. Specifically, PPL did not thoroughly evaluate problems to include the individual missing M&TE, the 
overall programmatic recurrence, and the potential effects on operability. 
Inspection Report# : 2010005 (pdf)  

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Evaluate a Non-Conforming Condition Resulted in an Alert. 
A self revealing finding of Very low safety significance (Green), against PPL’s CAP Procedure NDAP-QA-702, 
“Action Request and Condition Report Process.” Specifically, a non-conforming condition with system design 
requirements was identified with the ‘A’ Reactor Building (RB) chiller filter line, in that the line was vibrating 
excessively and a support for the line was missing when compared to the other chillers. AR 888836 was written to 
document this condition in July 2007. However, the non- conformance with system design was never evaluated and 
corrective actions were never developed. Subsequently, in September 2008 an elbow in the line failed. The elbow was 
repaired; however, the missing support was not evaluated and replaced. As a result on August 10, 2010, the same 



elbow failed again resulting in the evacuation of the Unit 1 RB and the declaration of an ALERT due to toxic gas 
levels within the vital area of the plant.  
This issue is more than minor as it affected the protection against external events (toxic gas) attribute of the 
corresponding Mitigating Systems cornerstone objective to ensure the reliability and capability of systems that 
respond to initiating events to prevent undesirable consequences (i.e., core damage). The finding was evaluated for 
significance using IMC 0609, Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings.” Since the 
finding did not result in a loss of safety function or loss of a train for greater than its Technical Specification (TS) 
allowed outage time and was not potentially risk significant due to external event initiators, the finding was 
determined to be of very low safety significance (Green).  
This finding was assigned a cross-cutting aspect in the area of Operating Experience (OE) because PPL failed to 
implement and institutionalize OE through changes to station processes, procedures, equipment, and training 
programs. Specifically, PPL did not incorporate American Society of Heating, Refrigerating and Air Conditioning 
Engineers (ASHRAE) codes, Dupont Refrigerant Piping Handbook, and the Carrier Piping Manual in the 
modification, evaluation, and troubleshooting of site refrigeration systems. 
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Significance: SL-IV Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inacurate report of MSPI data 
An NRC-identified NCV of 10 CFR 50.9(a), Completeness and Accuracy of Information, occurred when PPL failed 
to update the Mitigating Systems Performance Indicators (MSPIs) to reflect a change in PPL’s MSPI basis document. 
The change to the basis document affected all five MSPIs on each unit and resulted in inaccurate values for three 
consecutive quarters. PPL evaluated the MSPIs for needed changes and updated over 100 values used in calculating 
the PIs and entered the issues in their CAP as CRs 1328561 and 1328563.  
 
Because violations of 10 CFR 50.9 are considered to potentially impede or impact the regulatory process, they are 
dispositioned using the traditional enforcement process. The inspectors concluded that PPL had reasonable 
opportunity to foresee and correct the inaccurate information prior to the information being submitted to the NRC. 
This violation is characterized as a SL IV NCV consistent with Sections 2.2.1.c and 6.9 of the NRC Enforcement 
Policy. Because this finding was of very low safety significance, was not repetitive or willful, and was entered into 
PPL’s CAP, this violation is being treated as an NCV, consistent with Section 2.3.2.a of the NRC Enforcement Policy. 
The significance of the associated performance deficiency was screened per the guidance of Manual Chapter 0612, 
Appendix B and the inspectors determined it to be minor because it did not result in any of the PIs exceeding the 
Green White threshold. As such, no finding was identified and no cross-cutting aspect was assigned. (Section 4OA1 
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Significance:  Oct 08, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Test Control of Safety-Related DC Circuit Breakers 
The team identified a finding of very low safety significance (Green) involving a non-cited violation of 10 CFR 50, 
Appendix B, Criteria XI, “Test Control,” in that PPL did not ensure that test results were documented and evaluated to 
verify that test requirements were satisfied. Specifically, PPL did not adequately evaluate the over-current trip setting 
test results for 125 Vdc circuit breaker 1D652-12 to ensure the results were within the established acceptance limits. 
PPL subsequently placed the breaker in-service with an as-left trip setting outside of the approved acceptance band. In 
response, PPL entered this issue into the CAP and determined there was sufficient margin to ensure breaker 
operability.  
The finding was more than minor because it was associated with the equipment performance attribute of the 
Mitigating Systems Cornerstone and affected the cornerstone objective of ensuring the operability, availability, and 
reliability of systems that respond to initiating events to prevent undesirable consequences. The team performed a 
Phase 1 SDP screening, in accordance with NRC IMC 0609, Attachment 4, "Phase 1 - Initial Screening and 
Characterization of Findings," and determined the finding was of very low safety significance (Green) because it was 
not a design or qualification deficiency, did not represent a loss of system safety function, and did not screen as 
potentially risk significant due to a seismic, flooding, or severe weather initiating event. This finding has a cross-
cutting aspect in the area of Human Performance, Resources Component, because PPL did not ensure that complete, 



accurate, and up-to-date procedures and work packages were available and adequate to assure nuclear safety. 
Specifically, the procedure for DC breaker testing did not have adequate administrative controls to ensure that as-left 
test values were within the established acceptance criteria. (IMC 0310, aspect H.2(c)) (1R21.2.1.2)  
 
Inspection Report# : 2010007 (pdf)  

Significance:  Sep 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
HPCI and RCIC CST Low-Level Suction Transfer Made Inoperable Due to Transfer of Water from 
Condenser Area to CST Berm 
The inspectors identified a Green NCV of Susquehanna Unit 1, TS 5.4.1, “Procedures,” for an inadequate procedure 
to transfer water from the condenser area to the condensate storage tank (CST) berm. Specifically, the procedure 
failed to include a maximum level in the CST berm that was acceptable to limit interactions with other safety-related 
equipment. The NCV was identified following the July 16, 2010, Unit 1 manual reactor scram due to a non-isolable 
circulating water leak in the main condenser area. Operations personnel commenced dewatering efforts by transferring 
water from the condenser area to the CST berm using a “Liquid Radwaste Collection” operating procedure as a guide. 
Water was transferred to the berm to a level sufficient to cause water intrusion into cable conduit and junction boxes 
containing High Pressure Coolant Injection system (HPCI) and Reactor Coolant Isolation Cooling system (RCIC) 
CST low-level suction instrumentation which transfers HPCI and RCIC pump suction from the CST to the 
suppression pool. As a result, the low-level suction instrumentation became submerged affecting the reliability and 
capability of the HPCI and RCIC CST to suppression pool transfer function despite being required in Mode 3. The 
issue was entered into PPL’s CAP (1297039).  
This performance deficiency is more than minor as it affected the equipment performance and procedural quality 
attributes of the corresponding Mitigating Systems cornerstone objective to ensure the reliability and capability of 
systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). Specifically, the 
low-level suction instrumentation was not designed for submergence. Transferring too much water from the condenser 
bay to the CST berm submerged the low-level suction instrumentation and affected the reliability and capability of the 
HPCI and RCIC CST to suppression pool transfer function. The finding was evaluated for significance using IMC 
0609, Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings.” Since the finding did not result in 
a loss of safety function or the loss of a train for greater than its TS allowed outage time, and was not potentially risk 
significant due to external event initiators, the finding was determined to be of very low safety significance (Green). 
This finding was determined to have a cross-cutting aspect in the area of Human Performance, Resources, because 
PPL did not ensure that procedures were adequate to assure nuclear safety. Specifically, operating procedure OP-169-
004, Revision 17, did not specify a maximum level that could be transferred to the CST berm to limit interactions with 
safety-related, HPCI and RCIC low-level suction transfer instrumentation.  
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Significance:  Sep 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Accurately Model the Simulator for RCIC System Operation at Reduced Flow Rates in Automatic 
An NRC-identified, Green NCV of 10 CFR 55.46(c)(1), “Plant Referenced Simulators,” was identified because the 
Susquehanna simulator did not accurately model RCIC system response when operated in automatic flow control at 
less than design basis full flow. While the licensee has not yet completed simulator modifications to routinely model 
RCIC control system instabilities when operating the system in automatic flow control at less than design basis full 
flow, the simulator does model instabilities resulting from a control system malfunction. The inspectors verified that 
licensed operators have trained on and responded to RCIC control system malfunctions during examinations. This 
issue was entered in PPL’s corrective action process as CRs 1285503, 1287462, and 1286803.  
The performance deficiency is more than minor because it is associated with the Human Performance attribute of 
Mitigating Systems and affects the cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. Specifically, the modeling of the 
Susquehanna simulator introduced negative operator training that could affect the ability of the operators to take the 
appropriate actions during an actual event. The finding was determined to be of very low safety significance because 



it is not related to operator performance during requalification, it is related to simulator fidelity, and it could have a 
negative impact on operator actions.  
This issue was determined to not have a cross-cutting aspect. This was based on the age of the EPRI guidance (issued 
in 2002) applicable to the RCIC system flow instabilities and the lack of opportunities over the past three years to 
revisit this guidance. Therefore, this issue was not reflective of current performance.  
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Significance:  Sep 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Accurately Model the Simulator for RPV Level Control Using the Integrated Control System 
A self-revealing NCV of 10 CFR 55.46(c)(1), “Plant Referenced Simulators,” was identified because the Susquehanna 
simulator did not accurately model integrated control system (ICS) response to reactor pressure vessel (RPV) level 
transients. This violation was due to an error in the simulator modeling that caused RPV level control in the simulator 
to respond more rapidly than the actual plant resulting in the simulation of a more stable response and smaller overall 
changes in RPV level during level transients in the simulator. This error contributed to the decision to proceed with an 
extended power uprate (EPU) required condensate pump trip test during reactor power ascension activities. As a result 
on May 14, 2010, when the condensate pump trip test was performed, the ICS system was unable to adequately 
control reactor vessel water level and operators inserted a manual reactor scram prior to a high level turbine trip at 
level 8. PPL completed corrective actions to update the simulator model to accurately reflect the feedwater flow 
component of ICS and has ensured that the simulator reflects actual plant performance and re-performed the 
condensate pump trip test. This issue was entered in PPL’s corrective action process as AR/CR 1257781.  
The performance deficiency is more than minor because it is associated with the Human Performance attribute of 
Mitigating Systems and affects the cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. Specifically, the modeling of the 
Susquehanna simulator introduced negative operator training that affected the ability of the operators to take the 
appropriate actions during an actual event. The finding was determined to be of very low safety significance because 
it is not related to operator performance during requalification, it is related to simulator fidelity, and it had a negative 
impact on the timeliness of operator actions during an actual plant transient. This finding has a cross-cutting aspect in 
the area of Human Performance, Resources, because PPL did not ensure that equipment and other resources were 
available and adequate to assure safety. Specifically, simulator fidelity was inadequate in that modeling information 
provided by the simulator vendor was not reviewed by PPL nor was an alternate methodology used to validate 
simulator performance prior to use in operator training and predictions of actual plant response. In addition, ICS 
adjustments made after the April 22, 2010, scram provided another opportunity to verify the validity of ICS gain 
settings. 
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Significance:  Jun 30, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Correct IRM Condition Adverse to Quality 
A self-revealing, Green NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Actions”, occurred when PPL 
failed to correct a condition adverse to quality associated with the 1D Intermediate Range Monitor (IRM) prior to a 
second reactor startup resulting in its failure and the aggregate of two IRMs inoperable in the same trip system. PPL 
inserted all control rods and went to Mode 3 to conduct IRM repairs and the issue was placed in PPL’s corrective 
action program (CAP).  
The finding was more than minor since it was associated with the equipment performance attribute of the Mitigating 
systems cornerstone and affected its objective to ensure the availability, reliability and capability of systems that 
respond to initiating events to prevent undesirable consequences. Specifically, the reliability and capability of the IRM 
system was impacted by the 1D failure. In accordance with IMC 0609, Appendix A, “Determining the Significance of 
Reactor Inspection Findings for At-Power Situations”, the finding was determined to be of very low safety 
significance (Green) because the finding was not a design or qualification deficiency, did not represent a loss of a 
system/train safety function and did not screen as potentially risk significant due to external events. This finding had a 
cross-cutting aspect in the area of Human Performance, Decision Making, in that PPL did not use conservative 



assumptions in decision making [H.1(b)]. Specifically, PPL did not consider other failure mechanisms as possible 
causes for the 1D IRM’s degraded condition and adopted a troubleshooting approach of proving an expectation vice 
disproving other possible causes. (1R12)  
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Significance:  Jun 30, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Correct Condition With ESW LOOP/LOCA Timer 
The inspectors identified a Green NCV of 10 CFR 50, Appendix 9, Criterion XVI,  
"Corrective Action," in that PPL failed to correct a condition adverse to quality in a timely  
manner. Specifically, PPL failed to replace the emergency service water (ESW) pump  
electropneumatic time delay relays with a design that would comply with design analysis  
and Technical Specification (TS) criteria. PPL entered the issue into their corrective  
action program CAP.  
This finding is more than minor because it affected the equipment performance attribute  
of the Mitigating System cornerstone and the associated cornerstone objective of  
ensuring the reliability of systems that respond to initiating events to prevent undesirable  
consequences. The inspectors evaluated the finding in accordance with IMC 0609  
Attachment 4, Phase 1 - "Initial Screening and Characterization of Findings," Table 4a.  
This finding was of very low safety significance because it did not represent an actual  
loss of safety function. The finding had a cross-cutting aspect in the area of Problem  
Identification and Resolution, Corrective Action Program, because PPL did not take  
appropriate corrective actions to address an adverse trend in a timely manner (P.1 (d)).  
Specifically, PPL had a history of sequence timer failures without corrective actions to  
ensure TS criteria and design analysis compliance for a full testing interval. 
Inspection Report# : 2010003 (pdf)  

Significance:  Jun 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Conduct Online Risk Assessment for a Change in Plant Configuration 
A self-revealing, Green NCV of 10 CFR 50.65(a)(4), occurred when PPL failed  
to conduct an adequate risk assessment of online maintenance activities on April 22,  
2010. A maintenance activity that caused the 11 B bus tie supply feeder breaker from  
the startup transformer (Breaker 1A10204) to be inoperable was not modeled in the  
equipment out-of-service (EOOS) risk model despite work being commenced. A reactor  
scram occurred that day during unrelated testing and was complicated by the resulting  
equipment configuration that included the loss of the 11 B Bus and its associated "B"  
reactor recirculation pump and "B" condensate pump. Additionally, the "B" and "C"  
reactor feed pump turbines (RFPTs) tripped due to low suction pressure caused by the  
loss of the "B" condensate pump. When the maintenance activity was properly modeled,  
plant risk was reclassified from Green to Yellow. PPL entered the issue in their CAP and  
is conducting an evaluation of their work planning process.  
This NCV affected the Mitigating Systems cornerstone objective to ensure the  
availability, reliability, and capability of systems that respond to initiating events to  
prevent undesirable consequences (i.e., core damage). The item is similar to example  
7.e. in IMC 0612 Appendix E, "Examples of Minor Issues," in that failure to perform an  
adequate risk assessment when required by 1 0 CFR 50.65 (a)(4) is "not minor if the  
overall elevated plant risk would put the plant into a higher licensee established risk  
category." In this case, plant risk went from Green to Yellow when the maintenance was  
properly modeled; therefore, the violation is more than minor. The inspectors evaluated  
the finding using IMC 0612 Appendix K, "Maintenance Risk Assessment and Risk  
Management Significance Determination Process." Since the incremental core damage  



probability deficit was less than 1 E-6 and the incremental large early release probability  
deficit was less than 1 E-7, this finding is determined to be of very low safety  
significance (Green). This finding was determined to have a cross-cutting aspect in the  
area of Human Performance, Work Control in that PPL failed to appropriately plan work  
activities by not incorporating risk insights associated with breaker maintenance.  
(H.3 (a)) (Section 1R13) 
Inspection Report# : 2010003 (pdf)  

Significance:  Jun 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Correct Condition Adverse to Quality 
The inspectors identified a Green NCV of 10 CFR 50 Appendix 9, Criterion XVI,  
"Corrective Action," in that PPL failed to identify and properly correct a condition adverse  
to quality (CAO). Specifically, PPL failed to recognize the "B" control structure chiller  
(CSC) trip from May 12, 2010, as a CAO and did not replace the refrigerant low temperature  
cutout switch (RL TCS) despite previous operating experience (OE)  
demonstrating that the RL TCS experienced setpoint drift following calibration. As an  
immediate corrective action, PPL entered this NCV into their CAP in addition to  
replacement of the switch.  
This finding is more than minor because it affects the equipment performance attribute of  
the Mitigating System cornerstone and the associated cornerstone objective of ensuring  
the reliability of systems that respond to initiating events to prevent undesirable  
consequences. The inspectors evaluated the finding in accordance with IMC 0609  
Attachment 04, Phase 1 - "Initial Screening and Characterization of Findings," Table 4a.  
This finding was of very low safety significance because it did not represent an actual  
loss of safety function. The inspector determined that this violation has a cross-cutting  
aspect in the area of Problem Identification and Resolution, Corrective Action Program,  
in that PPL failed to properly evaluate the problem and its significance and failed to  
properly classify and prioritize a CAO (P.1 (c)). Specifically, PPL did not classify the  
initial failure as a CAO because it occurred during post-maintenance testing PPL failed  
to recognize the potential for the RL TCS to affect the operability of a safety-related  
component despite prior operating experience with the RTLCS and current PM  
guidance. As a result, the RL TCS was not replaced leading to a subsequent "B" CSC  
trip on June 28,2010. (Section 1R19) 
Inspection Report# : 2010003 (pdf)  

Significance:  Dec 31, 2009 
Identified By: NRC 
Item Type: FIN Finding 
Scenarios for NRC Annual Operating Examinations Did Not Meet Quantitative Standards for Total 
Malfunctions 
The inspectors identified greater finding in that 20% of the NRC annual operating exam simulator scenarios reviewed 
did not meet the quantitative standard for total malfunctions, 4 to 8 for a single scenario, and 10 to 14 for a scenario 
set established in NUREG-1021, “Operator Licensing Examination Standards for Power Reactors,” Form ES-604-1, 
“Simulator Scenario Review Checklist.” In addition, the licensee’s procedures NTP-QA-31.11, “Operator 
Requalification Exam Preparation and Implementation” and NTP-QA-31.7, “Simulator Scenario Writers Guides,” 
recommend these same quantitative standards. The quantitative guidelines for malfunctions is an important metric 
because it establishes an objective standard used throughout the nuclear industry to ensure that the simulator portion 
of the NRC-required annual operating exams are written at an appropriate level of difficulty. As an immediate 
corrective action, the licensee entered this finding into their corrective action process (CR 1187760).  
 
This finding was more than minor because it was associated with the Human Performance attribute of the Mitigation 
Systems cornerstone and affected the objective of ensuring the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences. Specifically, the finding affected the level of 



difficulty of simulator operating exams which potentially impacted PPL’s ability to appropriately evaluate licensed 
operators. A review of the possible cross-cutting aspects was performed and no cross-cutting aspect was identified 
that would be considered a contributor to the cause of the finding. 
Inspection Report# : 2009005 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Significance:  Sep 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Equipment to Measure Freon Concentration and Assess Threshold for an EAL Declaration 
A Green self-revealing NCV associated with emergency planning standard 10 CFR 50.47(b)(4) was identified 
regarding inadequate indications for operators to determine if a threshold for an Alert Emergency Action Level (EAL) 
(OA7) declaration based on toxic gas concentrations immediately dangerous to life and health (IDLH) within a vital 
area had been met. Specifically, there were no meters (permanently installed or portable) available on site to measure 
Freon concentration, a toxic gas in high concentrations. This impacted the operator’s ability to make an EAL 
declaration and operators had to rely on other indications such as personal ill effects from exposure. PPL entered this 
issue into its CAP as AR 1294109 and is evaluating the development of permanent corrective actions.  
This performance deficiency is more than minor because it was associated with the Emergency Preparedness (EP) 
cornerstone attribute of Facilities and Equipment, and affected the cornerstone objective of ensuring that a 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 similar to an example of a green finding evaluated using IMC 0609, Appendix B, 
“Emergency Preparedness SDP,” Sheet 1, “Failure to Comply.” This finding is associated with a failure to meet or 
implement a regulatory requirement. The deficiency is not greater than Green because it did not result in the Risk-
Significant Planning Standard Function being lost or degraded and was similar to an example of a green finding in 
that “the EAL classification process would not declare any Alert or Notification of Unusual Event that should be 
declared.” Since the declaration of Alert OA7 based on toxic gas levels for Freon concentrations IDLH (defined as 
greater than 2000 ppm Freon) within a vital area could have been missed or delayed, this finding was considered 
consistent with the example provided and was determined to be of very low safety significance (Green). This finding 
is related to the cross-cutting area of Human Performance, Resources, because PPL did not ensure that equipment and 
other resources were available and adequate to assure safety. Specifically, PPL did not appropriately evaluate 
equipment necessary to effect a change to the emergency plan for an EAL classification related to toxic gasses in a 
vital area. PPL lacked adequate equipment to make an accurate EAL classification and had to rely on secondary 
means (personnel ill effects) for appropriately classifying a Freon leak in the Unit 1 RB that occurred on August 10, 
2010. This was determined to be the most significant contributing factor to this issue.  
 
Inspection Report# : 2010004 (pdf)  

Occupational Radiation Safety 

Public Radiation Safety 



Physical Protection 
Although the NRC is actively overseeing the Security cornerstone, the Commission has decided that certain findings 
pertaining to security cornerstone will not be publicly available to ensure that potentially useful information is not 
provided to a possible adversary. Therefore, the cover letters to security inspection reports may be viewed. 
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Susquehanna 1 
2Q/2011 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 31, 2011 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Inadequate Corrective Actions Result in Loss of Drywell Cooling and Downpower 
A self-revealing Green finding of NDAP-QA-0702, “Action Request and Condition Report Process,” Revision 27, 
was identified when inadequate corrective action from the July 2010 flooding event resulted in endbell leakage from 
the ‘1A’ Reactor Building (RB) chiller during a post-maintenance test (PMT) that wetted and tripped the redundant 
‘1B’ RB chiller. The loss of both chillers resulted in elevated drywell temperatures and off-normal procedure entries, 
and also required a power reduction of approximately 40 percent rated thermal power (RTP). PPL’s corrective actions 
from this event included updating MT-GM-015, “Torquing Guidelines,” Revision 23, Section 8.4, “Joints Using 
Elastomer Gaskets,” to require a torque recheck after one hour. Another corrective action required that equipment 
work instructions include correction of any adverse sealing surfaces on epoxy-coated flange faces identified. PPL 
entered this issue into their corrective action plan (CAP) as CR 1381163.  
The finding was more than minor due to its adverse affect on the Initiating Events 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 and was associated with its configuration control and equipment performance attributes. 
Specifically, the operating RB chiller’s lineup and availability were impacted by being wetted and tripping during 
maintenance of the ‘1A’ RB chiller and resulted in reactivity manipulations to control drywell parameters. The finding 
was evaluated in accordance with IMC 0609 Attachment 4, “Initial Screening and Characterization of Findings,” and 
determined to be a transient initiator contributor. However, while the finding contributed to the likelihood of a reactor 
trip, it did not contribute to the likelihood that mitigation equipment or functions would not be available, and, 
therefore, screened as Green. The finding was determined to have a cross-cutting aspect in PI&R area, CAP, for which 
a licensee thoroughly evaluates problems such that the resolutions address causes and extent of conditions. 
Specifically, following the Unit 1 July 2010 internal flooding event, PPL did not thoroughly evaluate the problems of 
torque relaxation and coating irregularities such that corrective actions addressed the actual extent of cause and 
conditions.  
 
Inspection Report# : 2011002 (pdf)  

Significance:  Mar 31, 2011 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Inadequate Maintenance Procedure Results in Steam Leak and Manual Scram 
A self-revealing finding of very low safety significance (Green) was identified when PPL personnel did not have 
adequate procedures to perform maintenance on a threaded connection on the ‘5C’ feedwater heater (FWH) extraction 
steam bleeder trip valve, (BTV)10245C. Specifically, existing maintenance procedures did not ensure that a threaded 
vent plug was reinstalled properly following maintenance. As a result, on January 25, 2011, the threaded plug was 
ejected from the vent hole resulting in a steam leak that was un-isolable without removing the main turbine from 
service. The steam leak caused malfunctions of non-safety-related electrical systems and ultimately led to a manual 
reactor scram by control room operators. PPL entered this issue in their CAP as condition report CR 1346952.  
The finding was more than minor because the finding was associated with the Initiating Events cornerstone attribute 
of Equipment Performance, and affected the cornerstone objective of limiting the likelihood of those events that upset 
plant stability and challenge critical safety functions during power operation. Specifically, failure of the pipe plug 
resulted in an un-isolable steam leak that ultimately led to a manual scram. The inspectors evaluated the finding using 
IMC 0609, Attachment 4, “Initial Screening and Characterization of Findings,” and determined the finding did not 
contribute to both the likelihood of a reactor trip and the likelihood that mitigation equipment or functions would not 
be available. In this case, the main condenser was available as mitigation equipment once the turbine was tripped and 



the leak was isolated. Consequently, the finding is of very low safety significance (Green). This finding is related to 
the cross-cutting area of Human Performance – Resources, because PPL did not ensure that personnel, equipment, 
procedures, and other resources were available and adequate to assure nuclear safety. Specifically, PPL did not ensure 
that complete, accurate and up-to-date procedures were available to reinstall a threaded plug on a BTV in the FWH 
extraction steam line.  
 
Inspection Report# : 2011002 (pdf)  

Significance:  Sep 30, 2010 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Procedural Inadequacies Result in Reactor Scram and Loss of Normal Heat Sink 
A self-revealing preliminary White finding regarding procedure NDAP-QA-0008, “Procedure Writer’s Guide,” 
Revision 8, was identified following a July 16, 2010, flooding event in the Unit 1 condenser bay which resulted in a 
manual reactor scram and loss of the normal heat sink. There were three instances of inadequate procedures identified. 
The first instance involved maintenance procedure MT-043-001 which provided inadequate instructions regarding 
installation of the condenser waterbox gaskets and led to the event. In addition, two other off-normal procedures were 
inadequate in that they complicated operator response to the event. Specifically, operators used a diagram in off-
normal procedure ON-100-003, “Chemistry Anomaly,” to identify and isolate the leak which was incorrect, delayed 
leak isolation, and resulted in a manual reactor scram in anticipation of a loss of the normal heat sink. Finally, ON-
142-001, “Circulating Water (CW) Leak,” did not contain specific instructions to isolate a condenser waterbox leak 
which contributed to operators using ON-100-003 which was not intended to be used to isolate the condenser box 
during flooding conditions. PPL corrected the diagram error, dewatered and repaired affected equipment, and entered 
this issue into their CAP (1282128).  
This finding was determined to be more than minor as it affected the Initiating Events cornerstone attribute of 
Procedure Quality and its objective of limiting the likelihood of those events that upset plant stability and challenge 
critical safety functions during power operation. The finding was evaluated using Phases 1, 2, and 3 of the 
Significance Determination Process. The conclusion of the Phase 3 analysis was an estimated change in core damage 
frequency (CDF) of 1.1E-6/yr (White) and an estimated change in large early release frequency (LERF) of 2.6E-7/yr 
(White). The finding is related to the cross-cutting area of Problem Identification and Resolution, Corrective Acton 
Program, in that PPL did not thoroughly evaluate problems such that the resolutions address the causes and extent of 
condition, as necessary. Specifically, PPL did not appropriately evaluate and correct a known issue in an off-normal 
procedure or adequately evaluate previous CW system waterbox manway gasket leaks to ensure that future 
occurrences could be prevented.  
 
Final SDP issued 12/16/2010. IR 2010-008  
 
Inspection Report# : 2010004 (pdf)  
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Mitigating Systems 

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Risk Management Actions during Dual Unit Elevated Risk 
The inspectors identified a Green NCV of 10 CFR 50.65a(4) when PPL failed to manage risk as assessed on June 1, 
2011. During a period of dual unit Orange risk, PPL did not adequately implement protected equipment risk 
management actions (RMAs) designated in its risk assessment. During a walkdown, the inspectors identified that none 
of the core spray divisions or safety relief valves (SRVs) on either unit had been protected. They also identified that 
Unit 1 Division II low pressure coolant system (LPCI) had not been protected and Unit 2 Division I LPCI was only 
partially protected. Finally, the inspectors identified that some Unit 1 Division II residual heat removal (RHR) 
shutdown cooling equipment listed as protected in the Station Leadership Report had not been protected. This issue 



was documented in PPL’s CAP as Condition Report (CR) 1417135. 
 
The inspectors determined that the performance deficiency was more than minor due to its similarity to examples 3.j 
and 3.k of IMC 0612 Appendix E, “Examples of Minor Issues.” The issue also 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 its human performance attribute. Specifically, the issue was programmatic 
based on the extent of protected equipment deficiencies, five consecutive quarters of 10 CFR 50.65a(4) violations, the 
timing of the violation during dual unit Orange risk, and that if left uncorrected could lead to more significant issues 
such as pre-event human error that impacts mitigating equipment availability during a subsequent initiating event with 
already elevated plant risk. Since the exposure time of the deficiency was limited to four hours and with due 
consideration of the other RMAs taken by PPL, this finding is determined to be of very low safety significance 
(Green). This finding was determined to have a cross-cutting aspect in Problem Identification and Resolution, (PI&R) 
CAP. Specifically, although PPL had recognized the negative trend with execution of a root cause analysis (RCA), 
interim corrective actions for the adverse trend of 10 CFR 50.65 a(4) violations proved inadequate to prevent another 
violation of this regulation for the fifth consecutive quarter. (P.1 (d)) (1R13) 
Inspection Report# : 2011003 (pdf)  

Significance:  Jun 30, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Establish Design Control Measures Associated with Installation of a Gland Liner in the HPCI Steam 
Supply Inboard Isolation Valve 
A self-revealing Green NCV of 10 CFR 50, Appendix B, Criterion III, “Design Control,” occurred when a brass gland 
liner was installed in the gland for HV155F002, the high pressure coolant injection (HPCI) steam supply inboard 
isolation valve, without appropriately evaluating the material and design of the liner for its potential impact on the 
valve packing system. Inappropriate design and fabrication of the gland liner resulted in numerous steam leaks since 
its installation and ultimately led to a significant steam leak that resulted in the inoperability of the primary 
containment isolation valve (PCIV), necessitating isolation of the HPCI system. PPL entered this issue into their CAP 
as 1361274.  
 
The finding is more than minor because it is associated with 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 (i.e., core damage). Specifically, inappropriate design of the gland liner resulted 
in numerous steam leaks since its installation and ultimately led to the significant steam leak that resulted in the 
inoperability of the PCIV and isolation of the HPCI system. The finding was evaluated for significance using IMC 
0609, Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings.” The inspectors answered "Yes" to 
the screening question, "Does the finding represent a loss of system safety function?" since the HPCI system is a 
single train high pressure injection system. Therefore, a Phase 2 SDP evaluation was performed using IMC 0609, 
Appendix A, "Determining the Significance of Reactor Inspection Findings for At-Power Situations." The pilot Phase 
2 evaluation conducted using the SDP interface and the SRA conducted Phase 3 evaluation, assuming that HPCI was 
inoperable for 5 days, indicated a ?CDF in the low E-7 per year range. The dominant core damage sequence was a 
medium loss of coolant accident followed by a failure of high pressure cooling and failure of the operators to 
depressurize to allow use of low pressure core cooling systems. Given the delta CDF, in the low E-7 range, the SRA 
determined that the increase in large early release frequency (?LERF) would not be greater than very low significance 
because of the 0.3 high pressure core damage sequence factor applied for BWR Mark II containments in IMC 0609 
Appendix H. Further the SRA determined that external events were not of concern given the very short < 5 day, 
exposure period. This issue was determined to not have a cross-cutting aspect as this issue was not reflective of 
current performance. This was based on the age of design modification, which was installed in 1996 and re-evaluated 
in 1998. (4OA2) 
Inspection Report# : 2011003 (pdf)  

Significance:  Mar 31, 2011 
Identified By: NRC 
Item Type: FIN Finding 
RWST Level Transmitter Failure Not Entered in CAP



Inspectors identified a Green finding of MT-AD-605, “Maintenance and Calibration of Installed Plant Instrumentation 
(IPI),” Revision 11, when as-found calibration results of the refueling water storage tank (RWST) level transmitter 
were discovered outside tolerance and not captured in the CAP. Consequently, RWST level was later discovered to be 
25 percent lower than indicated in the control room and below emergency operating procedure (EOP) procedural 
expectations. The inspectors concluded that finding the level transmitter out of tolerance by more than twice the as-
found tolerance should have been entered into the CAP as a Level 3 condition adverse to quality (CAQ) Cause CR 
with a due date not to exceed September 28, 2010, and that the CR would have directed PPL to investigate the issue 
earlier, avoided inaccurate level indications to control room operators, and prevented RWST level from ultimately 
lowering below EOP normal levels. This issue was entered into PPL’s CAP as CR 1371594.  
The finding was more than minor since it affected the Mitigating Systems cornerstone objective to maintain the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable consequences 
and was associated with its equipment performance and configuration control attributes. Specifically, the lack of 
accurate level indication caused operators to believe that more RWST inventory was available than actually present 
and an EOP procedural decision is based, in part, on the available RWST inventory. The finding was determined to be 
of very low safety significance in accordance with IMC 0609, Appendix A, “Determining the Significance of Reactor 
Inspection Findings for At-Power Situations” using SDP Phases 1, 2, and 3. Phase 1 screened the finding to Phase 2 
because it represented an actual loss of safety function to makeup to the condensate storage tank (CST) from the 
RWST per 10CFR50.65, for greater than 24 hours. A Region I Senior Reactor Analyst (SRA) conducted a Phase 3 
analysis because the Phase 2 analysis, conducted by the inspectors using the Susquehanna pre-solved Risk-Informed 
Inspection Notebook, indicated that the finding could be of more than very low safety significance. In conducting the 
Phase 3 analysis the SRA determined that refilling the CST from the RWST was not modeled in the Susquehanna 
Standardized Plant Analysis Risk (SPAR) model, Revision 8.15. The SRA reviewed a PPL-completed risk 
significance analysis which included the increase of both core damage and large early event release frequencies (i.e., 
delta CDF and delta LERF) assuming that the RWST was not available for a year. This PPL analysis, which appeared 
conservative given the actual volume of water in the RWST during the approximately 6 months that the RWST level 
instruments were not functioning properly, indicated that the delta CDF and delta LERF were in the very low safety 
significance range.  
The finding was determined to have a cross-cutting aspect in Human Performance, Work Practices, in that the licensee 
defined and communicated expectations regarding procedural compliance, however, personnel did not follow 
procedures. Specifically, PPL technicians did not enter the out-of-tolerance level instrument calibration into the CAP 
in accordance with procedures.  
 
Inspection Report# : 2011002 (pdf)  

Significance:  Mar 31, 2011 
Identified By: NRC 
Item Type: FIN Finding 
B CS Chiller Inoperable due to Refrigerant Stacking 
The inspectors identified a Green finding for failure to evaluate the condition of the ‘B’ control structure (CS) chiller 
after completion of SE-054-301, “Emergency Service Water/Control Structure Chilled Water System Leakage Test,” 
Revision 12. Specifically, personnel failed to evaluate whether system parameters were restored to normal prior to 
restoring the chiller to an operable status and, when maintenance subsequently reported that refrigerant level was non-
visible, failed to appropriately evaluate the degraded condition with regard to equipment operability. PPL entered this 
issue into their CAP as CR 1382448.  
The finding is more than minor because it is associated with the equipment performance attribute of the Mitigating 
systems cornerstone and affected its objective to ensure the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences (i.e., core damage). Specifically, the condition of 
refrigerant stacking that occurred affected the reliability of the ‘B’ CS Chiller. The finding was evaluated for 
significance using IMC 0609, Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings.” Since the 
finding did not result in a loss of safety function or the loss of a train for greater than its Technical Specification (TS) 
allowed outage time, and was not potentially risk significant due to external event initiators, the finding was 
determined to be of very low safety significance (Green). This finding is related to the cross-cutting area of PI&R – 
CAP, because PPL did not thoroughly evaluate problems such that the resolutions address the causes and extent of 
conditions, to include properly classifying, prioritizing and evaluating for operability. Specifically, PPL failed to 
appropriately evaluate the effect that refrigerant stacking had on the operability of the CS chiller and subsequently, 
failed to evaluate the CAQ and assign corrective actions.



Inspection Report# : 2011002 (pdf)  

Significance:  Mar 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Replace Piping on B CS Chiller 
An NRC-identified, Green NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Actions,” was identified 
because PPL failed to correct a condition adverse to quality, an adverse trend of Freon leaks, by identifying that 
previous work orders (WOs) have not been implemented as required prior to new leaks occurring. Three separate 
refrigerant leaks were identified that collectively led to the inoperability of the ‘B’ CS chiller due to an inability to 
meet its mission time. The leaks occurred on a section of pipe that was prescribed to be replaced as part of the extent 
of condition review of similar Freon leaks. However, the corrective actions to replace the line were not implemented 
as planned. PPL entered this issue into their CAP as CR 1387934.  
The finding was more than minor since it was associated with the equipment performance attribute of the Mitigating 
systems cornerstone and affected its objective to ensure the availability, reliability and capability of systems that 
respond to initiating events to prevent undesirable consequences. Specifically, the availability and reliability of the 
control room emergency outside air supply (CREOAS) and CR floor cooling systems was impacted by the ‘B’ CS 
chiller failure. In accordance with IMC 0609, Appendix A, “Determining the Significance of Reactor Inspection 
Findings for At-Power Situations,” the finding was determined to be of very low safety significance (Green) because 
the finding was not a design or qualification deficiency, did not represent a loss of a system/train safety function and 
did not screen as potentially risk significant due to external events. This finding is related to the cross-cutting area of 
PI&R – CAP, because PPL did not thoroughly evaluate problems such that the resolutions address the causes and 
extent of conditions, to include properly classifying, prioritizing, and evaluating for operability. Specifically, despite 
four condition reports generated in 2010 that identified adverse trends in Freon leaks or chiller performance issues, 
PPL failed to appropriately evaluate the trend so as to identify causes, evaluate the effectiveness of past corrective 
actions, include similar equipment in extent of condition reviews, or identify that the ‘B’ CS chiller filter/dryer line 
was not replaced as planned.  
 
Inspection Report# : 2011002 (pdf)  

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Control, Calibrate and Evaluate M&TE 
An NRC-identified NCV of 10 CFR 50, Appendix B, Criterion XII, “Control of Measuring and Test Equipment”, 
occurred when PPL failed to control and calibrate measuring and test equipment (M&TE) at specified periods and 
document evaluations of missing M&TE. The issue was evaluated IAW IMC 0612 Appendix E examples and 
determined to be similar to 3J, 3K and 4A. Namely, that significant programmatic deficiencies were identified that 
could lead to worse errors if uncorrected (3J, 3K) and that there was a routine of failing to perform evaluations (4A). 
Specifically, overdue or missing M&TE were not being evaluated for their associated impact on the validity of past 
work in the CAP program since at least 2008 or that evaluations when performed did not meet the requirements of 
NDAP-QA-0515, Control and Calibration of Plant Measuring and Test Equipment, Revisions 3 and 4. It also affected 
the equipment performance attribute of the Mitigating Systems cornerstone and its objective to ensure the availability, 
reliability and capability of systems that respond to initiating events to prevent undesirable consequences.  
The NCV was determined to have a cross-cutting aspect in Problem Identification and Resolution, CAP. Namely, 
problems are thoroughly evaluated such that resolutions address causes and extent of conditions and evaluate CAQs 
for operability. Specifically, PPL did not thoroughly evaluate problems to include the individual missing M&TE, the 
overall programmatic recurrence, and the potential effects on operability. 
Inspection Report# : 2010005 (pdf)  

Significance:  Dec 31, 2010 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Failure to Evaluate a Non-Conforming Condition Resulted in an Alert.



A self revealing finding of Very low safety significance (Green), against PPL’s CAP Procedure NDAP-QA-702, 
“Action Request and Condition Report Process.” Specifically, a non-conforming condition with system design 
requirements was identified with the ‘A’ Reactor Building (RB) chiller filter line, in that the line was vibrating 
excessively and a support for the line was missing when compared to the other chillers. AR 888836 was written to 
document this condition in July 2007. However, the non- conformance with system design was never evaluated and 
corrective actions were never developed. Subsequently, in September 2008 an elbow in the line failed. The elbow was 
repaired; however, the missing support was not evaluated and replaced. As a result on August 10, 2010, the same 
elbow failed again resulting in the evacuation of the Unit 1 RB and the declaration of an ALERT due to toxic gas 
levels within the vital area of the plant.  
This issue is more than minor as it affected the protection against external events (toxic gas) attribute of the 
corresponding Mitigating Systems cornerstone objective to ensure the reliability and capability of systems that 
respond to initiating events to prevent undesirable consequences (i.e., core damage). The finding was evaluated for 
significance using IMC 0609, Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings.” Since the 
finding did not result in a loss of safety function or loss of a train for greater than its Technical Specification (TS) 
allowed outage time and was not potentially risk significant due to external event initiators, the finding was 
determined to be of very low safety significance (Green).  
This finding was assigned a cross-cutting aspect in the area of Operating Experience (OE) because PPL failed to 
implement and institutionalize OE through changes to station processes, procedures, equipment, and training 
programs. Specifically, PPL did not incorporate American Society of Heating, Refrigerating and Air Conditioning 
Engineers (ASHRAE) codes, Dupont Refrigerant Piping Handbook, and the Carrier Piping Manual in the 
modification, evaluation, and troubleshooting of site refrigeration systems. 
Inspection Report# : 2010005 (pdf)  

Significance: SL-IV Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inacurate report of MSPI data 
An NRC-identified NCV of 10 CFR 50.9(a), Completeness and Accuracy of Information, occurred when PPL failed 
to update the Mitigating Systems Performance Indicators (MSPIs) to reflect a change in PPL’s MSPI basis document. 
The change to the basis document affected all five MSPIs on each unit and resulted in inaccurate values for three 
consecutive quarters. PPL evaluated the MSPIs for needed changes and updated over 100 values used in calculating 
the PIs and entered the issues in their CAP as CRs 1328561 and 1328563.  
 
Because violations of 10 CFR 50.9 are considered to potentially impede or impact the regulatory process, they are 
dispositioned using the traditional enforcement process. The inspectors concluded that PPL had reasonable 
opportunity to foresee and correct the inaccurate information prior to the information being submitted to the NRC. 
This violation is characterized as a SL IV NCV consistent with Sections 2.2.1.c and 6.9 of the NRC Enforcement 
Policy. Because this finding was of very low safety significance, was not repetitive or willful, and was entered into 
PPL’s CAP, this violation is being treated as an NCV, consistent with Section 2.3.2.a of the NRC Enforcement Policy. 
The significance of the associated performance deficiency was screened per the guidance of Manual Chapter 0612, 
Appendix B and the inspectors determined it to be minor because it did not result in any of the PIs exceeding the 
Green White threshold. As such, no finding was identified and no cross-cutting aspect was assigned. (Section 4OA1 
Inspection Report# : 2010005 (pdf)  

Significance:  Oct 08, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Test Control of Safety-Related DC Circuit Breakers 
The team identified a finding of very low safety significance (Green) involving a non-cited violation of 10 CFR 50, 
Appendix B, Criteria XI, “Test Control,” in that PPL did not ensure that test results were documented and evaluated to 
verify that test requirements were satisfied. Specifically, PPL did not adequately evaluate the over-current trip setting 
test results for 125 Vdc circuit breaker 1D652-12 to ensure the results were within the established acceptance limits. 
PPL subsequently placed the breaker in-service with an as-left trip setting outside of the approved acceptance band. In 
response, PPL entered this issue into the CAP and determined there was sufficient margin to ensure breaker 
operability.  
The finding was more than minor because it was associated with the equipment performance attribute of the 



Mitigating Systems Cornerstone and affected the cornerstone objective of ensuring the operability, availability, and 
reliability of systems that respond to initiating events to prevent undesirable consequences. The team performed a 
Phase 1 SDP screening, in accordance with NRC IMC 0609, Attachment 4, "Phase 1 - Initial Screening and 
Characterization of Findings," and determined the finding was of very low safety significance (Green) because it was 
not a design or qualification deficiency, did not represent a loss of system safety function, and did not screen as 
potentially risk significant due to a seismic, flooding, or severe weather initiating event. This finding has a cross-
cutting aspect in the area of Human Performance, Resources Component, because PPL did not ensure that complete, 
accurate, and up-to-date procedures and work packages were available and adequate to assure nuclear safety. 
Specifically, the procedure for DC breaker testing did not have adequate administrative controls to ensure that as-left 
test values were within the established acceptance criteria. (IMC 0310, aspect H.2(c)) (1R21.2.1.2)  
 
Inspection Report# : 2010007 (pdf)  

Significance:  Sep 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
HPCI and RCIC CST Low-Level Suction Transfer Made Inoperable Due to Transfer of Water from 
Condenser Area to CST Berm 
The inspectors identified a Green NCV of Susquehanna Unit 1, TS 5.4.1, “Procedures,” for an inadequate procedure 
to transfer water from the condenser area to the condensate storage tank (CST) berm. Specifically, the procedure 
failed to include a maximum level in the CST berm that was acceptable to limit interactions with other safety-related 
equipment. The NCV was identified following the July 16, 2010, Unit 1 manual reactor scram due to a non-isolable 
circulating water leak in the main condenser area. Operations personnel commenced dewatering efforts by transferring 
water from the condenser area to the CST berm using a “Liquid Radwaste Collection” operating procedure as a guide. 
Water was transferred to the berm to a level sufficient to cause water intrusion into cable conduit and junction boxes 
containing High Pressure Coolant Injection system (HPCI) and Reactor Coolant Isolation Cooling system (RCIC) 
CST low-level suction instrumentation which transfers HPCI and RCIC pump suction from the CST to the 
suppression pool. As a result, the low-level suction instrumentation became submerged affecting the reliability and 
capability of the HPCI and RCIC CST to suppression pool transfer function despite being required in Mode 3. The 
issue was entered into PPL’s CAP (1297039).  
This performance deficiency is more than minor as it affected the equipment performance and procedural quality 
attributes of the corresponding Mitigating Systems cornerstone objective to ensure the reliability and capability of 
systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). Specifically, the 
low-level suction instrumentation was not designed for submergence. Transferring too much water from the condenser 
bay to the CST berm submerged the low-level suction instrumentation and affected the reliability and capability of the 
HPCI and RCIC CST to suppression pool transfer function. The finding was evaluated for significance using IMC 
0609, Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings.” Since the finding did not result in 
a loss of safety function or the loss of a train for greater than its TS allowed outage time, and was not potentially risk 
significant due to external event initiators, the finding was determined to be of very low safety significance (Green). 
This finding was determined to have a cross-cutting aspect in the area of Human Performance, Resources, because 
PPL did not ensure that procedures were adequate to assure nuclear safety. Specifically, operating procedure OP-169-
004, Revision 17, did not specify a maximum level that could be transferred to the CST berm to limit interactions with 
safety-related, HPCI and RCIC low-level suction transfer instrumentation.  
 
Inspection Report# : 2010004 (pdf)  

Significance:  Sep 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Accurately Model the Simulator for RCIC System Operation at Reduced Flow Rates in Automatic 
An NRC-identified, Green NCV of 10 CFR 55.46(c)(1), “Plant Referenced Simulators,” was identified because the 
Susquehanna simulator did not accurately model RCIC system response when operated in automatic flow control at 
less than design basis full flow. While the licensee has not yet completed simulator modifications to routinely model 
RCIC control system instabilities when operating the system in automatic flow control at less than design basis full 
flow, the simulator does model instabilities resulting from a control system malfunction. The inspectors verified that 



licensed operators have trained on and responded to RCIC control system malfunctions during examinations. This 
issue was entered in PPL’s corrective action process as CRs 1285503, 1287462, and 1286803.  
The performance deficiency is more than minor because it is associated with the Human Performance attribute of 
Mitigating Systems and affects the cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. Specifically, the modeling of the 
Susquehanna simulator introduced negative operator training that could affect the ability of the operators to take the 
appropriate actions during an actual event. The finding was determined to be of very low safety significance because 
it is not related to operator performance during requalification, it is related to simulator fidelity, and it could have a 
negative impact on operator actions.  
This issue was determined to not have a cross-cutting aspect. This was based on the age of the EPRI guidance (issued 
in 2002) applicable to the RCIC system flow instabilities and the lack of opportunities over the past three years to 
revisit this guidance. Therefore, this issue was not reflective of current performance.  
 
Inspection Report# : 2010004 (pdf)  

Significance:  Sep 30, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Accurately Model the Simulator for RPV Level Control Using the Integrated Control System 
A self-revealing NCV of 10 CFR 55.46(c)(1), “Plant Referenced Simulators,” was identified because the Susquehanna 
simulator did not accurately model integrated control system (ICS) response to reactor pressure vessel (RPV) level 
transients. This violation was due to an error in the simulator modeling that caused RPV level control in the simulator 
to respond more rapidly than the actual plant resulting in the simulation of a more stable response and smaller overall 
changes in RPV level during level transients in the simulator. This error contributed to the decision to proceed with an 
extended power uprate (EPU) required condensate pump trip test during reactor power ascension activities. As a result 
on May 14, 2010, when the condensate pump trip test was performed, the ICS system was unable to adequately 
control reactor vessel water level and operators inserted a manual reactor scram prior to a high level turbine trip at 
level 8. PPL completed corrective actions to update the simulator model to accurately reflect the feedwater flow 
component of ICS and has ensured that the simulator reflects actual plant performance and re-performed the 
condensate pump trip test. This issue was entered in PPL’s corrective action process as AR/CR 1257781.  
The performance deficiency is more than minor because it is associated with the Human Performance attribute of 
Mitigating Systems and affects the cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. Specifically, the modeling of the 
Susquehanna simulator introduced negative operator training that affected the ability of the operators to take the 
appropriate actions during an actual event. The finding was determined to be of very low safety significance because 
it is not related to operator performance during requalification, it is related to simulator fidelity, and it had a negative 
impact on the timeliness of operator actions during an actual plant transient. This finding has a cross-cutting aspect in 
the area of Human Performance, Resources, because PPL did not ensure that equipment and other resources were 
available and adequate to assure safety. Specifically, simulator fidelity was inadequate in that modeling information 
provided by the simulator vendor was not reviewed by PPL nor was an alternate methodology used to validate 
simulator performance prior to use in operator training and predictions of actual plant response. In addition, ICS 
adjustments made after the April 22, 2010, scram provided another opportunity to verify the validity of ICS gain 
settings. 
Inspection Report# : 2010004 (pdf)  

Significance:  Dec 31, 2009 
Identified By: NRC 
Item Type: FIN Finding 
Scenarios for NRC Annual Operating Examinations Did Not Meet Quantitative Standards for Total 
Malfunctions 
The inspectors identified greater finding in that 20% of the NRC annual operating exam simulator scenarios reviewed 
did not meet the quantitative standard for total malfunctions, 4 to 8 for a single scenario, and 10 to 14 for a scenario 
set established in NUREG-1021, “Operator Licensing Examination Standards for Power Reactors,” Form ES-604-1, 
“Simulator Scenario Review Checklist.” In addition, the licensee’s procedures NTP-QA-31.11, “Operator 
Requalification Exam Preparation and Implementation” and NTP-QA-31.7, “Simulator Scenario Writers Guides,”



recommend these same quantitative standards. The quantitative guidelines for malfunctions is an important metric 
because it establishes an objective standard used throughout the nuclear industry to ensure that the simulator portion 
of the NRC-required annual operating exams are written at an appropriate level of difficulty. As an immediate 
corrective action, the licensee entered this finding into their corrective action process (CR 1187760).  
 
This finding was more than minor because it was associated with the Human Performance attribute of the Mitigation 
Systems cornerstone and affected the objective of ensuring the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences. Specifically, the finding affected the level of 
difficulty of simulator operating exams which potentially impacted PPL’s ability to appropriately evaluate licensed 
operators. A review of the possible cross-cutting aspects was performed and no cross-cutting aspect was identified 
that would be considered a contributor to the cause of the finding. 
Inspection Report# : 2009005 (pdf)  

Barrier Integrity 

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Surveillance Procedure Results in Failure to Meet Required Action of Technical Specifications for 
Secondary Containment Isolation Valves 
The inspectors identified a Green NCV of Susquehanna Unit 1 and 2 TS 3.6.4.2, “Secondary Containment Isolation 
Valves” and TS 5.4.1, “Procedures” for an inadequate surveillance procedure for implementing TS Surveillance 
Requirements and Action Statements. Specifically, the procedure failed to ensure that SCIVs were verified 
administratively when in a high radiation areas as required. PPL entered this issue in their CAP as 1421356 and 
1431750.  
 
The finding is more than minor because it was similar to example 3.d in IMC 0612 Appendix E, ”Examples of Minor 
Issues” in that the failure to implement a requirement of TSs is not minor if the action had not been conducted. In this 
case, the valves inside of high radiation areas had not been verified in their closed position as required by TS 3.6.4.2 
Required Action A.2. Additionally, it is associated with the procedure quality attribute 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 inadequate surveillance procedure resulted in a 
violation of TS 3.6.4.2, “SCIVs” since valves that were closed to isolate a pathway due to an inoperable blind flange 
were not verified in the correct position as required. The finding was evaluated for significance using IMC 0609, 
Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings.” Since the finding only represented a 
degradation of the radiological barrier function provided for the reactor building (RB) (i.e. secondary containment), 
the finding was determined to be of very low safety significance (Green). This finding is related to the cross-cutting 
area of Human Performance – Resources because PPL did not ensure that personnel, equipment, procedures, and other 
resources were available and adequate to assure nuclear safety. Specifically, the surveillance procedures SO-000-010, 
Revision 23, “Monthly Zone III Integrity,” SO-100-010, Revision 24, “Monthly Zone 1 Integrity Verification” and 
SO-200-010, Revision 24, “Monthly Zone II Integrity Verification,” did not ensure surveillance requirements or 
actions statements required by TS 3.6.4.2 were implemented. (H.2(c)) (1R04) 
Inspection Report# : 2011003 (pdf)  

Emergency Preparedness 

Significance:  Sep 30, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Equipment to Measure Freon Concentration and Assess Threshold for an EAL Declaration



A Green self-revealing NCV associated with emergency planning standard 10 CFR 50.47(b)(4) was identified 
regarding inadequate indications for operators to determine if a threshold for an Alert Emergency Action Level (EAL) 
(OA7) declaration based on toxic gas concentrations immediately dangerous to life and health (IDLH) within a vital 
area had been met. Specifically, there were no meters (permanently installed or portable) available on site to measure 
Freon concentration, a toxic gas in high concentrations. This impacted the operator’s ability to make an EAL 
declaration and operators had to rely on other indications such as personal ill effects from exposure. PPL entered this 
issue into its CAP as AR 1294109 and is evaluating the development of permanent corrective actions.  
This performance deficiency is more than minor because it was associated with the Emergency Preparedness (EP) 
cornerstone attribute of Facilities and Equipment, and affected the cornerstone objective of ensuring that a 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 similar to an example of a green finding evaluated using IMC 0609, Appendix B, 
“Emergency Preparedness SDP,” Sheet 1, “Failure to Comply.” This finding is associated with a failure to meet or 
implement a regulatory requirement. The deficiency is not greater than Green because it did not result in the Risk-
Significant Planning Standard Function being lost or degraded and was similar to an example of a green finding in 
that “the EAL classification process would not declare any Alert or Notification of Unusual Event that should be 
declared.” Since the declaration of Alert OA7 based on toxic gas levels for Freon concentrations IDLH (defined as 
greater than 2000 ppm Freon) within a vital area could have been missed or delayed, this finding was considered 
consistent with the example provided and was determined to be of very low safety significance (Green). This finding 
is related to the cross-cutting area of Human Performance, Resources, because PPL did not ensure that equipment and 
other resources were available and adequate to assure safety. Specifically, PPL did not appropriately evaluate 
equipment necessary to effect a change to the emergency plan for an EAL classification related to toxic gasses in a 
vital area. PPL lacked adequate equipment to make an accurate EAL classification and had to rely on secondary 
means (personnel ill effects) for appropriately classifying a Freon leak in the Unit 1 RB that occurred on August 10, 
2010. This was determined to be the most significant contributing factor to this issue.  
 
Inspection Report# : 2010004 (pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 
Although the NRC is actively overseeing the Security cornerstone, the Commission has decided that certain findings 
pertaining to security cornerstone will not be publicly available to ensure that potentially useful information is not 
provided to a possible adversary. Therefore, the cover letters to security inspection reports may be viewed. 
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Susquehanna 1 
3Q/2011 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 31, 2011 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Inadequate Corrective Actions Result in Loss of Drywell Cooling and Downpower 
A self-revealing Green finding of NDAP-QA-0702, “Action Request and Condition Report Process,” Revision 27, 
was identified when inadequate corrective action from the July 2010 flooding event resulted in endbell leakage from 
the ‘1A’ Reactor Building (RB) chiller during a post-maintenance test (PMT) that wetted and tripped the redundant 
‘1B’ RB chiller. The loss of both chillers resulted in elevated drywell temperatures and off-normal procedure entries, 
and also required a power reduction of approximately 40 percent rated thermal power (RTP). PPL’s corrective actions 
from this event included updating MT-GM-015, “Torquing Guidelines,” Revision 23, Section 8.4, “Joints Using 
Elastomer Gaskets,” to require a torque recheck after one hour. Another corrective action required that equipment 
work instructions include correction of any adverse sealing surfaces on epoxy-coated flange faces identified. PPL 
entered this issue into their corrective action plan (CAP) as CR 1381163.  
The finding was more than minor due to its adverse affect on the Initiating Events 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 and was associated with its configuration control and equipment performance attributes. 
Specifically, the operating RB chiller’s lineup and availability were impacted by being wetted and tripping during 
maintenance of the ‘1A’ RB chiller and resulted in reactivity manipulations to control drywell parameters. The finding 
was evaluated in accordance with IMC 0609 Attachment 4, “Initial Screening and Characterization of Findings,” and 
determined to be a transient initiator contributor. However, while the finding contributed to the likelihood of a reactor 
trip, it did not contribute to the likelihood that mitigation equipment or functions would not be available, and, 
therefore, screened as Green. The finding was determined to have a cross-cutting aspect in PI&R area, CAP, for which 
a licensee thoroughly evaluates problems such that the resolutions address causes and extent of conditions. 
Specifically, following the Unit 1 July 2010 internal flooding event, PPL did not thoroughly evaluate the problems of 
torque relaxation and coating irregularities such that corrective actions addressed the actual extent of cause and 
conditions.  
 
Inspection Report# : 2011002 (pdf)  

Significance:  Mar 31, 2011 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Inadequate Maintenance Procedure Results in Steam Leak and Manual Scram 
A self-revealing finding of very low safety significance (Green) was identified when PPL personnel did not have 
adequate procedures to perform maintenance on a threaded connection on the ‘5C’ feedwater heater (FWH) extraction 
steam bleeder trip valve, (BTV)10245C. Specifically, existing maintenance procedures did not ensure that a threaded 
vent plug was reinstalled properly following maintenance. As a result, on January 25, 2011, the threaded plug was 
ejected from the vent hole resulting in a steam leak that was un-isolable without removing the main turbine from 
service. The steam leak caused malfunctions of non-safety-related electrical systems and ultimately led to a manual 
reactor scram by control room operators. PPL entered this issue in their CAP as condition report CR 1346952.  
The finding was more than minor because the finding was associated with the Initiating Events cornerstone attribute 
of Equipment Performance, and affected the cornerstone objective of limiting the likelihood of those events that upset 
plant stability and challenge critical safety functions during power operation. Specifically, failure of the pipe plug 
resulted in an un-isolable steam leak that ultimately led to a manual scram. The inspectors evaluated the finding using 
IMC 0609, Attachment 4, “Initial Screening and Characterization of Findings,” and determined the finding did not 
contribute to both the likelihood of a reactor trip and the likelihood that mitigation equipment or functions would not 
be available. In this case, the main condenser was available as mitigation equipment once the turbine was tripped and 



the leak was isolated. Consequently, the finding is of very low safety significance (Green). This finding is related to 
the cross-cutting area of Human Performance – Resources, because PPL did not ensure that personnel, equipment, 
procedures, and other resources were available and adequate to assure nuclear safety. Specifically, PPL did not ensure 
that complete, accurate and up-to-date procedures were available to reinstall a threaded plug on a BTV in the FWH 
extraction steam line.  
 
Inspection Report# : 2011002 (pdf)  

Significance:  Sep 30, 2010 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Procedural Inadequacies Result in Reactor Scram and Loss of Normal Heat Sink 
A self-revealing preliminary White finding regarding procedure NDAP-QA-0008, “Procedure Writer’s Guide,” 
Revision 8, was identified following a July 16, 2010, flooding event in the Unit 1 condenser bay which resulted in a 
manual reactor scram and loss of the normal heat sink. There were three instances of inadequate procedures identified. 
The first instance involved maintenance procedure MT-043-001 which provided inadequate instructions regarding 
installation of the condenser waterbox gaskets and led to the event. In addition, two other off-normal procedures were 
inadequate in that they complicated operator response to the event. Specifically, operators used a diagram in off-
normal procedure ON-100-003, “Chemistry Anomaly,” to identify and isolate the leak which was incorrect, delayed 
leak isolation, and resulted in a manual reactor scram in anticipation of a loss of the normal heat sink. Finally, ON-
142-001, “Circulating Water (CW) Leak,” did not contain specific instructions to isolate a condenser waterbox leak 
which contributed to operators using ON-100-003 which was not intended to be used to isolate the condenser box 
during flooding conditions. PPL corrected the diagram error, dewatered and repaired affected equipment, and entered 
this issue into their CAP (1282128).  
This finding was determined to be more than minor as it affected the Initiating Events cornerstone attribute of 
Procedure Quality and its objective of limiting the likelihood of those events that upset plant stability and challenge 
critical safety functions during power operation. The finding was evaluated using Phases 1, 2, and 3 of the 
Significance Determination Process. The conclusion of the Phase 3 analysis was an estimated change in core damage 
frequency (CDF) of 1.1E-6/yr (White) and an estimated change in large early release frequency (LERF) of 2.6E-7/yr 
(White). The finding is related to the cross-cutting area of Problem Identification and Resolution, Corrective Acton 
Program, in that PPL did not thoroughly evaluate problems such that the resolutions address the causes and extent of 
condition, as necessary. Specifically, PPL did not appropriately evaluate and correct a known issue in an off-normal 
procedure or adequately evaluate previous CW system waterbox manway gasket leaks to ensure that future 
occurrences could be prevented.  
 
Final SDP issued 12/16/2010. IR 2010-008  
 
Inspection Report# : 2010004 (pdf)  
Inspection Report# : 2010008 (pdf)  

Mitigating Systems 

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Risk Management Actions during Dual Unit Elevated Risk 
The inspectors identified a Green NCV of 10 CFR 50.65a(4) when PPL failed to manage risk as assessed on June 1, 
2011. During a period of dual unit Orange risk, PPL did not adequately implement protected equipment risk 
management actions (RMAs) designated in its risk assessment. During a walkdown, the inspectors identified that none 
of the core spray divisions or safety relief valves (SRVs) on either unit had been protected. They also identified that 
Unit 1 Division II low pressure coolant system (LPCI) had not been protected and Unit 2 Division I LPCI was only 
partially protected. Finally, the inspectors identified that some Unit 1 Division II residual heat removal (RHR) 
shutdown cooling equipment listed as protected in the Station Leadership Report had not been protected. This issue 



was documented in PPL’s CAP as Condition Report (CR) 1417135. 
 
The inspectors determined that the performance deficiency was more than minor due to its similarity to examples 3.j 
and 3.k of IMC 0612 Appendix E, “Examples of Minor Issues.” The issue also 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 its human performance attribute. Specifically, the issue was programmatic 
based on the extent of protected equipment deficiencies, five consecutive quarters of 10 CFR 50.65a(4) violations, the 
timing of the violation during dual unit Orange risk, and that if left uncorrected could lead to more significant issues 
such as pre-event human error that impacts mitigating equipment availability during a subsequent initiating event with 
already elevated plant risk. Since the exposure time of the deficiency was limited to four hours and with due 
consideration of the other RMAs taken by PPL, this finding is determined to be of very low safety significance 
(Green). This finding was determined to have a cross-cutting aspect in Problem Identification and Resolution, (PI&R) 
CAP. Specifically, although PPL had recognized the negative trend with execution of a root cause analysis (RCA), 
interim corrective actions for the adverse trend of 10 CFR 50.65 a(4) violations proved inadequate to prevent another 
violation of this regulation for the fifth consecutive quarter. (P.1 (d)) (1R13) 
Inspection Report# : 2011003 (pdf)  

Significance:  Jun 30, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Establish Design Control Measures Associated with Installation of a Gland Liner in the HPCI Steam 
Supply Inboard Isolation Valve 
A self-revealing Green NCV of 10 CFR 50, Appendix B, Criterion III, “Design Control,” occurred when a brass gland 
liner was installed in the gland for HV155F002, the high pressure coolant injection (HPCI) steam supply inboard 
isolation valve, without appropriately evaluating the material and design of the liner for its potential impact on the 
valve packing system. Inappropriate design and fabrication of the gland liner resulted in numerous steam leaks since 
its installation and ultimately led to a significant steam leak that resulted in the inoperability of the primary 
containment isolation valve (PCIV), necessitating isolation of the HPCI system. PPL entered this issue into their CAP 
as 1361274.  
 
The finding is more than minor because it is associated with 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 (i.e., core damage). Specifically, inappropriate design of the gland liner resulted 
in numerous steam leaks since its installation and ultimately led to the significant steam leak that resulted in the 
inoperability of the PCIV and isolation of the HPCI system. The finding was evaluated for significance using IMC 
0609, Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings.” The inspectors answered "Yes" to 
the screening question, "Does the finding represent a loss of system safety function?" since the HPCI system is a 
single train high pressure injection system. Therefore, a Phase 2 SDP evaluation was performed using IMC 0609, 
Appendix A, "Determining the Significance of Reactor Inspection Findings for At-Power Situations." The pilot Phase 
2 evaluation conducted using the SDP interface and the SRA conducted Phase 3 evaluation, assuming that HPCI was 
inoperable for 5 days, indicated a ?CDF in the low E-7 per year range. The dominant core damage sequence was a 
medium loss of coolant accident followed by a failure of high pressure cooling and failure of the operators to 
depressurize to allow use of low pressure core cooling systems. Given the delta CDF, in the low E-7 range, the SRA 
determined that the increase in large early release frequency (?LERF) would not be greater than very low significance 
because of the 0.3 high pressure core damage sequence factor applied for BWR Mark II containments in IMC 0609 
Appendix H. Further the SRA determined that external events were not of concern given the very short < 5 day, 
exposure period. This issue was determined to not have a cross-cutting aspect as this issue was not reflective of 
current performance. This was based on the age of design modification, which was installed in 1996 and re-evaluated 
in 1998. (4OA2) 
Inspection Report# : 2011003 (pdf)  

Significance:  Mar 31, 2011 
Identified By: NRC 
Item Type: FIN Finding 
RWST Level Transmitter Failure Not Entered in CAP



Inspectors identified a Green finding of MT-AD-605, “Maintenance and Calibration of Installed Plant Instrumentation 
(IPI),” Revision 11, when as-found calibration results of the refueling water storage tank (RWST) level transmitter 
were discovered outside tolerance and not captured in the CAP. Consequently, RWST level was later discovered to be 
25 percent lower than indicated in the control room and below emergency operating procedure (EOP) procedural 
expectations. The inspectors concluded that finding the level transmitter out of tolerance by more than twice the as-
found tolerance should have been entered into the CAP as a Level 3 condition adverse to quality (CAQ) Cause CR 
with a due date not to exceed September 28, 2010, and that the CR would have directed PPL to investigate the issue 
earlier, avoided inaccurate level indications to control room operators, and prevented RWST level from ultimately 
lowering below EOP normal levels. This issue was entered into PPL’s CAP as CR 1371594.  
The finding was more than minor since it affected the Mitigating Systems cornerstone objective to maintain the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable consequences 
and was associated with its equipment performance and configuration control attributes. Specifically, the lack of 
accurate level indication caused operators to believe that more RWST inventory was available than actually present 
and an EOP procedural decision is based, in part, on the available RWST inventory. The finding was determined to be 
of very low safety significance in accordance with IMC 0609, Appendix A, “Determining the Significance of Reactor 
Inspection Findings for At-Power Situations” using SDP Phases 1, 2, and 3. Phase 1 screened the finding to Phase 2 
because it represented an actual loss of safety function to makeup to the condensate storage tank (CST) from the 
RWST per 10CFR50.65, for greater than 24 hours. A Region I Senior Reactor Analyst (SRA) conducted a Phase 3 
analysis because the Phase 2 analysis, conducted by the inspectors using the Susquehanna pre-solved Risk-Informed 
Inspection Notebook, indicated that the finding could be of more than very low safety significance. In conducting the 
Phase 3 analysis the SRA determined that refilling the CST from the RWST was not modeled in the Susquehanna 
Standardized Plant Analysis Risk (SPAR) model, Revision 8.15. The SRA reviewed a PPL-completed risk 
significance analysis which included the increase of both core damage and large early event release frequencies (i.e., 
delta CDF and delta LERF) assuming that the RWST was not available for a year. This PPL analysis, which appeared 
conservative given the actual volume of water in the RWST during the approximately 6 months that the RWST level 
instruments were not functioning properly, indicated that the delta CDF and delta LERF were in the very low safety 
significance range.  
The finding was determined to have a cross-cutting aspect in Human Performance, Work Practices, in that the licensee 
defined and communicated expectations regarding procedural compliance, however, personnel did not follow 
procedures. Specifically, PPL technicians did not enter the out-of-tolerance level instrument calibration into the CAP 
in accordance with procedures.  
 
Inspection Report# : 2011002 (pdf)  

Significance:  Mar 31, 2011 
Identified By: NRC 
Item Type: FIN Finding 
B CS Chiller Inoperable due to Refrigerant Stacking 
The inspectors identified a Green finding for failure to evaluate the condition of the ‘B’ control structure (CS) chiller 
after completion of SE-054-301, “Emergency Service Water/Control Structure Chilled Water System Leakage Test,” 
Revision 12. Specifically, personnel failed to evaluate whether system parameters were restored to normal prior to 
restoring the chiller to an operable status and, when maintenance subsequently reported that refrigerant level was non-
visible, failed to appropriately evaluate the degraded condition with regard to equipment operability. PPL entered this 
issue into their CAP as CR 1382448.  
The finding is more than minor because it is associated with the equipment performance attribute of the Mitigating 
systems cornerstone and affected its objective to ensure the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences (i.e., core damage). Specifically, the condition of 
refrigerant stacking that occurred affected the reliability of the ‘B’ CS Chiller. The finding was evaluated for 
significance using IMC 0609, Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings.” Since the 
finding did not result in a loss of safety function or the loss of a train for greater than its Technical Specification (TS) 
allowed outage time, and was not potentially risk significant due to external event initiators, the finding was 
determined to be of very low safety significance (Green). This finding is related to the cross-cutting area of PI&R – 
CAP, because PPL did not thoroughly evaluate problems such that the resolutions address the causes and extent of 
conditions, to include properly classifying, prioritizing and evaluating for operability. Specifically, PPL failed to 
appropriately evaluate the effect that refrigerant stacking had on the operability of the CS chiller and subsequently, 
failed to evaluate the CAQ and assign corrective actions.



Inspection Report# : 2011002 (pdf)  

Significance:  Mar 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Replace Piping on B CS Chiller 
An NRC-identified, Green NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Actions,” was identified 
because PPL failed to correct a condition adverse to quality, an adverse trend of Freon leaks, by identifying that 
previous work orders (WOs) have not been implemented as required prior to new leaks occurring. Three separate 
refrigerant leaks were identified that collectively led to the inoperability of the ‘B’ CS chiller due to an inability to 
meet its mission time. The leaks occurred on a section of pipe that was prescribed to be replaced as part of the extent 
of condition review of similar Freon leaks. However, the corrective actions to replace the line were not implemented 
as planned. PPL entered this issue into their CAP as CR 1387934.  
The finding was more than minor since it was associated with the equipment performance attribute of the Mitigating 
systems cornerstone and affected its objective to ensure the availability, reliability and capability of systems that 
respond to initiating events to prevent undesirable consequences. Specifically, the availability and reliability of the 
control room emergency outside air supply (CREOAS) and CR floor cooling systems was impacted by the ‘B’ CS 
chiller failure. In accordance with IMC 0609, Appendix A, “Determining the Significance of Reactor Inspection 
Findings for At-Power Situations,” the finding was determined to be of very low safety significance (Green) because 
the finding was not a design or qualification deficiency, did not represent a loss of a system/train safety function and 
did not screen as potentially risk significant due to external events. This finding is related to the cross-cutting area of 
PI&R – CAP, because PPL did not thoroughly evaluate problems such that the resolutions address the causes and 
extent of conditions, to include properly classifying, prioritizing, and evaluating for operability. Specifically, despite 
four condition reports generated in 2010 that identified adverse trends in Freon leaks or chiller performance issues, 
PPL failed to appropriately evaluate the trend so as to identify causes, evaluate the effectiveness of past corrective 
actions, include similar equipment in extent of condition reviews, or identify that the ‘B’ CS chiller filter/dryer line 
was not replaced as planned.  
 
Inspection Report# : 2011002 (pdf)  

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Control, Calibrate and Evaluate M&TE 
An NRC-identified NCV of 10 CFR 50, Appendix B, Criterion XII, “Control of Measuring and Test Equipment”, 
occurred when PPL failed to control and calibrate measuring and test equipment (M&TE) at specified periods and 
document evaluations of missing M&TE. The issue was evaluated IAW IMC 0612 Appendix E examples and 
determined to be similar to 3J, 3K and 4A. Namely, that significant programmatic deficiencies were identified that 
could lead to worse errors if uncorrected (3J, 3K) and that there was a routine of failing to perform evaluations (4A). 
Specifically, overdue or missing M&TE were not being evaluated for their associated impact on the validity of past 
work in the CAP program since at least 2008 or that evaluations when performed did not meet the requirements of 
NDAP-QA-0515, Control and Calibration of Plant Measuring and Test Equipment, Revisions 3 and 4. It also affected 
the equipment performance attribute of the Mitigating Systems cornerstone and its objective to ensure the availability, 
reliability and capability of systems that respond to initiating events to prevent undesirable consequences.  
The NCV was determined to have a cross-cutting aspect in Problem Identification and Resolution, CAP. Namely, 
problems are thoroughly evaluated such that resolutions address causes and extent of conditions and evaluate CAQs 
for operability. Specifically, PPL did not thoroughly evaluate problems to include the individual missing M&TE, the 
overall programmatic recurrence, and the potential effects on operability. 
Inspection Report# : 2010005 (pdf)  

Significance:  Dec 31, 2010 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Failure to Evaluate a Non-Conforming Condition Resulted in an Alert.



A self revealing finding of Very low safety significance (Green), against PPL’s CAP Procedure NDAP-QA-702, 
“Action Request and Condition Report Process.” Specifically, a non-conforming condition with system design 
requirements was identified with the ‘A’ Reactor Building (RB) chiller filter line, in that the line was vibrating 
excessively and a support for the line was missing when compared to the other chillers. AR 888836 was written to 
document this condition in July 2007. However, the non- conformance with system design was never evaluated and 
corrective actions were never developed. Subsequently, in September 2008 an elbow in the line failed. The elbow was 
repaired; however, the missing support was not evaluated and replaced. As a result on August 10, 2010, the same 
elbow failed again resulting in the evacuation of the Unit 1 RB and the declaration of an ALERT due to toxic gas 
levels within the vital area of the plant.  
This issue is more than minor as it affected the protection against external events (toxic gas) attribute of the 
corresponding Mitigating Systems cornerstone objective to ensure the reliability and capability of systems that 
respond to initiating events to prevent undesirable consequences (i.e., core damage). The finding was evaluated for 
significance using IMC 0609, Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings.” Since the 
finding did not result in a loss of safety function or loss of a train for greater than its Technical Specification (TS) 
allowed outage time and was not potentially risk significant due to external event initiators, the finding was 
determined to be of very low safety significance (Green).  
This finding was assigned a cross-cutting aspect in the area of Operating Experience (OE) because PPL failed to 
implement and institutionalize OE through changes to station processes, procedures, equipment, and training 
programs. Specifically, PPL did not incorporate American Society of Heating, Refrigerating and Air Conditioning 
Engineers (ASHRAE) codes, Dupont Refrigerant Piping Handbook, and the Carrier Piping Manual in the 
modification, evaluation, and troubleshooting of site refrigeration systems. 
Inspection Report# : 2010005 (pdf)  

Significance: SL-IV Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inacurate report of MSPI data 
An NRC-identified NCV of 10 CFR 50.9(a), Completeness and Accuracy of Information, occurred when PPL failed 
to update the Mitigating Systems Performance Indicators (MSPIs) to reflect a change in PPL’s MSPI basis document. 
The change to the basis document affected all five MSPIs on each unit and resulted in inaccurate values for three 
consecutive quarters. PPL evaluated the MSPIs for needed changes and updated over 100 values used in calculating 
the PIs and entered the issues in their CAP as CRs 1328561 and 1328563.  
 
Because violations of 10 CFR 50.9 are considered to potentially impede or impact the regulatory process, they are 
dispositioned using the traditional enforcement process. The inspectors concluded that PPL had reasonable 
opportunity to foresee and correct the inaccurate information prior to the information being submitted to the NRC. 
This violation is characterized as a SL IV NCV consistent with Sections 2.2.1.c and 6.9 of the NRC Enforcement 
Policy. Because this finding was of very low safety significance, was not repetitive or willful, and was entered into 
PPL’s CAP, this violation is being treated as an NCV, consistent with Section 2.3.2.a of the NRC Enforcement Policy. 
The significance of the associated performance deficiency was screened per the guidance of Manual Chapter 0612, 
Appendix B and the inspectors determined it to be minor because it did not result in any of the PIs exceeding the 
Green White threshold. As such, no finding was identified and no cross-cutting aspect was assigned. (Section 4OA1 
Inspection Report# : 2010005 (pdf)  

Significance:  Oct 08, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Test Control of Safety-Related DC Circuit Breakers 
The team identified a finding of very low safety significance (Green) involving a non-cited violation of 10 CFR 50, 
Appendix B, Criteria XI, “Test Control,” in that PPL did not ensure that test results were documented and evaluated to 
verify that test requirements were satisfied. Specifically, PPL did not adequately evaluate the over-current trip setting 
test results for 125 Vdc circuit breaker 1D652-12 to ensure the results were within the established acceptance limits. 
PPL subsequently placed the breaker in-service with an as-left trip setting outside of the approved acceptance band. In 
response, PPL entered this issue into the CAP and determined there was sufficient margin to ensure breaker 
operability.  
The finding was more than minor because it was associated with the equipment performance attribute of the 



Mitigating Systems Cornerstone and affected the cornerstone objective of ensuring the operability, availability, and 
reliability of systems that respond to initiating events to prevent undesirable consequences. The team performed a 
Phase 1 SDP screening, in accordance with NRC IMC 0609, Attachment 4, "Phase 1 - Initial Screening and 
Characterization of Findings," and determined the finding was of very low safety significance (Green) because it was 
not a design or qualification deficiency, did not represent a loss of system safety function, and did not screen as 
potentially risk significant due to a seismic, flooding, or severe weather initiating event. This finding has a cross-
cutting aspect in the area of Human Performance, Resources Component, because PPL did not ensure that complete, 
accurate, and up-to-date procedures and work packages were available and adequate to assure nuclear safety. 
Specifically, the procedure for DC breaker testing did not have adequate administrative controls to ensure that as-left 
test values were within the established acceptance criteria. (IMC 0310, aspect H.2(c)) (1R21.2.1.2)  
 
Inspection Report# : 2010007 (pdf)  

Significance:  Dec 31, 2009 
Identified By: NRC 
Item Type: FIN Finding 
Scenarios for NRC Annual Operating Examinations Did Not Meet Quantitative Standards for Total 
Malfunctions 
The inspectors identified greater finding in that 20% of the NRC annual operating exam simulator scenarios reviewed 
did not meet the quantitative standard for total malfunctions, 4 to 8 for a single scenario, and 10 to 14 for a scenario 
set established in NUREG-1021, “Operator Licensing Examination Standards for Power Reactors,” Form ES-604-1, 
“Simulator Scenario Review Checklist.” In addition, the licensee’s procedures NTP-QA-31.11, “Operator 
Requalification Exam Preparation and Implementation” and NTP-QA-31.7, “Simulator Scenario Writers Guides,” 
recommend these same quantitative standards. The quantitative guidelines for malfunctions is an important metric 
because it establishes an objective standard used throughout the nuclear industry to ensure that the simulator portion 
of the NRC-required annual operating exams are written at an appropriate level of difficulty. As an immediate 
corrective action, the licensee entered this finding into their corrective action process (CR 1187760).  
 
This finding was more than minor because it was associated with the Human Performance attribute of the Mitigation 
Systems cornerstone and affected the objective of ensuring the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences. Specifically, the finding affected the level of 
difficulty of simulator operating exams which potentially impacted PPL’s ability to appropriately evaluate licensed 
operators. A review of the possible cross-cutting aspects was performed and no cross-cutting aspect was identified 
that would be considered a contributor to the cause of the finding. 
Inspection Report# : 2009005 (pdf)  

Barrier Integrity 

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Surveillance Procedure Results in Failure to Meet Required Action of Technical Specifications for 
Secondary Containment Isolation Valves 
The inspectors identified a Green NCV of Susquehanna Unit 1 and 2 TS 3.6.4.2, “Secondary Containment Isolation 
Valves” and TS 5.4.1, “Procedures” for an inadequate surveillance procedure for implementing TS Surveillance 
Requirements and Action Statements. Specifically, the procedure failed to ensure that SCIVs were verified 
administratively when in a high radiation areas as required. PPL entered this issue in their CAP as 1421356 and 
1431750.  
 
The finding is more than minor because it was similar to example 3.d in IMC 0612 Appendix E, ”Examples of Minor 
Issues” in that the failure to implement a requirement of TSs is not minor if the action had not been conducted. In this 
case, the valves inside of high radiation areas had not been verified in their closed position as required by TS 3.6.4.2 
Required Action A.2. Additionally, it is associated with the procedure quality attribute 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 inadequate surveillance procedure resulted in a 
violation of TS 3.6.4.2, “SCIVs” since valves that were closed to isolate a pathway due to an inoperable blind flange 
were not verified in the correct position as required. The finding was evaluated for significance using IMC 0609, 
Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings.” Since the finding only represented a 
degradation of the radiological barrier function provided for the reactor building (RB) (i.e. secondary containment), 
the finding was determined to be of very low safety significance (Green). This finding is related to the cross-cutting 
area of Human Performance – Resources because PPL did not ensure that personnel, equipment, procedures, and other 
resources were available and adequate to assure nuclear safety. Specifically, the surveillance procedures SO-000-010, 
Revision 23, “Monthly Zone III Integrity,” SO-100-010, Revision 24, “Monthly Zone 1 Integrity Verification” and 
SO-200-010, Revision 24, “Monthly Zone II Integrity Verification,” did not ensure surveillance requirements or 
actions statements required by TS 3.6.4.2 were implemented. (H.2(c)) (1R04) 
Inspection Report# : 2011003 (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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Susquehanna 1 
4Q/2011 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 31, 2011 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Inadequate Corrective Actions Result in Loss of Drywell Cooling and Downpower 
A self-revealing Green finding of NDAP-QA-0702, “Action Request and Condition Report Process,” Revision 27, 
was identified when inadequate corrective action from the July 2010 flooding event resulted in endbell leakage from 
the ‘1A’ Reactor Building (RB) chiller during a post-maintenance test (PMT) that wetted and tripped the redundant 
‘1B’ RB chiller. The loss of both chillers resulted in elevated drywell temperatures and off-normal procedure entries, 
and also required a power reduction of approximately 40 percent rated thermal power (RTP). PPL’s corrective actions 
from this event included updating MT-GM-015, “Torquing Guidelines,” Revision 23, Section 8.4, “Joints Using 
Elastomer Gaskets,” to require a torque recheck after one hour. Another corrective action required that equipment 
work instructions include correction of any adverse sealing surfaces on epoxy-coated flange faces identified. PPL 
entered this issue into their corrective action plan (CAP) as CR 1381163.  
The finding was more than minor due to its adverse affect on the Initiating Events 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 and was associated with its configuration control and equipment performance attributes. 
Specifically, the operating RB chiller’s lineup and availability were impacted by being wetted and tripping during 
maintenance of the ‘1A’ RB chiller and resulted in reactivity manipulations to control drywell parameters. The finding 
was evaluated in accordance with IMC 0609 Attachment 4, “Initial Screening and Characterization of Findings,” and 
determined to be a transient initiator contributor. However, while the finding contributed to the likelihood of a reactor 
trip, it did not contribute to the likelihood that mitigation equipment or functions would not be available, and, 
therefore, screened as Green. The finding was determined to have a cross-cutting aspect in PI&R area, CAP, for which 
a licensee thoroughly evaluates problems such that the resolutions address causes and extent of conditions. 
Specifically, following the Unit 1 July 2010 internal flooding event, PPL did not thoroughly evaluate the problems of 
torque relaxation and coating irregularities such that corrective actions addressed the actual extent of cause and 
conditions.  
 
Inspection Report# : 2011002 (pdf)  

Significance:  Mar 31, 2011 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Inadequate Maintenance Procedure Results in Steam Leak and Manual Scram 
A self-revealing finding of very low safety significance (Green) was identified when PPL personnel did not have 
adequate procedures to perform maintenance on a threaded connection on the ‘5C’ feedwater heater (FWH) extraction 
steam bleeder trip valve, (BTV)10245C. Specifically, existing maintenance procedures did not ensure that a threaded 
vent plug was reinstalled properly following maintenance. As a result, on January 25, 2011, the threaded plug was 
ejected from the vent hole resulting in a steam leak that was un-isolable without removing the main turbine from 
service. The steam leak caused malfunctions of non-safety-related electrical systems and ultimately led to a manual 
reactor scram by control room operators. PPL entered this issue in their CAP as condition report CR 1346952.  
The finding was more than minor because the finding was associated with the Initiating Events cornerstone attribute 
of Equipment Performance, and affected the cornerstone objective of limiting the likelihood of those events that upset 
plant stability and challenge critical safety functions during power operation. Specifically, failure of the pipe plug 
resulted in an un-isolable steam leak that ultimately led to a manual scram. The inspectors evaluated the finding using 
IMC 0609, Attachment 4, “Initial Screening and Characterization of Findings,” and determined the finding did not 
contribute to both the likelihood of a reactor trip and the likelihood that mitigation equipment or functions would not 
be available. In this case, the main condenser was available as mitigation equipment once the turbine was tripped and 



the leak was isolated. Consequently, the finding is of very low safety significance (Green). This finding is related to 
the cross-cutting area of Human Performance – Resources, because PPL did not ensure that personnel, equipment, 
procedures, and other resources were available and adequate to assure nuclear safety. Specifically, PPL did not ensure 
that complete, accurate and up-to-date procedures were available to reinstall a threaded plug on a BTV in the FWH 
extraction steam line.  
 
Inspection Report# : 2011002 (pdf)  

Significance:  Sep 30, 2010 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Procedural Inadequacies Result in Reactor Scram and Loss of Normal Heat Sink 
A self-revealing preliminary White finding regarding procedure NDAP-QA-0008, “Procedure Writer’s Guide,” 
Revision 8, was identified following a July 16, 2010, flooding event in the Unit 1 condenser bay which resulted in a 
manual reactor scram and loss of the normal heat sink. There were three instances of inadequate procedures identified. 
The first instance involved maintenance procedure MT-043-001 which provided inadequate instructions regarding 
installation of the condenser waterbox gaskets and led to the event. In addition, two other off-normal procedures were 
inadequate in that they complicated operator response to the event. Specifically, operators used a diagram in off-
normal procedure ON-100-003, “Chemistry Anomaly,” to identify and isolate the leak which was incorrect, delayed 
leak isolation, and resulted in a manual reactor scram in anticipation of a loss of the normal heat sink. Finally, ON-
142-001, “Circulating Water (CW) Leak,” did not contain specific instructions to isolate a condenser waterbox leak 
which contributed to operators using ON-100-003 which was not intended to be used to isolate the condenser box 
during flooding conditions. PPL corrected the diagram error, dewatered and repaired affected equipment, and entered 
this issue into their CAP (1282128).  
This finding was determined to be more than minor as it affected the Initiating Events cornerstone attribute of 
Procedure Quality and its objective of limiting the likelihood of those events that upset plant stability and challenge 
critical safety functions during power operation. The finding was evaluated using Phases 1, 2, and 3 of the 
Significance Determination Process. The conclusion of the Phase 3 analysis was an estimated change in core damage 
frequency (CDF) of 1.1E-6/yr (White) and an estimated change in large early release frequency (LERF) of 2.6E-7/yr 
(White). The finding is related to the cross-cutting area of Problem Identification and Resolution, Corrective Acton 
Program, in that PPL did not thoroughly evaluate problems such that the resolutions address the causes and extent of 
condition, as necessary. Specifically, PPL did not appropriately evaluate and correct a known issue in an off-normal 
procedure or adequately evaluate previous CW system waterbox manway gasket leaks to ensure that future 
occurrences could be prevented.  
 
Final SDP issued 12/16/2010. IR 2010-008  
 
Inspection Report# : 2010004 (pdf)  
Inspection Report# : 2010008 (pdf)  

Mitigating Systems 

Significance:  Dec 31, 2011 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Properly Implement Work Instructions Results in C EDG Inoperability 
An NRC-identified Green finding of TS 5.4.1, “Procedures,” due to PPL’s failure to properly plan and implement 
work instructions and Quality Control (QC) hold point inspections associated with a modification to the ‘C’ 
Emergency Diesel Generator (EDG) fuel pump assemblies was identified. The error resulted in the failure of the ‘C’ 
EDG to continue running during surveillance testing on December 6, 2011. This resulted in PPL failing to meet the 
requirements of TS 3.8.1, “AC Sources- Operating”, when it was determined that the ‘C’ EDG was inoperable from 
September 19, 2011, following restoration from its maintenance outage, until December 6, 2011, when the operable 
‘E’ EDG was substituted for the ‘C’ EDG. Additionally, the failure to implement work instructions resulted in PPL 



failing to meet the requirements of 10 CFR Part 50, Appendix B, Criterion X, “Inspection,” which requires, in part, 
that licensees execute a program for inspection of activities affecting quality to verify conformance with the 
documented instructions, procedures, and drawings for accomplishing the activity. The deficiency was entered into 
PPL’s corrective action program (CAP) as condition Report (CR) 1506105 and a root cause analysis (RCA) was 
performed.  
The performance deficiency was determined to be more than minor because the finding was associated with the 
Mitigating Systems cornerstone attribute of Human Performance, and affected 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). The finding was evaluated using Phase 1 and inspectors determined the finding was 
potentially greater than very low safety significance because the finding represented an actual loss of safety function 
of a single train for greater than its TS Allowed Outage Time. The Phase 2 analysis determined the finding was 
potentially greater than very low safety significance given an exposure time of 75 days. A Phase 3 analysis was 
conducted by an NRC Senior Reactor Analyst (SRA). This analysis indicated an increase in core damage frequency (?
CDF) for internal initiating events in the range of 1 core damage accident in 40,000,000 years of reactor operation, in 
the low E-8 range per year for each unit. The dominant core damage sequences included losses of offsite power with 
the failure of all EDGs, due to common cause, resulting in a station blackout, followed by operator failure to extend 
RCIC operation with loss of DC power, failure to depressurize the reactor and failure to recover offsite power within 4 
hours. The finding is related to the CCA of Human Performance, Work Practices, in that PPL personnel did not use 
human error prevention techniques, such as holding pre-job briefings, self and peer checking, and proper 
documentation of activities, commensurate with the risk of the assigned task, such that work activities are performed 
safely. Specifically, PPL did not perform adequate human error prevention techniques such that the incorrect 
assembly of delivery valve springs and stops avoided. (H.4(a)) (Section 1R13)  
 
Inspection Report# : 2011005 (pdf)  

Significance: SL-IV Nov 08, 2011 
Identified By: NRC 
Item Type: VIO Violation 
Violation of 10CFR55.25, Failure to Notify NRC of a Change in Medical Status and Request a Conditional 
License 
The inspectors identified a SL IV NOV of 10 CFR 55.25, “Incapacitation Because of Disability or Illness,” for PPL 
failing to notify the NRC of a known permanent change in medical status of a licensed operator, and 10 CFR 55.3, 
“License Requirements,” for failing to ensure that an individual license holder, in the capacity of a reactor operator 
(RO), met the medical prerequisites prior to performing licensed operator duties. Specifically, an RO failed a medical 
examination in both 2009 and 2011 which identified a disqualifying condition and performed licensed duties without 
an NRC-approved, amended license. He performed the function of an RO while on watch from April 2009 through 
August 2011, when the NRC identified this issue. However, the operator did wear corrective lenses while standing 
watch since April 2009. Upon notification PPL submitted, and the NRC approved, a conditional license to address the 
disqualifying medical condition. PPL entered this issue into their corrective action program (CAP) as condition report 
(CR) 1450138.  
 
The inspectors determined that PPL’s failure to notify the NRC of a known permanent change in a licensed operator’s 
medical status and request an amended license in order to assume licensed duties was a performance deficiency. This 
finding was evaluated using the traditional enforcement process because the issue had the potential to impact or 
impede the regulatory process. Specifically, there was a potential for license termination or the issuance of a 
conditional license to accommodate for a medical condition. The RO performed licensed duties from April 2009 
through August 2011 with a disqualifying condition that required his license to be amended. Using the NRC 
Enforcement Policy, this violation was characterized at SL IV, in accordance with Section 6.4.  
 
This violation is being cited in the enclosed Notice in accordance with NRC Enforcement Manual Section 3.1.2, 
because the violation was determined to be repetitive of NRC Enforcement Action (EA) 09-248 dated January 28, 
2010, an SLIII Notice of Violation related to a Senior Reactor Operator (SRO) standing watch without meeting a 
medical qualification requirement. The medical conditions in both the former and current cases were similar; 
therefore, it was reasonable that an adequate extent of condition review for EA-09-248 should have identified the 
additional discrepancy.  
 
This significance of the associated performance deficiency was screened against the Reactor Oversight Process (ROP) 



per the guidance of IMC 0612, Appendix B. No associated ROP finding was identified and no cross-cutting aspect 
was assigned. (Section 1R11)  
 
Inspection Report# : 2011004 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Risk Management Actions during Dual Unit Elevated Risk 
The inspectors identified a Green NCV of 10 CFR 50.65a(4) when PPL failed to manage risk as assessed on June 1, 
2011. During a period of dual unit Orange risk, PPL did not adequately implement protected equipment risk 
management actions (RMAs) designated in its risk assessment. During a walkdown, the inspectors identified that none 
of the core spray divisions or safety relief valves (SRVs) on either unit had been protected. They also identified that 
Unit 1 Division II low pressure coolant system (LPCI) had not been protected and Unit 2 Division I LPCI was only 
partially protected. Finally, the inspectors identified that some Unit 1 Division II residual heat removal (RHR) 
shutdown cooling equipment listed as protected in the Station Leadership Report had not been protected. This issue 
was documented in PPL’s CAP as Condition Report (CR) 1417135.  
 
The inspectors determined that the performance deficiency was more than minor due to its similarity to examples 3.j 
and 3.k of IMC 0612 Appendix E, “Examples of Minor Issues.” The issue also 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 its human performance attribute. Specifically, the issue was programmatic 
based on the extent of protected equipment deficiencies, five consecutive quarters of 10 CFR 50.65a(4) violations, the 
timing of the violation during dual unit Orange risk, and that if left uncorrected could lead to more significant issues 
such as pre-event human error that impacts mitigating equipment availability during a subsequent initiating event with 
already elevated plant risk. Since the exposure time of the deficiency was limited to four hours and with due 
consideration of the other RMAs taken by PPL, this finding is determined to be of very low safety significance 
(Green). This finding was determined to have a cross-cutting aspect in Problem Identification and Resolution, (PI&R) 
CAP. Specifically, although PPL had recognized the negative trend with execution of a root cause analysis (RCA), 
interim corrective actions for the adverse trend of 10 CFR 50.65 a(4) violations proved inadequate to prevent another 
violation of this regulation for the fifth consecutive quarter. (P.1 (d)) (1R13) 
Inspection Report# : 2011003 (pdf)  

Significance:  Jun 30, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Establish Design Control Measures Associated with Installation of a Gland Liner in the HPCI Steam 
Supply Inboard Isolation Valve 
A self-revealing Green NCV of 10 CFR 50, Appendix B, Criterion III, “Design Control,” occurred when a brass gland 
liner was installed in the gland for HV155F002, the high pressure coolant injection (HPCI) steam supply inboard 
isolation valve, without appropriately evaluating the material and design of the liner for its potential impact on the 
valve packing system. Inappropriate design and fabrication of the gland liner resulted in numerous steam leaks since 
its installation and ultimately led to a significant steam leak that resulted in the inoperability of the primary 
containment isolation valve (PCIV), necessitating isolation of the HPCI system. PPL entered this issue into their CAP 
as 1361274.  
 
The finding is more than minor because it is associated with 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 (i.e., core damage). Specifically, inappropriate design of the gland liner resulted 
in numerous steam leaks since its installation and ultimately led to the significant steam leak that resulted in the 
inoperability of the PCIV and isolation of the HPCI system. The finding was evaluated for significance using IMC 
0609, Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings.” The inspectors answered "Yes" to 
the screening question, "Does the finding represent a loss of system safety function?" since the HPCI system is a 
single train high pressure injection system. Therefore, a Phase 2 SDP evaluation was performed using IMC 0609, 
Appendix A, "Determining the Significance of Reactor Inspection Findings for At-Power Situations." The pilot Phase 



2 evaluation conducted using the SDP interface and the SRA conducted Phase 3 evaluation, assuming that HPCI was 
inoperable for 5 days, indicated a ?CDF in the low E-7 per year range. The dominant core damage sequence was a 
medium loss of coolant accident followed by a failure of high pressure cooling and failure of the operators to 
depressurize to allow use of low pressure core cooling systems. Given the delta CDF, in the low E-7 range, the SRA 
determined that the increase in large early release frequency (?LERF) would not be greater than very low significance 
because of the 0.3 high pressure core damage sequence factor applied for BWR Mark II containments in IMC 0609 
Appendix H. Further the SRA determined that external events were not of concern given the very short < 5 day, 
exposure period. This issue was determined to not have a cross-cutting aspect as this issue was not reflective of 
current performance. This was based on the age of design modification, which was installed in 1996 and re-evaluated 
in 1998. (4OA2) 
Inspection Report# : 2011003 (pdf)  

Significance:  Mar 31, 2011 
Identified By: NRC 
Item Type: FIN Finding 
RWST Level Transmitter Failure Not Entered in CAP 
Inspectors identified a Green finding of MT-AD-605, “Maintenance and Calibration of Installed Plant Instrumentation 
(IPI),” Revision 11, when as-found calibration results of the refueling water storage tank (RWST) level transmitter 
were discovered outside tolerance and not captured in the CAP. Consequently, RWST level was later discovered to be 
25 percent lower than indicated in the control room and below emergency operating procedure (EOP) procedural 
expectations. The inspectors concluded that finding the level transmitter out of tolerance by more than twice the as-
found tolerance should have been entered into the CAP as a Level 3 condition adverse to quality (CAQ) Cause CR 
with a due date not to exceed September 28, 2010, and that the CR would have directed PPL to investigate the issue 
earlier, avoided inaccurate level indications to control room operators, and prevented RWST level from ultimately 
lowering below EOP normal levels. This issue was entered into PPL’s CAP as CR 1371594.  
The finding was more than minor since it affected the Mitigating Systems cornerstone objective to maintain the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable consequences 
and was associated with its equipment performance and configuration control attributes. Specifically, the lack of 
accurate level indication caused operators to believe that more RWST inventory was available than actually present 
and an EOP procedural decision is based, in part, on the available RWST inventory. The finding was determined to be 
of very low safety significance in accordance with IMC 0609, Appendix A, “Determining the Significance of Reactor 
Inspection Findings for At-Power Situations” using SDP Phases 1, 2, and 3. Phase 1 screened the finding to Phase 2 
because it represented an actual loss of safety function to makeup to the condensate storage tank (CST) from the 
RWST per 10CFR50.65, for greater than 24 hours. A Region I Senior Reactor Analyst (SRA) conducted a Phase 3 
analysis because the Phase 2 analysis, conducted by the inspectors using the Susquehanna pre-solved Risk-Informed 
Inspection Notebook, indicated that the finding could be of more than very low safety significance. In conducting the 
Phase 3 analysis the SRA determined that refilling the CST from the RWST was not modeled in the Susquehanna 
Standardized Plant Analysis Risk (SPAR) model, Revision 8.15. The SRA reviewed a PPL-completed risk 
significance analysis which included the increase of both core damage and large early event release frequencies (i.e., 
delta CDF and delta LERF) assuming that the RWST was not available for a year. This PPL analysis, which appeared 
conservative given the actual volume of water in the RWST during the approximately 6 months that the RWST level 
instruments were not functioning properly, indicated that the delta CDF and delta LERF were in the very low safety 
significance range.  
The finding was determined to have a cross-cutting aspect in Human Performance, Work Practices, in that the licensee 
defined and communicated expectations regarding procedural compliance, however, personnel did not follow 
procedures. Specifically, PPL technicians did not enter the out-of-tolerance level instrument calibration into the CAP 
in accordance with procedures.  
 
Inspection Report# : 2011002 (pdf)  

Significance:  Mar 31, 2011 
Identified By: NRC 
Item Type: FIN Finding 
B CS Chiller Inoperable due to Refrigerant Stacking 
The inspectors identified a Green finding for failure to evaluate the condition of the ‘B’ control structure (CS) chiller 



after completion of SE-054-301, “Emergency Service Water/Control Structure Chilled Water System Leakage Test,”
Revision 12. Specifically, personnel failed to evaluate whether system parameters were restored to normal prior to 
restoring the chiller to an operable status and, when maintenance subsequently reported that refrigerant level was non-
visible, failed to appropriately evaluate the degraded condition with regard to equipment operability. PPL entered this 
issue into their CAP as CR 1382448.  
The finding is more than minor because it is associated with the equipment performance attribute of the Mitigating 
systems cornerstone and affected its objective to ensure the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences (i.e., core damage). Specifically, the condition of 
refrigerant stacking that occurred affected the reliability of the ‘B’ CS Chiller. The finding was evaluated for 
significance using IMC 0609, Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings.” Since the 
finding did not result in a loss of safety function or the loss of a train for greater than its Technical Specification (TS) 
allowed outage time, and was not potentially risk significant due to external event initiators, the finding was 
determined to be of very low safety significance (Green). This finding is related to the cross-cutting area of PI&R – 
CAP, because PPL did not thoroughly evaluate problems such that the resolutions address the causes and extent of 
conditions, to include properly classifying, prioritizing and evaluating for operability. Specifically, PPL failed to 
appropriately evaluate the effect that refrigerant stacking had on the operability of the CS chiller and subsequently, 
failed to evaluate the CAQ and assign corrective actions. 
Inspection Report# : 2011002 (pdf)  

Significance:  Mar 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Replace Piping on B CS Chiller 
An NRC-identified, Green NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Actions,” was identified 
because PPL failed to correct a condition adverse to quality, an adverse trend of Freon leaks, by identifying that 
previous work orders (WOs) have not been implemented as required prior to new leaks occurring. Three separate 
refrigerant leaks were identified that collectively led to the inoperability of the ‘B’ CS chiller due to an inability to 
meet its mission time. The leaks occurred on a section of pipe that was prescribed to be replaced as part of the extent 
of condition review of similar Freon leaks. However, the corrective actions to replace the line were not implemented 
as planned. PPL entered this issue into their CAP as CR 1387934.  
The finding was more than minor since it was associated with the equipment performance attribute of the Mitigating 
systems cornerstone and affected its objective to ensure the availability, reliability and capability of systems that 
respond to initiating events to prevent undesirable consequences. Specifically, the availability and reliability of the 
control room emergency outside air supply (CREOAS) and CR floor cooling systems was impacted by the ‘B’ CS 
chiller failure. In accordance with IMC 0609, Appendix A, “Determining the Significance of Reactor Inspection 
Findings for At-Power Situations,” the finding was determined to be of very low safety significance (Green) because 
the finding was not a design or qualification deficiency, did not represent a loss of a system/train safety function and 
did not screen as potentially risk significant due to external events. This finding is related to the cross-cutting area of 
PI&R – CAP, because PPL did not thoroughly evaluate problems such that the resolutions address the causes and 
extent of conditions, to include properly classifying, prioritizing, and evaluating for operability. Specifically, despite 
four condition reports generated in 2010 that identified adverse trends in Freon leaks or chiller performance issues, 
PPL failed to appropriately evaluate the trend so as to identify causes, evaluate the effectiveness of past corrective 
actions, include similar equipment in extent of condition reviews, or identify that the ‘B’ CS chiller filter/dryer line 
was not replaced as planned.  
 
Inspection Report# : 2011002 (pdf)  

Significance:  Dec 31, 2009 
Identified By: NRC 
Item Type: FIN Finding 
Scenarios for NRC Annual Operating Examinations Did Not Meet Quantitative Standards for Total 
Malfunctions 
The inspectors identified greater finding in that 20% of the NRC annual operating exam simulator scenarios reviewed 
did not meet the quantitative standard for total malfunctions, 4 to 8 for a single scenario, and 10 to 14 for a scenario 
set established in NUREG-1021, “Operator Licensing Examination Standards for Power Reactors,” Form ES-604-1, 



“Simulator Scenario Review Checklist.” In addition, the licensee’s procedures NTP-QA-31.11, “Operator 
Requalification Exam Preparation and Implementation” and NTP-QA-31.7, “Simulator Scenario Writers Guides,” 
recommend these same quantitative standards. The quantitative guidelines for malfunctions is an important metric 
because it establishes an objective standard used throughout the nuclear industry to ensure that the simulator portion 
of the NRC-required annual operating exams are written at an appropriate level of difficulty. As an immediate 
corrective action, the licensee entered this finding into their corrective action process (CR 1187760).  
 
This finding was more than minor because it was associated with the Human Performance attribute of the Mitigation 
Systems cornerstone and affected the objective of ensuring the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences. Specifically, the finding affected the level of 
difficulty of simulator operating exams which potentially impacted PPL’s ability to appropriately evaluate licensed 
operators. A review of the possible cross-cutting aspects was performed and no cross-cutting aspect was identified 
that would be considered a contributor to the cause of the finding. 
Inspection Report# : 2009005 (pdf)  

Barrier Integrity 

Significance:  Nov 08, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Surveillance Procedure Results in Missed Technical Specification Surveillance Requirements for 
Secondary Containment 
An NRC-identified Green NCV of Susquehanna Unit 1 and 2 TS 5.4.1, “Procedures,” was identified for an inadequate 
surveillance procedure for implementing Technical Specifications (TS) Surveillance Requirement (SR) 3.6.4.1.4 and 
3.6.4.1.5. Specifically, the implementing procedure was revised allowing the SR to be missed and subsequently 
required entry into SR 3.0.3. PPL entered this issue in their CAP as CR 1460362.  
 
The finding is more than minor because it was similar to example 3.d in IMC 0612 Appendix E, ”Examples of Minor 
Issues” in that the failure to implement the TS SR as required is not minor if the surveillance had not been conducted. 
In this case, the SR had not been completed for all configurations of secondary containment and required both Unit 1 
and Unit 2 to enter SR 3.0.3 for a missed surveillance. Additionally, it is associated with the procedure quality 
attribute to maintain functionality of containment and 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 inadequate surveillance procedure resulted in missed surveillances, SRs 3.6.4.1.4 and 3.6.4.1.5 and 
entry into SR 3.0.3 for missed surveillances. The finding was evaluated for significance using IMC 0609, Attachment 
4, “Phase 1 - Initial Screening and Characterization of Findings.” Since the finding only represented a degradation of 
the radiological barrier function provided for the reactor building (RB) (i.e. secondary containment), the finding was 
determined to be of very low safety significance (Green). This finding is related to the cross-cutting area of Human 
Performance – Resources because PPL did not ensure that personnel, equipment, procedures, and other resources were 
available and adequate to assure nuclear safety. Specifically, the procedures did not ensure surveillance requirements 
(SRs) required by TS 3.6.4.1 were implemented.  
 
Inspection Report# : 2011004 (pdf)  

Significance: SL-IV Nov 08, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inaccurate RCS PI Data Submittal 
An NRC-identified SL-IV NCV of 10 CFR 50.9(a), “Completeness and Accuracy of Information,” occurred when 
PPL inaccurately reported reactor coolant system (RCS) leakage values under the RCS leakage performance indicator 
(PI) for both units since inception of the PI in April 2000. PPL entered the issue in their CAP as CR 1441824, 
completed an apparent cause evaluation, and plans to revise PI data previously submitted. No performance indicator 
crossed the Green/White threshold once the values were updated.  
 



Because violations of 10 CFR 50.9 are considered to potentially impede or impact the regulatory process, they are 
dispositioned using the traditional enforcement process. The inspectors concluded that PPL had reasonable 
opportunity to foresee and correct the inaccurate information prior to the information being submitted to the NRC. 
PPL's failure to identify and correct the recurring errors over this period of time indicated the existence of a 
programmatic issue. Additionally, verification of the corrected PI data in a subsequent inspection will have more than 
an insignificant regulatory impact on the NRC. Accordingly, although none of the affected PIs in this case would have 
crossed the threshold, the NRC has determined that the violation is of more than minor significance. The finding was 
not considered to be more significant since had this information been accurately reported, it would not have likely 
caused the NRC to reconsider a regulatory position or undertake a substantial further inquiry. The significance of the 
associated performance deficiency was screened against the ROP per the guidance of Manual Chapter 0612, Appendix 
B. No associated ROP finding was identified and no cross-cutting aspect was assigned 
Inspection Report# : 2011004 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Surveillance Procedure Results in Failure to Meet Required Action of Technical Specifications for 
Secondary Containment Isolation Valves 
The inspectors identified a Green NCV of Susquehanna Unit 1 and 2 TS 3.6.4.2, “Secondary Containment Isolation 
Valves” and TS 5.4.1, “Procedures” for an inadequate surveillance procedure for implementing TS Surveillance 
Requirements and Action Statements. Specifically, the procedure failed to ensure that SCIVs were verified 
administratively when in a high radiation areas as required. PPL entered this issue in their CAP as 1421356 and 
1431750.  
 
The finding is more than minor because it was similar to example 3.d in IMC 0612 Appendix E, ”Examples of Minor 
Issues” in that the failure to implement a requirement of TSs is not minor if the action had not been conducted. In this 
case, the valves inside of high radiation areas had not been verified in their closed position as required by TS 3.6.4.2 
Required Action A.2. Additionally, it is associated with the procedure quality attribute 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 inadequate surveillance procedure resulted in a 
violation of TS 3.6.4.2, “SCIVs” since valves that were closed to isolate a pathway due to an inoperable blind flange 
were not verified in the correct position as required. The finding was evaluated for significance using IMC 0609, 
Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings.” Since the finding only represented a 
degradation of the radiological barrier function provided for the reactor building (RB) (i.e. secondary containment), 
the finding was determined to be of very low safety significance (Green). This finding is related to the cross-cutting 
area of Human Performance – Resources because PPL did not ensure that personnel, equipment, procedures, and other 
resources were available and adequate to assure nuclear safety. Specifically, the surveillance procedures SO-000-010, 
Revision 23, “Monthly Zone III Integrity,” SO-100-010, Revision 24, “Monthly Zone 1 Integrity Verification” and 
SO-200-010, Revision 24, “Monthly Zone II Integrity Verification,” did not ensure surveillance requirements or 
actions statements required by TS 3.6.4.2 were implemented. (H.2(c)) (1R04) 
Inspection Report# : 2011003 (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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Susquehanna 1 
1Q/2012 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 21, 2012 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Inadequate Gain Settings Result in Reactor Scram 
A self-revealing finding of very low safety significance was identified when Unit 1 automatically scrammed from 32 
percent power on April 22, 2010, due to low reactor water level. PPL entered inadequate gain settings in the feedwater 
digital ICS for reactor feed pump turbine (RFPT) speed control as part of the ICS design modification, and the test 
procedure, which was in progress at the time, did not specify exit criteria that would have ended the test prior to an 
automatic scram. PPL completed corrective actions related to the direct cause by updating the RFPT speed control 
characterizer block gain settings. This issue was entered in PPL’s CAP as condition report (CR) 1257781 (April 2010) 
and CR 1348940 (January 2011).  
The inspectors determined that inadequate procedures to perform post-modification testing on the digital ICS was a 
performance deficiency because the testing performed did not detect incorrect gain settings prior to a reactor scram. 
The inspectors screened the performance deficiency in accordance with IMC 0612, Appendix B, “Issue Screening.” 
The performance deficiency was determined to be more than minor because the finding was associated with the 
Initiating Events cornerstone attribute of Design Control, and affected the cornerstone objective of limiting the 
likelihood of those events that upset plant stability and challenge critical safety functions during power operation. The 
inspectors evaluated the finding using IMC 0609, Attachment 4, “Initial Screening and Characterization of Findings,” 
and determined the finding did not contribute to both the likelihood of a reactor trip and the likelihood that mitigation 
equipment would not be available. Consequently, the finding is of very low safety significance (Green).  
This finding has a cross-cutting aspect in the area of Human Performance, Work Control, because PPL did not plan 
and coordinate work activities consistent with nuclear safety. Specifically, PPL did not appropriately consider risk 
during the design modification and did not have adequate planned contingencies for the testing of the new digital ICS. 
(H.3(a)) (Section 4OA3.1)  
 
Inspection Report# : 2012008 (pdf)  

Significance:  Sep 30, 2010 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Procedural Inadequacies Result in Reactor Scram and Loss of Normal Heat Sink 
A self-revealing preliminary White finding regarding procedure NDAP-QA-0008, “Procedure Writer’s Guide,” 
Revision 8, was identified following a July 16, 2010, flooding event in the Unit 1 condenser bay which resulted in a 
manual reactor scram and loss of the normal heat sink. There were three instances of inadequate procedures identified. 
The first instance involved maintenance procedure MT-043-001 which provided inadequate instructions regarding 
installation of the condenser waterbox gaskets and led to the event. In addition, two other off-normal procedures were 
inadequate in that they complicated operator response to the event. Specifically, operators used a diagram in off-
normal procedure ON-100-003, “Chemistry Anomaly,” to identify and isolate the leak which was incorrect, delayed 
leak isolation, and resulted in a manual reactor scram in anticipation of a loss of the normal heat sink. Finally, ON-
142-001, “Circulating Water (CW) Leak,” did not contain specific instructions to isolate a condenser waterbox leak 
which contributed to operators using ON-100-003 which was not intended to be used to isolate the condenser box 
during flooding conditions. PPL corrected the diagram error, dewatered and repaired affected equipment, and entered 
this issue into their CAP (1282128).  
This finding was determined to be more than minor as it affected the Initiating Events cornerstone attribute of 
Procedure Quality and its objective of limiting the likelihood of those events that upset plant stability and challenge 
critical safety functions during power operation. The finding was evaluated using Phases 1, 2, and 3 of the 
Significance Determination Process. The conclusion of the Phase 3 analysis was an estimated change in core damage 



frequency (CDF) of 1.1E-6/yr (White) and an estimated change in large early release frequency (LERF) of 2.6E-7/yr 
(White). The finding is related to the cross-cutting area of Problem Identification and Resolution, Corrective Acton 
Program, in that PPL did not thoroughly evaluate problems such that the resolutions address the causes and extent of 
condition, as necessary. Specifically, PPL did not appropriately evaluate and correct a known issue in an off-normal 
procedure or adequately evaluate previous CW system waterbox manway gasket leaks to ensure that future 
occurrences could be prevented.  
 
Final SDP issued 12/16/2010. IR 2010-008  
 
Inspection Report# : 2010004 (pdf)  
Inspection Report# : 2010008 (pdf)  

Mitigating Systems 

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate MOV Program Implementation 
The inspectors identified a Green NCV of 10 CFR Part 50 Appendix B, Criterion V, “Instructions, Procedures, and 
Drawings,” regarding PPL’s safety-related motor operated valve (MOV) program. Specifically, the program lacked a 
procedure, qualification, and prescribed acceptance criteria for actuator grease analysis and PPL improperly 
implemented maintenance instructions for lubricating valve stems. PPL’s QA organization conducted a separate 
investigation and entered this issue in their CAP via CRs 1545581 and 1544737.  
This finding was considered more than minor because it was similar to IMC 0612, Appendix E, examples 3.j and 3.k, 
in that significant programmatic deficiencies existed that could lead to worse errors if uncorrected. The lack of a 
procedure, repeatable acceptance criteria, qualification, and multiple cycles without stem lubrication could result in 
untimely actuator overhauls and ultimately MOV degraded performance. Further, the performance deficiency affected 
the equipment performance attribute of the Mitigating Systems cornerstone and its objective to ensure the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. 
Specifically, inadequate MOV program implementation affects MOV reliability. The issue screened to Green via IMC 
0609 Attachment 4 since it was not a design or qualification deficiency or loss of safety function and did not screen as 
potentially risk significant due to external events. The issue was determined to have a cross-cutting aspect in the area 
of Problem Identification and Resolution. In this case, PPL was aware of the lack of procedural guidance and 
qualification for MOV grease analysis as well as non-compliance with stem lubrication instructions but had not 
entered the concerns in its CAP. [P.1(a)] (Section 1R12)  
 
Inspection Report# : 2012002 (pdf)  

Significance:  Dec 31, 2011 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Properly Implement Work Instructions Results in C EDG Inoperability 
An NRC-identified Green finding of TS 5.4.1, “Procedures,” due to PPL’s failure to properly plan and implement 
work instructions and Quality Control (QC) hold point inspections associated with a modification to the ‘C’ 
Emergency Diesel Generator (EDG) fuel pump assemblies was identified. The error resulted in the failure of the ‘C’ 
EDG to continue running during surveillance testing on December 6, 2011. This resulted in PPL failing to meet the 
requirements of TS 3.8.1, “AC Sources- Operating”, when it was determined that the ‘C’ EDG was inoperable from 
September 19, 2011, following restoration from its maintenance outage, until December 6, 2011, when the operable 
‘E’ EDG was substituted for the ‘C’ EDG. Additionally, the failure to implement work instructions resulted in PPL 
failing to meet the requirements of 10 CFR Part 50, Appendix B, Criterion X, “Inspection,” which requires, in part, 
that licensees execute a program for inspection of activities affecting quality to verify conformance with the 
documented instructions, procedures, and drawings for accomplishing the activity. The deficiency was entered into 
PPL’s corrective action program (CAP) as condition Report (CR) 1506105 and a root cause analysis (RCA) was 



performed.  
The performance deficiency was determined to be more than minor because the finding was associated with the 
Mitigating Systems cornerstone attribute of Human Performance, and affected 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). The finding was evaluated using Phase 1 and inspectors determined the finding was 
potentially greater than very low safety significance because the finding represented an actual loss of safety function 
of a single train for greater than its TS Allowed Outage Time. The Phase 2 analysis determined the finding was 
potentially greater than very low safety significance given an exposure time of 75 days. A Phase 3 analysis was 
conducted by an NRC Senior Reactor Analyst (SRA). This analysis indicated an increase in core damage frequency (?
CDF) for internal initiating events in the range of 1 core damage accident in 40,000,000 years of reactor operation, in 
the low E-8 range per year for each unit. The dominant core damage sequences included losses of offsite power with 
the failure of all EDGs, due to common cause, resulting in a station blackout, followed by operator failure to extend 
RCIC operation with loss of DC power, failure to depressurize the reactor and failure to recover offsite power within 4 
hours. The finding is related to the CCA of Human Performance, Work Practices, in that PPL personnel did not use 
human error prevention techniques, such as holding pre-job briefings, self and peer checking, and proper 
documentation of activities, commensurate with the risk of the assigned task, such that work activities are performed 
safely. Specifically, PPL did not perform adequate human error prevention techniques such that the incorrect 
assembly of delivery valve springs and stops avoided. (H.4(a)) (Section 1R13)  
 
Inspection Report# : 2011005 (pdf)  

Significance: SL-IV Nov 08, 2011 
Identified By: NRC 
Item Type: VIO Violation 
Violation of 10CFR55.25, Failure to Notify NRC of a Change in Medical Status and Request a Conditional 
License 
The inspectors identified a SL IV NOV of 10 CFR 55.25, “Incapacitation Because of Disability or Illness,” for PPL 
failing to notify the NRC of a known permanent change in medical status of a licensed operator, and 10 CFR 55.3, 
“License Requirements,” for failing to ensure that an individual license holder, in the capacity of a reactor operator 
(RO), met the medical prerequisites prior to performing licensed operator duties. Specifically, an RO failed a medical 
examination in both 2009 and 2011 which identified a disqualifying condition and performed licensed duties without 
an NRC-approved, amended license. He performed the function of an RO while on watch from April 2009 through 
August 2011, when the NRC identified this issue. However, the operator did wear corrective lenses while standing 
watch since April 2009. Upon notification PPL submitted, and the NRC approved, a conditional license to address the 
disqualifying medical condition. PPL entered this issue into their corrective action program (CAP) as condition report 
(CR) 1450138.  
 
The inspectors determined that PPL’s failure to notify the NRC of a known permanent change in a licensed operator’s 
medical status and request an amended license in order to assume licensed duties was a performance deficiency. This 
finding was evaluated using the traditional enforcement process because the issue had the potential to impact or 
impede the regulatory process. Specifically, there was a potential for license termination or the issuance of a 
conditional license to accommodate for a medical condition. The RO performed licensed duties from April 2009 
through August 2011 with a disqualifying condition that required his license to be amended. Using the NRC 
Enforcement Policy, this violation was characterized at SL IV, in accordance with Section 6.4.  
 
This violation is being cited in the enclosed Notice in accordance with NRC Enforcement Manual Section 3.1.2, 
because the violation was determined to be repetitive of NRC Enforcement Action (EA) 09-248 dated January 28, 
2010, an SLIII Notice of Violation related to a Senior Reactor Operator (SRO) standing watch without meeting a 
medical qualification requirement. The medical conditions in both the former and current cases were similar; 
therefore, it was reasonable that an adequate extent of condition review for EA-09-248 should have identified the 
additional discrepancy.  
 
This significance of the associated performance deficiency was screened against the Reactor Oversight Process (ROP) 
per the guidance of IMC 0612, Appendix B. No associated ROP finding was identified and no cross-cutting aspect 
was assigned. (Section 1R11)  
 
Inspection Report# : 2011004 (pdf)  



Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Risk Management Actions during Dual Unit Elevated Risk 
The inspectors identified a Green NCV of 10 CFR 50.65a(4) when PPL failed to manage risk as assessed on June 1, 
2011. During a period of dual unit Orange risk, PPL did not adequately implement protected equipment risk 
management actions (RMAs) designated in its risk assessment. During a walkdown, the inspectors identified that none 
of the core spray divisions or safety relief valves (SRVs) on either unit had been protected. They also identified that 
Unit 1 Division II low pressure coolant system (LPCI) had not been protected and Unit 2 Division I LPCI was only 
partially protected. Finally, the inspectors identified that some Unit 1 Division II residual heat removal (RHR) 
shutdown cooling equipment listed as protected in the Station Leadership Report had not been protected. This issue 
was documented in PPL’s CAP as Condition Report (CR) 1417135.  
 
The inspectors determined that the performance deficiency was more than minor due to its similarity to examples 3.j 
and 3.k of IMC 0612 Appendix E, “Examples of Minor Issues.” The issue also 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 its human performance attribute. Specifically, the issue was programmatic 
based on the extent of protected equipment deficiencies, five consecutive quarters of 10 CFR 50.65a(4) violations, the 
timing of the violation during dual unit Orange risk, and that if left uncorrected could lead to more significant issues 
such as pre-event human error that impacts mitigating equipment availability during a subsequent initiating event with 
already elevated plant risk. Since the exposure time of the deficiency was limited to four hours and with due 
consideration of the other RMAs taken by PPL, this finding is determined to be of very low safety significance 
(Green). This finding was determined to have a cross-cutting aspect in Problem Identification and Resolution, (PI&R) 
CAP. Specifically, although PPL had recognized the negative trend with execution of a root cause analysis (RCA), 
interim corrective actions for the adverse trend of 10 CFR 50.65 a(4) violations proved inadequate to prevent another 
violation of this regulation for the fifth consecutive quarter. (P.1 (d)) (1R13) 
Inspection Report# : 2011003 (pdf)  

Significance:  Jun 30, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Establish Design Control Measures Associated with Installation of a Gland Liner in the HPCI Steam 
Supply Inboard Isolation Valve 
A self-revealing Green NCV of 10 CFR 50, Appendix B, Criterion III, “Design Control,” occurred when a brass gland 
liner was installed in the gland for HV155F002, the high pressure coolant injection (HPCI) steam supply inboard 
isolation valve, without appropriately evaluating the material and design of the liner for its potential impact on the 
valve packing system. Inappropriate design and fabrication of the gland liner resulted in numerous steam leaks since 
its installation and ultimately led to a significant steam leak that resulted in the inoperability of the primary 
containment isolation valve (PCIV), necessitating isolation of the HPCI system. PPL entered this issue into their CAP 
as 1361274.  
 
The finding is more than minor because it is associated with 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 (i.e., core damage). Specifically, inappropriate design of the gland liner resulted 
in numerous steam leaks since its installation and ultimately led to the significant steam leak that resulted in the 
inoperability of the PCIV and isolation of the HPCI system. The finding was evaluated for significance using IMC 
0609, Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings.” The inspectors answered "Yes" to 
the screening question, "Does the finding represent a loss of system safety function?" since the HPCI system is a 
single train high pressure injection system. Therefore, a Phase 2 SDP evaluation was performed using IMC 0609, 
Appendix A, "Determining the Significance of Reactor Inspection Findings for At-Power Situations." The pilot Phase 
2 evaluation conducted using the SDP interface and the SRA conducted Phase 3 evaluation, assuming that HPCI was 
inoperable for 5 days, indicated a ?CDF in the low E-7 per year range. The dominant core damage sequence was a 
medium loss of coolant accident followed by a failure of high pressure cooling and failure of the operators to 
depressurize to allow use of low pressure core cooling systems. Given the delta CDF, in the low E-7 range, the SRA 
determined that the increase in large early release frequency (?LERF) would not be greater than very low significance 



because of the 0.3 high pressure core damage sequence factor applied for BWR Mark II containments in IMC 0609 
Appendix H. Further the SRA determined that external events were not of concern given the very short < 5 day, 
exposure period. This issue was determined to not have a cross-cutting aspect as this issue was not reflective of 
current performance. This was based on the age of design modification, which was installed in 1996 and re-evaluated 
in 1998. (4OA2) 
Inspection Report# : 2011003 (pdf)  

Significance:  Dec 31, 2009 
Identified By: NRC 
Item Type: FIN Finding 
Scenarios for NRC Annual Operating Examinations Did Not Meet Quantitative Standards for Total 
Malfunctions 
The inspectors identified greater finding in that 20% of the NRC annual operating exam simulator scenarios reviewed 
did not meet the quantitative standard for total malfunctions, 4 to 8 for a single scenario, and 10 to 14 for a scenario 
set established in NUREG-1021, “Operator Licensing Examination Standards for Power Reactors,” Form ES-604-1, 
“Simulator Scenario Review Checklist.” In addition, the licensee’s procedures NTP-QA-31.11, “Operator 
Requalification Exam Preparation and Implementation” and NTP-QA-31.7, “Simulator Scenario Writers Guides,” 
recommend these same quantitative standards. The quantitative guidelines for malfunctions is an important metric 
because it establishes an objective standard used throughout the nuclear industry to ensure that the simulator portion 
of the NRC-required annual operating exams are written at an appropriate level of difficulty. As an immediate 
corrective action, the licensee entered this finding into their corrective action process (CR 1187760).  
 
This finding was more than minor because it was associated with the Human Performance attribute of the Mitigation 
Systems cornerstone and affected the objective of ensuring the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences. Specifically, the finding affected the level of 
difficulty of simulator operating exams which potentially impacted PPL’s ability to appropriately evaluate licensed 
operators. A review of the possible cross-cutting aspects was performed and no cross-cutting aspect was identified 
that would be considered a contributor to the cause of the finding. 
Inspection Report# : 2009005 (pdf)  

Barrier Integrity 

Significance:  Nov 08, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Surveillance Procedure Results in Missed Technical Specification Surveillance Requirements for 
Secondary Containment 
An NRC-identified Green NCV of Susquehanna Unit 1 and 2 TS 5.4.1, “Procedures,” was identified for an inadequate 
surveillance procedure for implementing Technical Specifications (TS) Surveillance Requirement (SR) 3.6.4.1.4 and 
3.6.4.1.5. Specifically, the implementing procedure was revised allowing the SR to be missed and subsequently 
required entry into SR 3.0.3. PPL entered this issue in their CAP as CR 1460362.  
 
The finding is more than minor because it was similar to example 3.d in IMC 0612 Appendix E, ”Examples of Minor 
Issues” in that the failure to implement the TS SR as required is not minor if the surveillance had not been conducted. 
In this case, the SR had not been completed for all configurations of secondary containment and required both Unit 1 
and Unit 2 to enter SR 3.0.3 for a missed surveillance. Additionally, it is associated with the procedure quality 
attribute to maintain functionality of containment and 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 inadequate surveillance procedure resulted in missed surveillances, SRs 3.6.4.1.4 and 3.6.4.1.5 and 
entry into SR 3.0.3 for missed surveillances. The finding was evaluated for significance using IMC 0609, Attachment 
4, “Phase 1 - Initial Screening and Characterization of Findings.” Since the finding only represented a degradation of 
the radiological barrier function provided for the reactor building (RB) (i.e. secondary containment), the finding was 
determined to be of very low safety significance (Green). This finding is related to the cross-cutting area of Human 



Performance – Resources because PPL did not ensure that personnel, equipment, procedures, and other resources were 
available and adequate to assure nuclear safety. Specifically, the procedures did not ensure surveillance requirements 
(SRs) required by TS 3.6.4.1 were implemented.  
 
Inspection Report# : 2011004 (pdf)  

Significance: SL-IV Nov 08, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inaccurate RCS PI Data Submittal 
An NRC-identified SL-IV NCV of 10 CFR 50.9(a), “Completeness and Accuracy of Information,” occurred when 
PPL inaccurately reported reactor coolant system (RCS) leakage values under the RCS leakage performance indicator 
(PI) for both units since inception of the PI in April 2000. PPL entered the issue in their CAP as CR 1441824, 
completed an apparent cause evaluation, and plans to revise PI data previously submitted. No performance indicator 
crossed the Green/White threshold once the values were updated.  
 
Because violations of 10 CFR 50.9 are considered to potentially impede or impact the regulatory process, they are 
dispositioned using the traditional enforcement process. The inspectors concluded that PPL had reasonable 
opportunity to foresee and correct the inaccurate information prior to the information being submitted to the NRC. 
PPL's failure to identify and correct the recurring errors over this period of time indicated the existence of a 
programmatic issue. Additionally, verification of the corrected PI data in a subsequent inspection will have more than 
an insignificant regulatory impact on the NRC. Accordingly, although none of the affected PIs in this case would have 
crossed the threshold, the NRC has determined that the violation is of more than minor significance. The finding was 
not considered to be more significant since had this information been accurately reported, it would not have likely 
caused the NRC to reconsider a regulatory position or undertake a substantial further inquiry. The significance of the 
associated performance deficiency was screened against the ROP per the guidance of Manual Chapter 0612, Appendix 
B. No associated ROP finding was identified and no cross-cutting aspect was assigned 
Inspection Report# : 2011004 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Surveillance Procedure Results in Failure to Meet Required Action of Technical Specifications for 
Secondary Containment Isolation Valves 
The inspectors identified a Green NCV of Susquehanna Unit 1 and 2 TS 3.6.4.2, “Secondary Containment Isolation 
Valves” and TS 5.4.1, “Procedures” for an inadequate surveillance procedure for implementing TS Surveillance 
Requirements and Action Statements. Specifically, the procedure failed to ensure that SCIVs were verified 
administratively when in a high radiation areas as required. PPL entered this issue in their CAP as 1421356 and 
1431750.  
 
The finding is more than minor because it was similar to example 3.d in IMC 0612 Appendix E, ”Examples of Minor 
Issues” in that the failure to implement a requirement of TSs is not minor if the action had not been conducted. In this 
case, the valves inside of high radiation areas had not been verified in their closed position as required by TS 3.6.4.2 
Required Action A.2. Additionally, it is associated with the procedure quality attribute 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 inadequate surveillance procedure resulted in a 
violation of TS 3.6.4.2, “SCIVs” since valves that were closed to isolate a pathway due to an inoperable blind flange 
were not verified in the correct position as required. The finding was evaluated for significance using IMC 0609, 
Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings.” Since the finding only represented a 
degradation of the radiological barrier function provided for the reactor building (RB) (i.e. secondary containment), 
the finding was determined to be of very low safety significance (Green). This finding is related to the cross-cutting 
area of Human Performance – Resources because PPL did not ensure that personnel, equipment, procedures, and other 
resources were available and adequate to assure nuclear safety. Specifically, the surveillance procedures SO-000-010, 
Revision 23, “Monthly Zone III Integrity,” SO-100-010, Revision 24, “Monthly Zone 1 Integrity Verification” and 
SO-200-010, Revision 24, “Monthly Zone II Integrity Verification,” did not ensure surveillance requirements or 
actions statements required by TS 3.6.4.2 were implemented. (H.2(c)) (1R04)



Inspection Report# : 2011003 (pdf)  

Emergency Preparedness 

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Instrumentation to Implement EALs for Unplanned Radiological Effluent Release 
The inspectors identified a Green NCV of 10 CFR Part 50.54 q and 50.47(b)(4) because PPL did not have adequate 
instrumentation to assess and determine if an abnormal radiological effluent release was in progress such that the EAL 
classification process would declare an Alert accurately and in a timely manner. Specifically, the maximum range for 
the liquid radwaste discharge radiation monitor was inadequate to ensure the meter was onscale when the threshold 
value of 200 times the alarm setpoint established by the discharge permit was reached.  
The finding was more than minor because it is associated with the Emergency Preparedness (EP) cornerstone attribute 
of Facilities and Equipment, and affected the cornerstone objective of ensuring that a licensee is capable of 
implementing adequate measures to protect the health and safety of the public in the event of a radiological 
emergency. Specifically, the effective range for the liquid radwaste discharge monitor was insufficient to ensure a 
timely and accurate EAL classification could be made. Using IMC 0609, Appendix B, Section 5.4, the finding is of 
very low safety significance because the finding was determined to be an example of an ineffective EAL, such that an 
Alert would be declared in a degraded manner. This finding is related to the cross-cutting area of Pl&R - CAP because 
PPL did not thoroughly evaluate problems such that the resolutions address the causes and extent of conditions, to 
include properly classifying, prioritizing and evaluating for operability. Specifically, PPL failed to appropriately 
evaluate the extent of condition from similar NCVs issued in November 2008 and 2010 regarding inadequate 
instrumentation to support EAL declarations. [P.1(c)] (Section 1EP6)  
 
Inspection Report# : 2012002 (pdf)  

Occupational Radiation Safety 

Significance:  Mar 31, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Noncompliance with Radiological Barrier 
A self-revealing, Green NCV of Technical Specification (TS) 5.7.1 was identified when a worker did not comply with 
a radiological barrier and protective measures for high radiation area (HRA) entry. Specifically, the worker entered a 
HRA but was not on the proper radiation work permit (RWP) and had not been briefed for HRA entrance. Upon 
identification, PPL conducted a Susquehanna Error Prevention Team Assessment (SEPTA), entered this issue into 
their CAP as Condition Report (CR) 1546827, and issued both an Effluents department clock reset and a Radiological 
Safety Note to station personnel.  
The finding was determined to be more than minor based on similarity to IMC 0612, Appendix E, Example 6.h, which 
describes an improper entry into an HRA. Specifically, the individual was not authorized entry into a HRA. It was 
also more than minor based on association with the human performance attribute of the Occupational Radiation Safety 
cornerstone and its objective to ensure the adequate protection of worker health and safety from exposure to radiation 
from radioactive material during routine civilian nuclear reactor operation. The finding was evaluated in accordance 
with IMC 0609, Appendix C, where it was determined to be Green since PPL’s three year average collective dose is 
less than 240 person-rem/unit. The inspectors determined that this issue had a cross-cutting aspect in Human 
Performance - Work Practices. Human error prevention techniques, such as pre-job briefings and self-checking are 
expected to be used commensurate with the risk of the assigned task, such that work activities are performed safely. 
Personnel also do not proceed in the face of uncertainty or unexpected circumstances. In this case, the worker did not 
adhere to the pre-job briefings associated with the assigned RWP that prohibited HRA entry and the worker’s health 



physics (HP) briefing that did the same. Further, the individual proceeded in the face of uncertainty by breaching the 
HRA boundary. [H.4(a)] (Section 4OA2.1)  
 
Inspection Report# : 2012002 (pdf)  

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Radiation Protection Procedures 
The inspectors identified a Green NCV of TS 5.4.1.a, which requires that written procedures be implemented covering 
the activities in the applicable procedures recommended by Regulatory Guide (RG) 1.33, including procedures for 
RWPs. On December 5, 2011, a work crew identified that dose rates exceeded the “Alert” levels specified on their 
RWPs used to transfer an 1100 Curie Cesium 137 source from a shipping cask to a calibration irradiator. Procedure 
NDAP-QA-0626, “Radiological Controlled Area (RCA) Access and RWP System,” Appendix X, provides specific 
actions that the radiation protection technician providing job coverage must take when “Alert” levels are exceeded. 
All of the actions were not completed prior to restarting the work on December 5, 2011. Specifically, higher levels of 
supervision were not notified, the RWP was not changed, and no additional actions or precautions were documented 
in the RWP remarks log as required by NDAP-QA-0626, Appendix X. PPL subsequently entered the issue into their 
CAP as CR 1521467.  
The finding is more than minor because it is associated with the Radiation Safety - Occupational Radiation Safety 
cornerstone attribute of program and process and affected the cornerstone objective of protecting worker health and 
safety from exposure to radiation. Specifically, PPL did not take the appropriate actions defined in the procedure to 
evaluate actions to prevent recurrence prior to restarting work when RWP alert levels had been exceeded. Using the 
IMC 0609, Appendix C, “Occupational Radiation Safety SDP,” the inspector determined that the finding was of very 
low safety significance (Green) because it did not involve: (1) an as low as is reasonably achievable (ALARA) 
planning and controls deficiency, (2) an overexposure, (3) a substantial potential for overexposure, or (4) an impaired 
ability to assess dose. This finding was caused by inadequate procedure compliance. Consequently, the cause of this 
deficiency had a cross-cutting aspect in the area of Human Performance. Specifically, PPL did not follow procedures. 
[H.4(b)] (Section 4OA2)  
 
Inspection Report# : 2012002 (pdf)  

Public Radiation Safety 

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

Initiating Events 

Significance:  Mar 21, 2012 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Inadequate Gain Settings Result in Reactor Scram 
A self-revealing finding of very low safety significance was identified when Unit 1 automatically scrammed from 32 
percent power on April 22, 2010, due to low reactor water level. PPL entered inadequate gain settings in the feedwater 
digital ICS for reactor feed pump turbine (RFPT) speed control as part of the ICS design modification, and the test 
procedure, which was in progress at the time, did not specify exit criteria that would have ended the test prior to an 
automatic scram. PPL completed corrective actions related to the direct cause by updating the RFPT speed control 
characterizer block gain settings. This issue was entered in PPL’s CAP as condition report (CR) 1257781 (April 2010) 
and CR 1348940 (January 2011).  
The inspectors determined that inadequate procedures to perform post-modification testing on the digital ICS was a 
performance deficiency because the testing performed did not detect incorrect gain settings prior to a reactor scram. 
The inspectors screened the performance deficiency in accordance with IMC 0612, Appendix B, “Issue Screening.” 
The performance deficiency was determined to be more than minor because the finding was associated with the 
Initiating Events cornerstone attribute of Design Control, and affected the cornerstone objective of limiting the 
likelihood of those events that upset plant stability and challenge critical safety functions during power operation. The 
inspectors evaluated the finding using IMC 0609, Attachment 4, “Initial Screening and Characterization of Findings,” 
and determined the finding did not contribute to both the likelihood of a reactor trip and the likelihood that mitigation 
equipment would not be available. Consequently, the finding is of very low safety significance (Green).  
This finding has a cross-cutting aspect in the area of Human Performance, Work Control, because PPL did not plan 
and coordinate work activities consistent with nuclear safety. Specifically, PPL did not appropriately consider risk 
during the design modification and did not have adequate planned contingencies for the testing of the new digital ICS. 
(H.3(a)) (Section 4OA3.1)  
 
Inspection Report# : 2012008 (pdf)  

Significance:  Sep 30, 2010 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Procedural Inadequacies Result in Reactor Scram and Loss of Normal Heat Sink 
A self-revealing preliminary White finding regarding procedure NDAP-QA-0008, “Procedure Writer’s Guide,” 
Revision 8, was identified following a July 16, 2010, flooding event in the Unit 1 condenser bay which resulted in a 
manual reactor scram and loss of the normal heat sink. There were three instances of inadequate procedures identified. 
The first instance involved maintenance procedure MT-043-001 which provided inadequate instructions regarding 
installation of the condenser waterbox gaskets and led to the event. In addition, two other off-normal procedures were 
inadequate in that they complicated operator response to the event. Specifically, operators used a diagram in off-
normal procedure ON-100-003, “Chemistry Anomaly,” to identify and isolate the leak which was incorrect, delayed 
leak isolation, and resulted in a manual reactor scram in anticipation of a loss of the normal heat sink. Finally, ON-
142-001, “Circulating Water (CW) Leak,” did not contain specific instructions to isolate a condenser waterbox leak 
which contributed to operators using ON-100-003 which was not intended to be used to isolate the condenser box 
during flooding conditions. PPL corrected the diagram error, dewatered and repaired affected equipment, and entered 
this issue into their CAP (1282128).  
This finding was determined to be more than minor as it affected the Initiating Events cornerstone attribute of 
Procedure Quality and its objective of limiting the likelihood of those events that upset plant stability and challenge 
critical safety functions during power operation. The finding was evaluated using Phases 1, 2, and 3 of the 



Significance Determination Process. The conclusion of the Phase 3 analysis was an estimated change in core damage 
frequency (CDF) of 1.1E-6/yr (White) and an estimated change in large early release frequency (LERF) of 2.6E-7/yr 
(White). The finding is related to the cross-cutting area of Problem Identification and Resolution, Corrective Acton 
Program, in that PPL did not thoroughly evaluate problems such that the resolutions address the causes and extent of 
condition, as necessary. Specifically, PPL did not appropriately evaluate and correct a known issue in an off-normal 
procedure or adequately evaluate previous CW system waterbox manway gasket leaks to ensure that future 
occurrences could be prevented.  
 
Final SDP issued 12/16/2010. IR 2010-008  
 
Inspection Report# : 2010004 (pdf)  
Inspection Report# : 2010008 (pdf)  

Mitigating Systems 

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate MOV Program Implementation 
The inspectors identified a Green NCV of 10 CFR Part 50 Appendix B, Criterion V, “Instructions, Procedures, and 
Drawings,” regarding PPL’s safety-related motor operated valve (MOV) program. Specifically, the program lacked a 
procedure, qualification, and prescribed acceptance criteria for actuator grease analysis and PPL improperly 
implemented maintenance instructions for lubricating valve stems. PPL’s QA organization conducted a separate 
investigation and entered this issue in their CAP via CRs 1545581 and 1544737.  
This finding was considered more than minor because it was similar to IMC 0612, Appendix E, examples 3.j and 3.k, 
in that significant programmatic deficiencies existed that could lead to worse errors if uncorrected. The lack of a 
procedure, repeatable acceptance criteria, qualification, and multiple cycles without stem lubrication could result in 
untimely actuator overhauls and ultimately MOV degraded performance. Further, the performance deficiency affected 
the equipment performance attribute of the Mitigating Systems cornerstone and its objective to ensure the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. 
Specifically, inadequate MOV program implementation affects MOV reliability. The issue screened to Green via IMC 
0609 Attachment 4 since it was not a design or qualification deficiency or loss of safety function and did not screen as 
potentially risk significant due to external events. The issue was determined to have a cross-cutting aspect in the area 
of Problem Identification and Resolution. In this case, PPL was aware of the lack of procedural guidance and 
qualification for MOV grease analysis as well as non-compliance with stem lubrication instructions but had not 
entered the concerns in its CAP. [P.1(a)] (Section 1R12)  
 
Inspection Report# : 2012002 (pdf)  

Significance:  Dec 31, 2011 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Properly Implement Work Instructions Results in C EDG Inoperability 
An NRC-identified Green finding of TS 5.4.1, “Procedures,” due to PPL’s failure to properly plan and implement 
work instructions and Quality Control (QC) hold point inspections associated with a modification to the ‘C’ 
Emergency Diesel Generator (EDG) fuel pump assemblies was identified. The error resulted in the failure of the ‘C’ 
EDG to continue running during surveillance testing on December 6, 2011. This resulted in PPL failing to meet the 
requirements of TS 3.8.1, “AC Sources- Operating”, when it was determined that the ‘C’ EDG was inoperable from 
September 19, 2011, following restoration from its maintenance outage, until December 6, 2011, when the operable 
‘E’ EDG was substituted for the ‘C’ EDG. Additionally, the failure to implement work instructions resulted in PPL 
failing to meet the requirements of 10 CFR Part 50, Appendix B, Criterion X, “Inspection,” which requires, in part, 
that licensees execute a program for inspection of activities affecting quality to verify conformance with the 



documented instructions, procedures, and drawings for accomplishing the activity. The deficiency was entered into 
PPL’s corrective action program (CAP) as condition Report (CR) 1506105 and a root cause analysis (RCA) was 
performed.  
The performance deficiency was determined to be more than minor because the finding was associated with the 
Mitigating Systems cornerstone attribute of Human Performance, and affected 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). The finding was evaluated using Phase 1 and inspectors determined the finding was 
potentially greater than very low safety significance because the finding represented an actual loss of safety function 
of a single train for greater than its TS Allowed Outage Time. The Phase 2 analysis determined the finding was 
potentially greater than very low safety significance given an exposure time of 75 days. A Phase 3 analysis was 
conducted by an NRC Senior Reactor Analyst (SRA). This analysis indicated an increase in core damage frequency (?
CDF) for internal initiating events in the range of 1 core damage accident in 40,000,000 years of reactor operation, in 
the low E-8 range per year for each unit. The dominant core damage sequences included losses of offsite power with 
the failure of all EDGs, due to common cause, resulting in a station blackout, followed by operator failure to extend 
RCIC operation with loss of DC power, failure to depressurize the reactor and failure to recover offsite power within 4 
hours. The finding is related to the CCA of Human Performance, Work Practices, in that PPL personnel did not use 
human error prevention techniques, such as holding pre-job briefings, self and peer checking, and proper 
documentation of activities, commensurate with the risk of the assigned task, such that work activities are performed 
safely. Specifically, PPL did not perform adequate human error prevention techniques such that the incorrect 
assembly of delivery valve springs and stops avoided. (H.4(a)) (Section 1R13)  
 
Inspection Report# : 2011005 (pdf)  

Significance: SL-IV Nov 08, 2011 
Identified By: NRC 
Item Type: VIO Violation 
Violation of 10CFR55.25, Failure to Notify NRC of a Change in Medical Status and Request a Conditional 
License 
The inspectors identified a SL IV NOV of 10 CFR 55.25, “Incapacitation Because of Disability or Illness,” for PPL 
failing to notify the NRC of a known permanent change in medical status of a licensed operator, and 10 CFR 55.3, 
“License Requirements,” for failing to ensure that an individual license holder, in the capacity of a reactor operator 
(RO), met the medical prerequisites prior to performing licensed operator duties. Specifically, an RO failed a medical 
examination in both 2009 and 2011 which identified a disqualifying condition and performed licensed duties without 
an NRC-approved, amended license. He performed the function of an RO while on watch from April 2009 through 
August 2011, when the NRC identified this issue. However, the operator did wear corrective lenses while standing 
watch since April 2009. Upon notification PPL submitted, and the NRC approved, a conditional license to address the 
disqualifying medical condition. PPL entered this issue into their corrective action program (CAP) as condition report 
(CR) 1450138.  
 
The inspectors determined that PPL’s failure to notify the NRC of a known permanent change in a licensed operator’s 
medical status and request an amended license in order to assume licensed duties was a performance deficiency. This 
finding was evaluated using the traditional enforcement process because the issue had the potential to impact or 
impede the regulatory process. Specifically, there was a potential for license termination or the issuance of a 
conditional license to accommodate for a medical condition. The RO performed licensed duties from April 2009 
through August 2011 with a disqualifying condition that required his license to be amended. Using the NRC 
Enforcement Policy, this violation was characterized at SL IV, in accordance with Section 6.4.  
 
This violation is being cited in the enclosed Notice in accordance with NRC Enforcement Manual Section 3.1.2, 
because the violation was determined to be repetitive of NRC Enforcement Action (EA) 09-248 dated January 28, 
2010, an SLIII Notice of Violation related to a Senior Reactor Operator (SRO) standing watch without meeting a 
medical qualification requirement. The medical conditions in both the former and current cases were similar; 
therefore, it was reasonable that an adequate extent of condition review for EA-09-248 should have identified the 
additional discrepancy.  
 
This significance of the associated performance deficiency was screened against the Reactor Oversight Process (ROP) 
per the guidance of IMC 0612, Appendix B. No associated ROP finding was identified and no cross-cutting aspect 



was assigned. (Section 1R11)  
 
Inspection Report# : 2011004 (pdf)  

Significance:  Dec 31, 2009 
Identified By: NRC 
Item Type: FIN Finding 
Scenarios for NRC Annual Operating Examinations Did Not Meet Quantitative Standards for Total 
Malfunctions 
The inspectors identified greater finding in that 20% of the NRC annual operating exam simulator scenarios reviewed 
did not meet the quantitative standard for total malfunctions, 4 to 8 for a single scenario, and 10 to 14 for a scenario 
set established in NUREG-1021, “Operator Licensing Examination Standards for Power Reactors,” Form ES-604-1, 
“Simulator Scenario Review Checklist.” In addition, the licensee’s procedures NTP-QA-31.11, “Operator 
Requalification Exam Preparation and Implementation” and NTP-QA-31.7, “Simulator Scenario Writers Guides,” 
recommend these same quantitative standards. The quantitative guidelines for malfunctions is an important metric 
because it establishes an objective standard used throughout the nuclear industry to ensure that the simulator portion 
of the NRC-required annual operating exams are written at an appropriate level of difficulty. As an immediate 
corrective action, the licensee entered this finding into their corrective action process (CR 1187760).  
 
This finding was more than minor because it was associated with the Human Performance attribute of the Mitigation 
Systems cornerstone and affected the objective of ensuring the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences. Specifically, the finding affected the level of 
difficulty of simulator operating exams which potentially impacted PPL’s ability to appropriately evaluate licensed 
operators. A review of the possible cross-cutting aspects was performed and no cross-cutting aspect was identified 
that would be considered a contributor to the cause of the finding. 
Inspection Report# : 2009005 (pdf)  

Barrier Integrity 

Significance:  Jun 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Correct Secondary Containment Bypass Leakage Condition Adverse to Quality 
The inspectors identified a Green NCV of 10 CFR Part 50, Appendix B, Criterion XVI, "Corrective Action," for PPL's 
failure to prevent recurrence of a significant condition adverse to quality (SCAQ) when secondary containment bypass 
leakage (SCBL) was in excess of its TS allowed value for two consecutive tests. In this case, the SCAQ, as defined by 
PPL procedure NDAP-QA-0702, “Action Request (AR) and Condition Report (CR) Process,” was the same condition 
as reported in LER 05000387/2010-001 and actions taken in 2010 to prevent recurrence were inadequate because they 
did not fully consider all the penetrations that account for SCBL. PPL subsequently entered the issue into the CAP as 
CR 1582747.  
The finding was determined to be more than minor because it was associated with the structures, systems and 
components (SSCs) and barrier performance attribute of the Barrier Integrity cornerstone and affected its objective to 
provide reasonable assurance that physical design barriers (fuel cladding, reactor coolant system, and containment) 
protect the public from radionuclide releases caused by accidents or events. The inspectors assessed the finding to be 
of very low safety significance (Green) because it did not represent a degradation of the barrier function of the control 
room, did not represent an actual open pathway in the physical integrity of reactor containment, and did not involve an 
actual reduction in function of hydrogen igniters in containment. This finding has a cross-cutting aspect in the area of 
Human Performance, Decision Making, because PPL did not use conservative assumptions in decision making and 
adopt a requirement to demonstrate that the proposed action is safe in order to proceed rather than a requirement to 
demonstrate that it is unsafe in order to disapprove the action. Specifically, the decisions to not rework valve 
HV151F016B or perform work on valve 141818A when leakage was at a value that potentially challenged the SCBL 
limit was not based on conservative assumptions. [H.1(b)] (Section 1R12) 



 
Inspection Report# : 2012003 (pdf)  

Significance:  Jun 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Correct Outboard MSIV LLRT failure Condition Adverse to Quality 
An NRC-identified Green NCV of 10 CFR Part 50, Appendix B, Criterion XVI, "Corrective Action," was identified 
for PPL's failure to correct excessive seat leakage associated with the Unit 1 ‘D’ outboard MSIV, HV141F028D, such 
that the leakage was in excess of the Technical Specification (TS) allowed value for two consecutive tests. 
Specifically, work instructions to perform maintenance and post-maintenance testing on the valve following a local 
leak rate test (LLRT) failure in 2010 were inadequate to ensure the CAQ was corrected. PPL subsequently entered the 
issue into the CAP as CRs 1554813 and 1590506.  
The finding was determined to be more than minor because it was associated with the SSCs and barrier performance 
attribute of the Barrier Integrity cornerstone and affected its objective to provide reasonable assurance that physical 
design barriers (fuel cladding, reactor coolant system, and containment) protect the public from radionuclide releases 
caused by accidents or events. The inspectors assessed the finding to be of very low safety significance (Green) 
because it did not represent a degradation of the barrier function of the control room, did not represent an actual open 
pathway in the physical integrity of reactor containment, and did not involve the actual reduction in function of 
hydrogen igniters in containment. This finding has a cross-cutting aspect in the area of Human Performance, 
Resources, because PPL did not ensure that personnel, equipment, procedures, and other resources were available and 
adequate to assure nuclear safety. Specifically, the instructions used to perform maintenance and testing on the MSIVs 
were inadequate to ensure that excessive seat leakage was corrected. [H.2(c)] (Section 1R12)  
 
Inspection Report# : 2012003 (pdf)  

Significance:  Jun 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Improperly Performed Maintenance Impacts Secondary Containment 
A self-revealing Green NCV of TS 5.4.1, “Procedures,” was identified regarding PPL’s conduct of maintenance 
during a Unit 1 refueling outage which impacted the operating unit, Unit 2. Specifically, improperly performed 
maintenance on a Unit 1 main stop valve (MSV) and outboard main steam isolation valve (MSIV) affected safety-
related equipment to include the standby gas treatment system (SGTS) and Unit 2 secondary containment in an 
unplanned manner.  
PPL entered this issue in their CAP via CRs 1558764, 1558718, and 1560235 and performed a root cause analysis 
(RCA) on this.  
Improperly performed MSIV and MSV maintenance was a performance deficiency within PPL’s ability to foresee and 
correct. This finding was considered more than minor because it was similar to IMC 0612, Appendix E, Examples 3.j 
and 3.k, in that a physical plant condition and subsequent engineering calculation resulted in a condition where there 
was reasonable doubt on the operability of a system or component, in this case secondary containment. Further, the 
performance deficiency affected the procedure quality and SSC and barrier performance attributes of the Barrier 
Integrity cornerstone and its objective to provide reasonable assurance that physical design barriers protect the public 
from radionuclide releases caused by accidents or events. In this case, lack of coordination resulted in a loss of 
reasonable assurance that secondary containment was operable. The issue screened to Green via IMC 0609, 
Attachment 4, since it did not represent a degradation of the barrier function of the control room, did not represent an 
actual open pathway in the physical integrity of reactor containment, and did not involve the actual reduction in 
function of hydrogen igniters in containment. The issue was determined to have a cross-cutting aspect in the area of 
Human Performance to plan and coordinate work activities, consistent with nuclear safety. In this case, the MSV and 
MSIV work activities were not coordinated amongst various departments to address the operational impact of 
sequence changes on plant configuration. [H.3(b)] (Section 1R15)  
 
Inspection Report# : 2012003 (pdf)  



Significance:  Nov 08, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Surveillance Procedure Results in Missed Technical Specification Surveillance Requirements for 
Secondary Containment 
An NRC-identified Green NCV of Susquehanna Unit 1 and 2 TS 5.4.1, “Procedures,” was identified for an inadequate 
surveillance procedure for implementing Technical Specifications (TS) Surveillance Requirement (SR) 3.6.4.1.4 and 
3.6.4.1.5. Specifically, the implementing procedure was revised allowing the SR to be missed and subsequently 
required entry into SR 3.0.3. PPL entered this issue in their CAP as CR 1460362.  
 
The finding is more than minor because it was similar to example 3.d in IMC 0612 Appendix E, ”Examples of Minor 
Issues” in that the failure to implement the TS SR as required is not minor if the surveillance had not been conducted. 
In this case, the SR had not been completed for all configurations of secondary containment and required both Unit 1 
and Unit 2 to enter SR 3.0.3 for a missed surveillance. Additionally, it is associated with the procedure quality 
attribute to maintain functionality of containment and 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 inadequate surveillance procedure resulted in missed surveillances, SRs 3.6.4.1.4 and 3.6.4.1.5 and 
entry into SR 3.0.3 for missed surveillances. The finding was evaluated for significance using IMC 0609, Attachment 
4, “Phase 1 - Initial Screening and Characterization of Findings.” Since the finding only represented a degradation of 
the radiological barrier function provided for the reactor building (RB) (i.e. secondary containment), the finding was 
determined to be of very low safety significance (Green). This finding is related to the cross-cutting area of Human 
Performance – Resources because PPL did not ensure that personnel, equipment, procedures, and other resources were 
available and adequate to assure nuclear safety. Specifically, the procedures did not ensure surveillance requirements 
(SRs) required by TS 3.6.4.1 were implemented.  
 
Inspection Report# : 2011004 (pdf)  

Significance: SL-IV Nov 08, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inaccurate RCS PI Data Submittal 
An NRC-identified SL-IV NCV of 10 CFR 50.9(a), “Completeness and Accuracy of Information,” occurred when 
PPL inaccurately reported reactor coolant system (RCS) leakage values under the RCS leakage performance indicator 
(PI) for both units since inception of the PI in April 2000. PPL entered the issue in their CAP as CR 1441824, 
completed an apparent cause evaluation, and plans to revise PI data previously submitted. No performance indicator 
crossed the Green/White threshold once the values were updated.  
 
Because violations of 10 CFR 50.9 are considered to potentially impede or impact the regulatory process, they are 
dispositioned using the traditional enforcement process. The inspectors concluded that PPL had reasonable 
opportunity to foresee and correct the inaccurate information prior to the information being submitted to the NRC. 
PPL's failure to identify and correct the recurring errors over this period of time indicated the existence of a 
programmatic issue. Additionally, verification of the corrected PI data in a subsequent inspection will have more than 
an insignificant regulatory impact on the NRC. Accordingly, although none of the affected PIs in this case would have 
crossed the threshold, the NRC has determined that the violation is of more than minor significance. The finding was 
not considered to be more significant since had this information been accurately reported, it would not have likely 
caused the NRC to reconsider a regulatory position or undertake a substantial further inquiry. The significance of the 
associated performance deficiency was screened against the ROP per the guidance of Manual Chapter 0612, Appendix 
B. No associated ROP finding was identified and no cross-cutting aspect was assigned 
Inspection Report# : 2011004 (pdf)  

Emergency Preparedness 



Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Instrumentation to Implement EALs for Unplanned Radiological Effluent Release 
The inspectors identified a Green NCV of 10 CFR Part 50.54 q and 50.47(b)(4) because PPL did not have adequate 
instrumentation to assess and determine if an abnormal radiological effluent release was in progress such that the EAL 
classification process would declare an Alert accurately and in a timely manner. Specifically, the maximum range for 
the liquid radwaste discharge radiation monitor was inadequate to ensure the meter was onscale when the threshold 
value of 200 times the alarm setpoint established by the discharge permit was reached.  
The finding was more than minor because it is associated with the Emergency Preparedness (EP) cornerstone attribute 
of Facilities and Equipment, and affected the cornerstone objective of ensuring that a licensee is capable of 
implementing adequate measures to protect the health and safety of the public in the event of a radiological 
emergency. Specifically, the effective range for the liquid radwaste discharge monitor was insufficient to ensure a 
timely and accurate EAL classification could be made. Using IMC 0609, Appendix B, Section 5.4, the finding is of 
very low safety significance because the finding was determined to be an example of an ineffective EAL, such that an 
Alert would be declared in a degraded manner. This finding is related to the cross-cutting area of Pl&R - CAP because 
PPL did not thoroughly evaluate problems such that the resolutions address the causes and extent of conditions, to 
include properly classifying, prioritizing and evaluating for operability. Specifically, PPL failed to appropriately 
evaluate the extent of condition from similar NCVs issued in November 2008 and 2010 regarding inadequate 
instrumentation to support EAL declarations. [P.1(c)] (Section 1EP6)  
 
Inspection Report# : 2012002 (pdf)  

Occupational Radiation Safety 

Significance:  Jun 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to follow radiation protection procedures 
The inspector identified a non-cited violation (NCV) of Technical Specification (TS) 5.4.1.a, which requires that 
written procedures be implemented covering the activities in the applicable procedures recommended by Regulatory 
Guide 1.33, including procedures for as low as reasonably achievable (ALARA) program. Specifically, the Station 
ALARA Committee (SAC) did not review the scaffold work prior to the Refueling and Inspection Outage (RIO) 17 
for unit 1. Procedure NDAP-QA-1191, ALARA Program, Appendix A, provides specific criteria for tasks that must 
be reviewed by the SAC. One of these criteria is to review job specific Radiation Work Permits (RWP) evolutions 
where the initial dose estimate is greater than 5 person-rem. All of the actions were not completed prior to the start of 
the refueling outage. Specifically, the SAC did not review the scaffold work inside the drywell even though it was 
estimated to be 7 person-rem. The performance deficiency could lead to additional unexpected personnel exposure 
without additional evaluation by and approval of the SAC. The licensee subsequently entered the issue into the 
corrective action program as condition report (AR) (1555458).  
 
The finding is more than minor because it is associated with the Radiation Safety –Occupational Radiation Safety 
cornerstone attribute of program and process and affected the cornerstone objective of protecting worker health and 
safety from exposure to radiation. Specifically, the licensee did not take the appropriate actions defined in the 
procedure to evaluate the activity and challenge the actions to reduce dose for the task. Using the Inspection Manual 
Chapter (IMC) 0609, Appendix C, Occupational Radiation Safety Significance Determination Process, the inspector 
determined that the finding was of very low safety significance (Green) because Susquehanna’s three year rolling 
average is less than 240 person-rem and it did not involve: (1) an overexposure, (2) a substantial potential for 
overexposure, or (3) an impaired ability to assess dose. This finding was caused by inadequate procedure compliance 
that resulted in a lack of planning and review of a risk significant task. Consequently, the cause of this deficiency had 
a cross-cutting aspect in the area of Work Controls (H.3(a)). Specifically, the licensee failed to appropriately plan the 
scaffold work activity by incorporating risk insights or radiological safety and the need for planned contingencies, 



compensatory actions, and abort criteria. (Section 2RS02)
Inspection Report# : 2012003 (pdf)  

Significance:  Mar 31, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Noncompliance with Radiological Barrier 
A self-revealing, Green NCV of Technical Specification (TS) 5.7.1 was identified when a worker did not comply with 
a radiological barrier and protective measures for high radiation area (HRA) entry. Specifically, the worker entered a 
HRA but was not on the proper radiation work permit (RWP) and had not been briefed for HRA entrance. Upon 
identification, PPL conducted a Susquehanna Error Prevention Team Assessment (SEPTA), entered this issue into 
their CAP as Condition Report (CR) 1546827, and issued both an Effluents department clock reset and a Radiological 
Safety Note to station personnel.  
The finding was determined to be more than minor based on similarity to IMC 0612, Appendix E, Example 6.h, which 
describes an improper entry into an HRA. Specifically, the individual was not authorized entry into a HRA. It was 
also more than minor based on association with the human performance attribute of the Occupational Radiation Safety 
cornerstone and its objective to ensure the adequate protection of worker health and safety from exposure to radiation 
from radioactive material during routine civilian nuclear reactor operation. The finding was evaluated in accordance 
with IMC 0609, Appendix C, where it was determined to be Green since PPL’s three year average collective dose is 
less than 240 person-rem/unit. The inspectors determined that this issue had a cross-cutting aspect in Human 
Performance - Work Practices. Human error prevention techniques, such as pre-job briefings and self-checking are 
expected to be used commensurate with the risk of the assigned task, such that work activities are performed safely. 
Personnel also do not proceed in the face of uncertainty or unexpected circumstances. In this case, the worker did not 
adhere to the pre-job briefings associated with the assigned RWP that prohibited HRA entry and the worker’s health 
physics (HP) briefing that did the same. Further, the individual proceeded in the face of uncertainty by breaching the 
HRA boundary. [H.4(a)] (Section 4OA2.1)  
 
Inspection Report# : 2012002 (pdf)  

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Radiation Protection Procedures 
The inspectors identified a Green NCV of TS 5.4.1.a, which requires that written procedures be implemented covering 
the activities in the applicable procedures recommended by Regulatory Guide (RG) 1.33, including procedures for 
RWPs. On December 5, 2011, a work crew identified that dose rates exceeded the “Alert” levels specified on their 
RWPs used to transfer an 1100 Curie Cesium 137 source from a shipping cask to a calibration irradiator. Procedure 
NDAP-QA-0626, “Radiological Controlled Area (RCA) Access and RWP System,” Appendix X, provides specific 
actions that the radiation protection technician providing job coverage must take when “Alert” levels are exceeded. 
All of the actions were not completed prior to restarting the work on December 5, 2011. Specifically, higher levels of 
supervision were not notified, the RWP was not changed, and no additional actions or precautions were documented 
in the RWP remarks log as required by NDAP-QA-0626, Appendix X. PPL subsequently entered the issue into their 
CAP as CR 1521467.  
The finding is more than minor because it is associated with the Radiation Safety - Occupational Radiation Safety 
cornerstone attribute of program and process and affected the cornerstone objective of protecting worker health and 
safety from exposure to radiation. Specifically, PPL did not take the appropriate actions defined in the procedure to 
evaluate actions to prevent recurrence prior to restarting work when RWP alert levels had been exceeded. Using the 
IMC 0609, Appendix C, “Occupational Radiation Safety SDP,” the inspector determined that the finding was of very 
low safety significance (Green) because it did not involve: (1) an as low as is reasonably achievable (ALARA) 
planning and controls deficiency, (2) an overexposure, (3) a substantial potential for overexposure, or (4) an impaired 
ability to assess dose. This finding was caused by inadequate procedure compliance. Consequently, the cause of this 
deficiency had a cross-cutting aspect in the area of Human Performance. Specifically, PPL did not follow procedures. 
[H.4(b)] (Section 4OA2)  
 



Inspection Report# : 2012002 (pdf)  

Public Radiation Safety 

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

Miscellaneous 
Last modified : September 12, 2012 



Susquehanna 1 
3Q/2012 Plant Inspection Findings 

Initiating Events 

Significance:  Sep 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedure for Acts of Nature 
The inspectors identified a Green NCV of TS 5.4.1, “Procedures,” when PPL did not  
maintain adequate procedures to respond proactively to acts of nature. Specifically, PPL’s  
adverse weather procedure did not ensure timely risk management activities for imminent  
adverse weather were completed despite a National Weather Service (NWS) declaration of  
a high wind watch, high wind advisory, and a tornado watch. PPL entered this item in their  
Corrective Action Program (CAP) as condition report (CR) 1628452.  
The issue was evaluated in accordance with IMC 0612 and determined to be more than  
minor since it affected the procedure quality attribute of the Initiating Events cornerstone and  
its objective to limit the likelihood of events that upset plant stability and challenge critical  
safety functions during shutdown as well as power operations. Specifically, the inadequate  
procedure prevented PPL from taking proactive steps to limit the likelihood of high wind or  
tornado-related missile hazards upsetting plant electrical power systems.  
The finding screened to Green in accordance with IMC 0609, Attachment 4, and Appendix  
A, Exhibit 1, since it did not cause a reactor trip, involve the complete or partial loss of  
mitigation or support equipment, or impact the frequency of a fire or internal flooding event.  
The finding was determined to have a cross-cutting aspect in the area of Problem  
Identification and Resolution - CAP because PPL did not identify issues completely,  
accurately, and in a timely manner commensurate with their safety significance.  
Specifically, PPL did not identify that the Off Normal procedure was inadequate both during  
the 2011 periodic procedural review and during documentation of inspector observations in  
May 2012 as part of CR 1579977. [P.1(a)] (Section 1R01) 
Inspection Report# : 2012004 (pdf)  

Significance:  Mar 21, 2012 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Inadequate Gain Settings Result in Reactor Scram 
A self-revealing finding of very low safety significance was identified when Unit 1 automatically scrammed from 32 
percent power on April 22, 2010, due to low reactor water level. PPL entered inadequate gain settings in the feedwater 
digital ICS for reactor feed pump turbine (RFPT) speed control as part of the ICS design modification, and the test 
procedure, which was in progress at the time, did not specify exit criteria that would have ended the test prior to an 
automatic scram. PPL completed corrective actions related to the direct cause by updating the RFPT speed control 
characterizer block gain settings. This issue was entered in PPL’s CAP as condition report (CR) 1257781 (April 2010) 
and CR 1348940 (January 2011).  
The inspectors determined that inadequate procedures to perform post-modification testing on the digital ICS was a 
performance deficiency because the testing performed did not detect incorrect gain settings prior to a reactor scram. 
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The inspectors screened the performance deficiency in accordance with IMC 0612, Appendix B, “Issue Screening.”
The performance deficiency was determined to be more than minor because the finding was associated with the 
Initiating Events cornerstone attribute of Design Control, and affected the cornerstone objective of limiting the 
likelihood of those events that upset plant stability and challenge critical safety functions during power operation. The 
inspectors evaluated the finding using IMC 0609, Attachment 4, “Initial Screening and Characterization of Findings,” 
and determined the finding did not contribute to both the likelihood of a reactor trip and the likelihood that mitigation 
equipment would not be available. Consequently, the finding is of very low safety significance (Green).  
This finding has a cross-cutting aspect in the area of Human Performance, Work Control, because PPL did not plan 
and coordinate work activities consistent with nuclear safety. Specifically, PPL did not appropriately consider risk 
during the design modification and did not have adequate planned contingencies for the testing of the new digital ICS. 
(H.3(a)) (Section 4OA3.1)  
 
Inspection Report# : 2012008 (pdf)  

Significance:  Sep 30, 2010 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Procedural Inadequacies Result in Reactor Scram and Loss of Normal Heat Sink 
A self-revealing preliminary White finding regarding procedure NDAP-QA-0008, “Procedure Writer’s Guide,” 
Revision 8, was identified following a July 16, 2010, flooding event in the Unit 1 condenser bay which resulted in a 
manual reactor scram and loss of the normal heat sink. There were three instances of inadequate procedures identified. 
The first instance involved maintenance procedure MT-043-001 which provided inadequate instructions regarding 
installation of the condenser waterbox gaskets and led to the event. In addition, two other off-normal procedures were 
inadequate in that they complicated operator response to the event. Specifically, operators used a diagram in off-
normal procedure ON-100-003, “Chemistry Anomaly,” to identify and isolate the leak which was incorrect, delayed 
leak isolation, and resulted in a manual reactor scram in anticipation of a loss of the normal heat sink. Finally, ON-
142-001, “Circulating Water (CW) Leak,” did not contain specific instructions to isolate a condenser waterbox leak 
which contributed to operators using ON-100-003 which was not intended to be used to isolate the condenser box 
during flooding conditions. PPL corrected the diagram error, dewatered and repaired affected equipment, and entered 
this issue into their CAP (1282128).  
This finding was determined to be more than minor as it affected the Initiating Events cornerstone attribute of 
Procedure Quality and its objective of limiting the likelihood of those events that upset plant stability and challenge 
critical safety functions during power operation. The finding was evaluated using Phases 1, 2, and 3 of the 
Significance Determination Process. The conclusion of the Phase 3 analysis was an estimated change in core damage 
frequency (CDF) of 1.1E-6/yr (White) and an estimated change in large early release frequency (LERF) of 2.6E-7/yr 
(White). The finding is related to the cross-cutting area of Problem Identification and Resolution, Corrective Acton 
Program, in that PPL did not thoroughly evaluate problems such that the resolutions address the causes and extent of 
condition, as necessary. Specifically, PPL did not appropriately evaluate and correct a known issue in an off-normal 
procedure or adequately evaluate previous CW system waterbox manway gasket leaks to ensure that future 
occurrences could be prevented.  
 
Final SDP issued 12/16/2010. IR 2010-008  
 
Inspection Report# : 2010004 (pdf)  
Inspection Report# : 2010008 (pdf)  

Mitigating Systems 
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Significance:  Sep 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Risk Management Actions 
The inspectors identified a Green NCV of 10 CFR 50.65(a)(4) when PPL did not implement risk management actions 
(RMAs) during maintenance as required by station procedures. The inspectors identified multiple examples of PPL 
non-compliance with 10 CFR 50.65(a)(4); PPL’s implementing procedures NDAP-QA-0340, “Protected Equipment 
Program;” and NDAP-QA-1902, “Integrated Risk Management.” PPL entered the issue in their CAP as CRs 1611044, 
1604007, 1601929, 1602495, and 1611876.  
The finding was more than minor because it was similar to IMC 0612, Appendix E, examples 7.e and 7.f. Specifically, 
elevated plant risk required RMAs or additional RMAs that were not implemented as required by plant procedures. 
The finding also affected the equipment performance attribute of the Mitigating Systems Cornerstone and its objective 
to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. In accordance with IMC 0609, Attachment 4, the issues were determined to involve PPL’s assessment 
and management of risk associated with performing maintenance activities and was further assessed under IMC 0609, 
Appendix K, “Maintenance Risk Assessment and Risk Management SDP.” The issue was evaluated by a Senior 
Reactor Analyst utilizing flowchart 2, and the finding was determined to be of very low safety significance (Green) 
since it did not result in an increase to either the incremental core damage probability (ICDP) or to the incremental 
large early release probability (ILERP). The finding was determined to have a cross-cutting aspect in the area of 
Human Performance, Work Control, in that PPL did not plan work activities, consistent with nuclear safety, by 
incorporating risk insights. Specifically, PPL did not incorporate RMAs into its work activities despite recognition of 
increased risk. [H.3(a)] (Section 1R13) 
Inspection Report# : 2012004 (pdf)  

Significance:  Sep 10, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Compensatory Actions for Inadequate MOV Grease Analysis Procedures 
The inspectors identified an NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Actions,” because PPL did 
not take appropriate action to promptly correct an identified condition adverse to quality associated with PPL’s motor-
operated valve (MOV) lubrication program. PPL did not adhere to the corrective action timeliness standards specified 
in its corrective action process procedure NDAP-QA-0702, “Action Request and Condition Report Process,” Revision 
36. Section 7.56.1 states, in part, that compensatory action will be provided if permanent action will not be performed 
in a timely fashion. Specifically, while evaluating permanent revisions to the program to address the deficiencies, PPL 
did not take compensatory actions to address MOV grease analysis procedure and engineer qualification program 
deficiencies before sixty MOV grease analyses were completed in refueling outage 15. PPL entered this performance 
deficiency into their CAP under CR 1562326.  
The inspectors determined that the performance deficiency was more than minor because it was associated with the 
equipment performance attribute of the Mitigating Systems cornerstone and adversely affected the cornerstone 
objective of ensuring the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences. Specifically, failure to implement compensatory actions to analyze grease samples in 
MOVs affects the reliability of these valves. An MOV lubrication program is an integral part of the station’s Generic 
Letter 89-10 program for safety-related MOVs. PPL uses the results of the MOV grease analysis to determine the 
need for a valve actuator overhaul. The inspectors screened this issue to Green via Inspection Manual Chapter 0609, 
Attachment 4 and Appendix A, because the finding does not represent a loss of system and/or function, does not 
represent an actual loss of function of at least a single train for greater than its technical specification allowed outage 
time or two separate safety systems out-of-service for greater than its technical specification allowed outage time, and 
does not represent an actual loss of function of one or more non-technical specification trains of equipment designated 
as high safety-significant in accordance with the licensee’s Maintenance Rule program for greater than 24 hrs. The 
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inspectors determined that this issue had a cross-cutting aspect in the area of human performance, work practices, 
because PPL personnel did not follow PPL corrective action program procedure requirements regarding compensatory 
actions [H.4(b)]. (Section 4OA2.1.c(1))  
 
Inspection Report# : 2012009 (pdf)  

Significance:  Sep 10, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify and Correct a CAQ Associated with a Safety-Related Battery Maintenance Procedure 
The inspectors identified an NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Actions,” because PPL did 
not identify and correct the inadequate weekly testing procedure that resulted in the inoperability of the safety-related 
24-volt battery 1D670 that occurred on March 1, 2012. Specifically, because the engineer assigned to perform the 
Apparent Cause Evaluation (ACE) for the March 1, 2012, failure did not interview the technicians who performed the 
last weekly surveillance on the battery before the failure, PPL did not identify that the weekly testing procedure did 
not provide adequate instructions for restoring low battery electrolyte level. PPL entered this performance deficiency 
into their CAP as CR 1602339.  
The inspectors determined that this performance deficiency was more than minor because it affected the equipment 
performance attribute of the Mitigating Systems cornerstone and its objective of ensuring the availability, reliability, 
and capability of systems that respond to initiating events to prevent undesirable consequences. Specifically, as 
evidenced by the  
events on March 1, 2012, the use of the inadequate procedure resulted in the inoperability of the 1D670 battery that 
supports operation of the safety-related source range and intermediate range instrumentation. The inspectors 
determined that the inadequate procedure problem was a condition adverse to quality. The inspectors screened this 
issue to Green via Inspection Manual Chapter 0609, Attachment 4 and Appendix A, because the finding does not 
represent a loss of system and/or function, does not represent an actual loss of function of at least a single train for 
greater than its technical specification allowed outage time or two separate safety systems out-of-service for greater 
than its technical specification allowed outage time, and does not represent an actual loss of function of one or more 
non-technical specification trains of equipment designated as high safety-significant in accordance with the licensee’s 
Maintenance Rule program for greater than 24 hrs. The inspectors determined that this finding had a cross-cutting 
aspect in the area of problem identification and resolution, corrective action program, because PPL did not 
appropriately evaluate the unexpected inoperability of a safety-related battery such that a condition adverse to quality, 
the inadequate maintenance procedure that likely caused the battery inoperability, was identified and corrected [P.1.
(c)]. (Section 4OA2.1.c(2)) 
Inspection Report# : 2012009 (pdf)  

Significance:  Sep 10, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to identify and Correct a CAQ Associated with Reactor Recirculation Valve Exercising Surveillance 
Procedure 
The inspectors identified an NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Actions,” because PPL did 
not identify an inadequate recirculation valve surveillance procedure when the licensee completed the extent of 
condition review that was performed as part of the root cause analysis for the Reactor Core Isolation Cooling (RCIC) 
ramp generator signal converter (RGSC) failure on June 29, 2011. Specifically, PPL did not adhere to the extent of 
condition determination standards established in PPL procedure NDAP-00-0752, “Cause Analysis.” The actions taken 
to address the extent of condition were not of a depth sufficient to identify the same deficiency that existed in the 
RCIC flow surveillance procedure in other applicable surveillance procedures. As a result, the inadequate 
recirculation valve surveillance procedure was not identified. PPL entered this performance deficiency into their CAP 
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as CR 1596633.  
The inspectors determined that this performance deficiency was more than minor because it affected the procedural 
quality attribute of the Mitigating Systems cornerstone and its objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. Specifically, PPL did not 
complete an evaluation of the extent of condition for the identified inadequate RCIC surveillance procedure to a depth 
that would have identified the same deficiency in other similar procedures. As a result, an independent review by 
inspectors identified a similar condition associated with the reactor recirculation valve exercising procedure. The 
inspectors determined that this procedure problem was a condition adverse to quality. The inspectors screened this 
issue to Green via Inspection Manual Chapter 0609, Attachment 4 and Appendix A, because the finding does not 
represent a loss of system and/or function, does not represent an actual loss of function of at least a single train for 
greater than its technical specification allowed outage time or two separate safety systems out-of-service for greater 
than its technical specification allowed  
outage time, and does not represent an actual loss of function of one or more non-technical specification trains of 
equipment designated as high safety-significant in accordance with the licensee’s Maintenance Rule program for 
greater than 24 hrs. The inspectors determined that this finding had a cross-cutting aspect in the area of problem 
identification and resolution, corrective action program, because, although the root cause analysis appropriately 
bounded and defined the necessary actions to address the extent of condition, the implementation of those actions was 
insufficient to ensure similar conditions did not exist in other site procedures [P.1.(d)]. (Section 4OA2.1.c(3))  
 
Inspection Report# : 2012009 (pdf)  

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate MOV Program Implementation 
The inspectors identified a Green NCV of 10 CFR Part 50 Appendix B, Criterion V, “Instructions, Procedures, and 
Drawings,” regarding PPL’s safety-related motor operated valve (MOV) program. Specifically, the program lacked a 
procedure, qualification, and prescribed acceptance criteria for actuator grease analysis and PPL improperly 
implemented maintenance instructions for lubricating valve stems. PPL’s QA organization conducted a separate 
investigation and entered this issue in their CAP via CRs 1545581 and 1544737.  
This finding was considered more than minor because it was similar to IMC 0612, Appendix E, examples 3.j and 3.k, 
in that significant programmatic deficiencies existed that could lead to worse errors if uncorrected. The lack of a 
procedure, repeatable acceptance criteria, qualification, and multiple cycles without stem lubrication could result in 
untimely actuator overhauls and ultimately MOV degraded performance. Further, the performance deficiency affected 
the equipment performance attribute of the Mitigating Systems cornerstone and its objective to ensure the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. 
Specifically, inadequate MOV program implementation affects MOV reliability. The issue screened to Green via IMC 
0609 Attachment 4 since it was not a design or qualification deficiency or loss of safety function and did not screen as 
potentially risk significant due to external events. The issue was determined to have a cross-cutting aspect in the area 
of Problem Identification and Resolution. In this case, PPL was aware of the lack of procedural guidance and 
qualification for MOV grease analysis as well as non-compliance with stem lubrication instructions but had not 
entered the concerns in its CAP. [P.1(a)] (Section 1R12)  
 
Inspection Report# : 2012002 (pdf)  

Significance:  Dec 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Implement Work Instructions Results in C EDG Inoperability 
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An NRC-identified Green NCV of TS 5.4.1, “Procedures,” due to PPL’s failure to properly plan and implement work 
instructions and Quality Control (QC) hold point inspections associated with a modification to the ‘C’ Emergency 
Diesel Generator (EDG) fuel pump assemblies was identified. The error resulted in the failure of the ‘C’ EDG to 
continue running during surveillance testing on December 6, 2011. This resulted in PPL failing to meet the 
requirements of TS 3.8.1, “AC Sources- Operating”, when it was determined that the ‘C’ EDG was inoperable from 
September 19, 2011, following restoration from its maintenance outage, until December 6, 2011, when the operable 
‘E’ EDG was substituted for the ‘C’ EDG. Additionally, the failure to implement work instructions resulted in PPL 
failing to meet the requirements of 10 CFR Part 50, Appendix B, Criterion X, “Inspection,” which requires, in part, 
that licensees execute a program for inspection of activities affecting quality to verify conformance with the 
documented instructions, procedures, and drawings for accomplishing the activity. The deficiency was entered into 
PPL’s corrective action program (CAP) as condition Report (CR) 1506105 and a root cause analysis (RCA) was 
performed.  
The performance deficiency was determined to be more than minor because the finding was associated with the 
Mitigating Systems cornerstone attribute of Human Performance, and affected 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). The finding was evaluated using Phase 1 and inspectors determined the finding was 
potentially greater than very low safety significance because the finding represented an actual loss of safety function 
of a single train for greater than its TS Allowed Outage Time. The Phase 2 analysis determined the finding was 
potentially greater than very low safety significance given an exposure time of 75 days. A Phase 3 analysis was 
conducted by an NRC Senior Reactor Analyst (SRA). This analysis indicated an increase in core damage frequency (?
CDF) for internal initiating events in the range of 1 core damage accident in 40,000,000 years of reactor operation, in 
the low E-8 range per year for each unit. The dominant core damage sequences included losses of offsite power with 
the failure of all EDGs, due to common cause, resulting in a station blackout, followed by operator failure to extend 
RCIC operation with loss of DC power, failure to depressurize the reactor and failure to recover offsite power within 4 
hours. The finding is related to the CCA of Human Performance, Work Practices, in that PPL personnel did not use 
human error prevention techniques, such as holding pre-job briefings, self and peer checking, and proper 
documentation of activities, commensurate with the risk of the assigned task, such that work activities are performed 
safely. Specifically, PPL did not perform adequate human error prevention techniques such that the incorrect 
assembly of delivery valve springs and stops avoided. (H.4(a)) (Section 1R13)  
 
Inspection Report# : 2011005 (pdf)  
Inspection Report# : 2012004 (pdf)  

Significance: SL-IV Nov 08, 2011 
Identified By: NRC 
Item Type: VIO Violation 
Violation of 10CFR55.25, Failure to Notify NRC of a Change in Medical Status and Request a Conditional 
License 
The inspectors identified a SL IV NOV of 10 CFR 55.25, “Incapacitation Because of Disability or Illness,” for PPL 
failing to notify the NRC of a known permanent change in medical status of a licensed operator, and 10 CFR 55.3, 
“License Requirements,” for failing to ensure that an individual license holder, in the capacity of a reactor operator 
(RO), met the medical prerequisites prior to performing licensed operator duties. Specifically, an RO failed a medical 
examination in both 2009 and 2011 which identified a disqualifying condition and performed licensed duties without 
an NRC-approved, amended license. He performed the function of an RO while on watch from April 2009 through 
August 2011, when the NRC identified this issue. However, the operator did wear corrective lenses while standing 
watch since April 2009. Upon notification PPL submitted, and the NRC approved, a conditional license to address the 
disqualifying medical condition. PPL entered this issue into their corrective action program (CAP) as condition report 
(CR) 1450138.  
 
The inspectors determined that PPL’s failure to notify the NRC of a known permanent change in a licensed operator’s 
medical status and request an amended license in order to assume licensed duties was a performance deficiency. This 
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finding was evaluated using the traditional enforcement process because the issue had the potential to impact or 
impede the regulatory process. Specifically, there was a potential for license termination or the issuance of a 
conditional license to accommodate for a medical condition. The RO performed licensed duties from April 2009 
through August 2011 with a disqualifying condition that required his license to be amended. Using the NRC 
Enforcement Policy, this violation was characterized at SL IV, in accordance with Section 6.4.  
 
This violation is being cited in the enclosed Notice in accordance with NRC Enforcement Manual Section 3.1.2, 
because the violation was determined to be repetitive of NRC Enforcement Action (EA) 09-248 dated January 28, 
2010, an SLIII Notice of Violation related to a Senior Reactor Operator (SRO) standing watch without meeting a 
medical qualification requirement. The medical conditions in both the former and current cases were similar; 
therefore, it was reasonable that an adequate extent of condition review for EA-09-248 should have identified the 
additional discrepancy.  
 
This significance of the associated performance deficiency was screened against the Reactor Oversight Process (ROP) 
per the guidance of IMC 0612, Appendix B. No associated ROP finding was identified and no cross-cutting aspect 
was assigned. (Section 1R11)  
 
Inspection Report# : 2011004 (pdf)  

Significance:  Dec 31, 2009 
Identified By: NRC 
Item Type: FIN Finding 
Scenarios for NRC Annual Operating Examinations Did Not Meet Quantitative Standards for Total 
Malfunctions 
The inspectors identified greater finding in that 20% of the NRC annual operating exam simulator scenarios reviewed 
did not meet the quantitative standard for total malfunctions, 4 to 8 for a single scenario, and 10 to 14 for a scenario 
set established in NUREG-1021, “Operator Licensing Examination Standards for Power Reactors,” Form ES-604-1, 
“Simulator Scenario Review Checklist.” In addition, the licensee’s procedures NTP-QA-31.11, “Operator 
Requalification Exam Preparation and Implementation” and NTP-QA-31.7, “Simulator Scenario Writers Guides,” 
recommend these same quantitative standards. The quantitative guidelines for malfunctions is an important metric 
because it establishes an objective standard used throughout the nuclear industry to ensure that the simulator portion 
of the NRC-required annual operating exams are written at an appropriate level of difficulty. As an immediate 
corrective action, the licensee entered this finding into their corrective action process (CR 1187760).  
 
This finding was more than minor because it was associated with the Human Performance attribute of the Mitigation 
Systems cornerstone and affected the objective of ensuring the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences. Specifically, the finding affected the level of 
difficulty of simulator operating exams which potentially impacted PPL’s ability to appropriately evaluate licensed 
operators. A review of the possible cross-cutting aspects was performed and no cross-cutting aspect was identified 
that would be considered a contributor to the cause of the finding. 
Inspection Report# : 2009005 (pdf)  

Barrier Integrity 

Significance:  Sep 30, 2012 
Identified By: NRC 
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Item Type: FIN Finding 
Inadequate Troubleshooting Results in Loss of Secondary Containment and Protected Equipment 
A self-revealing Green finding against PPL procedure NDAP-QA-0510, “Troubleshooting Plant Equipment,” was 
identified when inadequate troubleshooting caused repeated inoperability of secondary containment, an associated 
unplanned Unit 2 entry into a 4-hour limiting condition for operation (LCO) action statement, and a loss of the ‘1C’ 
fuel pool cooling (FPC) pump during equipment restoration. The FPC pump had been designated as protected 
equipment as a risk management action. The failure to perform adequate troubleshooting activities to identify and 
correct equipment problems prior to restoration was a performance deficiency that was within PPL’s ability to foresee 
and prevent. PPL entered this issue into their CAP as CR 1628250.  
The inspectors determined that the finding was more than minor because it was associated with the configuration 
control attribute of the Barrier Integrity cornerstone and adversely affected its objective to provide reasonable 
assurance that physical design barriers protect the public from radionuclide releases caused by accidents or events. 
Specifically, the event resulted in the inoperability of secondary containment and loss of a FPC pump. The finding 
was evaluated in accordance with IMC 0609, Attachment 4, and Appendix A - Exhibit 3, and was determined to be of 
very low safety significance (Green) because the finding did not only represent a degradation of the radiological 
barrier function provided for the standby gas treatment system and it did not: a) cause the spent fuel pool to exceed a 
maximum temperature limit; b) cause mechanical fuel damage and detectable release of radio-nuclides; c) result in the 
loss of spent fuel pool water inventory; or d) affect spent fuel shutdown margin. This finding is related to the cross-
cutting area of Human Performance – Decision-Making because PPL did not make safety-significant or risk-
significant decisions using a systematic process, especially when faced with uncertain or unexpected plant conditions, 
to ensure safety is maintained. Specifically, PPL failed to restore equipment in a systematic manner, given the 
intermittent nature of heater faults, to preclude a repeated loss of protected equipment and secondary containment. 
[H.1(a)] (Section 1R12) 
Inspection Report# : 2012004 (pdf)  

Significance:  Jun 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Correct Secondary Containment Bypass Leakage Condition Adverse to Quality 
The inspectors identified a Green NCV of 10 CFR Part 50, Appendix B, Criterion XVI, "Corrective Action," for PPL's 
failure to prevent recurrence of a significant condition adverse to quality (SCAQ) when secondary containment bypass 
leakage (SCBL) was in excess of its TS allowed value for two consecutive tests. In this case, the SCAQ, as defined by 
PPL procedure NDAP-QA-0702, “Action Request (AR) and Condition Report (CR) Process,” was the same condition 
as reported in LER 05000387/2010-001 and actions taken in 2010 to prevent recurrence were inadequate because they 
did not fully consider all the penetrations that account for SCBL. PPL subsequently entered the issue into the CAP as 
CR 1582747.  
The finding was determined to be more than minor because it was associated with the structures, systems and 
components (SSCs) and barrier performance attribute of the Barrier Integrity cornerstone and affected its objective to 
provide reasonable assurance that physical design barriers (fuel cladding, reactor coolant system, and containment) 
protect the public from radionuclide releases caused by accidents or events. The inspectors assessed the finding to be 
of very low safety significance (Green) because it did not represent a degradation of the barrier function of the control 
room, did not represent an actual open pathway in the physical integrity of reactor containment, and did not involve an 
actual reduction in function of hydrogen igniters in containment. This finding has a cross-cutting aspect in the area of 
Human Performance, Decision Making, because PPL did not use conservative assumptions in decision making and 
adopt a requirement to demonstrate that the proposed action is safe in order to proceed rather than a requirement to 
demonstrate that it is unsafe in order to disapprove the action. Specifically, the decisions to not rework valve 
HV151F016B or perform work on valve 141818A when leakage was at a value that potentially challenged the SCBL 
limit was not based on conservative assumptions. [H.1(b)] (Section 1R12)  
 
Inspection Report# : 2012003 (pdf)  
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Significance:  Jun 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Correct Outboard MSIV LLRT failure Condition Adverse to Quality 
An NRC-identified Green NCV of 10 CFR Part 50, Appendix B, Criterion XVI, "Corrective Action," was identified 
for PPL's failure to correct excessive seat leakage associated with the Unit 1 ‘D’ outboard MSIV, HV141F028D, such 
that the leakage was in excess of the Technical Specification (TS) allowed value for two consecutive tests. 
Specifically, work instructions to perform maintenance and post-maintenance testing on the valve following a local 
leak rate test (LLRT) failure in 2010 were inadequate to ensure the CAQ was corrected. PPL subsequently entered the 
issue into the CAP as CRs 1554813 and 1590506.  
The finding was determined to be more than minor because it was associated with the SSCs and barrier performance 
attribute of the Barrier Integrity cornerstone and affected its objective to provide reasonable assurance that physical 
design barriers (fuel cladding, reactor coolant system, and containment) protect the public from radionuclide releases 
caused by accidents or events. The inspectors assessed the finding to be of very low safety significance (Green) 
because it did not represent a degradation of the barrier function of the control room, did not represent an actual open 
pathway in the physical integrity of reactor containment, and did not involve the actual reduction in function of 
hydrogen igniters in containment. This finding has a cross-cutting aspect in the area of Human Performance, 
Resources, because PPL did not ensure that personnel, equipment, procedures, and other resources were available and 
adequate to assure nuclear safety. Specifically, the instructions used to perform maintenance and testing on the MSIVs 
were inadequate to ensure that excessive seat leakage was corrected. [H.2(c)] (Section 1R12)  
 
Inspection Report# : 2012003 (pdf)  

Significance:  Jun 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Improperly Performed Maintenance Impacts Secondary Containment 
A self-revealing Green NCV of TS 5.4.1, “Procedures,” was identified regarding PPL’s conduct of maintenance 
during a Unit 1 refueling outage which impacted the operating unit, Unit 2. Specifically, improperly performed 
maintenance on a Unit 1 main stop valve (MSV) and outboard main steam isolation valve (MSIV) affected safety-
related equipment to include the standby gas treatment system (SGTS) and Unit 2 secondary containment in an 
unplanned manner.  
PPL entered this issue in their CAP via CRs 1558764, 1558718, and 1560235 and performed a root cause analysis 
(RCA) on this.  
Improperly performed MSIV and MSV maintenance was a performance deficiency within PPL’s ability to foresee and 
correct. This finding was considered more than minor because it was similar to IMC 0612, Appendix E, Examples 3.j 
and 3.k, in that a physical plant condition and subsequent engineering calculation resulted in a condition where there 
was reasonable doubt on the operability of a system or component, in this case secondary containment. Further, the 
performance deficiency affected the procedure quality and SSC and barrier performance attributes of the Barrier 
Integrity cornerstone and its objective to provide reasonable assurance that physical design barriers protect the public 
from radionuclide releases caused by accidents or events. In this case, lack of coordination resulted in a loss of 
reasonable assurance that secondary containment was operable. The issue screened to Green via IMC 0609, 
Attachment 4, since it did not represent a degradation of the barrier function of the control room, did not represent an 
actual open pathway in the physical integrity of reactor containment, and did not involve the actual reduction in 
function of hydrogen igniters in containment. The issue was determined to have a cross-cutting aspect in the area of 
Human Performance to plan and coordinate work activities, consistent with nuclear safety. In this case, the MSV and 
MSIV work activities were not coordinated amongst various departments to address the operational impact of 
sequence changes on plant configuration. [H.3(b)] (Section 1R15)  
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Inspection Report# : 2012003 (pdf)  

Significance:  Nov 08, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Surveillance Procedure Results in Missed Technical Specification Surveillance Requirements for 
Secondary Containment 
An NRC-identified Green NCV of Susquehanna Unit 1 and 2 TS 5.4.1, “Procedures,” was identified for an inadequate 
surveillance procedure for implementing Technical Specifications (TS) Surveillance Requirement (SR) 3.6.4.1.4 and 
3.6.4.1.5. Specifically, the implementing procedure was revised allowing the SR to be missed and subsequently 
required entry into SR 3.0.3. PPL entered this issue in their CAP as CR 1460362.  
 
The finding is more than minor because it was similar to example 3.d in IMC 0612 Appendix E, ”Examples of Minor 
Issues” in that the failure to implement the TS SR as required is not minor if the surveillance had not been conducted. 
In this case, the SR had not been completed for all configurations of secondary containment and required both Unit 1 
and Unit 2 to enter SR 3.0.3 for a missed surveillance. Additionally, it is associated with the procedure quality 
attribute to maintain functionality of containment and 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 inadequate surveillance procedure resulted in missed surveillances, SRs 3.6.4.1.4 and 3.6.4.1.5 and 
entry into SR 3.0.3 for missed surveillances. The finding was evaluated for significance using IMC 0609, Attachment 
4, “Phase 1 - Initial Screening and Characterization of Findings.” Since the finding only represented a degradation of 
the radiological barrier function provided for the reactor building (RB) (i.e. secondary containment), the finding was 
determined to be of very low safety significance (Green). This finding is related to the cross-cutting area of Human 
Performance – Resources because PPL did not ensure that personnel, equipment, procedures, and other resources were 
available and adequate to assure nuclear safety. Specifically, the procedures did not ensure surveillance requirements 
(SRs) required by TS 3.6.4.1 were implemented.  
 
Inspection Report# : 2011004 (pdf)  

Significance: SL-IV Nov 08, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inaccurate RCS PI Data Submittal 
An NRC-identified SL-IV NCV of 10 CFR 50.9(a), “Completeness and Accuracy of Information,” occurred when 
PPL inaccurately reported reactor coolant system (RCS) leakage values under the RCS leakage performance indicator 
(PI) for both units since inception of the PI in April 2000. PPL entered the issue in their CAP as CR 1441824, 
completed an apparent cause evaluation, and plans to revise PI data previously submitted. No performance indicator 
crossed the Green/White threshold once the values were updated.  
 
Because violations of 10 CFR 50.9 are considered to potentially impede or impact the regulatory process, they are 
dispositioned using the traditional enforcement process. The inspectors concluded that PPL had reasonable 
opportunity to foresee and correct the inaccurate information prior to the information being submitted to the NRC. 
PPL's failure to identify and correct the recurring errors over this period of time indicated the existence of a 
programmatic issue. Additionally, verification of the corrected PI data in a subsequent inspection will have more than 
an insignificant regulatory impact on the NRC. Accordingly, although none of the affected PIs in this case would have 
crossed the threshold, the NRC has determined that the violation is of more than minor significance. The finding was 
not considered to be more significant since had this information been accurately reported, it would not have likely 
caused the NRC to reconsider a regulatory position or undertake a substantial further inquiry. The significance of the 
associated performance deficiency was screened against the ROP per the guidance of Manual Chapter 0612, Appendix 
B. No associated ROP finding was identified and no cross-cutting aspect was assigned 
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Inspection Report# : 2011004 (pdf)  

Emergency Preparedness 

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Instrumentation to Implement EALs for Unplanned Radiological Effluent Release 
The inspectors identified a Green NCV of 10 CFR Part 50.54 q and 50.47(b)(4) because PPL did not have adequate 
instrumentation to assess and determine if an abnormal radiological effluent release was in progress such that the EAL 
classification process would declare an Alert accurately and in a timely manner. Specifically, the maximum range for 
the liquid radwaste discharge radiation monitor was inadequate to ensure the meter was onscale when the threshold 
value of 200 times the alarm setpoint established by the discharge permit was reached.  
The finding was more than minor because it is associated with the Emergency Preparedness (EP) cornerstone attribute 
of Facilities and Equipment, and affected the cornerstone objective of ensuring that a licensee is capable of 
implementing adequate measures to protect the health and safety of the public in the event of a radiological 
emergency. Specifically, the effective range for the liquid radwaste discharge monitor was insufficient to ensure a 
timely and accurate EAL classification could be made. Using IMC 0609, Appendix B, Section 5.4, the finding is of 
very low safety significance because the finding was determined to be an example of an ineffective EAL, such that an 
Alert would be declared in a degraded manner. This finding is related to the cross-cutting area of Pl&R - CAP because 
PPL did not thoroughly evaluate problems such that the resolutions address the causes and extent of conditions, to 
include properly classifying, prioritizing and evaluating for operability. Specifically, PPL failed to appropriately 
evaluate the extent of condition from similar NCVs issued in November 2008 and 2010 regarding inadequate 
instrumentation to support EAL declarations. [P.1(c)] (Section 1EP6)  
 
Inspection Report# : 2012002 (pdf)  

Occupational Radiation Safety 

Significance:  Jun 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to follow radiation protection procedures 
The inspector identified a non-cited violation (NCV) of Technical Specification (TS) 5.4.1.a, which requires that 
written procedures be implemented covering the activities in the applicable procedures recommended by Regulatory 
Guide 1.33, including procedures for as low as reasonably achievable (ALARA) program. Specifically, the Station 
ALARA Committee (SAC) did not review the scaffold work prior to the Refueling and Inspection Outage (RIO) 17 
for unit 1. Procedure NDAP-QA-1191, ALARA Program, Appendix A, provides specific criteria for tasks that must 
be reviewed by the SAC. One of these criteria is to review job specific Radiation Work Permits (RWP) evolutions 
where the initial dose estimate is greater than 5 person-rem. All of the actions were not completed prior to the start of 
the refueling outage. Specifically, the SAC did not review the scaffold work inside the drywell even though it was 
estimated to be 7 person-rem. The performance deficiency could lead to additional unexpected personnel exposure 
without additional evaluation by and approval of the SAC. The licensee subsequently entered the issue into the 
corrective action program as condition report (AR) (1555458). 
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The finding is more than minor because it is associated with the Radiation Safety –Occupational Radiation Safety 
cornerstone attribute of program and process and affected the cornerstone objective of protecting worker health and 
safety from exposure to radiation. Specifically, the licensee did not take the appropriate actions defined in the 
procedure to evaluate the activity and challenge the actions to reduce dose for the task. Using the Inspection Manual 
Chapter (IMC) 0609, Appendix C, Occupational Radiation Safety Significance Determination Process, the inspector 
determined that the finding was of very low safety significance (Green) because Susquehanna’s three year rolling 
average is less than 240 person-rem and it did not involve: (1) an overexposure, (2) a substantial potential for 
overexposure, or (3) an impaired ability to assess dose. This finding was caused by inadequate procedure compliance 
that resulted in a lack of planning and review of a risk significant task. Consequently, the cause of this deficiency had 
a cross-cutting aspect in the area of Work Controls (H.3(a)). Specifically, the licensee failed to appropriately plan the 
scaffold work activity by incorporating risk insights or radiological safety and the need for planned contingencies, 
compensatory actions, and abort criteria. (Section 2RS02) 
Inspection Report# : 2012003 (pdf)  

Significance:  Mar 31, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Noncompliance with Radiological Barrier 
A self-revealing, Green NCV of Technical Specification (TS) 5.7.1 was identified when a worker did not comply with 
a radiological barrier and protective measures for high radiation area (HRA) entry. Specifically, the worker entered a 
HRA but was not on the proper radiation work permit (RWP) and had not been briefed for HRA entrance. Upon 
identification, PPL conducted a Susquehanna Error Prevention Team Assessment (SEPTA), entered this issue into 
their CAP as Condition Report (CR) 1546827, and issued both an Effluents department clock reset and a Radiological 
Safety Note to station personnel.  
The finding was determined to be more than minor based on similarity to IMC 0612, Appendix E, Example 6.h, which 
describes an improper entry into an HRA. Specifically, the individual was not authorized entry into a HRA. It was 
also more than minor based on association with the human performance attribute of the Occupational Radiation Safety 
cornerstone and its objective to ensure the adequate protection of worker health and safety from exposure to radiation 
from radioactive material during routine civilian nuclear reactor operation. The finding was evaluated in accordance 
with IMC 0609, Appendix C, where it was determined to be Green since PPL’s three year average collective dose is 
less than 240 person-rem/unit. The inspectors determined that this issue had a cross-cutting aspect in Human 
Performance - Work Practices. Human error prevention techniques, such as pre-job briefings and self-checking are 
expected to be used commensurate with the risk of the assigned task, such that work activities are performed safely. 
Personnel also do not proceed in the face of uncertainty or unexpected circumstances. In this case, the worker did not 
adhere to the pre-job briefings associated with the assigned RWP that prohibited HRA entry and the worker’s health 
physics (HP) briefing that did the same. Further, the individual proceeded in the face of uncertainty by breaching the 
HRA boundary. [H.4(a)] (Section 4OA2.1)  
 
Inspection Report# : 2012002 (pdf)  

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Radiation Protection Procedures 
The inspectors identified a Green NCV of TS 5.4.1.a, which requires that written procedures be implemented covering 
the activities in the applicable procedures recommended by Regulatory Guide (RG) 1.33, including procedures for 
RWPs. On December 5, 2011, a work crew identified that dose rates exceeded the “Alert” levels specified on their 
RWPs used to transfer an 1100 Curie Cesium 137 source from a shipping cask to a calibration irradiator. Procedure 
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NDAP-QA-0626, “Radiological Controlled Area (RCA) Access and RWP System,” Appendix X, provides specific 
actions that the radiation protection technician providing job coverage must take when “Alert” levels are exceeded. 
All of the actions were not completed prior to restarting the work on December 5, 2011. Specifically, higher levels of 
supervision were not notified, the RWP was not changed, and no additional actions or precautions were documented 
in the RWP remarks log as required by NDAP-QA-0626, Appendix X. PPL subsequently entered the issue into their 
CAP as CR 1521467.  
The finding is more than minor because it is associated with the Radiation Safety - Occupational Radiation Safety 
cornerstone attribute of program and process and affected the cornerstone objective of protecting worker health and 
safety from exposure to radiation. Specifically, PPL did not take the appropriate actions defined in the procedure to 
evaluate actions to prevent recurrence prior to restarting work when RWP alert levels had been exceeded. Using the 
IMC 0609, Appendix C, “Occupational Radiation Safety SDP,” the inspector determined that the finding was of very 
low safety significance (Green) because it did not involve: (1) an as low as is reasonably achievable (ALARA) 
planning and controls deficiency, (2) an overexposure, (3) a substantial potential for overexposure, or (4) an impaired 
ability to assess dose. This finding was caused by inadequate procedure compliance. Consequently, the cause of this 
deficiency had a cross-cutting aspect in the area of Human Performance. Specifically, PPL did not follow procedures. 
[H.4(b)] (Section 4OA2)  
 
Inspection Report# : 2012002 (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 : November 30, 2012 

3Q/2012 Inspection Findings - Susquehanna 1

Page 13 of 13



Susquehanna 1 
4Q/2012 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Improper Stress Intensification Factor Results in Not Identifying ASME Limits for Pipe Stress Being Exceeded
A self-revealing Green NCV of 10 CFR 50 Appendix B, Criteria III, “Design Control,” was identified related to a leak 
on the Unit 1 ‘A’ reactor recirculation pump suction line decontamination flange weld. Specifically, PPL personnel 
used an incorrect value for stress intensification factor in the vibration analysis in 2004 to support an extended power 
uprate (EPU). When the correct stress intensification factor was applied, American Society of Mechanical Engineers 
(ASME) OM-3 code limits for endurance and fatigue stress were exceeded. The weld failure resulted in pressure 
boundary leakage in excess of TS 3.4.4 limits from approximately June 16 through 19, 2012. PPL staff entered the 
problem in the PPL corrective action program (CAP) as CR 1589390, repaired and modified the flange line, and 
revised the calculation.  
The inspectors reviewed the performance deficiency using NRC IMC 0612, Appendix B, “Issue Screening,” and 
determined to be more than minor because it affected the Initiating Events cornerstone attribute of design control. The 
issue adversely affected the associated cornerstone objective of limiting the likelihood of those events that upset plant 
stability and challenge critical safety functions during shutdown as well as power operations. The finding was 
evaluated using Section A of IMC 609, Appendix A, Exhibit 1, “Initiating Events Screening Questions.” Since the 
finding result could not have reasonably exceeded the leak rate for a small loss of coolant accident (LOCA) and did 
not likely affect other systems used to mitigate a LOCA resulting in a total loss of their function (e.g., inter-facing 
system LOCA), the finding screened to very low safety significance (Green). This finding was determined to not be 
indicative of current performance because the deficiency occurred in 2004 and procedures and training are in place 
that would have precluded the issue. Therefore, no cross-cutting aspect is assigned. (Section 4OA2)  
 
Inspection Report# : 2012005 (pdf)  

Significance:  Sep 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedure for Acts of Nature 
The inspectors identified a Green NCV of TS 5.4.1, “Procedures,” when PPL did not  
maintain adequate procedures to respond proactively to acts of nature. Specifically, PPL’s  
adverse weather procedure did not ensure timely risk management activities for imminent  
adverse weather were completed despite a National Weather Service (NWS) declaration of  
a high wind watch, high wind advisory, and a tornado watch. PPL entered this item in their  
Corrective Action Program (CAP) as condition report (CR) 1628452.  
The issue was evaluated in accordance with IMC 0612 and determined to be more than  
minor since it affected the procedure quality attribute of the Initiating Events cornerstone and  
its objective to limit the likelihood of events that upset plant stability and challenge critical  
safety functions during shutdown as well as power operations. Specifically, the inadequate  
procedure prevented PPL from taking proactive steps to limit the likelihood of high wind or  
tornado-related missile hazards upsetting plant electrical power systems.  
The finding screened to Green in accordance with IMC 0609, Attachment 4, and Appendix  
A, Exhibit 1, since it did not cause a reactor trip, involve the complete or partial loss of  
mitigation or support equipment, or impact the frequency of a fire or internal flooding event.  
The finding was determined to have a cross-cutting aspect in the area of Problem  
Identification and Resolution - CAP because PPL did not identify issues completely, 
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accurately, and in a timely manner commensurate with their safety significance. 
Specifically, PPL did not identify that the Off Normal procedure was inadequate both during  
the 2011 periodic procedural review and during documentation of inspector observations in  
May 2012 as part of CR 1579977. [P.1(a)] (Section 1R01) 
Inspection Report# : 2012004 (pdf)  

Significance:  Mar 21, 2012 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Inadequate Gain Settings Result in Reactor Scram 
A self-revealing finding of very low safety significance was identified when Unit 1 automatically scrammed from 32 
percent power on April 22, 2010, due to low reactor water level. PPL entered inadequate gain settings in the feedwater 
digital ICS for reactor feed pump turbine (RFPT) speed control as part of the ICS design modification, and the test 
procedure, which was in progress at the time, did not specify exit criteria that would have ended the test prior to an 
automatic scram. PPL completed corrective actions related to the direct cause by updating the RFPT speed control 
characterizer block gain settings. This issue was entered in PPL’s CAP as condition report (CR) 1257781 (April 2010) 
and CR 1348940 (January 2011).  
The inspectors determined that inadequate procedures to perform post-modification testing on the digital ICS was a 
performance deficiency because the testing performed did not detect incorrect gain settings prior to a reactor scram. 
The inspectors screened the performance deficiency in accordance with IMC 0612, Appendix B, “Issue Screening.” 
The performance deficiency was determined to be more than minor because the finding was associated with the 
Initiating Events cornerstone attribute of Design Control, and affected the cornerstone objective of limiting the 
likelihood of those events that upset plant stability and challenge critical safety functions during power operation. The 
inspectors evaluated the finding using IMC 0609, Attachment 4, “Initial Screening and Characterization of Findings,” 
and determined the finding did not contribute to both the likelihood of a reactor trip and the likelihood that mitigation 
equipment would not be available. Consequently, the finding is of very low safety significance (Green).  
This finding has a cross-cutting aspect in the area of Human Performance, Work Control, because PPL did not plan 
and coordinate work activities consistent with nuclear safety. Specifically, PPL did not appropriately consider risk 
during the design modification and did not have adequate planned contingencies for the testing of the new digital ICS. 
(H.3(a)) (Section 4OA3.1)  
 
Inspection Report# : 2012008 (pdf)  

Mitigating Systems 

Significance:  Sep 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Risk Management Actions 
The inspectors identified a Green NCV of 10 CFR 50.65(a)(4) when PPL did not implement risk management actions 
(RMAs) during maintenance as required by station procedures. The inspectors identified multiple examples of PPL 
non-compliance with 10 CFR 50.65(a)(4); PPL’s implementing procedures NDAP-QA-0340, “Protected Equipment 
Program;” and NDAP-QA-1902, “Integrated Risk Management.” PPL entered the issue in their CAP as CRs 1611044, 
1604007, 1601929, 1602495, and 1611876.  
The finding was more than minor because it was similar to IMC 0612, Appendix E, examples 7.e and 7.f. Specifically, 
elevated plant risk required RMAs or additional RMAs that were not implemented as required by plant procedures. 
The finding also affected the equipment performance attribute of the Mitigating Systems Cornerstone and its objective 
to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. In accordance with IMC 0609, Attachment 4, the issues were determined to involve PPL’s assessment 
and management of risk associated with performing maintenance activities and was further assessed under IMC 0609, 
Appendix K, “Maintenance Risk Assessment and Risk Management SDP.” The issue was evaluated by a Senior 
Reactor Analyst utilizing flowchart 2, and the finding was determined to be of very low safety significance (Green) 
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since it did not result in an increase to either the incremental core damage probability (ICDP) or to the incremental 
large early release probability (ILERP). The finding was determined to have a cross-cutting aspect in the area of 
Human Performance, Work Control, in that PPL did not plan work activities, consistent with nuclear safety, by 
incorporating risk insights. Specifically, PPL did not incorporate RMAs into its work activities despite recognition of 
increased risk. [H.3(a)] (Section 1R13) 
Inspection Report# : 2012004 (pdf)  

Significance:  Sep 10, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Compensatory Actions for Inadequate MOV Grease Analysis Procedures 
The inspectors identified an NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Actions,” because PPL did 
not take appropriate action to promptly correct an identified condition adverse to quality associated with PPL’s motor-
operated valve (MOV) lubrication program. PPL did not adhere to the corrective action timeliness standards specified 
in its corrective action process procedure NDAP-QA-0702, “Action Request and Condition Report Process,” Revision 
36. Section 7.56.1 states, in part, that compensatory action will be provided if permanent action will not be performed 
in a timely fashion. Specifically, while evaluating permanent revisions to the program to address the deficiencies, PPL 
did not take compensatory actions to address MOV grease analysis procedure and engineer qualification program 
deficiencies before sixty MOV grease analyses were completed in refueling outage 15. PPL entered this performance 
deficiency into their CAP under CR 1562326.  
The inspectors determined that the performance deficiency was more than minor because it was associated with the 
equipment performance attribute of the Mitigating Systems cornerstone and adversely affected the cornerstone 
objective of ensuring the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences. Specifically, failure to implement compensatory actions to analyze grease samples in 
MOVs affects the reliability of these valves. An MOV lubrication program is an integral part of the station’s Generic 
Letter 89-10 program for safety-related MOVs. PPL uses the results of the MOV grease analysis to determine the 
need for a valve actuator overhaul. The inspectors screened this issue to Green via Inspection Manual Chapter 0609, 
Attachment 4 and Appendix A, because the finding does not represent a loss of system and/or function, does not 
represent an actual loss of function of at least a single train for greater than its technical specification allowed outage 
time or two separate safety systems out-of-service for greater than its technical specification allowed outage time, and 
does not represent an actual loss of function of one or more non-technical specification trains of equipment designated 
as high safety-significant in accordance with the licensee’s Maintenance Rule program for greater than 24 hrs. The 
inspectors determined that this issue had a cross-cutting aspect in the area of human performance, work practices, 
because PPL personnel did not follow PPL corrective action program procedure requirements regarding compensatory 
actions [H.4(b)]. (Section 4OA2.1.c(1))  
 
Inspection Report# : 2012009 (pdf)  

Significance:  Sep 10, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify and Correct a CAQ Associated with a Safety-Related Battery Maintenance Procedure 
The inspectors identified an NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Actions,” because PPL did 
not identify and correct the inadequate weekly testing procedure that resulted in the inoperability of the safety-related 
24-volt battery 1D670 that occurred on March 1, 2012. Specifically, because the engineer assigned to perform the 
Apparent Cause Evaluation (ACE) for the March 1, 2012, failure did not interview the technicians who performed the 
last weekly surveillance on the battery before the failure, PPL did not identify that the weekly testing procedure did 
not provide adequate instructions for restoring low battery electrolyte level. PPL entered this performance deficiency 
into their CAP as CR 1602339.  
The inspectors determined that this performance deficiency was more than minor because it affected the equipment 
performance attribute of the Mitigating Systems cornerstone and its objective of ensuring the availability, reliability, 
and capability of systems that respond to initiating events to prevent undesirable consequences. Specifically, as 
evidenced by the  
events on March 1, 2012, the use of the inadequate procedure resulted in the inoperability of the 1D670 battery that 
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supports operation of the safety-related source range and intermediate range instrumentation. The inspectors 
determined that the inadequate procedure problem was a condition adverse to quality. The inspectors screened this 
issue to Green via Inspection Manual Chapter 0609, Attachment 4 and Appendix A, because the finding does not 
represent a loss of system and/or function, does not represent an actual loss of function of at least a single train for 
greater than its technical specification allowed outage time or two separate safety systems out-of-service for greater 
than its technical specification allowed outage time, and does not represent an actual loss of function of one or more 
non-technical specification trains of equipment designated as high safety-significant in accordance with the licensee’s 
Maintenance Rule program for greater than 24 hrs. The inspectors determined that this finding had a cross-cutting 
aspect in the area of problem identification and resolution, corrective action program, because PPL did not 
appropriately evaluate the unexpected inoperability of a safety-related battery such that a condition adverse to quality, 
the inadequate maintenance procedure that likely caused the battery inoperability, was identified and corrected [P.1.
(c)]. (Section 4OA2.1.c(2)) 
Inspection Report# : 2012009 (pdf)  

Significance:  Sep 10, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to identify and Correct a CAQ Associated with Reactor Recirculation Valve Exercising Surveillance 
Procedure 
The inspectors identified an NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Actions,” because PPL did 
not identify an inadequate recirculation valve surveillance procedure when the licensee completed the extent of 
condition review that was performed as part of the root cause analysis for the Reactor Core Isolation Cooling (RCIC) 
ramp generator signal converter (RGSC) failure on June 29, 2011. Specifically, PPL did not adhere to the extent of 
condition determination standards established in PPL procedure NDAP-00-0752, “Cause Analysis.” The actions taken 
to address the extent of condition were not of a depth sufficient to identify the same deficiency that existed in the 
RCIC flow surveillance procedure in other applicable surveillance procedures. As a result, the inadequate 
recirculation valve surveillance procedure was not identified. PPL entered this performance deficiency into their CAP 
as CR 1596633.  
The inspectors determined that this performance deficiency was more than minor because it affected the procedural 
quality attribute of the Mitigating Systems cornerstone and its objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. Specifically, PPL did not 
complete an evaluation of the extent of condition for the identified inadequate RCIC surveillance procedure to a depth 
that would have identified the same deficiency in other similar procedures. As a result, an independent review by 
inspectors identified a similar condition associated with the reactor recirculation valve exercising procedure. The 
inspectors determined that this procedure problem was a condition adverse to quality. The inspectors screened this 
issue to Green via Inspection Manual Chapter 0609, Attachment 4 and Appendix A, because the finding does not 
represent a loss of system and/or function, does not represent an actual loss of function of at least a single train for 
greater than its technical specification allowed outage time or two separate safety systems out-of-service for greater 
than its technical specification allowed  
outage time, and does not represent an actual loss of function of one or more non-technical specification trains of 
equipment designated as high safety-significant in accordance with the licensee’s Maintenance Rule program for 
greater than 24 hrs. The inspectors determined that this finding had a cross-cutting aspect in the area of problem 
identification and resolution, corrective action program, because, although the root cause analysis appropriately 
bounded and defined the necessary actions to address the extent of condition, the implementation of those actions was 
insufficient to ensure similar conditions did not exist in other site procedures [P.1.(d)]. (Section 4OA2.1.c(3))  
 
Inspection Report# : 2012009 (pdf)  

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate MOV Program Implementation 
The inspectors identified a Green NCV of 10 CFR Part 50 Appendix B, Criterion V, “Instructions, Procedures, and 
Drawings,” regarding PPL’s safety-related motor operated valve (MOV) program. Specifically, the program lacked a 
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procedure, qualification, and prescribed acceptance criteria for actuator grease analysis and PPL improperly 
implemented maintenance instructions for lubricating valve stems. PPL’s QA organization conducted a separate 
investigation and entered this issue in their CAP via CRs 1545581 and 1544737.  
This finding was considered more than minor because it was similar to IMC 0612, Appendix E, examples 3.j and 3.k, 
in that significant programmatic deficiencies existed that could lead to worse errors if uncorrected. The lack of a 
procedure, repeatable acceptance criteria, qualification, and multiple cycles without stem lubrication could result in 
untimely actuator overhauls and ultimately MOV degraded performance. Further, the performance deficiency affected 
the equipment performance attribute of the Mitigating Systems cornerstone and its objective to ensure the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. 
Specifically, inadequate MOV program implementation affects MOV reliability. The issue screened to Green via IMC 
0609 Attachment 4 since it was not a design or qualification deficiency or loss of safety function and did not screen as 
potentially risk significant due to external events. The issue was determined to have a cross-cutting aspect in the area 
of Problem Identification and Resolution. In this case, PPL was aware of the lack of procedural guidance and 
qualification for MOV grease analysis as well as non-compliance with stem lubrication instructions but had not 
entered the concerns in its CAP. [P.1(a)] (Section 1R12)  
 
Inspection Report# : 2012002 (pdf)  

Significance: SL-IV Nov 08, 2011 
Identified By: NRC 
Item Type: VIO Violation 
Violation of 10CFR55.25, Failure to Notify NRC of a Change in Medical Status and Request a Conditional 
License 
The inspectors identified a SL IV NOV of 10 CFR 55.25, “Incapacitation Because of Disability or Illness,” for PPL 
failing to notify the NRC of a known permanent change in medical status of a licensed operator, and 10 CFR 55.3, 
“License Requirements,” for failing to ensure that an individual license holder, in the capacity of a reactor operator 
(RO), met the medical prerequisites prior to performing licensed operator duties. Specifically, an RO failed a medical 
examination in both 2009 and 2011 which identified a disqualifying condition and performed licensed duties without 
an NRC-approved, amended license. He performed the function of an RO while on watch from April 2009 through 
August 2011, when the NRC identified this issue. However, the operator did wear corrective lenses while standing 
watch since April 2009. Upon notification PPL submitted, and the NRC approved, a conditional license to address the 
disqualifying medical condition. PPL entered this issue into their corrective action program (CAP) as condition report 
(CR) 1450138.  
 
The inspectors determined that PPL’s failure to notify the NRC of a known permanent change in a licensed operator’s 
medical status and request an amended license in order to assume licensed duties was a performance deficiency. This 
finding was evaluated using the traditional enforcement process because the issue had the potential to impact or 
impede the regulatory process. Specifically, there was a potential for license termination or the issuance of a 
conditional license to accommodate for a medical condition. The RO performed licensed duties from April 2009 
through August 2011 with a disqualifying condition that required his license to be amended. Using the NRC 
Enforcement Policy, this violation was characterized at SL IV, in accordance with Section 6.4.  
 
This violation is being cited in the enclosed Notice in accordance with NRC Enforcement Manual Section 3.1.2, 
because the violation was determined to be repetitive of NRC Enforcement Action (EA) 09-248 dated January 28, 
2010, an SLIII Notice of Violation related to a Senior Reactor Operator (SRO) standing watch without meeting a 
medical qualification requirement. The medical conditions in both the former and current cases were similar; 
therefore, it was reasonable that an adequate extent of condition review for EA-09-248 should have identified the 
additional discrepancy.  
 
This significance of the associated performance deficiency was screened against the Reactor Oversight Process (ROP) 
per the guidance of IMC 0612, Appendix B. No associated ROP finding was identified and no cross-cutting aspect 
was assigned. (Section 1R11)  
 
Inspection Report# : 2011004 (pdf)  
Inspection Report# : 2012005 (pdf)  
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Significance:  Dec 31, 2009 
Identified By: NRC 
Item Type: FIN Finding 
Scenarios for NRC Annual Operating Examinations Did Not Meet Quantitative Standards for Total 
Malfunctions 
The inspectors identified greater finding in that 20% of the NRC annual operating exam simulator scenarios reviewed 
did not meet the quantitative standard for total malfunctions, 4 to 8 for a single scenario, and 10 to 14 for a scenario 
set established in NUREG-1021, “Operator Licensing Examination Standards for Power Reactors,” Form ES-604-1, 
“Simulator Scenario Review Checklist.” In addition, the licensee’s procedures NTP-QA-31.11, “Operator 
Requalification Exam Preparation and Implementation” and NTP-QA-31.7, “Simulator Scenario Writers Guides,” 
recommend these same quantitative standards. The quantitative guidelines for malfunctions is an important metric 
because it establishes an objective standard used throughout the nuclear industry to ensure that the simulator portion 
of the NRC-required annual operating exams are written at an appropriate level of difficulty. As an immediate 
corrective action, the licensee entered this finding into their corrective action process (CR 1187760).  
 
This finding was more than minor because it was associated with the Human Performance attribute of the Mitigation 
Systems cornerstone and affected the objective of ensuring the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences. Specifically, the finding affected the level of 
difficulty of simulator operating exams which potentially impacted PPL’s ability to appropriately evaluate licensed 
operators. A review of the possible cross-cutting aspects was performed and no cross-cutting aspect was identified 
that would be considered a contributor to the cause of the finding. 
Inspection Report# : 2009005 (pdf)  

Barrier Integrity 

Significance:  Sep 30, 2012 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Troubleshooting Results in Loss of Secondary Containment and Protected Equipment 
A self-revealing Green finding against PPL procedure NDAP-QA-0510, “Troubleshooting Plant Equipment,” was 
identified when inadequate troubleshooting caused repeated inoperability of secondary containment, an associated 
unplanned Unit 2 entry into a 4-hour limiting condition for operation (LCO) action statement, and a loss of the ‘1C’ 
fuel pool cooling (FPC) pump during equipment restoration. The FPC pump had been designated as protected 
equipment as a risk management action. The failure to perform adequate troubleshooting activities to identify and 
correct equipment problems prior to restoration was a performance deficiency that was within PPL’s ability to foresee 
and prevent. PPL entered this issue into their CAP as CR 1628250.  
The inspectors determined that the finding was more than minor because it was associated with the configuration 
control attribute of the Barrier Integrity cornerstone and adversely affected its objective to provide reasonable 
assurance that physical design barriers protect the public from radionuclide releases caused by accidents or events. 
Specifically, the event resulted in the inoperability of secondary containment and loss of a FPC pump. The finding 
was evaluated in accordance with IMC 0609, Attachment 4, and Appendix A - Exhibit 3, and was determined to be of 
very low safety significance (Green) because the finding did not only represent a degradation of the radiological 
barrier function provided for the standby gas treatment system and it did not: a) cause the spent fuel pool to exceed a 
maximum temperature limit; b) cause mechanical fuel damage and detectable release of radio-nuclides; c) result in the 
loss of spent fuel pool water inventory; or d) affect spent fuel shutdown margin. This finding is related to the cross-
cutting area of Human Performance – Decision-Making because PPL did not make safety-significant or risk-
significant decisions using a systematic process, especially when faced with uncertain or unexpected plant conditions, 
to ensure safety is maintained. Specifically, PPL failed to restore equipment in a systematic manner, given the 
intermittent nature of heater faults, to preclude a repeated loss of protected equipment and secondary containment. 
[H.1(a)] (Section 1R12) 
Inspection Report# : 2012004 (pdf)  
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Significance:  Jun 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Correct Secondary Containment Bypass Leakage Condition Adverse to Quality 
The inspectors identified a Green NCV of 10 CFR Part 50, Appendix B, Criterion XVI, "Corrective Action," for PPL's 
failure to prevent recurrence of a significant condition adverse to quality (SCAQ) when secondary containment bypass 
leakage (SCBL) was in excess of its TS allowed value for two consecutive tests. In this case, the SCAQ, as defined by 
PPL procedure NDAP-QA-0702, “Action Request (AR) and Condition Report (CR) Process,” was the same condition 
as reported in LER 05000387/2010-001 and actions taken in 2010 to prevent recurrence were inadequate because they 
did not fully consider all the penetrations that account for SCBL. PPL subsequently entered the issue into the CAP as 
CR 1582747.  
The finding was determined to be more than minor because it was associated with the structures, systems and 
components (SSCs) and barrier performance attribute of the Barrier Integrity cornerstone and affected its objective to 
provide reasonable assurance that physical design barriers (fuel cladding, reactor coolant system, and containment) 
protect the public from radionuclide releases caused by accidents or events. The inspectors assessed the finding to be 
of very low safety significance (Green) because it did not represent a degradation of the barrier function of the control 
room, did not represent an actual open pathway in the physical integrity of reactor containment, and did not involve an 
actual reduction in function of hydrogen igniters in containment. This finding has a cross-cutting aspect in the area of 
Human Performance, Decision Making, because PPL did not use conservative assumptions in decision making and 
adopt a requirement to demonstrate that the proposed action is safe in order to proceed rather than a requirement to 
demonstrate that it is unsafe in order to disapprove the action. Specifically, the decisions to not rework valve 
HV151F016B or perform work on valve 141818A when leakage was at a value that potentially challenged the SCBL 
limit was not based on conservative assumptions. [H.1(b)] (Section 1R12)  
 
Inspection Report# : 2012003 (pdf)  

Significance:  Jun 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Correct Outboard MSIV LLRT failure Condition Adverse to Quality 
An NRC-identified Green NCV of 10 CFR Part 50, Appendix B, Criterion XVI, "Corrective Action," was identified 
for PPL's failure to correct excessive seat leakage associated with the Unit 1 ‘D’ outboard MSIV, HV141F028D, such 
that the leakage was in excess of the Technical Specification (TS) allowed value for two consecutive tests. 
Specifically, work instructions to perform maintenance and post-maintenance testing on the valve following a local 
leak rate test (LLRT) failure in 2010 were inadequate to ensure the CAQ was corrected. PPL subsequently entered the 
issue into the CAP as CRs 1554813 and 1590506.  
The finding was determined to be more than minor because it was associated with the SSCs and barrier performance 
attribute of the Barrier Integrity cornerstone and affected its objective to provide reasonable assurance that physical 
design barriers (fuel cladding, reactor coolant system, and containment) protect the public from radionuclide releases 
caused by accidents or events. The inspectors assessed the finding to be of very low safety significance (Green) 
because it did not represent a degradation of the barrier function of the control room, did not represent an actual open 
pathway in the physical integrity of reactor containment, and did not involve the actual reduction in function of 
hydrogen igniters in containment. This finding has a cross-cutting aspect in the area of Human Performance, 
Resources, because PPL did not ensure that personnel, equipment, procedures, and other resources were available and 
adequate to assure nuclear safety. Specifically, the instructions used to perform maintenance and testing on the MSIVs 
were inadequate to ensure that excessive seat leakage was corrected. [H.2(c)] (Section 1R12)  
 
Inspection Report# : 2012003 (pdf)  

Significance:  Jun 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Improperly Performed Maintenance Impacts Secondary Containment
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A self-revealing Green NCV of TS 5.4.1, “Procedures,” was identified regarding PPL’s conduct of maintenance 
during a Unit 1 refueling outage which impacted the operating unit, Unit 2. Specifically, improperly performed 
maintenance on a Unit 1 main stop valve (MSV) and outboard main steam isolation valve (MSIV) affected safety-
related equipment to include the standby gas treatment system (SGTS) and Unit 2 secondary containment in an 
unplanned manner.  
PPL entered this issue in their CAP via CRs 1558764, 1558718, and 1560235 and performed a root cause analysis 
(RCA) on this.  
Improperly performed MSIV and MSV maintenance was a performance deficiency within PPL’s ability to foresee and 
correct. This finding was considered more than minor because it was similar to IMC 0612, Appendix E, Examples 3.j 
and 3.k, in that a physical plant condition and subsequent engineering calculation resulted in a condition where there 
was reasonable doubt on the operability of a system or component, in this case secondary containment. Further, the 
performance deficiency affected the procedure quality and SSC and barrier performance attributes of the Barrier 
Integrity cornerstone and its objective to provide reasonable assurance that physical design barriers protect the public 
from radionuclide releases caused by accidents or events. In this case, lack of coordination resulted in a loss of 
reasonable assurance that secondary containment was operable. The issue screened to Green via IMC 0609, 
Attachment 4, since it did not represent a degradation of the barrier function of the control room, did not represent an 
actual open pathway in the physical integrity of reactor containment, and did not involve the actual reduction in 
function of hydrogen igniters in containment. The issue was determined to have a cross-cutting aspect in the area of 
Human Performance to plan and coordinate work activities, consistent with nuclear safety. In this case, the MSV and 
MSIV work activities were not coordinated amongst various departments to address the operational impact of 
sequence changes on plant configuration. [H.3(b)] (Section 1R15)  
 
Inspection Report# : 2012003 (pdf)  

Emergency Preparedness 

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure of Full-Scale Drill Critique to Identify an RSPS Weakness 
. Inspectors identified a Green NCV associated with emergency preparedness planning standard 10 CFR 50.47(b)(14) 
and the requirements of Section lV.F.2.g of  
10 CFR 50, Appendix E. Specifically, PPL personnel did not identify an Emergency Response Organization (ERO) 
performance weakness associated with an untimely notification of an emergency declaration during their critique 
following the full-scale emergency preparedness (EP) drill. In the case of ERO performance, simulator equipment 
issues prevented the ability of drill controllers to satisfactorily evaluate performance of the ERO and PPL staff did not 
identify that all off-site response organizations (OROs)  
were not notified within fifteen minutes. The critique deficiency was entered into PPL’s CAP as CR 1648380.  
The finding is more than minor because it is associated with the ERO attribute of the Emergency Preparedness 
cornerstone and affected the cornerstone objective to ensure that PPL staff are capable of implementing adequate 
measures to protect the health and safety of the public in the event of a radiological emergency. The inspectors 
assessed the issue, related to the failure to make a timely notification to the OROs, using NRC IMC 0609 Appendix B, 
“Emergency Preparedness Significance Determination Process.” PPL's drill critique not identifying the untimely 
notification met the NRC's definition of a weakness in a full-scale drill. However, because of the unique nature of the 
equipment failures associated with the notification of the first ORO, inspectors determined that the failure to critique 
the drill weakness only constituted a degradation of the planning standard (PS) function. Therefore the finding is 
characterized as very low safety significance (Green). The finding is related to the cross-cutting area of PI&R, CAP, 
in that PPL staff did not identify a risk significant planning standard (RSPS) performance issue completely, 
accurately, and in a timely manner commensurate with the safety significance. Specifically, during the critique of the 
full-scale drill conducted on October 14, 2012, PPL staff did not recognize and critique that an RSPS was not met and 
did not place this issue into the CAP until prompted by inspectors. [P.1(a)] (Section 1EP6) 
Inspection Report# : 2012005 (pdf)  
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Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Instrumentation to Implement EALs for Unplanned Radiological Effluent Release 
The inspectors identified a Green NCV of 10 CFR Part 50.54 q and 50.47(b)(4) because PPL did not have adequate 
instrumentation to assess and determine if an abnormal radiological effluent release was in progress such that the EAL 
classification process would declare an Alert accurately and in a timely manner. Specifically, the maximum range for 
the liquid radwaste discharge radiation monitor was inadequate to ensure the meter was onscale when the threshold 
value of 200 times the alarm setpoint established by the discharge permit was reached.  
The finding was more than minor because it is associated with the Emergency Preparedness (EP) cornerstone attribute 
of Facilities and Equipment, and affected the cornerstone objective of ensuring that a licensee is capable of 
implementing adequate measures to protect the health and safety of the public in the event of a radiological 
emergency. Specifically, the effective range for the liquid radwaste discharge monitor was insufficient to ensure a 
timely and accurate EAL classification could be made. Using IMC 0609, Appendix B, Section 5.4, the finding is of 
very low safety significance because the finding was determined to be an example of an ineffective EAL, such that an 
Alert would be declared in a degraded manner. This finding is related to the cross-cutting area of Pl&R - CAP because 
PPL did not thoroughly evaluate problems such that the resolutions address the causes and extent of conditions, to 
include properly classifying, prioritizing and evaluating for operability. Specifically, PPL failed to appropriately 
evaluate the extent of condition from similar NCVs issued in November 2008 and 2010 regarding inadequate 
instrumentation to support EAL declarations. [P.1(c)] (Section 1EP6)  
 
Inspection Report# : 2012002 (pdf)  

Occupational Radiation Safety 

Significance:  Jun 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to follow radiation protection procedures 
The inspector identified a non-cited violation (NCV) of Technical Specification (TS) 5.4.1.a, which requires that 
written procedures be implemented covering the activities in the applicable procedures recommended by Regulatory 
Guide 1.33, including procedures for as low as reasonably achievable (ALARA) program. Specifically, the Station 
ALARA Committee (SAC) did not review the scaffold work prior to the Refueling and Inspection Outage (RIO) 17 
for unit 1. Procedure NDAP-QA-1191, ALARA Program, Appendix A, provides specific criteria for tasks that must 
be reviewed by the SAC. One of these criteria is to review job specific Radiation Work Permits (RWP) evolutions 
where the initial dose estimate is greater than 5 person-rem. All of the actions were not completed prior to the start of 
the refueling outage. Specifically, the SAC did not review the scaffold work inside the drywell even though it was 
estimated to be 7 person-rem. The performance deficiency could lead to additional unexpected personnel exposure 
without additional evaluation by and approval of the SAC. The licensee subsequently entered the issue into the 
corrective action program as condition report (AR) (1555458).  
 
The finding is more than minor because it is associated with the Radiation Safety –Occupational Radiation Safety 
cornerstone attribute of program and process and affected the cornerstone objective of protecting worker health and 
safety from exposure to radiation. Specifically, the licensee did not take the appropriate actions defined in the 
procedure to evaluate the activity and challenge the actions to reduce dose for the task. Using the Inspection Manual 
Chapter (IMC) 0609, Appendix C, Occupational Radiation Safety Significance Determination Process, the inspector 
determined that the finding was of very low safety significance (Green) because Susquehanna’s three year rolling 
average is less than 240 person-rem and it did not involve: (1) an overexposure, (2) a substantial potential for 
overexposure, or (3) an impaired ability to assess dose. This finding was caused by inadequate procedure compliance 
that resulted in a lack of planning and review of a risk significant task. Consequently, the cause of this deficiency had 
a cross-cutting aspect in the area of Work Controls (H.3(a)). Specifically, the licensee failed to appropriately plan the 
scaffold work activity by incorporating risk insights or radiological safety and the need for planned contingencies, 
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compensatory actions, and abort criteria. (Section 2RS02)
Inspection Report# : 2012003 (pdf)  

Significance:  Mar 31, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Noncompliance with Radiological Barrier 
A self-revealing, Green NCV of Technical Specification (TS) 5.7.1 was identified when a worker did not comply with 
a radiological barrier and protective measures for high radiation area (HRA) entry. Specifically, the worker entered a 
HRA but was not on the proper radiation work permit (RWP) and had not been briefed for HRA entrance. Upon 
identification, PPL conducted a Susquehanna Error Prevention Team Assessment (SEPTA), entered this issue into 
their CAP as Condition Report (CR) 1546827, and issued both an Effluents department clock reset and a Radiological 
Safety Note to station personnel.  
The finding was determined to be more than minor based on similarity to IMC 0612, Appendix E, Example 6.h, which 
describes an improper entry into an HRA. Specifically, the individual was not authorized entry into a HRA. It was 
also more than minor based on association with the human performance attribute of the Occupational Radiation Safety 
cornerstone and its objective to ensure the adequate protection of worker health and safety from exposure to radiation 
from radioactive material during routine civilian nuclear reactor operation. The finding was evaluated in accordance 
with IMC 0609, Appendix C, where it was determined to be Green since PPL’s three year average collective dose is 
less than 240 person-rem/unit. The inspectors determined that this issue had a cross-cutting aspect in Human 
Performance - Work Practices. Human error prevention techniques, such as pre-job briefings and self-checking are 
expected to be used commensurate with the risk of the assigned task, such that work activities are performed safely. 
Personnel also do not proceed in the face of uncertainty or unexpected circumstances. In this case, the worker did not 
adhere to the pre-job briefings associated with the assigned RWP that prohibited HRA entry and the worker’s health 
physics (HP) briefing that did the same. Further, the individual proceeded in the face of uncertainty by breaching the 
HRA boundary. [H.4(a)] (Section 4OA2.1)  
 
Inspection Report# : 2012002 (pdf)  

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Radiation Protection Procedures 
The inspectors identified a Green NCV of TS 5.4.1.a, which requires that written procedures be implemented covering 
the activities in the applicable procedures recommended by Regulatory Guide (RG) 1.33, including procedures for 
RWPs. On December 5, 2011, a work crew identified that dose rates exceeded the “Alert” levels specified on their 
RWPs used to transfer an 1100 Curie Cesium 137 source from a shipping cask to a calibration irradiator. Procedure 
NDAP-QA-0626, “Radiological Controlled Area (RCA) Access and RWP System,” Appendix X, provides specific 
actions that the radiation protection technician providing job coverage must take when “Alert” levels are exceeded. 
All of the actions were not completed prior to restarting the work on December 5, 2011. Specifically, higher levels of 
supervision were not notified, the RWP was not changed, and no additional actions or precautions were documented 
in the RWP remarks log as required by NDAP-QA-0626, Appendix X. PPL subsequently entered the issue into their 
CAP as CR 1521467.  
The finding is more than minor because it is associated with the Radiation Safety - Occupational Radiation Safety 
cornerstone attribute of program and process and affected the cornerstone objective of protecting worker health and 
safety from exposure to radiation. Specifically, PPL did not take the appropriate actions defined in the procedure to 
evaluate actions to prevent recurrence prior to restarting work when RWP alert levels had been exceeded. Using the 
IMC 0609, Appendix C, “Occupational Radiation Safety SDP,” the inspector determined that the finding was of very 
low safety significance (Green) because it did not involve: (1) an as low as is reasonably achievable (ALARA) 
planning and controls deficiency, (2) an overexposure, (3) a substantial potential for overexposure, or (4) an impaired 
ability to assess dose. This finding was caused by inadequate procedure compliance. Consequently, the cause of this 
deficiency had a cross-cutting aspect in the area of Human Performance. Specifically, PPL did not follow procedures. 
[H.4(b)] (Section 4OA2)  
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Inspection Report# : 2012002 (pdf)  

Public Radiation Safety 

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

Miscellaneous 
Significance: N/A Dec 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Report Common-Cause Inoperability of Independent Trains 
. Inspectors identified a SL IV NCV of 10 CFR 50.73 (a)(2)(vii) for PPL’s failure to submit a licensee event report 
(LER) of a common cause inoperability of two independent trains of reactor protection system (RPS) electrical power 
monitoring associated with several Unit 1 RPS breakers on May 8, 2012. PPL staff entered the issue into the CAP as 
CR 1663785 and took action to issue the required LER.  
This finding was evaluated using the traditional enforcement process because the failure to accurately report events 
has the potential to impact or impede the regulatory process. The finding was determined to be a Severity Level IV 
violation based on example 6.9.d.9 of the NRC Enforcement Policy. This example states that a licensee failing to 
make a report required by 10 CFR 50.72 or 10 CFR 50.73 is an example of a Severity Level IV violation. Because this 
violation involves the traditional enforcement process and does not have an underlying technical violation that would 
be considered more-than-minor, inspectors did not assign a cross-cutting aspect to this violation in accordance with 
IMC 0612, Appendix B. (Section 1R12)  
 
Inspection Report# : 2012005 (pdf)  
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Susquehanna 1 
1Q/2013 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Improper Stress Intensification Factor Results in Not Identifying ASME Limits for Pipe Stress Being Exceeded
A self-revealing Green NCV of 10 CFR 50 Appendix B, Criteria III, “Design Control,” was identified related to a leak 
on the Unit 1 ‘A’ reactor recirculation pump suction line decontamination flange weld. Specifically, PPL personnel 
used an incorrect value for stress intensification factor in the vibration analysis in 2004 to support an extended power 
uprate (EPU). When the correct stress intensification factor was applied, American Society of Mechanical Engineers 
(ASME) OM-3 code limits for endurance and fatigue stress were exceeded. The weld failure resulted in pressure 
boundary leakage in excess of TS 3.4.4 limits from approximately June 16 through 19, 2012. PPL staff entered the 
problem in the PPL corrective action program (CAP) as CR 1589390, repaired and modified the flange line, and 
revised the calculation.  
The inspectors reviewed the performance deficiency using NRC IMC 0612, Appendix B, “Issue Screening,” and 
determined to be more than minor because it affected the Initiating Events cornerstone attribute of design control. The 
issue adversely affected the associated cornerstone objective of limiting the likelihood of those events that upset plant 
stability and challenge critical safety functions during shutdown as well as power operations. The finding was 
evaluated using Section A of IMC 609, Appendix A, Exhibit 1, “Initiating Events Screening Questions.” Since the 
finding result could not have reasonably exceeded the leak rate for a small loss of coolant accident (LOCA) and did 
not likely affect other systems used to mitigate a LOCA resulting in a total loss of their function (e.g., inter-facing 
system LOCA), the finding screened to very low safety significance (Green). This finding was determined to not be 
indicative of current performance because the deficiency occurred in 2004 and procedures and training are in place 
that would have precluded the issue. Therefore, no cross-cutting aspect is assigned. (Section 4OA2)  
 
Inspection Report# : 2012005 (pdf)  

Significance:  Sep 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedure for Acts of Nature 
The inspectors identified a Green NCV of TS 5.4.1, “Procedures,” when PPL did not  
maintain adequate procedures to respond proactively to acts of nature. Specifically, PPL’s  
adverse weather procedure did not ensure timely risk management activities for imminent  
adverse weather were completed despite a National Weather Service (NWS) declaration of  
a high wind watch, high wind advisory, and a tornado watch. PPL entered this item in their  
Corrective Action Program (CAP) as condition report (CR) 1628452.  
The issue was evaluated in accordance with IMC 0612 and determined to be more than  
minor since it affected the procedure quality attribute of the Initiating Events cornerstone and  
its objective to limit the likelihood of events that upset plant stability and challenge critical  
safety functions during shutdown as well as power operations. Specifically, the inadequate  
procedure prevented PPL from taking proactive steps to limit the likelihood of high wind or  
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tornado-related missile hazards upsetting plant electrical power systems. 
The finding screened to Green in accordance with IMC 0609, Attachment 4, and Appendix  
A, Exhibit 1, since it did not cause a reactor trip, involve the complete or partial loss of  
mitigation or support equipment, or impact the frequency of a fire or internal flooding event.  
The finding was determined to have a cross-cutting aspect in the area of Problem  
Identification and Resolution - CAP because PPL did not identify issues completely,  
accurately, and in a timely manner commensurate with their safety significance.  
Specifically, PPL did not identify that the Off Normal procedure was inadequate both during  
the 2011 periodic procedural review and during documentation of inspector observations in  
May 2012 as part of CR 1579977. [P.1(a)] (Section 1R01) 
Inspection Report# : 2012004 (pdf)  

Mitigating Systems 
Significance: N/A Mar 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate 10 CFR 50.59 Screeing of TS Bases Change 
The inspectors identified a Severity Level IV (SL-IV) NCV of 10 CFR 50.59, “Changes, Tests, and Experiments,” 
when PPL made changes that affected Unit 1 and Unit 2 TS 3.8.3 without obtaining a license amendment pursuant to 
10 CFR 50.90. Specifically, PPL changed the TS 3.8.3 bases to support raising the American Petroleum Institute 
(API) gravity of acceptable diesel fuel oil by crediting the fuel oil day tank capacity to meet the onsite fuel 
requirements. This change altered the intent of TS 3.8.3. PPL entered this item in their CAP as CR 1678266, made 
urgent changes to surveillance procedures, evaluated the issue, and ultimately agreed with this conclusion.  
The inspectors determined that the failure to implement the requirements of 10 CFR 50.59 for changes to the TSBs 
was a performance deficiency within PPL’s ability to foresee and correct. The inspectors evaluated the finding in 
accordance with IMC 0612 Appendix B. The inspectors determined that this issue impacted the regulatory function by 
failing to receive prior NRC approval for changes in licensed activities. Therefore, the violation was compared to 
examples in Enforcement Policy section 6. The violation was determined to be more than minor based on similarity to 
SLIV example 6.1.d.2, a 10 CFR 50.59 violation that resulted in conditions evaluated as having very low safety 
significance. The inspectors also evaluated the performance deficiency under the ROP and determined that the 
associated ROP finding was minor since PPL had not accepted fuel oil deliveries with a higher gravity. As such, no 
cross-cutting aspect was assigned to this finding.  
 
Inspection Report# : 2013002 (pdf)  

Significance:  Mar 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedure for Control Room Cooling Fan Train Failure 
A self-revealing NCV of 10 CFR 50 Appendix B, Criteria V “Instructions, Procedures, and Drawings,” was identified 
because PPL did not ensure alarm response procedures (ARPs) for control room cooling fan train failures were 
adequate, which resulted in the subsequent loss of both trains of cooling during clearance order (CO) application for 
fan repair work. Specifically, the ARP actions were deficient in allowing an abnormal system control switch 
configuration that led to the inadvertent shutdown of the in-service ‘B’ train fans during the application of the CO 
process to perform work on the failed ‘A’ control room cooling fan train. PPL entered the issue into their CAP to 
repair the failed damper and also evaluate the extent-of-condition to ensure the adequacy of other applicable 

1Q/2013 Inspection Findings - Susquehanna 1

Page 2 of 11



ventilation procedures.  
The inspectors determined the deficiency was more than minor because it was associated with the Procedure Quality 
attribute of the Mitigating System Cornerstone. The inadequate procedure resulted in the loss of control room cooling 
fans, which affects the objective to ensure the availability and capability of systems that respond to initiating events to 
prevent undesirable consequences. The inspectors determined through a review of IMC 0609 Appendix A, Exhibit 2, 
“Mitigating Systems Screening Questions,” that the finding was of very low safety significance (Green) because the 
finding was not related to a design or qualification deficiency, did not represent a loss of a credited mitigating system 
safety function because cooling was restored in a timely manner, and did not screen as potentially risk significant due 
to external initiating events. The control room operators immediately recognized the loss of cooling and took manual 
action to restart the ‘B’ cooling train within 15 minutes to ensure control room temperatures were not adversely 
affected. The finding did not have a cross-cutting aspect because the inadequate ARP was an historical issue not 
indicative of current performance. Specifically, the procedures had not been adequately identified and revised in 2003 
and this occurred outside of the nominal three-year period for evaluating present performance as defined in IMC 0612, 
section 03.15. Additionally, PPL has instituted procedure and CAP improvements since that time which would have 
prevented the performance deficiency.  
 
Inspection Report# : 2013002 (pdf)  

Significance:  Sep 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Risk Management Actions 
The inspectors identified a Green NCV of 10 CFR 50.65(a)(4) when PPL did not implement risk management actions 
(RMAs) during maintenance as required by station procedures. The inspectors identified multiple examples of PPL 
non-compliance with 10 CFR 50.65(a)(4); PPL’s implementing procedures NDAP-QA-0340, “Protected Equipment 
Program;” and NDAP-QA-1902, “Integrated Risk Management.” PPL entered the issue in their CAP as CRs 1611044, 
1604007, 1601929, 1602495, and 1611876.  
The finding was more than minor because it was similar to IMC 0612, Appendix E, examples 7.e and 7.f. Specifically, 
elevated plant risk required RMAs or additional RMAs that were not implemented as required by plant procedures. 
The finding also affected the equipment performance attribute of the Mitigating Systems Cornerstone and its objective 
to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. In accordance with IMC 0609, Attachment 4, the issues were determined to involve PPL’s assessment 
and management of risk associated with performing maintenance activities and was further assessed under IMC 0609, 
Appendix K, “Maintenance Risk Assessment and Risk Management SDP.” The issue was evaluated by a Senior 
Reactor Analyst utilizing flowchart 2, and the finding was determined to be of very low safety significance (Green) 
since it did not result in an increase to either the incremental core damage probability (ICDP) or to the incremental 
large early release probability (ILERP). The finding was determined to have a cross-cutting aspect in the area of 
Human Performance, Work Control, in that PPL did not plan work activities, consistent with nuclear safety, by 
incorporating risk insights. Specifically, PPL did not incorporate RMAs into its work activities despite recognition of 
increased risk. [H.3(a)] (Section 1R13) 
Inspection Report# : 2012004 (pdf)  

Significance:  Sep 10, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Compensatory Actions for Inadequate MOV Grease Analysis Procedures 
The inspectors identified an NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Actions,” because PPL did 
not take appropriate action to promptly correct an identified condition adverse to quality associated with PPL’s motor-
operated valve (MOV) lubrication program. PPL did not adhere to the corrective action timeliness standards specified 
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in its corrective action process procedure NDAP-QA-0702, “Action Request and Condition Report Process,” Revision 
36. Section 7.56.1 states, in part, that compensatory action will be provided if permanent action will not be performed 
in a timely fashion. Specifically, while evaluating permanent revisions to the program to address the deficiencies, PPL 
did not take compensatory actions to address MOV grease analysis procedure and engineer qualification program 
deficiencies before sixty MOV grease analyses were completed in refueling outage 15. PPL entered this performance 
deficiency into their CAP under CR 1562326.  
The inspectors determined that the performance deficiency was more than minor because it was associated with the 
equipment performance attribute of the Mitigating Systems cornerstone and adversely affected the cornerstone 
objective of ensuring the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences. Specifically, failure to implement compensatory actions to analyze grease samples in 
MOVs affects the reliability of these valves. An MOV lubrication program is an integral part of the station’s Generic 
Letter 89-10 program for safety-related MOVs. PPL uses the results of the MOV grease analysis to determine the 
need for a valve actuator overhaul. The inspectors screened this issue to Green via Inspection Manual Chapter 0609, 
Attachment 4 and Appendix A, because the finding does not represent a loss of system and/or function, does not 
represent an actual loss of function of at least a single train for greater than its technical specification allowed outage 
time or two separate safety systems out-of-service for greater than its technical specification allowed outage time, and 
does not represent an actual loss of function of one or more non-technical specification trains of equipment designated 
as high safety-significant in accordance with the licensee’s Maintenance Rule program for greater than 24 hrs. The 
inspectors determined that this issue had a cross-cutting aspect in the area of human performance, work practices, 
because PPL personnel did not follow PPL corrective action program procedure requirements regarding compensatory 
actions [H.4(b)]. (Section 4OA2.1.c(1))  
 
Inspection Report# : 2012009 (pdf)  

Significance:  Sep 10, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify and Correct a CAQ Associated with a Safety-Related Battery Maintenance Procedure 
The inspectors identified an NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Actions,” because PPL did 
not identify and correct the inadequate weekly testing procedure that resulted in the inoperability of the safety-related 
24-volt battery 1D670 that occurred on March 1, 2012. Specifically, because the engineer assigned to perform the 
Apparent Cause Evaluation (ACE) for the March 1, 2012, failure did not interview the technicians who performed the 
last weekly surveillance on the battery before the failure, PPL did not identify that the weekly testing procedure did 
not provide adequate instructions for restoring low battery electrolyte level. PPL entered this performance deficiency 
into their CAP as CR 1602339.  
The inspectors determined that this performance deficiency was more than minor because it affected the equipment 
performance attribute of the Mitigating Systems cornerstone and its objective of ensuring the availability, reliability, 
and capability of systems that respond to initiating events to prevent undesirable consequences. Specifically, as 
evidenced by the  
events on March 1, 2012, the use of the inadequate procedure resulted in the inoperability of the 1D670 battery that 
supports operation of the safety-related source range and intermediate range instrumentation. The inspectors 
determined that the inadequate procedure problem was a condition adverse to quality. The inspectors screened this 
issue to Green via Inspection Manual Chapter 0609, Attachment 4 and Appendix A, because the finding does not 
represent a loss of system and/or function, does not represent an actual loss of function of at least a single train for 
greater than its technical specification allowed outage time or two separate safety systems out-of-service for greater 
than its technical specification allowed outage time, and does not represent an actual loss of function of one or more 
non-technical specification trains of equipment designated as high safety-significant in accordance with the licensee’s 
Maintenance Rule program for greater than 24 hrs. The inspectors determined that this finding had a cross-cutting 
aspect in the area of problem identification and resolution, corrective action program, because PPL did not 
appropriately evaluate the unexpected inoperability of a safety-related battery such that a condition adverse to quality, 
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the inadequate maintenance procedure that likely caused the battery inoperability, was identified and corrected [P.1.
(c)]. (Section 4OA2.1.c(2)) 
Inspection Report# : 2012009 (pdf)  

Significance:  Sep 10, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to identify and Correct a CAQ Associated with Reactor Recirculation Valve Exercising Surveillance 
Procedure 
The inspectors identified an NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Actions,” because PPL did 
not identify an inadequate recirculation valve surveillance procedure when the licensee completed the extent of 
condition review that was performed as part of the root cause analysis for the Reactor Core Isolation Cooling (RCIC) 
ramp generator signal converter (RGSC) failure on June 29, 2011. Specifically, PPL did not adhere to the extent of 
condition determination standards established in PPL procedure NDAP-00-0752, “Cause Analysis.” The actions taken 
to address the extent of condition were not of a depth sufficient to identify the same deficiency that existed in the 
RCIC flow surveillance procedure in other applicable surveillance procedures. As a result, the inadequate 
recirculation valve surveillance procedure was not identified. PPL entered this performance deficiency into their CAP 
as CR 1596633.  
The inspectors determined that this performance deficiency was more than minor because it affected the procedural 
quality attribute of the Mitigating Systems cornerstone and its objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. Specifically, PPL did not 
complete an evaluation of the extent of condition for the identified inadequate RCIC surveillance procedure to a depth 
that would have identified the same deficiency in other similar procedures. As a result, an independent review by 
inspectors identified a similar condition associated with the reactor recirculation valve exercising procedure. The 
inspectors determined that this procedure problem was a condition adverse to quality. The inspectors screened this 
issue to Green via Inspection Manual Chapter 0609, Attachment 4 and Appendix A, because the finding does not 
represent a loss of system and/or function, does not represent an actual loss of function of at least a single train for 
greater than its technical specification allowed outage time or two separate safety systems out-of-service for greater 
than its technical specification allowed  
outage time, and does not represent an actual loss of function of one or more non-technical specification trains of 
equipment designated as high safety-significant in accordance with the licensee’s Maintenance Rule program for 
greater than 24 hrs. The inspectors determined that this finding had a cross-cutting aspect in the area of problem 
identification and resolution, corrective action program, because, although the root cause analysis appropriately 
bounded and defined the necessary actions to address the extent of condition, the implementation of those actions was 
insufficient to ensure similar conditions did not exist in other site procedures [P.1.(d)]. (Section 4OA2.1.c(3))  
 
Inspection Report# : 2012009 (pdf)  

Significance: SL-IV Nov 08, 2011 
Identified By: NRC 
Item Type: VIO Violation 
Violation of 10CFR55.25, Failure to Notify NRC of a Change in Medical Status and Request a Conditional 
License 
The inspectors identified a SL IV NOV of 10 CFR 55.25, “Incapacitation Because of Disability or Illness,” for PPL 
failing to notify the NRC of a known permanent change in medical status of a licensed operator, and 10 CFR 55.3, 
“License Requirements,” for failing to ensure that an individual license holder, in the capacity of a reactor operator 
(RO), met the medical prerequisites prior to performing licensed operator duties. Specifically, an RO failed a medical 
examination in both 2009 and 2011 which identified a disqualifying condition and performed licensed duties without 
an NRC-approved, amended license. He performed the function of an RO while on watch from April 2009 through 
August 2011, when the NRC identified this issue. However, the operator did wear corrective lenses while standing 
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watch since April 2009. Upon notification PPL submitted, and the NRC approved, a conditional license to address the 
disqualifying medical condition. PPL entered this issue into their corrective action program (CAP) as condition report 
(CR) 1450138.  
 
The inspectors determined that PPL’s failure to notify the NRC of a known permanent change in a licensed operator’s 
medical status and request an amended license in order to assume licensed duties was a performance deficiency. This 
finding was evaluated using the traditional enforcement process because the issue had the potential to impact or 
impede the regulatory process. Specifically, there was a potential for license termination or the issuance of a 
conditional license to accommodate for a medical condition. The RO performed licensed duties from April 2009 
through August 2011 with a disqualifying condition that required his license to be amended. Using the NRC 
Enforcement Policy, this violation was characterized at SL IV, in accordance with Section 6.4.  
 
This violation is being cited in the enclosed Notice in accordance with NRC Enforcement Manual Section 3.1.2, 
because the violation was determined to be repetitive of NRC Enforcement Action (EA) 09-248 dated January 28, 
2010, an SLIII Notice of Violation related to a Senior Reactor Operator (SRO) standing watch without meeting a 
medical qualification requirement. The medical conditions in both the former and current cases were similar; 
therefore, it was reasonable that an adequate extent of condition review for EA-09-248 should have identified the 
additional discrepancy.  
 
This significance of the associated performance deficiency was screened against the Reactor Oversight Process (ROP) 
per the guidance of IMC 0612, Appendix B. No associated ROP finding was identified and no cross-cutting aspect 
was assigned. (Section 1R11)  
 
Inspection Report# : 2011004 (pdf)  
Inspection Report# : 2012005 (pdf)  

Significance:  Dec 31, 2009 
Identified By: NRC 
Item Type: FIN Finding 
Scenarios for NRC Annual Operating Examinations Did Not Meet Quantitative Standards for Total 
Malfunctions 
The inspectors identified greater finding in that 20% of the NRC annual operating exam simulator scenarios reviewed 
did not meet the quantitative standard for total malfunctions, 4 to 8 for a single scenario, and 10 to 14 for a scenario 
set established in NUREG-1021, “Operator Licensing Examination Standards for Power Reactors,” Form ES-604-1, 
“Simulator Scenario Review Checklist.” In addition, the licensee’s procedures NTP-QA-31.11, “Operator 
Requalification Exam Preparation and Implementation” and NTP-QA-31.7, “Simulator Scenario Writers Guides,” 
recommend these same quantitative standards. The quantitative guidelines for malfunctions is an important metric 
because it establishes an objective standard used throughout the nuclear industry to ensure that the simulator portion 
of the NRC-required annual operating exams are written at an appropriate level of difficulty. As an immediate 
corrective action, the licensee entered this finding into their corrective action process (CR 1187760).  
 
This finding was more than minor because it was associated with the Human Performance attribute of the Mitigation 
Systems cornerstone and affected the objective of ensuring the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences. Specifically, the finding affected the level of 
difficulty of simulator operating exams which potentially impacted PPL’s ability to appropriately evaluate licensed 
operators. A review of the possible cross-cutting aspects was performed and no cross-cutting aspect was identified 
that would be considered a contributor to the cause of the finding. 
Inspection Report# : 2009005 (pdf)  
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Barrier Integrity 

Significance:  Sep 30, 2012 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Troubleshooting Results in Loss of Secondary Containment and Protected Equipment 
A self-revealing Green finding against PPL procedure NDAP-QA-0510, “Troubleshooting Plant Equipment,” was 
identified when inadequate troubleshooting caused repeated inoperability of secondary containment, an associated 
unplanned Unit 2 entry into a 4-hour limiting condition for operation (LCO) action statement, and a loss of the ‘1C’ 
fuel pool cooling (FPC) pump during equipment restoration. The FPC pump had been designated as protected 
equipment as a risk management action. The failure to perform adequate troubleshooting activities to identify and 
correct equipment problems prior to restoration was a performance deficiency that was within PPL’s ability to foresee 
and prevent. PPL entered this issue into their CAP as CR 1628250.  
The inspectors determined that the finding was more than minor because it was associated with the configuration 
control attribute of the Barrier Integrity cornerstone and adversely affected its objective to provide reasonable 
assurance that physical design barriers protect the public from radionuclide releases caused by accidents or events. 
Specifically, the event resulted in the inoperability of secondary containment and loss of a FPC pump. The finding 
was evaluated in accordance with IMC 0609, Attachment 4, and Appendix A - Exhibit 3, and was determined to be of 
very low safety significance (Green) because the finding did not only represent a degradation of the radiological 
barrier function provided for the standby gas treatment system and it did not: a) cause the spent fuel pool to exceed a 
maximum temperature limit; b) cause mechanical fuel damage and detectable release of radio-nuclides; c) result in the 
loss of spent fuel pool water inventory; or d) affect spent fuel shutdown margin. This finding is related to the cross-
cutting area of Human Performance – Decision-Making because PPL did not make safety-significant or risk-
significant decisions using a systematic process, especially when faced with uncertain or unexpected plant conditions, 
to ensure safety is maintained. Specifically, PPL failed to restore equipment in a systematic manner, given the 
intermittent nature of heater faults, to preclude a repeated loss of protected equipment and secondary containment. 
[H.1(a)] (Section 1R12) 
Inspection Report# : 2012004 (pdf)  

Significance:  Jun 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Correct Secondary Containment Bypass Leakage Condition Adverse to Quality 
The inspectors identified a Green NCV of 10 CFR Part 50, Appendix B, Criterion XVI, "Corrective Action," for PPL's 
failure to prevent recurrence of a significant condition adverse to quality (SCAQ) when secondary containment bypass 
leakage (SCBL) was in excess of its TS allowed value for two consecutive tests. In this case, the SCAQ, as defined by 
PPL procedure NDAP-QA-0702, “Action Request (AR) and Condition Report (CR) Process,” was the same condition 
as reported in LER 05000387/2010-001 and actions taken in 2010 to prevent recurrence were inadequate because they 
did not fully consider all the penetrations that account for SCBL. PPL subsequently entered the issue into the CAP as 
CR 1582747.  
The finding was determined to be more than minor because it was associated with the structures, systems and 
components (SSCs) and barrier performance attribute of the Barrier Integrity cornerstone and affected its objective to 
provide reasonable assurance that physical design barriers (fuel cladding, reactor coolant system, and containment) 
protect the public from radionuclide releases caused by accidents or events. The inspectors assessed the finding to be 
of very low safety significance (Green) because it did not represent a degradation of the barrier function of the control 
room, did not represent an actual open pathway in the physical integrity of reactor containment, and did not involve an 
actual reduction in function of hydrogen igniters in containment. This finding has a cross-cutting aspect in the area of 
Human Performance, Decision Making, because PPL did not use conservative assumptions in decision making and 
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adopt a requirement to demonstrate that the proposed action is safe in order to proceed rather than a requirement to 
demonstrate that it is unsafe in order to disapprove the action. Specifically, the decisions to not rework valve 
HV151F016B or perform work on valve 141818A when leakage was at a value that potentially challenged the SCBL 
limit was not based on conservative assumptions. [H.1(b)] (Section 1R12)  
 
Inspection Report# : 2012003 (pdf)  

Significance:  Jun 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Correct Outboard MSIV LLRT failure Condition Adverse to Quality 
An NRC-identified Green NCV of 10 CFR Part 50, Appendix B, Criterion XVI, "Corrective Action," was identified 
for PPL's failure to correct excessive seat leakage associated with the Unit 1 ‘D’ outboard MSIV, HV141F028D, such 
that the leakage was in excess of the Technical Specification (TS) allowed value for two consecutive tests. 
Specifically, work instructions to perform maintenance and post-maintenance testing on the valve following a local 
leak rate test (LLRT) failure in 2010 were inadequate to ensure the CAQ was corrected. PPL subsequently entered the 
issue into the CAP as CRs 1554813 and 1590506.  
The finding was determined to be more than minor because it was associated with the SSCs and barrier performance 
attribute of the Barrier Integrity cornerstone and affected its objective to provide reasonable assurance that physical 
design barriers (fuel cladding, reactor coolant system, and containment) protect the public from radionuclide releases 
caused by accidents or events. The inspectors assessed the finding to be of very low safety significance (Green) 
because it did not represent a degradation of the barrier function of the control room, did not represent an actual open 
pathway in the physical integrity of reactor containment, and did not involve the actual reduction in function of 
hydrogen igniters in containment. This finding has a cross-cutting aspect in the area of Human Performance, 
Resources, because PPL did not ensure that personnel, equipment, procedures, and other resources were available and 
adequate to assure nuclear safety. Specifically, the instructions used to perform maintenance and testing on the MSIVs 
were inadequate to ensure that excessive seat leakage was corrected. [H.2(c)] (Section 1R12)  
 
Inspection Report# : 2012003 (pdf)  

Significance:  Jun 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Improperly Performed Maintenance Impacts Secondary Containment 
A self-revealing Green NCV of TS 5.4.1, “Procedures,” was identified regarding PPL’s conduct of maintenance 
during a Unit 1 refueling outage which impacted the operating unit, Unit 2. Specifically, improperly performed 
maintenance on a Unit 1 main stop valve (MSV) and outboard main steam isolation valve (MSIV) affected safety-
related equipment to include the standby gas treatment system (SGTS) and Unit 2 secondary containment in an 
unplanned manner.  
PPL entered this issue in their CAP via CRs 1558764, 1558718, and 1560235 and performed a root cause analysis 
(RCA) on this.  
Improperly performed MSIV and MSV maintenance was a performance deficiency within PPL’s ability to foresee and 
correct. This finding was considered more than minor because it was similar to IMC 0612, Appendix E, Examples 3.j 
and 3.k, in that a physical plant condition and subsequent engineering calculation resulted in a condition where there 
was reasonable doubt on the operability of a system or component, in this case secondary containment. Further, the 
performance deficiency affected the procedure quality and SSC and barrier performance attributes of the Barrier 
Integrity cornerstone and its objective to provide reasonable assurance that physical design barriers protect the public 
from radionuclide releases caused by accidents or events. In this case, lack of coordination resulted in a loss of 
reasonable assurance that secondary containment was operable. The issue screened to Green via IMC 0609, 
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Attachment 4, since it did not represent a degradation of the barrier function of the control room, did not represent an 
actual open pathway in the physical integrity of reactor containment, and did not involve the actual reduction in 
function of hydrogen igniters in containment. The issue was determined to have a cross-cutting aspect in the area of 
Human Performance to plan and coordinate work activities, consistent with nuclear safety. In this case, the MSV and 
MSIV work activities were not coordinated amongst various departments to address the operational impact of 
sequence changes on plant configuration. [H.3(b)] (Section 1R15)  
 
Inspection Report# : 2012003 (pdf)  

Emergency Preparedness 

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure of Full-Scale Drill Critique to Identify an RSPS Weakness 
. Inspectors identified a Green NCV associated with emergency preparedness planning standard 10 CFR 50.47(b)(14) 
and the requirements of Section lV.F.2.g of  
10 CFR 50, Appendix E. Specifically, PPL personnel did not identify an Emergency Response Organization (ERO) 
performance weakness associated with an untimely notification of an emergency declaration during their critique 
following the full-scale emergency preparedness (EP) drill. In the case of ERO performance, simulator equipment 
issues prevented the ability of drill controllers to satisfactorily evaluate performance of the ERO and PPL staff did not 
identify that all off-site response organizations (OROs)  
were not notified within fifteen minutes. The critique deficiency was entered into PPL’s CAP as CR 1648380.  
The finding is more than minor because it is associated with the ERO attribute of the Emergency Preparedness 
cornerstone and affected the cornerstone objective to ensure that PPL staff are capable of implementing adequate 
measures to protect the health and safety of the public in the event of a radiological emergency. The inspectors 
assessed the issue, related to the failure to make a timely notification to the OROs, using NRC IMC 0609 Appendix B, 
“Emergency Preparedness Significance Determination Process.” PPL's drill critique not identifying the untimely 
notification met the NRC's definition of a weakness in a full-scale drill. However, because of the unique nature of the 
equipment failures associated with the notification of the first ORO, inspectors determined that the failure to critique 
the drill weakness only constituted a degradation of the planning standard (PS) function. Therefore the finding is 
characterized as very low safety significance (Green). The finding is related to the cross-cutting area of PI&R, CAP, 
in that PPL staff did not identify a risk significant planning standard (RSPS) performance issue completely, 
accurately, and in a timely manner commensurate with the safety significance. Specifically, during the critique of the 
full-scale drill conducted on October 14, 2012, PPL staff did not recognize and critique that an RSPS was not met and 
did not place this issue into the CAP until prompted by inspectors. [P.1(a)] (Section 1EP6) 
Inspection Report# : 2012005 (pdf)  

Occupational Radiation Safety 

Significance:  Jun 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to follow radiation protection procedures
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The inspector identified a non-cited violation (NCV) of Technical Specification (TS) 5.4.1.a, which requires that 
written procedures be implemented covering the activities in the applicable procedures recommended by Regulatory 
Guide 1.33, including procedures for as low as reasonably achievable (ALARA) program. Specifically, the Station 
ALARA Committee (SAC) did not review the scaffold work prior to the Refueling and Inspection Outage (RIO) 17 
for unit 1. Procedure NDAP-QA-1191, ALARA Program, Appendix A, provides specific criteria for tasks that must 
be reviewed by the SAC. One of these criteria is to review job specific Radiation Work Permits (RWP) evolutions 
where the initial dose estimate is greater than 5 person-rem. All of the actions were not completed prior to the start of 
the refueling outage. Specifically, the SAC did not review the scaffold work inside the drywell even though it was 
estimated to be 7 person-rem. The performance deficiency could lead to additional unexpected personnel exposure 
without additional evaluation by and approval of the SAC. The licensee subsequently entered the issue into the 
corrective action program as condition report (AR) (1555458).  
 
The finding is more than minor because it is associated with the Radiation Safety –Occupational Radiation Safety 
cornerstone attribute of program and process and affected the cornerstone objective of protecting worker health and 
safety from exposure to radiation. Specifically, the licensee did not take the appropriate actions defined in the 
procedure to evaluate the activity and challenge the actions to reduce dose for the task. Using the Inspection Manual 
Chapter (IMC) 0609, Appendix C, Occupational Radiation Safety Significance Determination Process, the inspector 
determined that the finding was of very low safety significance (Green) because Susquehanna’s three year rolling 
average is less than 240 person-rem and it did not involve: (1) an overexposure, (2) a substantial potential for 
overexposure, or (3) an impaired ability to assess dose. This finding was caused by inadequate procedure compliance 
that resulted in a lack of planning and review of a risk significant task. Consequently, the cause of this deficiency had 
a cross-cutting aspect in the area of Work Controls (H.3(a)). Specifically, the licensee failed to appropriately plan the 
scaffold work activity by incorporating risk insights or radiological safety and the need for planned contingencies, 
compensatory actions, and abort criteria. (Section 2RS02) 
Inspection Report# : 2012003 (pdf)  

Public Radiation Safety 

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

Miscellaneous 
Significance: N/A Dec 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Report Common-Cause Inoperability of Independent Trains
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. Inspectors identified a SL IV NCV of 10 CFR 50.73 (a)(2)(vii) for PPL’s failure to submit a licensee event report 
(LER) of a common cause inoperability of two independent trains of reactor protection system (RPS) electrical power 
monitoring associated with several Unit 1 RPS breakers on May 8, 2012. PPL staff entered the issue into the CAP as 
CR 1663785 and took action to issue the required LER.  
This finding was evaluated using the traditional enforcement process because the failure to accurately report events 
has the potential to impact or impede the regulatory process. The finding was determined to be a Severity Level IV 
violation based on example 6.9.d.9 of the NRC Enforcement Policy. This example states that a licensee failing to 
make a report required by 10 CFR 50.72 or 10 CFR 50.73 is an example of a Severity Level IV violation. Because this 
violation involves the traditional enforcement process and does not have an underlying technical violation that would 
be considered more-than-minor, inspectors did not assign a cross-cutting aspect to this violation in accordance with 
IMC 0612, Appendix B. (Section 1R12)  
 
Inspection Report# : 2012005 (pdf)  

Last modified : June 04, 2013 
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Susquehanna 1 
2Q/2013 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 31, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Improper Stress Intensification Factor Results in Not Identifying ASME Limits for Pipe Stress Being Exceeded
A self-revealing Green NCV of 10 CFR 50 Appendix B, Criteria III, “Design Control,” was identified related to a leak 
on the Unit 1 ‘A’ reactor recirculation pump suction line decontamination flange weld. Specifically, PPL personnel 
used an incorrect value for stress intensification factor in the vibration analysis in 2004 to support an extended power 
uprate (EPU). When the correct stress intensification factor was applied, American Society of Mechanical Engineers 
(ASME) OM-3 code limits for endurance and fatigue stress were exceeded. The weld failure resulted in pressure 
boundary leakage in excess of TS 3.4.4 limits from approximately June 16 through 19, 2012. PPL staff entered the 
problem in the PPL corrective action program (CAP) as CR 1589390, repaired and modified the flange line, and 
revised the calculation.  
The inspectors reviewed the performance deficiency using NRC IMC 0612, Appendix B, “Issue Screening,” and 
determined to be more than minor because it affected the Initiating Events cornerstone attribute of design control. The 
issue adversely affected the associated cornerstone objective of limiting the likelihood of those events that upset plant 
stability and challenge critical safety functions during shutdown as well as power operations. The finding was 
evaluated using Section A of IMC 609, Appendix A, Exhibit 1, “Initiating Events Screening Questions.” Since the 
finding result could not have reasonably exceeded the leak rate for a small loss of coolant accident (LOCA) and did 
not likely affect other systems used to mitigate a LOCA resulting in a total loss of their function (e.g., inter-facing 
system LOCA), the finding screened to very low safety significance (Green). This finding was determined to not be 
indicative of current performance because the deficiency occurred in 2004 and procedures and training are in place 
that would have precluded the issue. Therefore, no cross-cutting aspect is assigned. (Section 4OA2)  
 
Inspection Report# : 2012005 (pdf)  

Significance:  Sep 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedure for Acts of Nature 
The inspectors identified a Green NCV of TS 5.4.1, “Procedures,” when PPL did not  
maintain adequate procedures to respond proactively to acts of nature. Specifically, PPL’s  
adverse weather procedure did not ensure timely risk management activities for imminent  
adverse weather were completed despite a National Weather Service (NWS) declaration of  
a high wind watch, high wind advisory, and a tornado watch. PPL entered this item in their  
Corrective Action Program (CAP) as condition report (CR) 1628452.  
The issue was evaluated in accordance with IMC 0612 and determined to be more than  
minor since it affected the procedure quality attribute of the Initiating Events cornerstone and  
its objective to limit the likelihood of events that upset plant stability and challenge critical  
safety functions during shutdown as well as power operations. Specifically, the inadequate  
procedure prevented PPL from taking proactive steps to limit the likelihood of high wind or  
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tornado-related missile hazards upsetting plant electrical power systems. 
The finding screened to Green in accordance with IMC 0609, Attachment 4, and Appendix  
A, Exhibit 1, since it did not cause a reactor trip, involve the complete or partial loss of  
mitigation or support equipment, or impact the frequency of a fire or internal flooding event.  
The finding was determined to have a cross-cutting aspect in the area of Problem  
Identification and Resolution - CAP because PPL did not identify issues completely,  
accurately, and in a timely manner commensurate with their safety significance.  
Specifically, PPL did not identify that the Off Normal procedure was inadequate both during  
the 2011 periodic procedural review and during documentation of inspector observations in  
May 2012 as part of CR 1579977. [P.1(a)] (Section 1R01) 
Inspection Report# : 2012004 (pdf)  

Mitigating Systems 

Significance:  Jun 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Operability Assessment of Synchroscope Switch 
Inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion V, “Instructions, Procedures, and Drawings,”
when PPL performed an inadequate operability determination for a synchroscope switch failure that rendered offsite 
power and the four emergency diesel generators (EDGs) inoperable. This resulted in PPL being in violation of Unit 1 
TSs 3.8.1, 3.8.2, and 3.0.3, and Unit 2 TSs 3.6.4.1 and 3.8.2. PPL entered the issue in their CAP as CR 1703293, re-
evaluated past operability and submitted a licensee event report (LER) for the associated condition prohibited by plant 
Technical Specifications (TS) on July 8, 2013 (ADAMS Accession No. ML13190A104).  
The performance deficiency was determined to be more than minor since it was associated with the equipment 
performance attribute of the Mitigating Systems cornerstone and adversely affected its objective to ensure the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. The finding was evaluated using the SDP of IMC 0609.04. The finding was evaluated under both the 
Mitigating Systems Exhibit of IMC 0609 Appendix A when Unit 1 was at power and Appendix G for the times when 
one or both units were in a shutdown condition. Under IMC 0609, Appendix A, the finding screened to Green since it 
was not a design or qualification deficiency and was not a potential or actual loss of system or safety function. Under 
IMC 0609, Appendix G, Attachment 1, Checklists 5 through 7, the inspectors screened the issue to Green since it 
affected the requirement for operable DGs under TS 3.8.1 and TS 3.8.2. The inspectors determined that a Phase 2 
analysis was not warranted since it did not match those criteria listed for further analysis in these checklists. 
Specifically, since all automatic transfer functions of off-site power and the EDGs remained functional, inspectors 
determined that none of the functions evaluated under the SDPs were affected. The finding had a cross-cutting aspect 
in Problem Identification and Resolution (PI&R), corrective action program (CAP), because PPL staff did not 
thoroughly evaluate problems such that the resolutions address the causes and extent of conditions, to include properly 
classifying, prioritizing and evaluating for operability. Specifically, PPL staff did not appropriately evaluate the effect 
that the synchroscope switch failure had on offsite power and emergency diesel generator operability.  
 
Inspection Report# : 2013003 (pdf)  

Significance:  May 22, 2013 
Identified By: NRC 
Item Type: AV Apparent Violation 
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Failure to Restrict Operators from Performing Licensed Duties with Medically Disqualifying Conditions and 
Failure to Notify the NRC Within 30 Days of Discovering Changes in Medical Conditions 
The inspectors identified: 1) an apparent violation (AV) of Title 10 of the Code of Federal Regulations (10 CFR) 
55.21, “Medical Examination;” Part 55.25 “Incapacitation because of disability or illness;” Part 55.33, “Disposition of 
an Initial Application,” for the failure of the licensee to restrict operators from performing licensed duties when they 
had disqualifying medical conditions; and 10 CFR 50.74, “Notification of change in operator or senior operator 
status,” for PPL’s failure to notify the NRC within 30 days of changes in licensed operators’ medical conditions; and, 
2) a related finding of very low safety significance (Green) for PPL’s failure to implement effective corrective actions 
to prevent this recurring AV.  
Specifically, the inspectors identified that four licensed operators developed disqualifying medical conditions that 
were not properly evaluated by PPL staff in accordance with ANSI/ANS-3.4-1983, “American National Standard 
Medical Certification and Monitoring of Personnel Requiring Operator Licenses for Nuclear Power Plants.” 
Additionally, PPL did not restrict the operators from performing licensed duties or obtain NRC approval (by 
requesting conditioned licenses) to continue to perform licensed duties, which caused the operators to not meet the 
requirements of 10 CFR 55.33(a)(1). Additionally, the inspectors identified eight instances in which PPL failed to 
notify the NRC within 30 days of learning of changes in licensed operator medical conditions that involved permanent 
disabilities/illnesses as required by 10 CFR 50.74. This resulted in the operators performing licensed operator duties 
without properly restricted licenses. PPL has taken actions to correct these issues by formally notifying the NRC and 
requesting conditioned licenses, as necessary, training the licensed operators and medical staff in the applicable 
requirements, and revising related procedures to provide additional guidance and require annual training. PPL entered 
this issue into their corrective action program. (CR-1709539)  
The inspectors reviewed this issue in accordance with NRC IMC 0612, Appendix B, “Issue Screening” for traditional 
enforcement and as part of the Reactor Oversight process (ROP). Under the ROP, the inspectors also identified a 
related finding of very low safety significance (Green) involving PPL’s failure to prevent this recurring AV.  
 
Inspection Report# : 2013008 (pdf)  

Significance:  May 22, 2013 
Identified By: NRC 
Item Type: AV Apparent Violation 
Failure to Establish and Implement Written Procedures for Operating Plant Equipment Failure to Provide 
Complete and Accurate Medical Information for Licensed Operator Applications 
The inspectors identified an AV of 10 CFR 50.9, "Completeness and Accuracy of Information," related to PPL's 
failure to provide information to the NRC regarding medical examinations of licensed operators that was complete 
and accurate in all material respects. Specifically, PPL submitted three NRC licensed operator renewal applications 
and one initial license application, each of which certified the medical fitness of the applicants and that no restricting 
license conditions were necessary. However, the applicants, in fact, each had medical conditions that did not meet the 
minimum standards of 10 CFR 55.33(a)(1) and required license conditions to be in place in order for the operators to 
perform licensed activities. PPL entered this issue into their corrective action program. (CR-1709540)  
The inspectors determined that PPL’s failure to provide complete and accurate information to the NRC was a 
performance deficiency that was within PPL’s ability to foresee and correct and should have been prevented. The 
inspectors determined that TE applies, as the issue impacted the NRC's ability to perform its regulatory function. 
Specifically, the NRC issued new and/or renewed licenses to the operators based on information that was not 
complete and accurate in all material respects. The performance deficiency was screened against the ROP per the 
guidance of IMC 0612, Appendix B, "lssue Screening." No associated ROP finding was identified and no cross-
cutting aspect was assigned. This issue constitutes an apparent violation in accordance with the NRC’s Enforcement 
Policy, and its final significance will be dispositioned in separate future correspondence.  
 
Inspection Report# : 2013008 (pdf)  
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Significance: N/A Mar 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate 10 CFR 50.59 Screeing of TS Bases Change 
The inspectors identified a Severity Level IV (SL-IV) NCV of 10 CFR 50.59, “Changes, Tests, and Experiments,” 
when PPL made changes that affected Unit 1 and Unit 2 TS 3.8.3 without obtaining a license amendment pursuant to 
10 CFR 50.90. Specifically, PPL changed the TS 3.8.3 bases to support raising the American Petroleum Institute 
(API) gravity of acceptable diesel fuel oil by crediting the fuel oil day tank capacity to meet the onsite fuel 
requirements. This change altered the intent of TS 3.8.3. PPL entered this item in their CAP as CR 1678266, made 
urgent changes to surveillance procedures, evaluated the issue, and ultimately agreed with this conclusion.  
The inspectors determined that the failure to implement the requirements of 10 CFR 50.59 for changes to the TSBs 
was a performance deficiency within PPL’s ability to foresee and correct. The inspectors evaluated the finding in 
accordance with IMC 0612 Appendix B. The inspectors determined that this issue impacted the regulatory function by 
failing to receive prior NRC approval for changes in licensed activities. Therefore, the violation was compared to 
examples in Enforcement Policy section 6. The violation was determined to be more than minor based on similarity to 
SLIV example 6.1.d.2, a 10 CFR 50.59 violation that resulted in conditions evaluated as having very low safety 
significance. The inspectors also evaluated the performance deficiency under the ROP and determined that the 
associated ROP finding was minor since PPL had not accepted fuel oil deliveries with a higher gravity. As such, no 
cross-cutting aspect was assigned to this finding.  
 
Inspection Report# : 2013002 (pdf)  

Significance:  Mar 31, 2013 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Procedure for Control Room Cooling Fan Train Failure 
A self-revealing NCV of 10 CFR 50 Appendix B, Criteria V “Instructions, Procedures, and Drawings,” was identified 
because PPL did not ensure alarm response procedures (ARPs) for control room cooling fan train failures were 
adequate, which resulted in the subsequent loss of both trains of cooling during clearance order (CO) application for 
fan repair work. Specifically, the ARP actions were deficient in allowing an abnormal system control switch 
configuration that led to the inadvertent shutdown of the in-service ‘B’ train fans during the application of the CO 
process to perform work on the failed ‘A’ control room cooling fan train. PPL entered the issue into their CAP to 
repair the failed damper and also evaluate the extent-of-condition to ensure the adequacy of other applicable 
ventilation procedures.  
The inspectors determined the deficiency was more than minor because it was associated with the Procedure Quality 
attribute of the Mitigating System Cornerstone. The inadequate procedure resulted in the loss of control room cooling 
fans, which affects the objective to ensure the availability and capability of systems that respond to initiating events to 
prevent undesirable consequences. The inspectors determined through a review of IMC 0609 Appendix A, Exhibit 2, 
“Mitigating Systems Screening Questions,” that the finding was of very low safety significance (Green) because the 
finding was not related to a design or qualification deficiency, did not represent a loss of a credited mitigating system 
safety function because cooling was restored in a timely manner, and did not screen as potentially risk significant due 
to external initiating events. The control room operators immediately recognized the loss of cooling and took manual 
action to restart the ‘B’ cooling train within 15 minutes to ensure control room temperatures were not adversely 
affected. The finding did not have a cross-cutting aspect because the inadequate ARP was an historical issue not 
indicative of current performance. Specifically, the procedures had not been adequately identified and revised in 2003 
and this occurred outside of the nominal three-year period for evaluating present performance as defined in IMC 0612, 
section 03.15. Additionally, PPL has instituted procedure and CAP improvements since that time which would have 
prevented the performance deficiency.  
 
Inspection Report# : 2013002 (pdf)  
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Significance:  Sep 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Risk Management Actions 
The inspectors identified a Green NCV of 10 CFR 50.65(a)(4) when PPL did not implement risk management actions 
(RMAs) during maintenance as required by station procedures. The inspectors identified multiple examples of PPL 
non-compliance with 10 CFR 50.65(a)(4); PPL’s implementing procedures NDAP-QA-0340, “Protected Equipment 
Program;” and NDAP-QA-1902, “Integrated Risk Management.” PPL entered the issue in their CAP as CRs 1611044, 
1604007, 1601929, 1602495, and 1611876.  
The finding was more than minor because it was similar to IMC 0612, Appendix E, examples 7.e and 7.f. Specifically, 
elevated plant risk required RMAs or additional RMAs that were not implemented as required by plant procedures. 
The finding also affected the equipment performance attribute of the Mitigating Systems Cornerstone and its objective 
to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. In accordance with IMC 0609, Attachment 4, the issues were determined to involve PPL’s assessment 
and management of risk associated with performing maintenance activities and was further assessed under IMC 0609, 
Appendix K, “Maintenance Risk Assessment and Risk Management SDP.” The issue was evaluated by a Senior 
Reactor Analyst utilizing flowchart 2, and the finding was determined to be of very low safety significance (Green) 
since it did not result in an increase to either the incremental core damage probability (ICDP) or to the incremental 
large early release probability (ILERP). The finding was determined to have a cross-cutting aspect in the area of 
Human Performance, Work Control, in that PPL did not plan work activities, consistent with nuclear safety, by 
incorporating risk insights. Specifically, PPL did not incorporate RMAs into its work activities despite recognition of 
increased risk. [H.3(a)] (Section 1R13) 
Inspection Report# : 2012004 (pdf)  

Significance:  Sep 10, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Compensatory Actions for Inadequate MOV Grease Analysis Procedures 
The inspectors identified an NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Actions,” because PPL did 
not take appropriate action to promptly correct an identified condition adverse to quality associated with PPL’s motor-
operated valve (MOV) lubrication program. PPL did not adhere to the corrective action timeliness standards specified 
in its corrective action process procedure NDAP-QA-0702, “Action Request and Condition Report Process,” Revision 
36. Section 7.56.1 states, in part, that compensatory action will be provided if permanent action will not be performed 
in a timely fashion. Specifically, while evaluating permanent revisions to the program to address the deficiencies, PPL 
did not take compensatory actions to address MOV grease analysis procedure and engineer qualification program 
deficiencies before sixty MOV grease analyses were completed in refueling outage 15. PPL entered this performance 
deficiency into their CAP under CR 1562326.  
The inspectors determined that the performance deficiency was more than minor because it was associated with the 
equipment performance attribute of the Mitigating Systems cornerstone and adversely affected the cornerstone 
objective of ensuring the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences. Specifically, failure to implement compensatory actions to analyze grease samples in 
MOVs affects the reliability of these valves. An MOV lubrication program is an integral part of the station’s Generic 
Letter 89-10 program for safety-related MOVs. PPL uses the results of the MOV grease analysis to determine the 
need for a valve actuator overhaul. The inspectors screened this issue to Green via Inspection Manual Chapter 0609, 
Attachment 4 and Appendix A, because the finding does not represent a loss of system and/or function, does not 
represent an actual loss of function of at least a single train for greater than its technical specification allowed outage 
time or two separate safety systems out-of-service for greater than its technical specification allowed outage time, and 
does not represent an actual loss of function of one or more non-technical specification trains of equipment designated 
as high safety-significant in accordance with the licensee’s Maintenance Rule program for greater than 24 hrs. The 
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inspectors determined that this issue had a cross-cutting aspect in the area of human performance, work practices, 
because PPL personnel did not follow PPL corrective action program procedure requirements regarding compensatory 
actions [H.4(b)]. (Section 4OA2.1.c(1))  
 
Inspection Report# : 2012009 (pdf)  

Significance:  Sep 10, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify and Correct a CAQ Associated with a Safety-Related Battery Maintenance Procedure 
The inspectors identified an NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Actions,” because PPL did 
not identify and correct the inadequate weekly testing procedure that resulted in the inoperability of the safety-related 
24-volt battery 1D670 that occurred on March 1, 2012. Specifically, because the engineer assigned to perform the 
Apparent Cause Evaluation (ACE) for the March 1, 2012, failure did not interview the technicians who performed the 
last weekly surveillance on the battery before the failure, PPL did not identify that the weekly testing procedure did 
not provide adequate instructions for restoring low battery electrolyte level. PPL entered this performance deficiency 
into their CAP as CR 1602339.  
The inspectors determined that this performance deficiency was more than minor because it affected the equipment 
performance attribute of the Mitigating Systems cornerstone and its objective of ensuring the availability, reliability, 
and capability of systems that respond to initiating events to prevent undesirable consequences. Specifically, as 
evidenced by the  
events on March 1, 2012, the use of the inadequate procedure resulted in the inoperability of the 1D670 battery that 
supports operation of the safety-related source range and intermediate range instrumentation. The inspectors 
determined that the inadequate procedure problem was a condition adverse to quality. The inspectors screened this 
issue to Green via Inspection Manual Chapter 0609, Attachment 4 and Appendix A, because the finding does not 
represent a loss of system and/or function, does not represent an actual loss of function of at least a single train for 
greater than its technical specification allowed outage time or two separate safety systems out-of-service for greater 
than its technical specification allowed outage time, and does not represent an actual loss of function of one or more 
non-technical specification trains of equipment designated as high safety-significant in accordance with the licensee’s 
Maintenance Rule program for greater than 24 hrs. The inspectors determined that this finding had a cross-cutting 
aspect in the area of problem identification and resolution, corrective action program, because PPL did not 
appropriately evaluate the unexpected inoperability of a safety-related battery such that a condition adverse to quality, 
the inadequate maintenance procedure that likely caused the battery inoperability, was identified and corrected [P.1.
(c)]. (Section 4OA2.1.c(2)) 
Inspection Report# : 2012009 (pdf)  

Significance:  Sep 10, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to identify and Correct a CAQ Associated with Reactor Recirculation Valve Exercising Surveillance 
Procedure 
The inspectors identified an NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Actions,” because PPL did 
not identify an inadequate recirculation valve surveillance procedure when the licensee completed the extent of 
condition review that was performed as part of the root cause analysis for the Reactor Core Isolation Cooling (RCIC) 
ramp generator signal converter (RGSC) failure on June 29, 2011. Specifically, PPL did not adhere to the extent of 
condition determination standards established in PPL procedure NDAP-00-0752, “Cause Analysis.” The actions taken 
to address the extent of condition were not of a depth sufficient to identify the same deficiency that existed in the 
RCIC flow surveillance procedure in other applicable surveillance procedures. As a result, the inadequate 
recirculation valve surveillance procedure was not identified. PPL entered this performance deficiency into their CAP 
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as CR 1596633.  
The inspectors determined that this performance deficiency was more than minor because it affected the procedural 
quality attribute of the Mitigating Systems cornerstone and its objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. Specifically, PPL did not 
complete an evaluation of the extent of condition for the identified inadequate RCIC surveillance procedure to a depth 
that would have identified the same deficiency in other similar procedures. As a result, an independent review by 
inspectors identified a similar condition associated with the reactor recirculation valve exercising procedure. The 
inspectors determined that this procedure problem was a condition adverse to quality. The inspectors screened this 
issue to Green via Inspection Manual Chapter 0609, Attachment 4 and Appendix A, because the finding does not 
represent a loss of system and/or function, does not represent an actual loss of function of at least a single train for 
greater than its technical specification allowed outage time or two separate safety systems out-of-service for greater 
than its technical specification allowed  
outage time, and does not represent an actual loss of function of one or more non-technical specification trains of 
equipment designated as high safety-significant in accordance with the licensee’s Maintenance Rule program for 
greater than 24 hrs. The inspectors determined that this finding had a cross-cutting aspect in the area of problem 
identification and resolution, corrective action program, because, although the root cause analysis appropriately 
bounded and defined the necessary actions to address the extent of condition, the implementation of those actions was 
insufficient to ensure similar conditions did not exist in other site procedures [P.1.(d)]. (Section 4OA2.1.c(3))  
 
Inspection Report# : 2012009 (pdf)  

Significance: SL-IV Nov 08, 2011 
Identified By: NRC 
Item Type: VIO Violation 
Violation of 10CFR55.25, Failure to Notify NRC of a Change in Medical Status and Request a Conditional 
License 
The inspectors identified a SL IV NOV of 10 CFR 55.25, “Incapacitation Because of Disability or Illness,” for PPL 
failing to notify the NRC of a known permanent change in medical status of a licensed operator, and 10 CFR 55.3, 
“License Requirements,” for failing to ensure that an individual license holder, in the capacity of a reactor operator 
(RO), met the medical prerequisites prior to performing licensed operator duties. Specifically, an RO failed a medical 
examination in both 2009 and 2011 which identified a disqualifying condition and performed licensed duties without 
an NRC-approved, amended license. He performed the function of an RO while on watch from April 2009 through 
August 2011, when the NRC identified this issue. However, the operator did wear corrective lenses while standing 
watch since April 2009. Upon notification PPL submitted, and the NRC approved, a conditional license to address the 
disqualifying medical condition. PPL entered this issue into their corrective action program (CAP) as condition report 
(CR) 1450138.  
 
The inspectors determined that PPL’s failure to notify the NRC of a known permanent change in a licensed operator’s 
medical status and request an amended license in order to assume licensed duties was a performance deficiency. This 
finding was evaluated using the traditional enforcement process because the issue had the potential to impact or 
impede the regulatory process. Specifically, there was a potential for license termination or the issuance of a 
conditional license to accommodate for a medical condition. The RO performed licensed duties from April 2009 
through August 2011 with a disqualifying condition that required his license to be amended. Using the NRC 
Enforcement Policy, this violation was characterized at SL IV, in accordance with Section 6.4.  
 
This violation is being cited in the enclosed Notice in accordance with NRC Enforcement Manual Section 3.1.2, 
because the violation was determined to be repetitive of NRC Enforcement Action (EA) 09-248 dated January 28, 
2010, an SLIII Notice of Violation related to a Senior Reactor Operator (SRO) standing watch without meeting a 
medical qualification requirement. The medical conditions in both the former and current cases were similar; 
therefore, it was reasonable that an adequate extent of condition review for EA-09-248 should have identified the 
additional discrepancy.  
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This significance of the associated performance deficiency was screened against the Reactor Oversight Process (ROP) 
per the guidance of IMC 0612, Appendix B. No associated ROP finding was identified and no cross-cutting aspect 
was assigned. (Section 1R11)  
 
Inspection Report# : 2011004 (pdf)  
Inspection Report# : 2012005 (pdf)  

Significance:  Dec 31, 2009 
Identified By: NRC 
Item Type: FIN Finding 
Scenarios for NRC Annual Operating Examinations Did Not Meet Quantitative Standards for Total 
Malfunctions 
The inspectors identified greater finding in that 20% of the NRC annual operating exam simulator scenarios reviewed 
did not meet the quantitative standard for total malfunctions, 4 to 8 for a single scenario, and 10 to 14 for a scenario 
set established in NUREG-1021, “Operator Licensing Examination Standards for Power Reactors,” Form ES-604-1, 
“Simulator Scenario Review Checklist.” In addition, the licensee’s procedures NTP-QA-31.11, “Operator 
Requalification Exam Preparation and Implementation” and NTP-QA-31.7, “Simulator Scenario Writers Guides,” 
recommend these same quantitative standards. The quantitative guidelines for malfunctions is an important metric 
because it establishes an objective standard used throughout the nuclear industry to ensure that the simulator portion 
of the NRC-required annual operating exams are written at an appropriate level of difficulty. As an immediate 
corrective action, the licensee entered this finding into their corrective action process (CR 1187760).  
 
This finding was more than minor because it was associated with the Human Performance attribute of the Mitigation 
Systems cornerstone and affected the objective of ensuring the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences. Specifically, the finding affected the level of 
difficulty of simulator operating exams which potentially impacted PPL’s ability to appropriately evaluate licensed 
operators. A review of the possible cross-cutting aspects was performed and no cross-cutting aspect was identified 
that would be considered a contributor to the cause of the finding. 
Inspection Report# : 2009005 (pdf)  

Barrier Integrity 

Significance:  Sep 30, 2012 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Inadequate Troubleshooting Results in Loss of Secondary Containment and Protected Equipment 
A self-revealing Green finding against PPL procedure NDAP-QA-0510, “Troubleshooting Plant Equipment,” was 
identified when inadequate troubleshooting caused repeated inoperability of secondary containment, an associated 
unplanned Unit 2 entry into a 4-hour limiting condition for operation (LCO) action statement, and a loss of the ‘1C’ 
fuel pool cooling (FPC) pump during equipment restoration. The FPC pump had been designated as protected 
equipment as a risk management action. The failure to perform adequate troubleshooting activities to identify and 
correct equipment problems prior to restoration was a performance deficiency that was within PPL’s ability to foresee 
and prevent. PPL entered this issue into their CAP as CR 1628250.  
The inspectors determined that the finding was more than minor because it was associated with the configuration 
control attribute of the Barrier Integrity cornerstone and adversely affected its objective to provide reasonable 
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assurance that physical design barriers protect the public from radionuclide releases caused by accidents or events. 
Specifically, the event resulted in the inoperability of secondary containment and loss of a FPC pump. The finding 
was evaluated in accordance with IMC 0609, Attachment 4, and Appendix A - Exhibit 3, and was determined to be of 
very low safety significance (Green) because the finding did not only represent a degradation of the radiological 
barrier function provided for the standby gas treatment system and it did not: a) cause the spent fuel pool to exceed a 
maximum temperature limit; b) cause mechanical fuel damage and detectable release of radio-nuclides; c) result in the 
loss of spent fuel pool water inventory; or d) affect spent fuel shutdown margin. This finding is related to the cross-
cutting area of Human Performance – Decision-Making because PPL did not make safety-significant or risk-
significant decisions using a systematic process, especially when faced with uncertain or unexpected plant conditions, 
to ensure safety is maintained. Specifically, PPL failed to restore equipment in a systematic manner, given the 
intermittent nature of heater faults, to preclude a repeated loss of protected equipment and secondary containment. 
[H.1(a)] (Section 1R12) 
Inspection Report# : 2012004 (pdf)  

Emergency Preparedness 

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure of Full-Scale Drill Critique to Identify an RSPS Weakness 
. Inspectors identified a Green NCV associated with emergency preparedness planning standard 10 CFR 50.47(b)(14) 
and the requirements of Section lV.F.2.g of  
10 CFR 50, Appendix E. Specifically, PPL personnel did not identify an Emergency Response Organization (ERO) 
performance weakness associated with an untimely notification of an emergency declaration during their critique 
following the full-scale emergency preparedness (EP) drill. In the case of ERO performance, simulator equipment 
issues prevented the ability of drill controllers to satisfactorily evaluate performance of the ERO and PPL staff did not 
identify that all off-site response organizations (OROs)  
were not notified within fifteen minutes. The critique deficiency was entered into PPL’s CAP as CR 1648380.  
The finding is more than minor because it is associated with the ERO attribute of the Emergency Preparedness 
cornerstone and affected the cornerstone objective to ensure that PPL staff are capable of implementing adequate 
measures to protect the health and safety of the public in the event of a radiological emergency. The inspectors 
assessed the issue, related to the failure to make a timely notification to the OROs, using NRC IMC 0609 Appendix B, 
“Emergency Preparedness Significance Determination Process.” PPL's drill critique not identifying the untimely 
notification met the NRC's definition of a weakness in a full-scale drill. However, because of the unique nature of the 
equipment failures associated with the notification of the first ORO, inspectors determined that the failure to critique 
the drill weakness only constituted a degradation of the planning standard (PS) function. Therefore the finding is 
characterized as very low safety significance (Green). The finding is related to the cross-cutting area of PI&R, CAP, 
in that PPL staff did not identify a risk significant planning standard (RSPS) performance issue completely, 
accurately, and in a timely manner commensurate with the safety significance. Specifically, during the critique of the 
full-scale drill conducted on October 14, 2012, PPL staff did not recognize and critique that an RSPS was not met and 
did not place this issue into the CAP until prompted by inspectors. [P.1(a)] (Section 1EP6) 
Inspection Report# : 2012005 (pdf)  

Occupational Radiation Safety 
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Public Radiation Safety 

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

Miscellaneous 
Significance: N/A Dec 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Report Common-Cause Inoperability of Independent Trains 
. Inspectors identified a SL IV NCV of 10 CFR 50.73 (a)(2)(vii) for PPL’s failure to submit a licensee event report 
(LER) of a common cause inoperability of two independent trains of reactor protection system (RPS) electrical power 
monitoring associated with several Unit 1 RPS breakers on May 8, 2012. PPL staff entered the issue into the CAP as 
CR 1663785 and took action to issue the required LER.  
This finding was evaluated using the traditional enforcement process because the failure to accurately report events 
has the potential to impact or impede the regulatory process. The finding was determined to be a Severity Level IV 
violation based on example 6.9.d.9 of the NRC Enforcement Policy. This example states that a licensee failing to 
make a report required by 10 CFR 50.72 or 10 CFR 50.73 is an example of a Severity Level IV violation. Because this 
violation involves the traditional enforcement process and does not have an underlying technical violation that would 
be considered more-than-minor, inspectors did not assign a cross-cutting aspect to this violation in accordance with 
IMC 0612, Appendix B. (Section 1R12)  
 
Inspection Report# : 2012005 (pdf)  

Last modified : September 03, 2013 
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Susquehanna 1 
3Q/2013 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 31, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Improper Stress Intensification Factor Results in Not Identifying ASME Limits for Pipe Stress Being Exceeded
A self-revealing Green NCV of 10 CFR 50 Appendix B, Criteria III, “Design Control,” was identified related to a leak 
on the Unit 1 ‘A’ reactor recirculation pump suction line decontamination flange weld. Specifically, PPL personnel 
used an incorrect value for stress intensification factor in the vibration analysis in 2004 to support an extended power 
uprate (EPU). When the correct stress intensification factor was applied, American Society of Mechanical Engineers 
(ASME) OM-3 code limits for endurance and fatigue stress were exceeded. The weld failure resulted in pressure 
boundary leakage in excess of TS 3.4.4 limits from approximately June 16 through 19, 2012. PPL staff entered the 
problem in the PPL corrective action program (CAP) as CR 1589390, repaired and modified the flange line, and 
revised the calculation.  
The inspectors reviewed the performance deficiency using NRC IMC 0612, Appendix B, “Issue Screening,” and 
determined to be more than minor because it affected the Initiating Events cornerstone attribute of design control. The 
issue adversely affected the associated cornerstone objective of limiting the likelihood of those events that upset plant 
stability and challenge critical safety functions during shutdown as well as power operations. The finding was 
evaluated using Section A of IMC 609, Appendix A, Exhibit 1, “Initiating Events Screening Questions.” Since the 
finding result could not have reasonably exceeded the leak rate for a small loss of coolant accident (LOCA) and did 
not likely affect other systems used to mitigate a LOCA resulting in a total loss of their function (e.g., inter-facing 
system LOCA), the finding screened to very low safety significance (Green). This finding was determined to not be 
indicative of current performance because the deficiency occurred in 2004 and procedures and training are in place 
that would have precluded the issue. Therefore, no cross-cutting aspect is assigned. (Section 4OA2)  
 
Inspection Report# : 2012005 (pdf)  

Mitigating Systems 

Significance:  Sep 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedural Guidance for Maintaining RPV Level During Anticipated Transient Without Scram 
The inspectors identified a Green NCV of TS 5.4.1, “Procedures,” because PPL’s emergency operating procedure step 
for terminating injection sources during a rapid depressurization required for an anticipated transient without scram 
(ATWS) was inadequate to ensure that cold unborated water was not injected into the core. Specifically, PPL’s 
emergency operating procedure (EOP) does not terminate injection from the high pressure coolant injection (HPCI) 
system during the transient and procedural guidance is insufficient to ensure that operators will maintain level in the 
prescribed ATWS band while injecting with HPCI. In addition to entering the issue into the CAP as CRs 1708885 and 
1745775, PPL’s immediate corrective actions included issuance of Operations Directive  
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13-02 which states that HPCI must be controlled, up to and including overriding injection, to ensure that reactor 
pressure vessel water level is maintained in the prescribed ATWS band during the duration of the rapid 
depressurization. Planned corrective actions include requiring termination of HPCI injection prior to initiation of a 
rapid depressurization (Action Request 1719605).  
The performance deficiency is more than minor because it was associated with the procedure quality attribute of the 
Mitigating Systems cornerstone and affected the objective to ensure the availability, reliability and capability of 
systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). Specifically, the 
inadequate procedure for terminating injection prior to rapidly depressurizing the reactor during an ATWS could have 
resulted in operators failing to control level in the prescribed EOP band, potentially resulting in cold unborated water 
being injected into the core. In accordance with IMC 0609.04, “Initial Characterization of Findings,” and Exhibit 2 of 
IMC 0609, Appendix A, “The Significance Determination Process for Findings At-Power,” the inspectors determined 
that this finding is of very low safety significance (Green) because the performance deficiency was not a design or 
qualification deficiency, did not involve an actual loss of safety function, did not represent actual loss of a safety 
function of a single train for greater than its Technical Specification (TS) allowed outage time, and did not screen as 
potentially risk-significant due to a seismic, flooding, or severe weather initiating event. The finding is related to the 
cross-cutting area of problem identification and resolution (PI&R), in that PPL did not identify a performance issue 
completely, accurately, and in a timely manner commensurate with the safety significance. Specifically, PPL failed to 
identify that guidance in EOP basis document was insufficient to ensure that operators maintained level in the EOP 
band. [P.1(a)]  
 
Inspection Report# : 2013004 (pdf)  

Significance:  Sep 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Assess and Manage Risk of Maintenance Activities 
The inspectors identified a Green NCV of 10 CFR 50.65(a)(4) because PPL did not adequately assess the risk of 
performing maintenance in accordance with station procedures. Specifically, PPL did not specify appropriate risk 
management actions (RMAs) while performing a standby liquid control (SLC) system flow surveillance in 
conjunction with having the ‘E’ emergency diesel generator (EDG) unavailable. PPL’s immediate corrective actions 
included entering the issue into their CAP as condition reports (CRs) 1721928 and 1781929, communicating the issue 
to applicable station personnel, and revising the risk assessment for use in future performance of the maintenance 
activities.  
The performance deficiency is more than minor because it affected the Human Performance attribute of the Mitigating 
Systems cornerstone objective to ensure the availability of systems that respond to initiating events to prevent 
undesirable consequences (i.e., core damage). The item is similar to example 7.e. in NRC IMC 0612 Appendix E, 
“Examples of Minor Issues.” This example states, in part, that failure to perform an adequate risk assessment when 
required by 10 CFR 50.65 (a)(4) is not minor if the overall elevated plant risk would require, under plant procedures, 
RMAs or additional RMAs. In this case, the SLC flow surveillance was required to be screened as high operational 
risk due to the short duration limiting condition of operation (LCO) entry and medium or high operational risk due to 
changing risk to Yellow when performed in conjunction with the ‘E’ EDG unavailability.  
Both of these categories required additional RMAs in accordance with station procedures. In accordance with IMC 
0609.04, “Initial Characterization of Findings,” and IMC 0609, Appendix K, “Maintenance Risk Assessment and Risk 
Management Significance Determination Process,” the inspectors determined that this finding is of very low safety 
significance (Green) because the performance deficiency was associated with RMAs only and the incremental core 
damage probability was < 1E-6 and the incremental large early release probability was < 1E-7. This finding was 
determined to have a cross-cutting aspect in the area of Human Performance, Work Control in that PPL failed to 
appropriately plan work activities by not incorporating risk insights. Specifically, PPL did not appropriately assess the 
risk of performing maintenance activities by including required risk manage actions as specified in station procedures. 
[H.3(a)]. 
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Inspection Report# : 2013004 (pdf)  

Significance:  Aug 29, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Verify Operation of Safety-Related 125Vdc Molded Case Circuit Breakers 
The team identified a finding of very low safety significance (Green) involving a  
non-cited violation of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” in that  
PPL failed to verify or check the adequacy of the design of molded case circuit breakers  
(MCCB). The team reviewed PPL response to NRC Information Notice 93-64, “Periodic  
Testing and Preventive Maintenance of Molded Case Circuit Breakers” and determined  
that PPL had not included certain 125Vdc and 120Vac MCCBs in their evaluation.  
Subsequently the team determined that PPL had not performed any maintenance or  
testing on these breakers since original construction. The team found that several  
125Vdc breakers were credited as one of the two isolation devises required to ensure  
primary containment electrical penetrations are not damaged during overload or fault  
conditions on the circuit. The team concluded that PPL did not verify that these safetyrelated  
125Vdc MCCBs would perform this safety function. PPL entered the issue into  
their corrective action program and performed an operability evaluation on the  
penetrations determining them to be operable but non-conforming because the second  
isolation device would perform the intended safety function. The team reviewed the  
evaluation and determined it to be reasonable.  
The finding was determined to be more than minor because it was associated with the  
Barrier Integrity Containment Design Control and Configuration Control attribute and  
affected the cornerstone’s objective. Using the NRC IMC 0609, “Significance  
Determination Process,” Appendix A, “The Significance Determination Process (SDP) for  
Findings At-Power,” Exhibit 3, Section B, the finding was determined to be of very low  
safety significance (Green). There was no crosscutting aspect assigned to the finding  
because it was not indicative of current performance. (Section 1R21.2.2.2) 
Inspection Report# : 2013010 (pdf)  

Significance:  Jun 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Operability Assessment of Synchroscope Switch 
Inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion V, “Instructions, Procedures, and Drawings,”
when PPL performed an inadequate operability determination for a synchroscope switch failure that rendered offsite 
power and the four emergency diesel generators (EDGs) inoperable. This resulted in PPL being in violation of Unit 1 
TSs 3.8.1, 3.8.2, and 3.0.3, and Unit 2 TSs 3.6.4.1 and 3.8.2. PPL entered the issue in their CAP as CR 1703293, re-
evaluated past operability and submitted a licensee event report (LER) for the associated condition prohibited by plant 
Technical Specifications (TS) on July 8, 2013 (ADAMS Accession No. ML13190A104).  
The performance deficiency was determined to be more than minor since it was associated with the equipment 
performance attribute of the Mitigating Systems cornerstone and adversely affected its objective to ensure the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. The finding was evaluated using the SDP of IMC 0609.04. The finding was evaluated under both the 
Mitigating Systems Exhibit of IMC 0609 Appendix A when Unit 1 was at power and Appendix G for the times when 
one or both units were in a shutdown condition. Under IMC 0609, Appendix A, the finding screened to Green since it 
was not a design or qualification deficiency and was not a potential or actual loss of system or safety function. Under 
IMC 0609, Appendix G, Attachment 1, Checklists 5 through 7, the inspectors screened the issue to Green since it 
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affected the requirement for operable DGs under TS 3.8.1 and TS 3.8.2. The inspectors determined that a Phase 2 
analysis was not warranted since it did not match those criteria listed for further analysis in these checklists. 
Specifically, since all automatic transfer functions of off-site power and the EDGs remained functional, inspectors 
determined that none of the functions evaluated under the SDPs were affected. The finding had a cross-cutting aspect 
in Problem Identification and Resolution (PI&R), corrective action program (CAP), because PPL staff did not 
thoroughly evaluate problems such that the resolutions address the causes and extent of conditions, to include properly 
classifying, prioritizing and evaluating for operability. Specifically, PPL staff did not appropriately evaluate the effect 
that the synchroscope switch failure had on offsite power and emergency diesel generator operability.  
 
Inspection Report# : 2013003 (pdf)  

Significance:  May 22, 2013 
Identified By: NRC 
Item Type: VIO Violation 
Failure to Implement an Effective Licensed Operator Medical Program 
(Initial Entry)  
The inspectors identified: 1) an apparent violation (AV) of Title 10 of the Code of Federal Regulations (10 CFR) 
55.21, “Medical Examination;” Part 55.25 “Incapacitation because of disability or illness;” Part 55.33, “Disposition of 
an Initial Application,” for the failure of the licensee to restrict operators from performing licensed duties when they 
had disqualifying medical conditions; and 10 CFR 50.74, “Notification of change in operator or senior operator 
status,” for PPL’s failure to notify the NRC within 30 days of changes in licensed operators’ medical conditions; and, 
2) a related finding of very low safety significance (Green) for PPL’s failure to implement effective corrective actions 
to prevent this recurring AV. Specifically, the inspectors identified that four licensed operators developed 
disqualifying medical conditions that were not properly evaluated by PPL staff in accordance with ANSI/ANS-3.4-
1983, “American National Standard Medical Certification and Monitoring of Personnel Requiring Operator Licenses 
for Nuclear Power Plants.” Additionally, PPL did not restrict the operators from performing licensed duties or obtain 
NRC approval (by requesting conditioned licenses) to continue to perform licensed duties, which caused the operators 
to not meet the requirements of 10 CFR 55.33(a)(1). Additionally, the inspectors identified eight instances in which 
PPL failed to notify the NRC within 30 days of learning of changes in licensed operator medical conditions that 
involved permanent disabilities/illnesses as required by 10 CFR 50.74. This resulted in the operators performing 
licensed operator duties without properly restricted licenses. PPL has taken actions to correct these issues by formally 
notifying the NRC and requesting conditioned licenses, as necessary, training the licensed operators and medical staff 
in the applicable requirements, and revising related procedures to provide additional guidance and require annual 
training. PPL entered this issue into their corrective action program. (CR-1709539)  
 
The inspectors reviewed this issue in accordance with NRC IMC 0612, Appendix B, “Issue Screening” for traditional 
enforcement and as part of the Reactor Oversight process (ROP). Under the ROP, the inspectors also identified a 
related finding of very low safety significance (Green) involving PPL’s failure to prevent this recurring AV.  
 
(Update)  
[IR 05000387;388/2013012 combined AVs 2013008-01 and 2013008-02 into a single problem statement and 
finalized the significance of the violations.]  
 
The first violation [05000387;388/2013008-01] involved multiple occurrences between August 2007 and June 2012, 
in which PPL: (a) did not restrict licensed reactor operators from performing licensed duties when they had 
disqualifying medical conditions; and (b) did not properly notify the NRC after learning of changes in licensed reactor 
operator medical conditions that involved permanent disabilities/illnesses. Specifically, four licensed reactor operators 
at SSES developed disqualifying medical conditions that were not properly evaluated by PPL staff. PPL did not 
restrict the operators from performing licensed duties or obtain NRC approval (by requesting conditioned licenses) for 
the operators to continue to perform licensed duties. Additionally, the NRC identified eight instances in which PPL 
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did not notify the NRC within 30 days of learning of changes in licensed operator medical conditions that involved 
permanent disabilities/illnesses. This resulted in the operators performing licensed operator duties without their 
licenses being properly amended to add requirements to accommodate the medical conditions (such as requiring an 
operator to wear prescribed corrective lenses if (s)he did not meet the minimum vision requirements).  
 
The second violation [05000387;388/2013008-02] involved PPL's submittal of information to the NRC that was not 
complete and accurate in all material respects. Specifically, between 2010 and 2011, PPL submitted three licensed 
operator renewal applications and one initial license application, each of which certified the medical fitness of the 
applicants and that no restricting license conditions were necessary. However, the applicants, in fact, each had medical 
conditions that did not meet the minimum standards of 10 CFR 55.33(a)(1) and, therefore, required specific license 
conditions in order to perform licensed activities. Based, in part, on this inaccurate information, the NRC issued the 
licenses without the required restricting license conditions.  
 
The NRC has concluded that both violations occurred as a result of PPL's failure to: (1) oversee the licensed operator 
medical examination process; (2) train staff on the applicable NRC requirements; and (3) implement an effective 
licensed operator medical program that maintained awareness of NRC and industry guidance. Specifically, when 
PPL's Medical Review Officer (MRO) assumed the position in 2007, he was not provided turnover or training from 
PPL regarding licensed operator medical requirements. The PPL MRO relied upon exams that were performed by a 
physician and his staff at a local hospital. Similarly, the physician that performed the exams at the local hospital had 
not been trained on, nor had knowledge of, the applicable NRC requirements. Accordingly, these violations have been 
categorized collectively as a SL III problem to emphasize the importance of providing suitable training, oversight, and 
focus on licensed operator medical requirements.  
 
Finally, the stated performance deficiency (PPL's failure to implement adequate corrective actions to prevent this 
recurrence) was determined to not be indicative of current performance. As a result, the NRC has concluded that a 
CCA should not be assigned to the Green finding. 
Inspection Report# : 2013008 (pdf)  
Inspection Report# : 2013012 (pdf)  

Significance: N/A Mar 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate 10 CFR 50.59 Screeing of TS Bases Change 
The inspectors identified a Severity Level IV (SL-IV) NCV of 10 CFR 50.59, “Changes, Tests, and Experiments,” 
when PPL made changes that affected Unit 1 and Unit 2 TS 3.8.3 without obtaining a license amendment pursuant to 
10 CFR 50.90. Specifically, PPL changed the TS 3.8.3 bases to support raising the American Petroleum Institute 
(API) gravity of acceptable diesel fuel oil by crediting the fuel oil day tank capacity to meet the onsite fuel 
requirements. This change altered the intent of TS 3.8.3. PPL entered this item in their CAP as CR 1678266, made 
urgent changes to surveillance procedures, evaluated the issue, and ultimately agreed with this conclusion.  
The inspectors determined that the failure to implement the requirements of 10 CFR 50.59 for changes to the TSBs 
was a performance deficiency within PPL’s ability to foresee and correct. The inspectors evaluated the finding in 
accordance with IMC 0612 Appendix B. The inspectors determined that this issue impacted the regulatory function by 
failing to receive prior NRC approval for changes in licensed activities. Therefore, the violation was compared to 
examples in Enforcement Policy section 6. The violation was determined to be more than minor based on similarity to 
SLIV example 6.1.d.2, a 10 CFR 50.59 violation that resulted in conditions evaluated as having very low safety 
significance. The inspectors also evaluated the performance deficiency under the ROP and determined that the 
associated ROP finding was minor since PPL had not accepted fuel oil deliveries with a higher gravity. As such, no 
cross-cutting aspect was assigned to this finding.  
 
Inspection Report# : 2013002 (pdf)  
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Significance:  Mar 31, 2013 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Procedure for Control Room Cooling Fan Train Failure 
A self-revealing NCV of 10 CFR 50 Appendix B, Criteria V “Instructions, Procedures, and Drawings,” was identified 
because PPL did not ensure alarm response procedures (ARPs) for control room cooling fan train failures were 
adequate, which resulted in the subsequent loss of both trains of cooling during clearance order (CO) application for 
fan repair work. Specifically, the ARP actions were deficient in allowing an abnormal system control switch 
configuration that led to the inadvertent shutdown of the in-service ‘B’ train fans during the application of the CO 
process to perform work on the failed ‘A’ control room cooling fan train. PPL entered the issue into their CAP to 
repair the failed damper and also evaluate the extent-of-condition to ensure the adequacy of other applicable 
ventilation procedures.  
The inspectors determined the deficiency was more than minor because it was associated with the Procedure Quality 
attribute of the Mitigating System Cornerstone. The inadequate procedure resulted in the loss of control room cooling 
fans, which affects the objective to ensure the availability and capability of systems that respond to initiating events to 
prevent undesirable consequences. The inspectors determined through a review of IMC 0609 Appendix A, Exhibit 2, 
“Mitigating Systems Screening Questions,” that the finding was of very low safety significance (Green) because the 
finding was not related to a design or qualification deficiency, did not represent a loss of a credited mitigating system 
safety function because cooling was restored in a timely manner, and did not screen as potentially risk significant due 
to external initiating events. The control room operators immediately recognized the loss of cooling and took manual 
action to restart the ‘B’ cooling train within 15 minutes to ensure control room temperatures were not adversely 
affected. The finding did not have a cross-cutting aspect because the inadequate ARP was an historical issue not 
indicative of current performance. Specifically, the procedures had not been adequately identified and revised in 2003 
and this occurred outside of the nominal three-year period for evaluating present performance as defined in IMC 0612, 
section 03.15. Additionally, PPL has instituted procedure and CAP improvements since that time which would have 
prevented the performance deficiency.  
 
Inspection Report# : 2013002 (pdf)  

Significance: SL-IV Nov 08, 2011 
Identified By: NRC 
Item Type: VIO Violation 
Violation of 10CFR55.25, Failure to Notify NRC of a Change in Medical Status and Request a Conditional 
License 
The inspectors identified a SL IV NOV of 10 CFR 55.25, “Incapacitation Because of Disability or Illness,” for PPL 
failing to notify the NRC of a known permanent change in medical status of a licensed operator, and 10 CFR 55.3, 
“License Requirements,” for failing to ensure that an individual license holder, in the capacity of a reactor operator 
(RO), met the medical prerequisites prior to performing licensed operator duties. Specifically, an RO failed a medical 
examination in both 2009 and 2011 which identified a disqualifying condition and performed licensed duties without 
an NRC-approved, amended license. He performed the function of an RO while on watch from April 2009 through 
August 2011, when the NRC identified this issue. However, the operator did wear corrective lenses while standing 
watch since April 2009. Upon notification PPL submitted, and the NRC approved, a conditional license to address the 
disqualifying medical condition. PPL entered this issue into their corrective action program (CAP) as condition report 
(CR) 1450138.  
 
The inspectors determined that PPL’s failure to notify the NRC of a known permanent change in a licensed operator’s 
medical status and request an amended license in order to assume licensed duties was a performance deficiency. This 
finding was evaluated using the traditional enforcement process because the issue had the potential to impact or 
impede the regulatory process. Specifically, there was a potential for license termination or the issuance of a 
conditional license to accommodate for a medical condition. The RO performed licensed duties from April 2009 
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through August 2011 with a disqualifying condition that required his license to be amended. Using the NRC 
Enforcement Policy, this violation was characterized at SL IV, in accordance with Section 6.4.  
 
This violation is being cited in the enclosed Notice in accordance with NRC Enforcement Manual Section 3.1.2, 
because the violation was determined to be repetitive of NRC Enforcement Action (EA) 09-248 dated January 28, 
2010, an SLIII Notice of Violation related to a Senior Reactor Operator (SRO) standing watch without meeting a 
medical qualification requirement. The medical conditions in both the former and current cases were similar; 
therefore, it was reasonable that an adequate extent of condition review for EA-09-248 should have identified the 
additional discrepancy.  
 
This significance of the associated performance deficiency was screened against the Reactor Oversight Process (ROP) 
per the guidance of IMC 0612, Appendix B. No associated ROP finding was identified and no cross-cutting aspect 
was assigned. (Section 1R11)  
 
Inspection Report# : 2011004 (pdf)  
Inspection Report# : 2012005 (pdf)  

Significance:  Dec 31, 2009 
Identified By: NRC 
Item Type: FIN Finding 
Scenarios for NRC Annual Operating Examinations Did Not Meet Quantitative Standards for Total 
Malfunctions 
The inspectors identified greater finding in that 20% of the NRC annual operating exam simulator scenarios reviewed 
did not meet the quantitative standard for total malfunctions, 4 to 8 for a single scenario, and 10 to 14 for a scenario 
set established in NUREG-1021, “Operator Licensing Examination Standards for Power Reactors,” Form ES-604-1, 
“Simulator Scenario Review Checklist.” In addition, the licensee’s procedures NTP-QA-31.11, “Operator 
Requalification Exam Preparation and Implementation” and NTP-QA-31.7, “Simulator Scenario Writers Guides,” 
recommend these same quantitative standards. The quantitative guidelines for malfunctions is an important metric 
because it establishes an objective standard used throughout the nuclear industry to ensure that the simulator portion 
of the NRC-required annual operating exams are written at an appropriate level of difficulty. As an immediate 
corrective action, the licensee entered this finding into their corrective action process (CR 1187760).  
 
This finding was more than minor because it was associated with the Human Performance attribute of the Mitigation 
Systems cornerstone and affected the objective of ensuring the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences. Specifically, the finding affected the level of 
difficulty of simulator operating exams which potentially impacted PPL’s ability to appropriately evaluate licensed 
operators. A review of the possible cross-cutting aspects was performed and no cross-cutting aspect was identified 
that would be considered a contributor to the cause of the finding. 
Inspection Report# : 2009005 (pdf)  

Barrier Integrity 

Significance:  Sep 30, 2012 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Inadequate Troubleshooting Results in Loss of Secondary Containment and Protected Equipment
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A self-revealing Green finding against PPL procedure NDAP-QA-0510, “Troubleshooting Plant Equipment,” was 
identified when inadequate troubleshooting caused repeated inoperability of secondary containment, an associated 
unplanned Unit 2 entry into a 4-hour limiting condition for operation (LCO) action statement, and a loss of the ‘1C’ 
fuel pool cooling (FPC) pump during equipment restoration. The FPC pump had been designated as protected 
equipment as a risk management action. The failure to perform adequate troubleshooting activities to identify and 
correct equipment problems prior to restoration was a performance deficiency that was within PPL’s ability to foresee 
and prevent. PPL entered this issue into their CAP as CR 1628250.  
The inspectors determined that the finding was more than minor because it was associated with the configuration 
control attribute of the Barrier Integrity cornerstone and adversely affected its objective to provide reasonable 
assurance that physical design barriers protect the public from radionuclide releases caused by accidents or events. 
Specifically, the event resulted in the inoperability of secondary containment and loss of a FPC pump. The finding 
was evaluated in accordance with IMC 0609, Attachment 4, and Appendix A - Exhibit 3, and was determined to be of 
very low safety significance (Green) because the finding did not only represent a degradation of the radiological 
barrier function provided for the standby gas treatment system and it did not: a) cause the spent fuel pool to exceed a 
maximum temperature limit; b) cause mechanical fuel damage and detectable release of radio-nuclides; c) result in the 
loss of spent fuel pool water inventory; or d) affect spent fuel shutdown margin. This finding is related to the cross-
cutting area of Human Performance – Decision-Making because PPL did not make safety-significant or risk-
significant decisions using a systematic process, especially when faced with uncertain or unexpected plant conditions, 
to ensure safety is maintained. Specifically, PPL failed to restore equipment in a systematic manner, given the 
intermittent nature of heater faults, to preclude a repeated loss of protected equipment and secondary containment. 
[H.1(a)] (Section 1R12) 
Inspection Report# : 2012004 (pdf)  

Emergency Preparedness 

Significance:  Sep 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate and untimely Actioins to Address a Failed Instrument Necessary for Diagnosis of Emergency 
Conditions 
The inspectors identified a finding of very low safety significance (Green), and an associated NCV of 10 CFR 50.54
(q) for failing to follow and maintain an emergency plan that meets the requirements of emergency planning standard 
10 CFR 50.47(b)(4). Specifically, the licensee failed to take timely corrective actions to restore a degraded room 
flooded alarm in accordance with station procedures. The alarm was out-of-service from December 21, 2012 until 
September 23, 2013 without adequate compensatory measures in place. PPL’s immediate corrective actions included 
entering the issue into their CAP as  
CR 1745962, changing the priority of the work order (WO) and listing it as a priority item on their Daily Leadership 
Alignment Package. PPL replaced the detector on September 23, 2013.  
The performance deficiency is more than minor because it was associated with the facilities and equipment attribute of
the Emergency Preparedness cornerstone and affected the 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. Specifically, the performance deficiency would have resulted in untimely declaration of an Alert OA5 and 
Notice of Unusual Event (NOUE) OU5. In accordance with NRC IMC 0609, Appendix B, “Emergency Preparedness 
SDP,” the inspectors determined that this finding is of very low safety significance (Green) because it did not result in 
the loss or degradation of a risk significant planning standard. Specifically, one Alert and one NOUE EAL initiating 
condition would have been rendered ineffective such that a flooding event would have been declared in a degraded 
manner. The finding is related to the cross-cutting area of PI&R, CAP, in that PPL did not take appropriate corrective 
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actions to address safety issues in a timely manner. Specifically, when the detector failed on December 21, 2012, 
adequate compensatory measures were not specified and the WO was not scheduled for completion for 12 months. 
[P.1(d)].  
 
Inspection Report# : 2013004 (pdf)  

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure of Full-Scale Drill Critique to Identify an RSPS Weakness 
. Inspectors identified a Green NCV associated with emergency preparedness planning standard 10 CFR 50.47(b)(14) 
and the requirements of Section lV.F.2.g of  
10 CFR 50, Appendix E. Specifically, PPL personnel did not identify an Emergency Response Organization (ERO) 
performance weakness associated with an untimely notification of an emergency declaration during their critique 
following the full-scale emergency preparedness (EP) drill. In the case of ERO performance, simulator equipment 
issues prevented the ability of drill controllers to satisfactorily evaluate performance of the ERO and PPL staff did not 
identify that all off-site response organizations (OROs)  
were not notified within fifteen minutes. The critique deficiency was entered into PPL’s CAP as CR 1648380.  
The finding is more than minor because it is associated with the ERO attribute of the Emergency Preparedness 
cornerstone and affected the cornerstone objective to ensure that PPL staff are capable of implementing adequate 
measures to protect the health and safety of the public in the event of a radiological emergency. The inspectors 
assessed the issue, related to the failure to make a timely notification to the OROs, using NRC IMC 0609 Appendix B, 
“Emergency Preparedness Significance Determination Process.” PPL's drill critique not identifying the untimely 
notification met the NRC's definition of a weakness in a full-scale drill. However, because of the unique nature of the 
equipment failures associated with the notification of the first ORO, inspectors determined that the failure to critique 
the drill weakness only constituted a degradation of the planning standard (PS) function. Therefore the finding is 
characterized as very low safety significance (Green). The finding is related to the cross-cutting area of PI&R, CAP, 
in that PPL staff did not identify a risk significant planning standard (RSPS) performance issue completely, 
accurately, and in a timely manner commensurate with the safety significance. Specifically, during the critique of the 
full-scale drill conducted on October 14, 2012, PPL staff did not recognize and critique that an RSPS was not met and 
did not place this issue into the CAP until prompted by inspectors. [P.1(a)] (Section 1EP6) 
Inspection Report# : 2012005 (pdf)  

Occupational Radiation Safety 
Significance: N/A Sep 30, 2013 
Identified By: NRC 
Item Type: VIO Violation 
Contract Employee Willfully Failed to Follow SSES Procedure Pertaining to Personnel Contamination 
Monitoring 
Susquehanna Steam Electric Station Technical Specification 5.4.1.a requires that written procedures be established, 
implemented, and maintained covering the activities recommended in Regulatory Guide 1.33, Revision 2, Appendix 
A, dated February 1978. Regulatory Guide 1.33, Revision 2, Appendix A, dated February 1978, Item 7.e recommends 
the establishment of written Radiation Protection procedures for personnel monitoring activities. PPL Susquehanna, 
LLC implementing procedure, NDAP-QA-0627, “Radiation Protection Program” requires personnel who receive a 
second alarm on any monitor to stay in the area and contact Health Physics.  
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Contrary to the above, when attempting to exit the Susquehanna Steam Electric Station Protected Area (PA) on 
October 11, 2011, a contract employee who received a second alarm on a radiation portal monitor willfully, with 
careless disregard, did not stay in the area and contact Health Physics. Instead, the individual (through a co-worker) 
contacted Security, used a different portal monitor, and then exited the PA after the second monitor did not alarm. 
This is a Severity Level IV violation. 
Inspection Report# : 2013013 (pdf)  

Significance: N/A Sep 30, 2013 
Identified By: NRC 
Item Type: VIO Violation 
Contract Employee Deliberately Moved a High Radiation Area Posting 
Specifically, on March 30, 2012, a contract carpenter was assigned, along with some other carpenters, to erect a 
scaffold in the isolation phase bus area of the SSES Turbine Building. An area near the job location was roped off and 
a posting on a stanchion indicated that a HRA existed in the overhead. After an RP technician who had accompanied 
the workers to conduct a radiation survey left, the contract carpenter moved the stanchion and roping out of the way to 
make room for the scaffold. When there was still not enough room to build the scaffold, the materials were dismantled 
and eventually removed from the area.  
 
SSES TS 5.4.1, in part, requires that written procedures shall be implemented covering the procedures recommended 
in RG 1.33, Rev 2, App A, February 1978. RG 1.33, Rev 2, App A, recommends the establishment of radiation 
protection procedures for access control to radiation areas and for contamination control. PPL implementing 
procedure NDAP-QA-0626, “Radiologically Controlled Area Access and Radiation Work Permit System” states that 
individuals are not allowed to move radiological postings, barricades, and barriers and to contact HP if there is a need 
to have any of these items moved or modified. Contrary to the above, on March 30, 2012, a contract carpenter did not 
contact the SSES HP department and, instead, moved an HRA posting on his own. 
Inspection Report# : 2013013 (pdf)  

Significance: N/A Sep 30, 2013 
Identified By: NRC 
Item Type: VIO Violation 
Violation of Procedureal Requirements for RCA Egress 
On April 6, 2011, a contract insulator, after receiving an initial contamination alarm from his hardhat when using a 
personal contamination monitor (PCM) prior to exiting the radiologically controlled area (RCA), appropriately made a 
second monitoring attempt, but deliberately leaned his head out of the PCM to avoid receiving a second alarm. The 
insulator then exited the RCA although he hadn’t been appropriately monitored for radioactive contamination. 
Additionally, on April 7, 2011, a contract electrician willfully used an inoperable portal monitor (PM) while exiting 
the RCA. Specifically, after receiving no alarms from a PCM, the electrician appropriately entered a PM, but noticed 
that the volume seemed lower than normal and that no lights were on when he exited. The electrician testified to OI 
that he believed the monitor had worked properly and, therefore exited the RCA. However, as identified by PPL, the 
PM was, in fact, inoperable, although it was not labeled as being out of service. The NRC determined that the 
electrician should have assessed why the volume was low and the lights were out before exiting the RCA, and that he 
should not have assumed the monitor was working.  
 
SSES TS 5.4.1, in part, requires that written procedures shall be implemented covering the procedures recommended 
in RG 1.33, Rev 2, App A, February 1978. RG 1.33, Rev 2, App A, recommends the establishment of radiation 
protection procedures for access control to radiation areas and for contamination control. Contrary to the above, on 
April 6 and April 7, 2011, contract employees left the SSES RCA without successfully passing through both a PCM 
and a PM.  
 
Inspection Report# : 2013013 (pdf)  
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Public Radiation Safety 

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

Miscellaneous 
Significance: N/A Dec 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Report Common-Cause Inoperability of Independent Trains 
. Inspectors identified a SL IV NCV of 10 CFR 50.73 (a)(2)(vii) for PPL’s failure to submit a licensee event report 
(LER) of a common cause inoperability of two independent trains of reactor protection system (RPS) electrical power 
monitoring associated with several Unit 1 RPS breakers on May 8, 2012. PPL staff entered the issue into the CAP as 
CR 1663785 and took action to issue the required LER.  
This finding was evaluated using the traditional enforcement process because the failure to accurately report events 
has the potential to impact or impede the regulatory process. The finding was determined to be a Severity Level IV 
violation based on example 6.9.d.9 of the NRC Enforcement Policy. This example states that a licensee failing to 
make a report required by 10 CFR 50.72 or 10 CFR 50.73 is an example of a Severity Level IV violation. Because this 
violation involves the traditional enforcement process and does not have an underlying technical violation that would 
be considered more-than-minor, inspectors did not assign a cross-cutting aspect to this violation in accordance with 
IMC 0612, Appendix B. (Section 1R12)  
 
Inspection Report# : 2012005 (pdf)  

Last modified : December 03, 2013 
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Susquehanna 1 
4Q/2013 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Dec 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedural Guidance for Responding to an Internal Flooding Event in ECCS Rooms 
The inspectors identified a Green NCV of Technical Specifications (TS) 5.4.1, “Procedures,” because PPL’s 
procedures EO-000-104, “Secondary Containment Control” and ON-169-002, “Flooding in the Reactor Building” 
were inadequate in that actions directed in the procedures could complicate an internal flooding event and may 
adversely affect aspects of PPL’s flood design. Specifically, the procedures directed operators to enter a flooded room 
to assess the extent and source of the flooding; an action which could render multiple trains of emergency core 
cooling system (ECCS) inoperable due to communicating two watertight rooms. In addition to entering the issue into 
the CAP as Condition Reports (CRs)-2013-02099 and 2013-06417, PPL issued Operations Directive 13-07 which 
provided guidance to ensure that operators sent to investigate a room flooded alarm will do so in a manner that will 
not affect redundant trains.  
The performance deficiency is more than minor because it was associated with the procedure quality attribute of the 
Mitigating Systems cornerstone and affected the objective to ensure the capability of systems that respond to initiating 
events to prevent undesirable consequences (i.e., core damage). Specifically, the procedure to respond to a room 
flooded alarm was insufficient to ensure operator response would not potentially render multiple trains of ECCS 
inoperable. The finding was evaluated in accordance with IMC 0609.04, “Initial Characterization of Findings,” and 
Exhibits 2 and 4 of IMC 0609, Appendix A, “The SDP for Findings At-Power.” Since opening the watertight door 
with excessive flooding could bypass the flood protection feature and potentially degrade two or more trains of a 
multi-train system or function, a detailed risk assessment was performed. The condition was modeled using the 
Susquehanna standardized plant analysis risk (SPAR) model version 8.19 along with SAPHIRE version 8.09. As a 
bounding analysis, the condition was assumed to exist for greater than one year and the flooding was assumed to 
require a reactor shutdown which results in a plant transient with failure of high pressure coolant injection (HPCI) and 
core spray (CS) due to flood impacts. The flooding initiating event frequency was estimated to be about 1 in 10,000 
years. The resulting change in core damage frequency was substantially less than 1E-7. The dominant sequences 
included a transient with a loss of all direct current (DC) power and a transient with failures to depressurize and 
reactor core isolation cooling (RCIC) failures. Since the change in core damage frequency was sufficiently low no 
further evaluation for large early release was required. The finding is related to the cross-cutting area of PI&R, Self 
and Independent Assessments, in that PPL did not conduct assessments to identify areas for improvement. In 
particular, the self-assessments were not of sufficient depth, comprehensive, appropriately objective, or self-critical. 
Specifically, despite PPL’s process requiring periodic verification that event driven procedures are technically and 
functionally correct, the periodic review completed in April 2013 failed to identify that actions specified in the 
procedure could invalidate the flood design. [P.3(a)]. (Section 1R06) 
Inspection Report# : 2013005 (pdf)  
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Significance:  Sep 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedural Guidance for Maintaining RPV Level During Anticipated Transient Without Scram 
The inspectors identified a Green NCV of TS 5.4.1, “Procedures,” because PPL’s emergency operating procedure step 
for terminating injection sources during a rapid depressurization required for an anticipated transient without scram 
(ATWS) was inadequate to ensure that cold unborated water was not injected into the core. Specifically, PPL’s 
emergency operating procedure (EOP) does not terminate injection from the high pressure coolant injection (HPCI) 
system during the transient and procedural guidance is insufficient to ensure that operators will maintain level in the 
prescribed ATWS band while injecting with HPCI. In addition to entering the issue into the CAP as CRs 1708885 and 
1745775, PPL’s immediate corrective actions included issuance of Operations Directive  
13-02 which states that HPCI must be controlled, up to and including overriding injection, to ensure that reactor 
pressure vessel water level is maintained in the prescribed ATWS band during the duration of the rapid 
depressurization. Planned corrective actions include requiring termination of HPCI injection prior to initiation of a 
rapid depressurization (Action Request 1719605).  
The performance deficiency is more than minor because it was associated with the procedure quality attribute of the 
Mitigating Systems cornerstone and affected the objective to ensure the availability, reliability and capability of 
systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). Specifically, the 
inadequate procedure for terminating injection prior to rapidly depressurizing the reactor during an ATWS could have 
resulted in operators failing to control level in the prescribed EOP band, potentially resulting in cold unborated water 
being injected into the core. In accordance with IMC 0609.04, “Initial Characterization of Findings,” and Exhibit 2 of 
IMC 0609, Appendix A, “The Significance Determination Process for Findings At-Power,” the inspectors determined 
that this finding is of very low safety significance (Green) because the performance deficiency was not a design or 
qualification deficiency, did not involve an actual loss of safety function, did not represent actual loss of a safety 
function of a single train for greater than its Technical Specification (TS) allowed outage time, and did not screen as 
potentially risk-significant due to a seismic, flooding, or severe weather initiating event. The finding is related to the 
cross-cutting area of problem identification and resolution (PI&R), in that PPL did not identify a performance issue 
completely, accurately, and in a timely manner commensurate with the safety significance. Specifically, PPL failed to 
identify that guidance in EOP basis document was insufficient to ensure that operators maintained level in the EOP 
band. [P.1(a)]  
 
Inspection Report# : 2013004 (pdf)  

Significance:  Sep 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Assess and Manage Risk of Maintenance Activities 
The inspectors identified a Green NCV of 10 CFR 50.65(a)(4) because PPL did not adequately assess the risk of 
performing maintenance in accordance with station procedures. Specifically, PPL did not specify appropriate risk 
management actions (RMAs) while performing a standby liquid control (SLC) system flow surveillance in 
conjunction with having the ‘E’ emergency diesel generator (EDG) unavailable. PPL’s immediate corrective actions 
included entering the issue into their CAP as condition reports (CRs) 1721928 and 1781929, communicating the issue 
to applicable station personnel, and revising the risk assessment for use in future performance of the maintenance 
activities.  
The performance deficiency is more than minor because it affected the Human Performance attribute of the Mitigating 
Systems cornerstone objective to ensure the availability of systems that respond to initiating events to prevent 
undesirable consequences (i.e., core damage). The item is similar to example 7.e. in NRC IMC 0612 Appendix E, 
“Examples of Minor Issues.” This example states, in part, that failure to perform an adequate risk assessment when 
required by 10 CFR 50.65 (a)(4) is not minor if the overall elevated plant risk would require, under plant procedures, 
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RMAs or additional RMAs. In this case, the SLC flow surveillance was required to be screened as high operational 
risk due to the short duration limiting condition of operation (LCO) entry and medium or high operational risk due to 
changing risk to Yellow when performed in conjunction with the ‘E’ EDG unavailability.  
Both of these categories required additional RMAs in accordance with station procedures. In accordance with IMC 
0609.04, “Initial Characterization of Findings,” and IMC 0609, Appendix K, “Maintenance Risk Assessment and Risk 
Management Significance Determination Process,” the inspectors determined that this finding is of very low safety 
significance (Green) because the performance deficiency was associated with RMAs only and the incremental core 
damage probability was < 1E-6 and the incremental large early release probability was < 1E-7. This finding was 
determined to have a cross-cutting aspect in the area of Human Performance, Work Control in that PPL failed to 
appropriately plan work activities by not incorporating risk insights. Specifically, PPL did not appropriately assess the 
risk of performing maintenance activities by including required risk manage actions as specified in station procedures. 
[H.3(a)]. 
Inspection Report# : 2013004 (pdf)  

Significance:  Aug 29, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Verify Operation of Safety-Related 125Vdc Molded Case Circuit Breakers 
The team identified a finding of very low safety significance (Green) involving a  
non-cited violation of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” in that  
PPL failed to verify or check the adequacy of the design of molded case circuit breakers  
(MCCB). The team reviewed PPL response to NRC Information Notice 93-64, “Periodic  
Testing and Preventive Maintenance of Molded Case Circuit Breakers” and determined  
that PPL had not included certain 125Vdc and 120Vac MCCBs in their evaluation.  
Subsequently the team determined that PPL had not performed any maintenance or  
testing on these breakers since original construction. The team found that several  
125Vdc breakers were credited as one of the two isolation devises required to ensure  
primary containment electrical penetrations are not damaged during overload or fault  
conditions on the circuit. The team concluded that PPL did not verify that these safetyrelated  
125Vdc MCCBs would perform this safety function. PPL entered the issue into  
their corrective action program and performed an operability evaluation on the  
penetrations determining them to be operable but non-conforming because the second  
isolation device would perform the intended safety function. The team reviewed the  
evaluation and determined it to be reasonable.  
The finding was determined to be more than minor because it was associated with the  
Barrier Integrity Containment Design Control and Configuration Control attribute and  
affected the cornerstone’s objective. Using the NRC IMC 0609, “Significance  
Determination Process,” Appendix A, “The Significance Determination Process (SDP) for  
Findings At-Power,” Exhibit 3, Section B, the finding was determined to be of very low  
safety significance (Green). There was no crosscutting aspect assigned to the finding  
because it was not indicative of current performance. (Section 1R21.2.2.2) 
Inspection Report# : 2013010 (pdf)  

Significance:  Jun 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Operability Assessment of Synchroscope Switch 
Inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion V, “Instructions, Procedures, and Drawings,”
when PPL performed an inadequate operability determination for a synchroscope switch failure that rendered offsite 
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power and the four emergency diesel generators (EDGs) inoperable. This resulted in PPL being in violation of Unit 1 
TSs 3.8.1, 3.8.2, and 3.0.3, and Unit 2 TSs 3.6.4.1 and 3.8.2. PPL entered the issue in their CAP as CR 1703293, re-
evaluated past operability and submitted a licensee event report (LER) for the associated condition prohibited by plant 
Technical Specifications (TS) on July 8, 2013 (ADAMS Accession No. ML13190A104).  
The performance deficiency was determined to be more than minor since it was associated with the equipment 
performance attribute of the Mitigating Systems cornerstone and adversely affected its objective to ensure the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. The finding was evaluated using the SDP of IMC 0609.04. The finding was evaluated under both the 
Mitigating Systems Exhibit of IMC 0609 Appendix A when Unit 1 was at power and Appendix G for the times when 
one or both units were in a shutdown condition. Under IMC 0609, Appendix A, the finding screened to Green since it 
was not a design or qualification deficiency and was not a potential or actual loss of system or safety function. Under 
IMC 0609, Appendix G, Attachment 1, Checklists 5 through 7, the inspectors screened the issue to Green since it 
affected the requirement for operable DGs under TS 3.8.1 and TS 3.8.2. The inspectors determined that a Phase 2 
analysis was not warranted since it did not match those criteria listed for further analysis in these checklists. 
Specifically, since all automatic transfer functions of off-site power and the EDGs remained functional, inspectors 
determined that none of the functions evaluated under the SDPs were affected. The finding had a cross-cutting aspect 
in Problem Identification and Resolution (PI&R), corrective action program (CAP), because PPL staff did not 
thoroughly evaluate problems such that the resolutions address the causes and extent of conditions, to include properly 
classifying, prioritizing and evaluating for operability. Specifically, PPL staff did not appropriately evaluate the effect 
that the synchroscope switch failure had on offsite power and emergency diesel generator operability.  
 
Inspection Report# : 2013003 (pdf)  

Significance:  May 22, 2013 
Identified By: NRC 
Item Type: VIO Violation 
Failure to Implement an Effective Licensed Operator Medical Program 
(Initial Entry)  
The inspectors identified: 1) an apparent violation (AV) of Title 10 of the Code of Federal Regulations (10 CFR) 
55.21, “Medical Examination;” Part 55.25 “Incapacitation because of disability or illness;” Part 55.33, “Disposition of 
an Initial Application,” for the failure of the licensee to restrict operators from performing licensed duties when they 
had disqualifying medical conditions; and 10 CFR 50.74, “Notification of change in operator or senior operator 
status,” for PPL’s failure to notify the NRC within 30 days of changes in licensed operators’ medical conditions; and, 
2) a related finding of very low safety significance (Green) for PPL’s failure to implement effective corrective actions 
to prevent this recurring AV. Specifically, the inspectors identified that four licensed operators developed 
disqualifying medical conditions that were not properly evaluated by PPL staff in accordance with ANSI/ANS-3.4-
1983, “American National Standard Medical Certification and Monitoring of Personnel Requiring Operator Licenses 
for Nuclear Power Plants.” Additionally, PPL did not restrict the operators from performing licensed duties or obtain 
NRC approval (by requesting conditioned licenses) to continue to perform licensed duties, which caused the operators 
to not meet the requirements of 10 CFR 55.33(a)(1). Additionally, the inspectors identified eight instances in which 
PPL failed to notify the NRC within 30 days of learning of changes in licensed operator medical conditions that 
involved permanent disabilities/illnesses as required by 10 CFR 50.74. This resulted in the operators performing 
licensed operator duties without properly restricted licenses. PPL has taken actions to correct these issues by formally 
notifying the NRC and requesting conditioned licenses, as necessary, training the licensed operators and medical staff 
in the applicable requirements, and revising related procedures to provide additional guidance and require annual 
training. PPL entered this issue into their corrective action program. (CR-1709539)  
 
The inspectors reviewed this issue in accordance with NRC IMC 0612, Appendix B, “Issue Screening” for traditional 
enforcement and as part of the Reactor Oversight process (ROP). Under the ROP, the inspectors also identified a 
related finding of very low safety significance (Green) involving PPL’s failure to prevent this recurring AV. 
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(Update)  
[IR 05000387;388/2013012 combined AVs 2013008-01 and 2013008-02 into a single problem statement and 
finalized the significance of the violations.]  
 
The first violation [05000387;388/2013008-01] involved multiple occurrences between August 2007 and June 2012, 
in which PPL: (a) did not restrict licensed reactor operators from performing licensed duties when they had 
disqualifying medical conditions; and (b) did not properly notify the NRC after learning of changes in licensed reactor 
operator medical conditions that involved permanent disabilities/illnesses. Specifically, four licensed reactor operators 
at SSES developed disqualifying medical conditions that were not properly evaluated by PPL staff. PPL did not 
restrict the operators from performing licensed duties or obtain NRC approval (by requesting conditioned licenses) for 
the operators to continue to perform licensed duties. Additionally, the NRC identified eight instances in which PPL 
did not notify the NRC within 30 days of learning of changes in licensed operator medical conditions that involved 
permanent disabilities/illnesses. This resulted in the operators performing licensed operator duties without their 
licenses being properly amended to add requirements to accommodate the medical conditions (such as requiring an 
operator to wear prescribed corrective lenses if (s)he did not meet the minimum vision requirements).  
 
The second violation [05000387;388/2013008-02] involved PPL's submittal of information to the NRC that was not 
complete and accurate in all material respects. Specifically, between 2010 and 2011, PPL submitted three licensed 
operator renewal applications and one initial license application, each of which certified the medical fitness of the 
applicants and that no restricting license conditions were necessary. However, the applicants, in fact, each had medical 
conditions that did not meet the minimum standards of 10 CFR 55.33(a)(1) and, therefore, required specific license 
conditions in order to perform licensed activities. Based, in part, on this inaccurate information, the NRC issued the 
licenses without the required restricting license conditions.  
 
The NRC has concluded that both violations occurred as a result of PPL's failure to: (1) oversee the licensed operator 
medical examination process; (2) train staff on the applicable NRC requirements; and (3) implement an effective 
licensed operator medical program that maintained awareness of NRC and industry guidance. Specifically, when 
PPL's Medical Review Officer (MRO) assumed the position in 2007, he was not provided turnover or training from 
PPL regarding licensed operator medical requirements. The PPL MRO relied upon exams that were performed by a 
physician and his staff at a local hospital. Similarly, the physician that performed the exams at the local hospital had 
not been trained on, nor had knowledge of, the applicable NRC requirements. Accordingly, these violations have been 
categorized collectively as a SL III problem to emphasize the importance of providing suitable training, oversight, and 
focus on licensed operator medical requirements.  
 
Finally, the stated performance deficiency (PPL's failure to implement adequate corrective actions to prevent this 
recurrence) was determined to not be indicative of current performance. As a result, the NRC has concluded that a 
CCA should not be assigned to the Green finding. 
Inspection Report# : 2013008 (pdf)  
Inspection Report# : 2013012 (pdf)  

Significance: N/A Mar 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate 10 CFR 50.59 Screeing of TS Bases Change 
The inspectors identified a Severity Level IV (SL-IV) NCV of 10 CFR 50.59, “Changes, Tests, and Experiments,” 
when PPL made changes that affected Unit 1 and Unit 2 TS 3.8.3 without obtaining a license amendment pursuant to 
10 CFR 50.90. Specifically, PPL changed the TS 3.8.3 bases to support raising the American Petroleum Institute 
(API) gravity of acceptable diesel fuel oil by crediting the fuel oil day tank capacity to meet the onsite fuel 
requirements. This change altered the intent of TS 3.8.3. PPL entered this item in their CAP as CR 1678266, made 
urgent changes to surveillance procedures, evaluated the issue, and ultimately agreed with this conclusion. 
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The inspectors determined that the failure to implement the requirements of 10 CFR 50.59 for changes to the TSBs 
was a performance deficiency within PPL’s ability to foresee and correct. The inspectors evaluated the finding in 
accordance with IMC 0612 Appendix B. The inspectors determined that this issue impacted the regulatory function by 
failing to receive prior NRC approval for changes in licensed activities. Therefore, the violation was compared to 
examples in Enforcement Policy section 6. The violation was determined to be more than minor based on similarity to 
SLIV example 6.1.d.2, a 10 CFR 50.59 violation that resulted in conditions evaluated as having very low safety 
significance. The inspectors also evaluated the performance deficiency under the ROP and determined that the 
associated ROP finding was minor since PPL had not accepted fuel oil deliveries with a higher gravity. As such, no 
cross-cutting aspect was assigned to this finding.  
 
Inspection Report# : 2013002 (pdf)  

Significance:  Mar 31, 2013 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Procedure for Control Room Cooling Fan Train Failure 
A self-revealing NCV of 10 CFR 50 Appendix B, Criteria V “Instructions, Procedures, and Drawings,” was identified 
because PPL did not ensure alarm response procedures (ARPs) for control room cooling fan train failures were 
adequate, which resulted in the subsequent loss of both trains of cooling during clearance order (CO) application for 
fan repair work. Specifically, the ARP actions were deficient in allowing an abnormal system control switch 
configuration that led to the inadvertent shutdown of the in-service ‘B’ train fans during the application of the CO 
process to perform work on the failed ‘A’ control room cooling fan train. PPL entered the issue into their CAP to 
repair the failed damper and also evaluate the extent-of-condition to ensure the adequacy of other applicable 
ventilation procedures.  
The inspectors determined the deficiency was more than minor because it was associated with the Procedure Quality 
attribute of the Mitigating System Cornerstone. The inadequate procedure resulted in the loss of control room cooling 
fans, which affects the objective to ensure the availability and capability of systems that respond to initiating events to 
prevent undesirable consequences. The inspectors determined through a review of IMC 0609 Appendix A, Exhibit 2, 
“Mitigating Systems Screening Questions,” that the finding was of very low safety significance (Green) because the 
finding was not related to a design or qualification deficiency, did not represent a loss of a credited mitigating system 
safety function because cooling was restored in a timely manner, and did not screen as potentially risk significant due 
to external initiating events. The control room operators immediately recognized the loss of cooling and took manual 
action to restart the ‘B’ cooling train within 15 minutes to ensure control room temperatures were not adversely 
affected. The finding did not have a cross-cutting aspect because the inadequate ARP was an historical issue not 
indicative of current performance. Specifically, the procedures had not been adequately identified and revised in 2003 
and this occurred outside of the nominal three-year period for evaluating present performance as defined in IMC 0612, 
section 03.15. Additionally, PPL has instituted procedure and CAP improvements since that time which would have 
prevented the performance deficiency.  
 
Inspection Report# : 2013002 (pdf)  

Significance: SL-IV Nov 08, 2011 
Identified By: NRC 
Item Type: VIO Violation 
Violation of 10CFR55.25, Failure to Notify NRC of a Change in Medical Status and Request a Conditional 
License 
The inspectors identified a SL IV NOV of 10 CFR 55.25, “Incapacitation Because of Disability or Illness,” for PPL 
failing to notify the NRC of a known permanent change in medical status of a licensed operator, and 10 CFR 55.3, 
“License Requirements,” for failing to ensure that an individual license holder, in the capacity of a reactor operator 
(RO), met the medical prerequisites prior to performing licensed operator duties. Specifically, an RO failed a medical 
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examination in both 2009 and 2011 which identified a disqualifying condition and performed licensed duties without 
an NRC-approved, amended license. He performed the function of an RO while on watch from April 2009 through 
August 2011, when the NRC identified this issue. However, the operator did wear corrective lenses while standing 
watch since April 2009. Upon notification PPL submitted, and the NRC approved, a conditional license to address the 
disqualifying medical condition. PPL entered this issue into their corrective action program (CAP) as condition report 
(CR) 1450138.  
 
The inspectors determined that PPL’s failure to notify the NRC of a known permanent change in a licensed operator’s 
medical status and request an amended license in order to assume licensed duties was a performance deficiency. This 
finding was evaluated using the traditional enforcement process because the issue had the potential to impact or 
impede the regulatory process. Specifically, there was a potential for license termination or the issuance of a 
conditional license to accommodate for a medical condition. The RO performed licensed duties from April 2009 
through August 2011 with a disqualifying condition that required his license to be amended. Using the NRC 
Enforcement Policy, this violation was characterized at SL IV, in accordance with Section 6.4.  
 
This violation is being cited in the enclosed Notice in accordance with NRC Enforcement Manual Section 3.1.2, 
because the violation was determined to be repetitive of NRC Enforcement Action (EA) 09-248 dated January 28, 
2010, an SLIII Notice of Violation related to a Senior Reactor Operator (SRO) standing watch without meeting a 
medical qualification requirement. The medical conditions in both the former and current cases were similar; 
therefore, it was reasonable that an adequate extent of condition review for EA-09-248 should have identified the 
additional discrepancy.  
 
This significance of the associated performance deficiency was screened against the Reactor Oversight Process (ROP) 
per the guidance of IMC 0612, Appendix B. No associated ROP finding was identified and no cross-cutting aspect 
was assigned. (Section 1R11)  
 
Inspection Report# : 2011004 (pdf)  
Inspection Report# : 2012005 (pdf)  

Barrier Integrity 

Significance:  Dec 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Missed Technical Specification Surveillance for Secondary Containment Drawdown Testing 
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion XI, “Test Control,” because PPL did not 
ensure all testing required to demonstrate that structures, systems, and components will perform satisfactorily in 
service was identified and performed in accordance with written test procedures which incorporate the requirements 
and acceptance limits contained in applicable design documents. Specifically, PPL’s procedure used to implement the 
requirements of TS Surveillance Requirements (SR) 3.6.4.1.4 and 3.6.4.1.5 did not ensure that secondary containment 
integrity was tested in all required configurations. PPL’s immediate corrective actions included entering the issue into 
their CAP as CR-2013-03891 and applied a status control tag to the railroad access bay door-101 as an administrative 
control until corrective actions can be completed and the configuration tested satisfactorily.  
The finding is more than minor because it is associated with the procedure quality attribute 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 inadequate surveillance procedure resulted in 
missed surveillances for SRs 3.6.4.1.4 and 3.6.4.1.5. Additionally, it was similar to example 3.d in IMC 0612 
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Appendix E, ”Examples of Minor Issues,” in that the failure to implement the TS SR as required is not minor if the 
surveillance had not been conducted. In this case, the surveillance requirement had not been completed for all 
configurations of secondary containment. In accordance with IMC 0609.04, “Initial Characterization of Findings,” 
and IMC 0609, Appendix A, “The SDP for Findings At-Power,” the inspectors determined that this finding is of very 
low safety significance (Green) because the performance deficiency only represented a degradation of the radiological 
barrier function provided for the Standby Gas Treatment system. This finding was determined to have a cross-cutting 
aspect in the area of Human Performance Resources area because the licensee failed to ensure that personnel, 
equipment, procedures, and other resources are available and adequate to assure nuclear safety. Specifically, those 
necessary for: complete, accurate and up-to-date design documentation, procedures, and work packages, and correct 
labeling of components [H.2(c)]. (Section 1R22)  
 
Inspection Report# : 2013005 (pdf)  

Emergency Preparedness 

Significance:  Dec 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Instrumentation to Implement EALs for Fission Product Barrier Degradation 
The inspectors identified a Green NCV of 10 CFR 50.54, “Conditions of Licenses,” paragraph (q), because PPL did 
not maintain the Emergency Plan to adequately meet the standards of 50.47(b). Specifically, PPL did not have 
temperature indication installed in some areas of the reactor building that are required to support assessment and 
determination of entry conditions into the fission product barrier emergency action levels (EALs). PPL entered this 
issue into their CAP as CR 1727229.  
The inspectors determined that the failure to have temperature indication installed in certain areas of the reactor 
building was a performance deficiency that was within PPL’s ability to foresee and correct. The performance 
deficiency is more than minor because it is associated with the Facilities and Equipment attribute of the Emergency 
Preparedness cornerstone, and adversely affected the cornerstone objective of ensuring that a licensee is capable of 
implementing adequate measures to protect the health and safety of the public in the event of a radiological 
emergency. Specifically, the lack of installed temperature instrumentation and the reliance on local temperature 
indications were insufficient to ensure a timely and accurate EAL classification could be made. Using IMC 0609, 
Appendix B, section 5.4, the finding is of very low safety significance (Green) because the finding was determined to 
be an example of an ineffective EAL initiating condition, such that a Site Area Emergency would be declared in a 
degraded manner. The cause of this finding has a cross-cutting aspect in the area of Human Performance Resources 
because PPL did not ensure that facilities and equipment were adequate and available, including emergency facilities 
and equipment. Specifically, PPL did not provide temperature instrumentation to operators to ensure a timely and 
accurate declaration of an emergency for an un-isolable reactor coolant leak in the reactor building. [H.2.d]. (Section 
1EP6) 
Inspection Report# : 2013005 (pdf)  

Significance:  Sep 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate and untimely Actioins to Address a Failed Instrument Necessary for Diagnosis of Emergency 
Conditions 
The inspectors identified a finding of very low safety significance (Green), and an associated NCV of 10 CFR 50.54
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(q) for failing to follow and maintain an emergency plan that meets the requirements of emergency planning standard 
10 CFR 50.47(b)(4). Specifically, the licensee failed to take timely corrective actions to restore a degraded room 
flooded alarm in accordance with station procedures. The alarm was out-of-service from December 21, 2012 until 
September 23, 2013 without adequate compensatory measures in place. PPL’s immediate corrective actions included 
entering the issue into their CAP as  
CR 1745962, changing the priority of the work order (WO) and listing it as a priority item on their Daily Leadership 
Alignment Package. PPL replaced the detector on September 23, 2013.  
The performance deficiency is more than minor because it was associated with the facilities and equipment attribute of
the Emergency Preparedness cornerstone and affected the 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. Specifically, the performance deficiency would have resulted in untimely declaration of an Alert OA5 and 
Notice of Unusual Event (NOUE) OU5. In accordance with NRC IMC 0609, Appendix B, “Emergency Preparedness 
SDP,” the inspectors determined that this finding is of very low safety significance (Green) because it did not result in 
the loss or degradation of a risk significant planning standard. Specifically, one Alert and one NOUE EAL initiating 
condition would have been rendered ineffective such that a flooding event would have been declared in a degraded 
manner. The finding is related to the cross-cutting area of PI&R, CAP, in that PPL did not take appropriate corrective 
actions to address safety issues in a timely manner. Specifically, when the detector failed on December 21, 2012, 
adequate compensatory measures were not specified and the WO was not scheduled for completion for 12 months. 
[P.1(d)].  
 
Inspection Report# : 2013004 (pdf)  

Occupational Radiation Safety 
Significance: N/A Sep 30, 2013 
Identified By: NRC 
Item Type: VIO Violation 
Contract Employee Willfully Failed to Follow SSES Procedure Pertaining to Personnel Contamination 
Monitoring 
Susquehanna Steam Electric Station Technical Specification 5.4.1.a requires that written procedures be established, 
implemented, and maintained covering the activities recommended in Regulatory Guide 1.33, Revision 2, Appendix 
A, dated February 1978. Regulatory Guide 1.33, Revision 2, Appendix A, dated February 1978, Item 7.e recommends 
the establishment of written Radiation Protection procedures for personnel monitoring activities. PPL Susquehanna, 
LLC implementing procedure, NDAP-QA-0627, “Radiation Protection Program” requires personnel who receive a 
second alarm on any monitor to stay in the area and contact Health Physics.  
 
Contrary to the above, when attempting to exit the Susquehanna Steam Electric Station Protected Area (PA) on 
October 11, 2011, a contract employee who received a second alarm on a radiation portal monitor willfully, with 
careless disregard, did not stay in the area and contact Health Physics. Instead, the individual (through a co-worker) 
contacted Security, used a different portal monitor, and then exited the PA after the second monitor did not alarm. 
This is a Severity Level IV violation. 
Inspection Report# : 2013013 (pdf)  

Significance: N/A Sep 30, 2013 
Identified By: NRC 
Item Type: VIO Violation 
Contract Employee Deliberately Moved a High Radiation Area Posting 
Specifically, on March 30, 2012, a contract carpenter was assigned, along with some other carpenters, to erect a 
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scaffold in the isolation phase bus area of the SSES Turbine Building. An area near the job location was roped off and 
a posting on a stanchion indicated that a HRA existed in the overhead. After an RP technician who had accompanied 
the workers to conduct a radiation survey left, the contract carpenter moved the stanchion and roping out of the way to 
make room for the scaffold. When there was still not enough room to build the scaffold, the materials were dismantled 
and eventually removed from the area.  
 
SSES TS 5.4.1, in part, requires that written procedures shall be implemented covering the procedures recommended 
in RG 1.33, Rev 2, App A, February 1978. RG 1.33, Rev 2, App A, recommends the establishment of radiation 
protection procedures for access control to radiation areas and for contamination control. PPL implementing 
procedure NDAP-QA-0626, “Radiologically Controlled Area Access and Radiation Work Permit System” states that 
individuals are not allowed to move radiological postings, barricades, and barriers and to contact HP if there is a need 
to have any of these items moved or modified. Contrary to the above, on March 30, 2012, a contract carpenter did not 
contact the SSES HP department and, instead, moved an HRA posting on his own. 
Inspection Report# : 2013013 (pdf)  

Significance: N/A Sep 30, 2013 
Identified By: NRC 
Item Type: VIO Violation 
Violation of Procedureal Requirements for RCA Egress 
On April 6, 2011, a contract insulator, after receiving an initial contamination alarm from his hardhat when using a 
personal contamination monitor (PCM) prior to exiting the radiologically controlled area (RCA), appropriately made a 
second monitoring attempt, but deliberately leaned his head out of the PCM to avoid receiving a second alarm. The 
insulator then exited the RCA although he hadn’t been appropriately monitored for radioactive contamination. 
Additionally, on April 7, 2011, a contract electrician willfully used an inoperable portal monitor (PM) while exiting 
the RCA. Specifically, after receiving no alarms from a PCM, the electrician appropriately entered a PM, but noticed 
that the volume seemed lower than normal and that no lights were on when he exited. The electrician testified to OI 
that he believed the monitor had worked properly and, therefore exited the RCA. However, as identified by PPL, the 
PM was, in fact, inoperable, although it was not labeled as being out of service. The NRC determined that the 
electrician should have assessed why the volume was low and the lights were out before exiting the RCA, and that he 
should not have assumed the monitor was working.  
 
SSES TS 5.4.1, in part, requires that written procedures shall be implemented covering the procedures recommended 
in RG 1.33, Rev 2, App A, February 1978. RG 1.33, Rev 2, App A, recommends the establishment of radiation 
protection procedures for access control to radiation areas and for contamination control. Contrary to the above, on 
April 6 and April 7, 2011, contract employees left the SSES RCA without successfully passing through both a PCM 
and a PM.  
 
Inspection Report# : 2013013 (pdf)  

Public Radiation Safety 

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

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

Initiating Events 

Mitigating Systems 

Significance:  Dec 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedural Guidance for Responding to an Internal Flooding Event in ECCS Rooms 
The inspectors identified a Green NCV of Technical Specifications (TS) 5.4.1, “Procedures,” because PPL’s 
procedures EO-000-104, “Secondary Containment Control” and ON-169-002, “Flooding in the Reactor Building” 
were inadequate in that actions directed in the procedures could complicate an internal flooding event and may 
adversely affect aspects of PPL’s flood design. Specifically, the procedures directed operators to enter a flooded room 
to assess the extent and source of the flooding; an action which could render multiple trains of emergency core 
cooling system (ECCS) inoperable due to communicating two watertight rooms. In addition to entering the issue into 
the CAP as Condition Reports (CRs)-2013-02099 and 2013-06417, PPL issued Operations Directive 13-07 which 
provided guidance to ensure that operators sent to investigate a room flooded alarm will do so in a manner that will 
not affect redundant trains.  
The performance deficiency is more than minor because it was associated with the procedure quality attribute of the 
Mitigating Systems cornerstone and affected the objective to ensure the capability of systems that respond to initiating 
events to prevent undesirable consequences (i.e., core damage). Specifically, the procedure to respond to a room 
flooded alarm was insufficient to ensure operator response would not potentially render multiple trains of ECCS 
inoperable. The finding was evaluated in accordance with IMC 0609.04, “Initial Characterization of Findings,” and 
Exhibits 2 and 4 of IMC 0609, Appendix A, “The SDP for Findings At-Power.” Since opening the watertight door 
with excessive flooding could bypass the flood protection feature and potentially degrade two or more trains of a 
multi-train system or function, a detailed risk assessment was performed. The condition was modeled using the 
Susquehanna standardized plant analysis risk (SPAR) model version 8.19 along with SAPHIRE version 8.09. As a 
bounding analysis, the condition was assumed to exist for greater than one year and the flooding was assumed to 
require a reactor shutdown which results in a plant transient with failure of high pressure coolant injection (HPCI) and 
core spray (CS) due to flood impacts. The flooding initiating event frequency was estimated to be about 1 in 10,000 
years. The resulting change in core damage frequency was substantially less than 1E-7. The dominant sequences 
included a transient with a loss of all direct current (DC) power and a transient with failures to depressurize and 
reactor core isolation cooling (RCIC) failures. Since the change in core damage frequency was sufficiently low no 
further evaluation for large early release was required. The finding is related to the cross-cutting area of PI&R, Self 
and Independent Assessments, in that PPL did not conduct assessments to identify areas for improvement. In 
particular, the self-assessments were not of sufficient depth, comprehensive, appropriately objective, or self-critical. 
Specifically, despite PPL’s process requiring periodic verification that event driven procedures are technically and 
functionally correct, the periodic review completed in April 2013 failed to identify that actions specified in the 
procedure could invalidate the flood design. [P.3(a)]. (Section 1R06) 
Inspection Report# : 2013005 (pdf)  
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Significance:  Sep 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedural Guidance for Maintaining RPV Level During Anticipated Transient Without Scram 
The inspectors identified a Green NCV of TS 5.4.1, “Procedures,” because PPL’s emergency operating procedure step 
for terminating injection sources during a rapid depressurization required for an anticipated transient without scram 
(ATWS) was inadequate to ensure that cold unborated water was not injected into the core. Specifically, PPL’s 
emergency operating procedure (EOP) does not terminate injection from the high pressure coolant injection (HPCI) 
system during the transient and procedural guidance is insufficient to ensure that operators will maintain level in the 
prescribed ATWS band while injecting with HPCI. In addition to entering the issue into the CAP as CRs 1708885 and 
1745775, PPL’s immediate corrective actions included issuance of Operations Directive  
13-02 which states that HPCI must be controlled, up to and including overriding injection, to ensure that reactor 
pressure vessel water level is maintained in the prescribed ATWS band during the duration of the rapid 
depressurization. Planned corrective actions include requiring termination of HPCI injection prior to initiation of a 
rapid depressurization (Action Request 1719605).  
The performance deficiency is more than minor because it was associated with the procedure quality attribute of the 
Mitigating Systems cornerstone and affected the objective to ensure the availability, reliability and capability of 
systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). Specifically, the 
inadequate procedure for terminating injection prior to rapidly depressurizing the reactor during an ATWS could have 
resulted in operators failing to control level in the prescribed EOP band, potentially resulting in cold unborated water 
being injected into the core. In accordance with IMC 0609.04, “Initial Characterization of Findings,” and Exhibit 2 of 
IMC 0609, Appendix A, “The Significance Determination Process for Findings At-Power,” the inspectors determined 
that this finding is of very low safety significance (Green) because the performance deficiency was not a design or 
qualification deficiency, did not involve an actual loss of safety function, did not represent actual loss of a safety 
function of a single train for greater than its Technical Specification (TS) allowed outage time, and did not screen as 
potentially risk-significant due to a seismic, flooding, or severe weather initiating event. The finding is related to the 
cross-cutting area of problem identification and resolution (PI&R), in that PPL did not identify a performance issue 
completely, accurately, and in a timely manner commensurate with the safety significance. Specifically, PPL failed to 
identify that guidance in EOP basis document was insufficient to ensure that operators maintained level in the EOP 
band. [P.1(a)]  
 
Inspection Report# : 2013004 (pdf)  

Significance:  Sep 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Assess and Manage Risk of Maintenance Activities 
The inspectors identified a Green NCV of 10 CFR 50.65(a)(4) because PPL did not adequately assess the risk of 
performing maintenance in accordance with station procedures. Specifically, PPL did not specify appropriate risk 
management actions (RMAs) while performing a standby liquid control (SLC) system flow surveillance in 
conjunction with having the ‘E’ emergency diesel generator (EDG) unavailable. PPL’s immediate corrective actions 
included entering the issue into their CAP as condition reports (CRs) 1721928 and 1781929, communicating the issue 
to applicable station personnel, and revising the risk assessment for use in future performance of the maintenance 
activities.  
The performance deficiency is more than minor because it affected the Human Performance attribute of the Mitigating 
Systems cornerstone objective to ensure the availability of systems that respond to initiating events to prevent 
undesirable consequences (i.e., core damage). The item is similar to example 7.e. in NRC IMC 0612 Appendix E, 
“Examples of Minor Issues.” This example states, in part, that failure to perform an adequate risk assessment when 
required by 10 CFR 50.65 (a)(4) is not minor if the overall elevated plant risk would require, under plant procedures, 
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RMAs or additional RMAs. In this case, the SLC flow surveillance was required to be screened as high operational 
risk due to the short duration limiting condition of operation (LCO) entry and medium or high operational risk due to 
changing risk to Yellow when performed in conjunction with the ‘E’ EDG unavailability.  
Both of these categories required additional RMAs in accordance with station procedures. In accordance with IMC 
0609.04, “Initial Characterization of Findings,” and IMC 0609, Appendix K, “Maintenance Risk Assessment and Risk 
Management Significance Determination Process,” the inspectors determined that this finding is of very low safety 
significance (Green) because the performance deficiency was associated with RMAs only and the incremental core 
damage probability was < 1E-6 and the incremental large early release probability was < 1E-7. This finding was 
determined to have a cross-cutting aspect in the area of Human Performance, Work Control in that PPL failed to 
appropriately plan work activities by not incorporating risk insights. Specifically, PPL did not appropriately assess the 
risk of performing maintenance activities by including required risk manage actions as specified in station procedures. 
[H.3(a)]. 
Inspection Report# : 2013004 (pdf)  

Significance:  Aug 29, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Verify Operation of Safety-Related 125Vdc Molded Case Circuit Breakers 
The team identified a finding of very low safety significance (Green) involving a  
non-cited violation of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” in that  
PPL failed to verify or check the adequacy of the design of molded case circuit breakers  
(MCCB). The team reviewed PPL response to NRC Information Notice 93-64, “Periodic  
Testing and Preventive Maintenance of Molded Case Circuit Breakers” and determined  
that PPL had not included certain 125Vdc and 120Vac MCCBs in their evaluation.  
Subsequently the team determined that PPL had not performed any maintenance or  
testing on these breakers since original construction. The team found that several  
125Vdc breakers were credited as one of the two isolation devises required to ensure  
primary containment electrical penetrations are not damaged during overload or fault  
conditions on the circuit. The team concluded that PPL did not verify that these safetyrelated  
125Vdc MCCBs would perform this safety function. PPL entered the issue into  
their corrective action program and performed an operability evaluation on the  
penetrations determining them to be operable but non-conforming because the second  
isolation device would perform the intended safety function. The team reviewed the  
evaluation and determined it to be reasonable.  
The finding was determined to be more than minor because it was associated with the  
Barrier Integrity Containment Design Control and Configuration Control attribute and  
affected the cornerstone’s objective. Using the NRC IMC 0609, “Significance  
Determination Process,” Appendix A, “The Significance Determination Process (SDP) for  
Findings At-Power,” Exhibit 3, Section B, the finding was determined to be of very low  
safety significance (Green). There was no crosscutting aspect assigned to the finding  
because it was not indicative of current performance. (Section 1R21.2.2.2) 
Inspection Report# : 2013010 (pdf)  

Significance:  Jun 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Operability Assessment of Synchroscope Switch 
Inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion V, “Instructions, Procedures, and Drawings,”
when PPL performed an inadequate operability determination for a synchroscope switch failure that rendered offsite 
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power and the four emergency diesel generators (EDGs) inoperable. This resulted in PPL being in violation of Unit 1 
TSs 3.8.1, 3.8.2, and 3.0.3, and Unit 2 TSs 3.6.4.1 and 3.8.2. PPL entered the issue in their CAP as CR 1703293, re-
evaluated past operability and submitted a licensee event report (LER) for the associated condition prohibited by plant 
Technical Specifications (TS) on July 8, 2013 (ADAMS Accession No. ML13190A104).  
The performance deficiency was determined to be more than minor since it was associated with the equipment 
performance attribute of the Mitigating Systems cornerstone and adversely affected its objective to ensure the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. The finding was evaluated using the SDP of IMC 0609.04. The finding was evaluated under both the 
Mitigating Systems Exhibit of IMC 0609 Appendix A when Unit 1 was at power and Appendix G for the times when 
one or both units were in a shutdown condition. Under IMC 0609, Appendix A, the finding screened to Green since it 
was not a design or qualification deficiency and was not a potential or actual loss of system or safety function. Under 
IMC 0609, Appendix G, Attachment 1, Checklists 5 through 7, the inspectors screened the issue to Green since it 
affected the requirement for operable DGs under TS 3.8.1 and TS 3.8.2. The inspectors determined that a Phase 2 
analysis was not warranted since it did not match those criteria listed for further analysis in these checklists. 
Specifically, since all automatic transfer functions of off-site power and the EDGs remained functional, inspectors 
determined that none of the functions evaluated under the SDPs were affected. The finding had a cross-cutting aspect 
in Problem Identification and Resolution (PI&R), corrective action program (CAP), because PPL staff did not 
thoroughly evaluate problems such that the resolutions address the causes and extent of conditions, to include properly 
classifying, prioritizing and evaluating for operability. Specifically, PPL staff did not appropriately evaluate the effect 
that the synchroscope switch failure had on offsite power and emergency diesel generator operability.  
 
Inspection Report# : 2013003 (pdf)  

Significance:  May 22, 2013 
Identified By: NRC 
Item Type: VIO Violation 
Failure to Implement an Effective Licensed Operator Medical Program 
(Initial Entry)  
The inspectors identified: 1) an apparent violation (AV) of Title 10 of the Code of Federal Regulations (10 CFR) 
55.21, “Medical Examination;” Part 55.25 “Incapacitation because of disability or illness;” Part 55.33, “Disposition of 
an Initial Application,” for the failure of the licensee to restrict operators from performing licensed duties when they 
had disqualifying medical conditions; and 10 CFR 50.74, “Notification of change in operator or senior operator 
status,” for PPL’s failure to notify the NRC within 30 days of changes in licensed operators’ medical conditions; and, 
2) a related finding of very low safety significance (Green) for PPL’s failure to implement effective corrective actions 
to prevent this recurring AV. Specifically, the inspectors identified that four licensed operators developed 
disqualifying medical conditions that were not properly evaluated by PPL staff in accordance with ANSI/ANS-3.4-
1983, “American National Standard Medical Certification and Monitoring of Personnel Requiring Operator Licenses 
for Nuclear Power Plants.” Additionally, PPL did not restrict the operators from performing licensed duties or obtain 
NRC approval (by requesting conditioned licenses) to continue to perform licensed duties, which caused the operators 
to not meet the requirements of 10 CFR 55.33(a)(1). Additionally, the inspectors identified eight instances in which 
PPL failed to notify the NRC within 30 days of learning of changes in licensed operator medical conditions that 
involved permanent disabilities/illnesses as required by 10 CFR 50.74. This resulted in the operators performing 
licensed operator duties without properly restricted licenses. PPL has taken actions to correct these issues by formally 
notifying the NRC and requesting conditioned licenses, as necessary, training the licensed operators and medical staff 
in the applicable requirements, and revising related procedures to provide additional guidance and require annual 
training. PPL entered this issue into their corrective action program. (CR-1709539)  
 
The inspectors reviewed this issue in accordance with NRC IMC 0612, Appendix B, “Issue Screening” for traditional 
enforcement and as part of the Reactor Oversight process (ROP). Under the ROP, the inspectors also identified a 
related finding of very low safety significance (Green) involving PPL’s failure to prevent this recurring AV. 
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(Update)  
[IR 05000387;388/2013012 combined AVs 2013008-01 and 2013008-02 into a single problem statement and 
finalized the significance of the violations.]  
 
The first violation [05000387;388/2013008-01] involved multiple occurrences between August 2007 and June 2012, 
in which PPL: (a) did not restrict licensed reactor operators from performing licensed duties when they had 
disqualifying medical conditions; and (b) did not properly notify the NRC after learning of changes in licensed reactor 
operator medical conditions that involved permanent disabilities/illnesses. Specifically, four licensed reactor operators 
at SSES developed disqualifying medical conditions that were not properly evaluated by PPL staff. PPL did not 
restrict the operators from performing licensed duties or obtain NRC approval (by requesting conditioned licenses) for 
the operators to continue to perform licensed duties. Additionally, the NRC identified eight instances in which PPL 
did not notify the NRC within 30 days of learning of changes in licensed operator medical conditions that involved 
permanent disabilities/illnesses. This resulted in the operators performing licensed operator duties without their 
licenses being properly amended to add requirements to accommodate the medical conditions (such as requiring an 
operator to wear prescribed corrective lenses if (s)he did not meet the minimum vision requirements).  
 
The second violation [05000387;388/2013008-02] involved PPL's submittal of information to the NRC that was not 
complete and accurate in all material respects. Specifically, between 2010 and 2011, PPL submitted three licensed 
operator renewal applications and one initial license application, each of which certified the medical fitness of the 
applicants and that no restricting license conditions were necessary. However, the applicants, in fact, each had medical 
conditions that did not meet the minimum standards of 10 CFR 55.33(a)(1) and, therefore, required specific license 
conditions in order to perform licensed activities. Based, in part, on this inaccurate information, the NRC issued the 
licenses without the required restricting license conditions.  
 
The NRC has concluded that both violations occurred as a result of PPL's failure to: (1) oversee the licensed operator 
medical examination process; (2) train staff on the applicable NRC requirements; and (3) implement an effective 
licensed operator medical program that maintained awareness of NRC and industry guidance. Specifically, when 
PPL's Medical Review Officer (MRO) assumed the position in 2007, he was not provided turnover or training from 
PPL regarding licensed operator medical requirements. The PPL MRO relied upon exams that were performed by a 
physician and his staff at a local hospital. Similarly, the physician that performed the exams at the local hospital had 
not been trained on, nor had knowledge of, the applicable NRC requirements. Accordingly, these violations have been 
categorized collectively as a SL III problem to emphasize the importance of providing suitable training, oversight, and 
focus on licensed operator medical requirements.  
 
Finally, the stated performance deficiency (PPL's failure to implement adequate corrective actions to prevent this 
recurrence) was determined to not be indicative of current performance. As a result, the NRC has concluded that a 
CCA should not be assigned to the Green finding. 
Inspection Report# : 2013008 (pdf)  
Inspection Report# : 2013012 (pdf)  
Inspection Report# : 2014002 (pdf)  

Barrier Integrity 

Significance:  Dec 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
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Missed Technical Specification Surveillance for Secondary Containment Drawdown Testing 
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion XI, “Test Control,” because PPL did not 
ensure all testing required to demonstrate that structures, systems, and components will perform satisfactorily in 
service was identified and performed in accordance with written test procedures which incorporate the requirements 
and acceptance limits contained in applicable design documents. Specifically, PPL’s procedure used to implement the 
requirements of TS Surveillance Requirements (SR) 3.6.4.1.4 and 3.6.4.1.5 did not ensure that secondary containment 
integrity was tested in all required configurations. PPL’s immediate corrective actions included entering the issue into 
their CAP as CR-2013-03891 and applied a status control tag to the railroad access bay door-101 as an administrative 
control until corrective actions can be completed and the configuration tested satisfactorily.  
The finding is more than minor because it is associated with the procedure quality attribute 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 inadequate surveillance procedure resulted in 
missed surveillances for SRs 3.6.4.1.4 and 3.6.4.1.5. Additionally, it was similar to example 3.d in IMC 0612 
Appendix E, ”Examples of Minor Issues,” in that the failure to implement the TS SR as required is not minor if the 
surveillance had not been conducted. In this case, the surveillance requirement had not been completed for all 
configurations of secondary containment. In accordance with IMC 0609.04, “Initial Characterization of Findings,” 
and IMC 0609, Appendix A, “The SDP for Findings At-Power,” the inspectors determined that this finding is of very 
low safety significance (Green) because the performance deficiency only represented a degradation of the radiological 
barrier function provided for the Standby Gas Treatment system. This finding was determined to have a cross-cutting 
aspect in the area of Human Performance Resources area because the licensee failed to ensure that personnel, 
equipment, procedures, and other resources are available and adequate to assure nuclear safety. Specifically, those 
necessary for: complete, accurate and up-to-date design documentation, procedures, and work packages, and correct 
labeling of components [H.2(c)]. (Section 1R22)  
 
Inspection Report# : 2013005 (pdf)  

Emergency Preparedness 

Significance:  Dec 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Instrumentation to Implement EALs for Fission Product Barrier Degradation 
The inspectors identified a Green NCV of 10 CFR 50.54, “Conditions of Licenses,” paragraph (q), because PPL did 
not maintain the Emergency Plan to adequately meet the standards of 50.47(b). Specifically, PPL did not have 
temperature indication installed in some areas of the reactor building that are required to support assessment and 
determination of entry conditions into the fission product barrier emergency action levels (EALs). PPL entered this 
issue into their CAP as CR 1727229.  
The inspectors determined that the failure to have temperature indication installed in certain areas of the reactor 
building was a performance deficiency that was within PPL’s ability to foresee and correct. The performance 
deficiency is more than minor because it is associated with the Facilities and Equipment attribute of the Emergency 
Preparedness cornerstone, and adversely affected the cornerstone objective of ensuring that a licensee is capable of 
implementing adequate measures to protect the health and safety of the public in the event of a radiological 
emergency. Specifically, the lack of installed temperature instrumentation and the reliance on local temperature 
indications were insufficient to ensure a timely and accurate EAL classification could be made. Using IMC 0609, 
Appendix B, section 5.4, the finding is of very low safety significance (Green) because the finding was determined to 
be an example of an ineffective EAL initiating condition, such that a Site Area Emergency would be declared in a 
degraded manner. The cause of this finding has a cross-cutting aspect in the area of Human Performance Resources 
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because PPL did not ensure that facilities and equipment were adequate and available, including emergency facilities 
and equipment. Specifically, PPL did not provide temperature instrumentation to operators to ensure a timely and 
accurate declaration of an emergency for an un-isolable reactor coolant leak in the reactor building. [H.2.d]. (Section 
1EP6) 
Inspection Report# : 2013005 (pdf)  

Significance:  Sep 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate and untimely Actioins to Address a Failed Instrument Necessary for Diagnosis of Emergency 
Conditions 
The inspectors identified a finding of very low safety significance (Green), and an associated NCV of 10 CFR 50.54
(q) for failing to follow and maintain an emergency plan that meets the requirements of emergency planning standard 
10 CFR 50.47(b)(4). Specifically, the licensee failed to take timely corrective actions to restore a degraded room 
flooded alarm in accordance with station procedures. The alarm was out-of-service from December 21, 2012 until 
September 23, 2013 without adequate compensatory measures in place. PPL’s immediate corrective actions included 
entering the issue into their CAP as  
CR 1745962, changing the priority of the work order (WO) and listing it as a priority item on their Daily Leadership 
Alignment Package. PPL replaced the detector on September 23, 2013.  
The performance deficiency is more than minor because it was associated with the facilities and equipment attribute of
the Emergency Preparedness cornerstone and affected the 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. Specifically, the performance deficiency would have resulted in untimely declaration of an Alert OA5 and 
Notice of Unusual Event (NOUE) OU5. In accordance with NRC IMC 0609, Appendix B, “Emergency Preparedness 
SDP,” the inspectors determined that this finding is of very low safety significance (Green) because it did not result in 
the loss or degradation of a risk significant planning standard. Specifically, one Alert and one NOUE EAL initiating 
condition would have been rendered ineffective such that a flooding event would have been declared in a degraded 
manner. The finding is related to the cross-cutting area of PI&R, CAP, in that PPL did not take appropriate corrective 
actions to address safety issues in a timely manner. Specifically, when the detector failed on December 21, 2012, 
adequate compensatory measures were not specified and the WO was not scheduled for completion for 12 months. 
[P.1(d)].  
 
Inspection Report# : 2013004 (pdf)  

Occupational Radiation Safety 
Significance: N/A Sep 30, 2013 
Identified By: NRC 
Item Type: VIO Violation 
Contract Employee Willfully Failed to Follow SSES Procedure Pertaining to Personnel Contamination 
Monitoring 
Susquehanna Steam Electric Station Technical Specification 5.4.1.a requires that written procedures be established, 
implemented, and maintained covering the activities recommended in Regulatory Guide 1.33, Revision 2, Appendix 
A, dated February 1978. Regulatory Guide 1.33, Revision 2, Appendix A, dated February 1978, Item 7.e recommends 
the establishment of written Radiation Protection procedures for personnel monitoring activities. PPL Susquehanna, 
LLC implementing procedure, NDAP-QA-0627, “Radiation Protection Program” requires personnel who receive a 
second alarm on any monitor to stay in the area and contact Health Physics. 
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Contrary to the above, when attempting to exit the Susquehanna Steam Electric Station Protected Area (PA) on 
October 11, 2011, a contract employee who received a second alarm on a radiation portal monitor willfully, with 
careless disregard, did not stay in the area and contact Health Physics. Instead, the individual (through a co-worker) 
contacted Security, used a different portal monitor, and then exited the PA after the second monitor did not alarm. 
This is a Severity Level IV violation. 
Inspection Report# : 2013013 (pdf)  

Significance: N/A Sep 30, 2013 
Identified By: NRC 
Item Type: VIO Violation 
Contract Employee Deliberately Moved a High Radiation Area Posting 
Specifically, on March 30, 2012, a contract carpenter was assigned, along with some other carpenters, to erect a 
scaffold in the isolation phase bus area of the SSES Turbine Building. An area near the job location was roped off and 
a posting on a stanchion indicated that a HRA existed in the overhead. After an RP technician who had accompanied 
the workers to conduct a radiation survey left, the contract carpenter moved the stanchion and roping out of the way to 
make room for the scaffold. When there was still not enough room to build the scaffold, the materials were dismantled 
and eventually removed from the area.  
 
SSES TS 5.4.1, in part, requires that written procedures shall be implemented covering the procedures recommended 
in RG 1.33, Rev 2, App A, February 1978. RG 1.33, Rev 2, App A, recommends the establishment of radiation 
protection procedures for access control to radiation areas and for contamination control. PPL implementing 
procedure NDAP-QA-0626, “Radiologically Controlled Area Access and Radiation Work Permit System” states that 
individuals are not allowed to move radiological postings, barricades, and barriers and to contact HP if there is a need 
to have any of these items moved or modified. Contrary to the above, on March 30, 2012, a contract carpenter did not 
contact the SSES HP department and, instead, moved an HRA posting on his own. 
Inspection Report# : 2013013 (pdf)  

Significance: N/A Sep 30, 2013 
Identified By: NRC 
Item Type: VIO Violation 
Violation of Procedureal Requirements for RCA Egress 
On April 6, 2011, a contract insulator, after receiving an initial contamination alarm from his hardhat when using a 
personal contamination monitor (PCM) prior to exiting the radiologically controlled area (RCA), appropriately made a 
second monitoring attempt, but deliberately leaned his head out of the PCM to avoid receiving a second alarm. The 
insulator then exited the RCA although he hadn’t been appropriately monitored for radioactive contamination. 
Additionally, on April 7, 2011, a contract electrician willfully used an inoperable portal monitor (PM) while exiting 
the RCA. Specifically, after receiving no alarms from a PCM, the electrician appropriately entered a PM, but noticed 
that the volume seemed lower than normal and that no lights were on when he exited. The electrician testified to OI 
that he believed the monitor had worked properly and, therefore exited the RCA. However, as identified by PPL, the 
PM was, in fact, inoperable, although it was not labeled as being out of service. The NRC determined that the 
electrician should have assessed why the volume was low and the lights were out before exiting the RCA, and that he 
should not have assumed the monitor was working.  
 
SSES TS 5.4.1, in part, requires that written procedures shall be implemented covering the procedures recommended 
in RG 1.33, Rev 2, App A, February 1978. RG 1.33, Rev 2, App A, recommends the establishment of radiation 
protection procedures for access control to radiation areas and for contamination control. Contrary to the above, on 
April 6 and April 7, 2011, contract employees left the SSES RCA without successfully passing through both a PCM 
and a PM.  
 
Inspection Report# : 2013013 (pdf)  
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Public Radiation Safety 

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

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

Initiating Events 

Mitigating Systems 

Significance:  Jun 21, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Timely and Appropriate Corrective Actions to Address Carbon Steel Pipe Wall Thinning in 
the RHRSW and ESW Systems 
The inspectors identified a Green non-cited violation (NCV) of 10 CFR Part 50, Appendix B, Criterion XVI, 
“Corrective Action,” for PPL’s failure to take adequate corrective actions for a condition adverse to quality involving 
the emergency service water (ESW) and residual heat removal service water (RHRSW) systems. Specifically, PPL did 
not take timely and appropriate corrective actions to address carbon steel pipe wall thinning on the B ESW and B 
RHRSW discharge piping on the lower level of the ESW pump house. PPL completed immediate corrective actions 
including cleaning  
the affected piping, conducting ultrasonic testing (UT) thickness testing of the affected piping, calculating acceptance 
criteria for the UT tests (minimum wall thickness), and calculating a degradation rate of the piping given worst case 
historical corrosion and water in the environment. Additional actions included initiation of multiple condition reports 
(CR) to enter the issues into the corrective action program (CR-2014-18803,  
CR-2014-18945, CR-2014-18932), and plans to add the piping to the PPL Pipe Corrosion Program (PCP) for trending 
and future examination consideration.  
The finding is more than minor because if left uncorrected, the performance deficiency had the potential to lead to a 
more significant safety concern. Specifically, the wetting and associated external corrosion of the piping without 
appropriate monitoring could adversely impact the structural integrity of the B RHRSW and ESW headers. In 
addition, the finding is similar to the example 3.i in Inspection Manual Chapter (IMC) 0612 Appendix E, “Examples 
of Minor Issues,” because PPL had to perform calculations to assess whether the actual wall thickness met minimum 
structural integrity requirements. In accordance with IMC 0609, “Significance Determination Process,” Attachment 4, 
“Initial Characterization of Findings,” Table 2, “Cornerstones Affected by Degraded Condition or Programmatic 
Weakness,” inspectors determined this performance deficiency affected the Mitigating Systems Cornerstone. Using 
IMC 0609, Appendix A, “The SDP for Findings At-Power,” Exhibit 2, “Mitigating Systems Screening Questions,” 
issued June 19, 2012, the inspectors determined that this finding is of very low safety significance (Green) because the 
finding does not represent an actual loss of function  
of one or more non-Tech Spec Trains of equipment designated as high safety-significant in accordance with PPL’s 
maintenance rule program for greater than 24 hours. The inspectors determined that this finding had a human 
performance cross-cutting aspect  
related to Consistent Process because PPL did not use their decision making process consistently to re-evaluate 
decisions to ensure they remained appropriate when previous decisions were called into question. Specifically, despite 
repeated identification of pipe wetting conditions and observations of worsening corrosion, plant personnel did not re-
evaluate structural integrity. Additionally, plant personnel used an inconsistent approach  
in dealing with the issue, as was demonstrated by the difference in treatment to prevent corrosion on the A train of the 
RHRSW and ESW systems.  
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Inspection Report# : 2014009 (pdf)  

Significance:  Jun 21, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Conduct Timely Initial Operability Determinations 
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion V, “Instructions, Procedures, and 
Drawings,” for PPL’s failure to complete and document initial operability determinations in a timely manner in 
accordance with station procedures. Specifically, station personnel failed to complete and document initial operability 
determinations in a timely manner, consistent with PPL procedure NDAP-QA-0703, “Operability Assessments and 
Requests for Enforcement Discretion,” Revision 24. In response to this issue, PPL issued Operations Directive 14-01 
to reiterate the expectation that operations complete the initial operability screening within eight hours or the end of 
shift, whichever is shorter, as delineated in NDAP-QA-0703. Additionally, the station continues to conduct Periodic 
Operability Review Meetings to review a sample of operability determinations for consistency with NDAP-QA-0703. 
The station entered this issue into the corrective action program as condition reports 2014-18806 and 2014-19008 for 
further evaluation.  
This finding is more than minor because if left uncorrected, the continued performance  
of untimely initial operability determinations could become a more significant safety concern. Specifically, the failure 
to assess operability in a timely manner can lead to exceeding technical specification allowed completion times and 
required actions, up to and including required plant shutdowns. Additionally, this issue is similar to items 3.j  
and 3.k in IMC 0612, Appendix E, “Examples of Minor Issues.” Given the duration of time the deficiency has existed, 
combined with the number of examples identified during the inspection, the inspectors considered this issue to be 
programmatic. In accordance with IMC 0609, “Significance Determination Process,” Attachment 4, “Initial 
Characterization of Findings,” Table 2, “Cornerstones Affected by Degraded Condition  
or Programmatic Weakness,” inspectors determined this performance deficiency affected the Mitigating Systems 
Cornerstone. Using IMC 0609, Appendix A, “The SDP for Findings At-Power,” Exhibit 2, “Mitigating Systems 
Screening Questions,” issued June 19, 2012, the inspectors determined that this finding is of very low safety 
significance (Green) since question A.1 was answered ‘Yes’ because the performance deficiency did not result in the 
loss of operability or functionality of any structure, system, or component. Additionally, the inspectors did not identify 
any instances where an untimely initial operability screening resulted in exceeding a TS allowed outage time.  
The inspectors determined that this finding had a Human Performance cross-cutting aspect related to change 
management. In this case, PPL revised procedure NDAP-QA-0703 in March 2013 to change the guidance on 
timeliness without executing a change management plan to determine if the organization would be able to adhere to 
the more restrictive guidelines given that other corrective actions were in place to increase the required documentation 
for an initial operability determination. The inspectors determined that this finding had a human performance cross-
cutting aspect related to Change Management. In this case, PPL revised procedure NDAP-QA-0703, in March 2013, 
to change the guidance on timeliness without executing a change management plan to determine if the organization 
would be able to adhere to the more restrictive guidelines given that other corrective actions were in place to increase 
the required documentation for an initial operability determination.  
 
Inspection Report# : 2014009 (pdf)  

Significance:  Jun 21, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Correct Condition Adverse to Qaulity Related to Fatigue Stress in ESW Supply Lines to RHR Pump 
Motor Oil Cooler 
The inspectors identified a Green NCV of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Actions,” because 
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PPL did not take measures to promptly correct an identified condition adverse to quality associated with the 
Emergency Service Water (ESW) supply lines to the 1C, 1D, 2C, and 2D Residual Heat Removal (RHR) pump motor 
oil coolers. PPL entered these conditions into their CAP as CR-2014-20129 and is continuing to evaluate corrective 
actions. Based on PPL’s evaluation conducted in CR-2014-20129, that the ESW and RHR systems will perform their 
required safety functions and compensatory measures are in place to limit and monitor the pipe vibration, the 
inspectors determined that the noncompliance does not present an immediate safety concern.  
The finding is more than minor because it was associated with the equipment performance attribute of the Mitigating 
Systems cornerstone and adversely affected the cornerstone objective of ensuring the reliability of systems that 
respond to initiating events to prevent undesirable consequences. Additionally, it was similar to example to 4.a in IMC 
0612 Appendix E, ”Examples of Minor Issues,” in that PPL had several opportunities to perform engineering 
evaluations on this condition and later evaluation determined that safety-related equipment was adversely affected. 
Specifically, no engineering evaluations were performed from 2009 through 2012, and post-2012 engineering 
evaluations did not fully bound the condition. Analysis performed after  
NRC identification resulted in additional evaluation and compensatory actions being implemented under CR 2014-
20129. In accordance with IMC 0609, “Significance Determination Process,” Attachment 4, “Initial Characterization 
of Findings,” Table 2, “Cornerstones Affected by Degraded Condition or Programmatic Weakness,” inspectors 
determined this performance deficiency affected the Mitigating Systems Cornerstone. Using IMC 0609, Appendix A, 
“The SDP for Findings At-Power,” Exhibit 2, “Mitigating Systems Screening Questions,” issued June 19, 2012, the 
inspectors determined that this finding is of very low safety significance (Green) since question A.1 was answered 
‘Yes’ because the deficiency only affected the qualification of the ESW and RHR systems, but the ESW and RHR 
systems maintained operability. The inspectors determined that this finding had a human performance cross-cutting 
aspect related to Conservative Bias because PPL failed to use decision making-practices that emphasized prudent 
choices over those that are simply allowable. Specifically, PPL was relying on a leak-before-break assumption to 
support the continued operability of the safety related piping to the RHR pump motor oil coolers without sufficient 
priority to correct the condition adverse to quality.  
 
Inspection Report# : 2014009 (pdf)  

Significance:  Dec 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedural Guidance for Responding to an Internal Flooding Event in ECCS Rooms 
The inspectors identified a Green NCV of Technical Specifications (TS) 5.4.1, “Procedures,” because PPL’s 
procedures EO-000-104, “Secondary Containment Control” and ON-169-002, “Flooding in the Reactor Building” 
were inadequate in that actions directed in the procedures could complicate an internal flooding event and may 
adversely affect aspects of PPL’s flood design. Specifically, the procedures directed operators to enter a flooded room 
to assess the extent and source of the flooding; an action which could render multiple trains of emergency core 
cooling system (ECCS) inoperable due to communicating two watertight rooms. In addition to entering the issue into 
the CAP as Condition Reports (CRs)-2013-02099 and 2013-06417, PPL issued Operations Directive 13-07 which 
provided guidance to ensure that operators sent to investigate a room flooded alarm will do so in a manner that will 
not affect redundant trains.  
The performance deficiency is more than minor because it was associated with the procedure quality attribute of the 
Mitigating Systems cornerstone and affected the objective to ensure the capability of systems that respond to initiating 
events to prevent undesirable consequences (i.e., core damage). Specifically, the procedure to respond to a room 
flooded alarm was insufficient to ensure operator response would not potentially render multiple trains of ECCS 
inoperable. The finding was evaluated in accordance with IMC 0609.04, “Initial Characterization of Findings,” and 
Exhibits 2 and 4 of IMC 0609, Appendix A, “The SDP for Findings At-Power.” Since opening the watertight door 
with excessive flooding could bypass the flood protection feature and potentially degrade two or more trains of a 
multi-train system or function, a detailed risk assessment was performed. The condition was modeled using the 
Susquehanna standardized plant analysis risk (SPAR) model version 8.19 along with SAPHIRE version 8.09. As a 
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bounding analysis, the condition was assumed to exist for greater than one year and the flooding was assumed to 
require a reactor shutdown which results in a plant transient with failure of high pressure coolant injection (HPCI) and 
core spray (CS) due to flood impacts. The flooding initiating event frequency was estimated to be about 1 in 10,000 
years. The resulting change in core damage frequency was substantially less than 1E-7. The dominant sequences 
included a transient with a loss of all direct current (DC) power and a transient with failures to depressurize and 
reactor core isolation cooling (RCIC) failures. Since the change in core damage frequency was sufficiently low no 
further evaluation for large early release was required. The finding is related to the cross-cutting area of PI&R, Self 
and Independent Assessments, in that PPL did not conduct assessments to identify areas for improvement. In 
particular, the self-assessments were not of sufficient depth, comprehensive, appropriately objective, or self-critical. 
Specifically, despite PPL’s process requiring periodic verification that event driven procedures are technically and 
functionally correct, the periodic review completed in April 2013 failed to identify that actions specified in the 
procedure could invalidate the flood design. [P.3(a)]. (Section 1R06) 
Inspection Report# : 2013005 (pdf)  

Significance:  Sep 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedural Guidance for Maintaining RPV Level During Anticipated Transient Without Scram 
The inspectors identified a Green NCV of TS 5.4.1, “Procedures,” because PPL’s emergency operating procedure step 
for terminating injection sources during a rapid depressurization required for an anticipated transient without scram 
(ATWS) was inadequate to ensure that cold unborated water was not injected into the core. Specifically, PPL’s 
emergency operating procedure (EOP) does not terminate injection from the high pressure coolant injection (HPCI) 
system during the transient and procedural guidance is insufficient to ensure that operators will maintain level in the 
prescribed ATWS band while injecting with HPCI. In addition to entering the issue into the CAP as CRs 1708885 and 
1745775, PPL’s immediate corrective actions included issuance of Operations Directive  
13-02 which states that HPCI must be controlled, up to and including overriding injection, to ensure that reactor 
pressure vessel water level is maintained in the prescribed ATWS band during the duration of the rapid 
depressurization. Planned corrective actions include requiring termination of HPCI injection prior to initiation of a 
rapid depressurization (Action Request 1719605).  
The performance deficiency is more than minor because it was associated with the procedure quality attribute of the 
Mitigating Systems cornerstone and affected the objective to ensure the availability, reliability and capability of 
systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). Specifically, the 
inadequate procedure for terminating injection prior to rapidly depressurizing the reactor during an ATWS could have 
resulted in operators failing to control level in the prescribed EOP band, potentially resulting in cold unborated water 
being injected into the core. In accordance with IMC 0609.04, “Initial Characterization of Findings,” and Exhibit 2 of 
IMC 0609, Appendix A, “The Significance Determination Process for Findings At-Power,” the inspectors determined 
that this finding is of very low safety significance (Green) because the performance deficiency was not a design or 
qualification deficiency, did not involve an actual loss of safety function, did not represent actual loss of a safety 
function of a single train for greater than its Technical Specification (TS) allowed outage time, and did not screen as 
potentially risk-significant due to a seismic, flooding, or severe weather initiating event. The finding is related to the 
cross-cutting area of problem identification and resolution (PI&R), in that PPL did not identify a performance issue 
completely, accurately, and in a timely manner commensurate with the safety significance. Specifically, PPL failed to 
identify that guidance in EOP basis document was insufficient to ensure that operators maintained level in the EOP 
band. [P.1(a)]  
 
Inspection Report# : 2013004 (pdf)  

Significance:  Sep 30, 2013 
Identified By: NRC 
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Item Type: NCV NonCited Violation 
Failure to Assess and Manage Risk of Maintenance Activities 
The inspectors identified a Green NCV of 10 CFR 50.65(a)(4) because PPL did not adequately assess the risk of 
performing maintenance in accordance with station procedures. Specifically, PPL did not specify appropriate risk 
management actions (RMAs) while performing a standby liquid control (SLC) system flow surveillance in 
conjunction with having the ‘E’ emergency diesel generator (EDG) unavailable. PPL’s immediate corrective actions 
included entering the issue into their CAP as condition reports (CRs) 1721928 and 1781929, communicating the issue 
to applicable station personnel, and revising the risk assessment for use in future performance of the maintenance 
activities.  
The performance deficiency is more than minor because it affected the Human Performance attribute of the Mitigating 
Systems cornerstone objective to ensure the availability of systems that respond to initiating events to prevent 
undesirable consequences (i.e., core damage). The item is similar to example 7.e. in NRC IMC 0612 Appendix E, 
“Examples of Minor Issues.” This example states, in part, that failure to perform an adequate risk assessment when 
required by 10 CFR 50.65 (a)(4) is not minor if the overall elevated plant risk would require, under plant procedures, 
RMAs or additional RMAs. In this case, the SLC flow surveillance was required to be screened as high operational 
risk due to the short duration limiting condition of operation (LCO) entry and medium or high operational risk due to 
changing risk to Yellow when performed in conjunction with the ‘E’ EDG unavailability.  
Both of these categories required additional RMAs in accordance with station procedures. In accordance with IMC 
0609.04, “Initial Characterization of Findings,” and IMC 0609, Appendix K, “Maintenance Risk Assessment and Risk 
Management Significance Determination Process,” the inspectors determined that this finding is of very low safety 
significance (Green) because the performance deficiency was associated with RMAs only and the incremental core 
damage probability was < 1E-6 and the incremental large early release probability was < 1E-7. This finding was 
determined to have a cross-cutting aspect in the area of Human Performance, Work Control in that PPL failed to 
appropriately plan work activities by not incorporating risk insights. Specifically, PPL did not appropriately assess the 
risk of performing maintenance activities by including required risk manage actions as specified in station procedures. 
[H.3(a)]. 
Inspection Report# : 2013004 (pdf)  

Significance:  Aug 29, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Verify Operation of Safety-Related 125Vdc Molded Case Circuit Breakers 
The team identified a finding of very low safety significance (Green) involving a  
non-cited violation of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” in that  
PPL failed to verify or check the adequacy of the design of molded case circuit breakers  
(MCCB). The team reviewed PPL response to NRC Information Notice 93-64, “Periodic  
Testing and Preventive Maintenance of Molded Case Circuit Breakers” and determined  
that PPL had not included certain 125Vdc and 120Vac MCCBs in their evaluation.  
Subsequently the team determined that PPL had not performed any maintenance or  
testing on these breakers since original construction. The team found that several  
125Vdc breakers were credited as one of the two isolation devises required to ensure  
primary containment electrical penetrations are not damaged during overload or fault  
conditions on the circuit. The team concluded that PPL did not verify that these safetyrelated  
125Vdc MCCBs would perform this safety function. PPL entered the issue into  
their corrective action program and performed an operability evaluation on the  
penetrations determining them to be operable but non-conforming because the second  
isolation device would perform the intended safety function. The team reviewed the  
evaluation and determined it to be reasonable.  
The finding was determined to be more than minor because it was associated with the  
Barrier Integrity Containment Design Control and Configuration Control attribute and  
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affected the cornerstone’s objective. Using the NRC IMC 0609, “Significance 
Determination Process,” Appendix A, “The Significance Determination Process (SDP) for  
Findings At-Power,” Exhibit 3, Section B, the finding was determined to be of very low  
safety significance (Green). There was no crosscutting aspect assigned to the finding  
because it was not indicative of current performance. (Section 1R21.2.2.2) 
Inspection Report# : 2013010 (pdf)  

Barrier Integrity 

Significance:  Dec 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Missed Technical Specification Surveillance for Secondary Containment Drawdown Testing 
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion XI, “Test Control,” because PPL did not 
ensure all testing required to demonstrate that structures, systems, and components will perform satisfactorily in 
service was identified and performed in accordance with written test procedures which incorporate the requirements 
and acceptance limits contained in applicable design documents. Specifically, PPL’s procedure used to implement the 
requirements of TS Surveillance Requirements (SR) 3.6.4.1.4 and 3.6.4.1.5 did not ensure that secondary containment 
integrity was tested in all required configurations. PPL’s immediate corrective actions included entering the issue into 
their CAP as CR-2013-03891 and applied a status control tag to the railroad access bay door-101 as an administrative 
control until corrective actions can be completed and the configuration tested satisfactorily.  
The finding is more than minor because it is associated with the procedure quality attribute 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 inadequate surveillance procedure resulted in 
missed surveillances for SRs 3.6.4.1.4 and 3.6.4.1.5. Additionally, it was similar to example 3.d in IMC 0612 
Appendix E, ”Examples of Minor Issues,” in that the failure to implement the TS SR as required is not minor if the 
surveillance had not been conducted. In this case, the surveillance requirement had not been completed for all 
configurations of secondary containment. In accordance with IMC 0609.04, “Initial Characterization of Findings,” 
and IMC 0609, Appendix A, “The SDP for Findings At-Power,” the inspectors determined that this finding is of very 
low safety significance (Green) because the performance deficiency only represented a degradation of the radiological 
barrier function provided for the Standby Gas Treatment system. This finding was determined to have a cross-cutting 
aspect in the area of Human Performance Resources area because the licensee failed to ensure that personnel, 
equipment, procedures, and other resources are available and adequate to assure nuclear safety. Specifically, those 
necessary for: complete, accurate and up-to-date design documentation, procedures, and work packages, and correct 
labeling of components [H.2(c)]. (Section 1R22)  
 
Inspection Report# : 2013005 (pdf)  

Emergency Preparedness 

Significance:  Jun 21, 2014 
Identified By: NRC 
Item Type: VIO Violation 
Failure to take Action to Restore Degraded Emergency Actio nLevel Scheme
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The inspectors identified a Green cited violation of 10 CFR 50.54(q)(2) for PPL’s failure to follow and maintain an 
emergency plan that meets the requirements of the planning standards in 10 CFR 50.47(b), in that, since October 
2003, PPL did not follow and maintain a standard emergency classification and action level scheme. Specifically, PPL 
did not take timely corrective actions to provide an adequate means to measure temperature in nine out of 21 areas, 
where reactor building temperatures are considered for the fission product barrier degradation emergency action levels 
(EALs). As a result, this deficiency adversely affected PPL’s ability to classify an emergency such that a Site Area 
Emergency would be declared in a degraded manner. The violation is being cited because PPL has failed to restore 
compliance or demonstrate objective evidence of plans to restore compliance at the first opportunity in a reasonable 
period of time following discussion in a formal exit meeting on January 24, 2014 and documented in NRC Inspection 
Report 05000387;388/2013005 on February 14, 2014.  
The finding is more than minor because it is associated with the Facilities and Equipment attribute of the emergency 
preparedness cornerstone, and adversely affected the cornerstone objective of ensuring that a licensee is capable of 
implementing adequate measures to protect the health and safety of the public in the event of a radiological 
emergency. Specifically, the continuing lack of installed temperature instrumentation or any other compensatory 
measures and the reliance on personnel dispatched to take temperature readings were insufficient to ensure a timely 
and accurate EAL classification could be made. Using IMC 0609, Appendix B, “Emergency Preparedness 
Significance Determination Process”, section 5.4, the finding is of very low safety significance (Green) because the 
finding was determined to be an example of an ineffective EAL initiating condition, such that a Site Area Emergency 
would be declared in a degraded manner.  
The inspectors determined that this finding had a problem identification and resolution cross-cutting aspect related to 
Resolution because PPL did not take corrective actions in a timely manner nor did they take appropriate interim 
corrective actions to mitigate the issues while more fundamental causes are being assessed. Specifically, PPL had no 
corrective actions planned or taken to address the degraded EALs until NRC approval of their new EAL scheme, 
currently scheduled to be implemented no earlier than December 2015.  
 
Inspection Report# : 2014009 (pdf)  

Significance:  Dec 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Instrumentation to Implement EALs for Fission Product Barrier Degradation 
The inspectors identified a Green NCV of 10 CFR 50.54, “Conditions of Licenses,” paragraph (q), because PPL did 
not maintain the Emergency Plan to adequately meet the standards of 50.47(b). Specifically, PPL did not have 
temperature indication installed in some areas of the reactor building that are required to support assessment and 
determination of entry conditions into the fission product barrier emergency action levels (EALs). PPL entered this 
issue into their CAP as CR 1727229.  
The inspectors determined that the failure to have temperature indication installed in certain areas of the reactor 
building was a performance deficiency that was within PPL’s ability to foresee and correct. The performance 
deficiency is more than minor because it is associated with the Facilities and Equipment attribute of the Emergency 
Preparedness cornerstone, and adversely affected the cornerstone objective of ensuring that a licensee is capable of 
implementing adequate measures to protect the health and safety of the public in the event of a radiological 
emergency. Specifically, the lack of installed temperature instrumentation and the reliance on local temperature 
indications were insufficient to ensure a timely and accurate EAL classification could be made. Using IMC 0609, 
Appendix B, section 5.4, the finding is of very low safety significance (Green) because the finding was determined to 
be an example of an ineffective EAL initiating condition, such that a Site Area Emergency would be declared in a 
degraded manner. The cause of this finding has a cross-cutting aspect in the area of Human Performance Resources 
because PPL did not ensure that facilities and equipment were adequate and available, including emergency facilities 
and equipment. Specifically, PPL did not provide temperature instrumentation to operators to ensure a timely and 
accurate declaration of an emergency for an un-isolable reactor coolant leak in the reactor building. [H.2.d]. (Section 
1EP6) 
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Inspection Report# : 2013005 (pdf)  

Significance:  Sep 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate and untimely Actioins to Address a Failed Instrument Necessary for Diagnosis of Emergency 
Conditions 
The inspectors identified a finding of very low safety significance (Green), and an associated NCV of 10 CFR 50.54
(q) for failing to follow and maintain an emergency plan that meets the requirements of emergency planning standard 
10 CFR 50.47(b)(4). Specifically, the licensee failed to take timely corrective actions to restore a degraded room 
flooded alarm in accordance with station procedures. The alarm was out-of-service from December 21, 2012 until 
September 23, 2013 without adequate compensatory measures in place. PPL’s immediate corrective actions included 
entering the issue into their CAP as  
CR 1745962, changing the priority of the work order (WO) and listing it as a priority item on their Daily Leadership 
Alignment Package. PPL replaced the detector on September 23, 2013.  
The performance deficiency is more than minor because it was associated with the facilities and equipment attribute of
the Emergency Preparedness cornerstone and affected the 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. Specifically, the performance deficiency would have resulted in untimely declaration of an Alert OA5 and 
Notice of Unusual Event (NOUE) OU5. In accordance with NRC IMC 0609, Appendix B, “Emergency Preparedness 
SDP,” the inspectors determined that this finding is of very low safety significance (Green) because it did not result in 
the loss or degradation of a risk significant planning standard. Specifically, one Alert and one NOUE EAL initiating 
condition would have been rendered ineffective such that a flooding event would have been declared in a degraded 
manner. The finding is related to the cross-cutting area of PI&R, CAP, in that PPL did not take appropriate corrective 
actions to address safety issues in a timely manner. Specifically, when the detector failed on December 21, 2012, 
adequate compensatory measures were not specified and the WO was not scheduled for completion for 12 months. 
[P.1(d)].  
 
Inspection Report# : 2013004 (pdf)  

Occupational Radiation Safety 
Significance: N/A Sep 30, 2013 
Identified By: NRC 
Item Type: VIO Violation 
Contract Employee Willfully Failed to Follow SSES Procedure Pertaining to Personnel Contamination 
Monitoring 
Susquehanna Steam Electric Station Technical Specification 5.4.1.a requires that written procedures be established, 
implemented, and maintained covering the activities recommended in Regulatory Guide 1.33, Revision 2, Appendix 
A, dated February 1978. Regulatory Guide 1.33, Revision 2, Appendix A, dated February 1978, Item 7.e recommends 
the establishment of written Radiation Protection procedures for personnel monitoring activities. PPL Susquehanna, 
LLC implementing procedure, NDAP-QA-0627, “Radiation Protection Program” requires personnel who receive a 
second alarm on any monitor to stay in the area and contact Health Physics.  
 
Contrary to the above, when attempting to exit the Susquehanna Steam Electric Station Protected Area (PA) on 
October 11, 2011, a contract employee who received a second alarm on a radiation portal monitor willfully, with 
careless disregard, did not stay in the area and contact Health Physics. Instead, the individual (through a co-worker) 
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contacted Security, used a different portal monitor, and then exited the PA after the second monitor did not alarm. 
This is a Severity Level IV violation. 
Inspection Report# : 2013013 (pdf)  

Significance: N/A Sep 30, 2013 
Identified By: NRC 
Item Type: VIO Violation 
Contract Employee Deliberately Moved a High Radiation Area Posting 
Specifically, on March 30, 2012, a contract carpenter was assigned, along with some other carpenters, to erect a 
scaffold in the isolation phase bus area of the SSES Turbine Building. An area near the job location was roped off and 
a posting on a stanchion indicated that a HRA existed in the overhead. After an RP technician who had accompanied 
the workers to conduct a radiation survey left, the contract carpenter moved the stanchion and roping out of the way to 
make room for the scaffold. When there was still not enough room to build the scaffold, the materials were dismantled 
and eventually removed from the area.  
 
SSES TS 5.4.1, in part, requires that written procedures shall be implemented covering the procedures recommended 
in RG 1.33, Rev 2, App A, February 1978. RG 1.33, Rev 2, App A, recommends the establishment of radiation 
protection procedures for access control to radiation areas and for contamination control. PPL implementing 
procedure NDAP-QA-0626, “Radiologically Controlled Area Access and Radiation Work Permit System” states that 
individuals are not allowed to move radiological postings, barricades, and barriers and to contact HP if there is a need 
to have any of these items moved or modified. Contrary to the above, on March 30, 2012, a contract carpenter did not 
contact the SSES HP department and, instead, moved an HRA posting on his own. 
Inspection Report# : 2013013 (pdf)  

Significance: N/A Sep 30, 2013 
Identified By: NRC 
Item Type: VIO Violation 
Violation of Procedureal Requirements for RCA Egress 
On April 6, 2011, a contract insulator, after receiving an initial contamination alarm from his hardhat when using a 
personal contamination monitor (PCM) prior to exiting the radiologically controlled area (RCA), appropriately made a 
second monitoring attempt, but deliberately leaned his head out of the PCM to avoid receiving a second alarm. The 
insulator then exited the RCA although he hadn’t been appropriately monitored for radioactive contamination. 
Additionally, on April 7, 2011, a contract electrician willfully used an inoperable portal monitor (PM) while exiting 
the RCA. Specifically, after receiving no alarms from a PCM, the electrician appropriately entered a PM, but noticed 
that the volume seemed lower than normal and that no lights were on when he exited. The electrician testified to OI 
that he believed the monitor had worked properly and, therefore exited the RCA. However, as identified by PPL, the 
PM was, in fact, inoperable, although it was not labeled as being out of service. The NRC determined that the 
electrician should have assessed why the volume was low and the lights were out before exiting the RCA, and that he 
should not have assumed the monitor was working.  
 
SSES TS 5.4.1, in part, requires that written procedures shall be implemented covering the procedures recommended 
in RG 1.33, Rev 2, App A, February 1978. RG 1.33, Rev 2, App A, recommends the establishment of radiation 
protection procedures for access control to radiation areas and for contamination control. Contrary to the above, on 
April 6 and April 7, 2011, contract employees left the SSES RCA without successfully passing through both a PCM 
and a PM.  
 
Inspection Report# : 2013013 (pdf)  
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Public Radiation Safety 

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

Miscellaneous 
Significance: N/A Jun 21, 2014 
Identified By: NRC 
Item Type: FIN Finding 
Biennial Problem Identification and Resolution (PI&R) Inspection Summary 
The inspectors concluded that PPL Susquehanna, LLC (PPL) was generally effective in identifying, evaluating, and 
resolving problems. PPL personnel identified problems and entered them into the corrective action program at a low 
threshold. However, the inspectors noted several examples of missed identification of conditions adverse to quality 
during the onsite weeks of inspection and throughout the two year period. The inspectors identified one violation for 
the failure to identify and correct significant piping corrosion.  
The inspectors concluded that, although PPL Susquehanna, LLC (PPL) had developed adequate program procedures 
for identifying, evaluating, and resolving problems; there were several continuing weaknesses associated with the 
implementation of certain aspects of PPL’s corrective action program. Specifically, based on the samples reviewed, 
the inspectors concluded that PPL did not consistently prioritize and evaluate issues commensurate with the safety 
significance of the identified problem, as described in the documented weaknesses in evaluations of operability. The 
inspectors identified two violations and two documented observations in this area. Specifically, the inspectors 
identified programmatic weaknesses in the timely completion of operability evaluations and the failure to identify and 
correct the effects of excessive vibrations and water hammer events in a safety related system. In addition, the 
inspectors noted that causal analyses did not always appropriately consider the extent of condition or previous 
occurrences of the issue, such as the documented examples for alarms during High Pressure Coolant Injection (HPCI) 
surveillance testing and corrective actions for emergency operating procedure deviations.  
Based on the sample reviewed, the inspectors determined that PPL had several weaknesses  
in the areas of efficacy and timeliness of corrective actions. Of note, the inspectors identified issues with corrective 
actions to address the sample of NRC non-cited violations, and findings since the last biennial problem identification 
and resolution inspection. The inspectors identified one violation for the continuing failure to restore compliance for a 
degraded condition related to EAL implementation.  
The inspectors concluded that PPL adequately identified, reviewed, and applied relevant industry operating 
experience to Susquehanna operations. In addition, based on those items selected for review, the inspectors 
determined that PPL’s self-assessments and audits were adequate.  
Based on the limited interviews the inspectors conducted over the course of the inspection, observations of plant 
activities, and reviews of individual corrective action program and employee concerns program issues, the inspectors 
did not identify any indications that site personnel were unwilling to raise safety issues nor did they identify any 
conditions that could have had a negative impact on the site’s safety conscious work environment. 
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The inspectors took action to ensure that the scope of this problem identification and resolution inspection did not 
overlap the upcoming 95002 inspection at Susquehanna, currently scheduled for July 2014. The limited review of 
safety culture was performed in accordance with Inspection Procedure 71152 requirements, and the inspectors did not 
review any of the root or apparent causes related to the affected performance indicators subject to further 95002 
inspection. 
Inspection Report# : 2014009 (pdf)  
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Susquehanna 1 
3Q/2014 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Jun 21, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Timely and Appropriate Corrective Actions to Address Carbon Steel Pipe Wall Thinning in 
the RHRSW and ESW Systems 
The inspectors identified a Green non-cited violation (NCV) of 10 CFR Part 50, Appendix B, Criterion XVI, 
“Corrective Action,” for PPL’s failure to take adequate corrective actions for a condition adverse to quality involving 
the emergency service water (ESW) and residual heat removal service water (RHRSW) systems. Specifically, PPL did 
not take timely and appropriate corrective actions to address carbon steel pipe wall thinning on the B ESW and B 
RHRSW discharge piping on the lower level of the ESW pump house. PPL completed immediate corrective actions 
including cleaning  
the affected piping, conducting ultrasonic testing (UT) thickness testing of the affected piping, calculating acceptance 
criteria for the UT tests (minimum wall thickness), and calculating a degradation rate of the piping given worst case 
historical corrosion and water in the environment. Additional actions included initiation of multiple condition reports 
(CR) to enter the issues into the corrective action program (CR-2014-18803,  
CR-2014-18945, CR-2014-18932), and plans to add the piping to the PPL Pipe Corrosion Program (PCP) for trending 
and future examination consideration.  
The finding is more than minor because if left uncorrected, the performance deficiency had the potential to lead to a 
more significant safety concern. Specifically, the wetting and associated external corrosion of the piping without 
appropriate monitoring could adversely impact the structural integrity of the B RHRSW and ESW headers. In 
addition, the finding is similar to the example 3.i in Inspection Manual Chapter (IMC) 0612 Appendix E, “Examples 
of Minor Issues,” because PPL had to perform calculations to assess whether the actual wall thickness met minimum 
structural integrity requirements. In accordance with IMC 0609, “Significance Determination Process,” Attachment 4, 
“Initial Characterization of Findings,” Table 2, “Cornerstones Affected by Degraded Condition or Programmatic 
Weakness,” inspectors determined this performance deficiency affected the Mitigating Systems Cornerstone. Using 
IMC 0609, Appendix A, “The SDP for Findings At-Power,” Exhibit 2, “Mitigating Systems Screening Questions,” 
issued June 19, 2012, the inspectors determined that this finding is of very low safety significance (Green) because the 
finding does not represent an actual loss of function  
of one or more non-Tech Spec Trains of equipment designated as high safety-significant in accordance with PPL’s 
maintenance rule program for greater than 24 hours. The inspectors determined that this finding had a human 
performance cross-cutting aspect  
related to Consistent Process because PPL did not use their decision making process consistently to re-evaluate 
decisions to ensure they remained appropriate when previous decisions were called into question. Specifically, despite 
repeated identification of pipe wetting conditions and observations of worsening corrosion, plant personnel did not re-
evaluate structural integrity. Additionally, plant personnel used an inconsistent approach  
in dealing with the issue, as was demonstrated by the difference in treatment to prevent corrosion on the A train of the 
RHRSW and ESW systems.  
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Inspection Report# : 2014009 (pdf)  

Significance:  Jun 21, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Conduct Timely Initial Operability Determinations 
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion V, “Instructions, Procedures, and 
Drawings,” for PPL’s failure to complete and document initial operability determinations in a timely manner in 
accordance with station procedures. Specifically, station personnel failed to complete and document initial operability 
determinations in a timely manner, consistent with PPL procedure NDAP-QA-0703, “Operability Assessments and 
Requests for Enforcement Discretion,” Revision 24. In response to this issue, PPL issued Operations Directive 14-01 
to reiterate the expectation that operations complete the initial operability screening within eight hours or the end of 
shift, whichever is shorter, as delineated in NDAP-QA-0703. Additionally, the station continues to conduct Periodic 
Operability Review Meetings to review a sample of operability determinations for consistency with NDAP-QA-0703. 
The station entered this issue into the corrective action program as condition reports 2014-18806 and 2014-19008 for 
further evaluation.  
This finding is more than minor because if left uncorrected, the continued performance  
of untimely initial operability determinations could become a more significant safety concern. Specifically, the failure 
to assess operability in a timely manner can lead to exceeding technical specification allowed completion times and 
required actions, up to and including required plant shutdowns. Additionally, this issue is similar to items 3.j  
and 3.k in IMC 0612, Appendix E, “Examples of Minor Issues.” Given the duration of time the deficiency has existed, 
combined with the number of examples identified during the inspection, the inspectors considered this issue to be 
programmatic. In accordance with IMC 0609, “Significance Determination Process,” Attachment 4, “Initial 
Characterization of Findings,” Table 2, “Cornerstones Affected by Degraded Condition  
or Programmatic Weakness,” inspectors determined this performance deficiency affected the Mitigating Systems 
Cornerstone. Using IMC 0609, Appendix A, “The SDP for Findings At-Power,” Exhibit 2, “Mitigating Systems 
Screening Questions,” issued June 19, 2012, the inspectors determined that this finding is of very low safety 
significance (Green) since question A.1 was answered ‘Yes’ because the performance deficiency did not result in the 
loss of operability or functionality of any structure, system, or component. Additionally, the inspectors did not identify 
any instances where an untimely initial operability screening resulted in exceeding a TS allowed outage time.  
The inspectors determined that this finding had a Human Performance cross-cutting aspect related to change 
management. In this case, PPL revised procedure NDAP-QA-0703 in March 2013 to change the guidance on 
timeliness without executing a change management plan to determine if the organization would be able to adhere to 
the more restrictive guidelines given that other corrective actions were in place to increase the required documentation 
for an initial operability determination. The inspectors determined that this finding had a human performance cross-
cutting aspect related to Change Management. In this case, PPL revised procedure NDAP-QA-0703, in March 2013, 
to change the guidance on timeliness without executing a change management plan to determine if the organization 
would be able to adhere to the more restrictive guidelines given that other corrective actions were in place to increase 
the required documentation for an initial operability determination.  
 
Inspection Report# : 2014009 (pdf)  

Significance:  Jun 21, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Correct Condition Adverse to Qaulity Related to Fatigue Stress in ESW Supply Lines to RHR Pump 
Motor Oil Cooler 
The inspectors identified a Green NCV of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Actions,” because 
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PPL did not take measures to promptly correct an identified condition adverse to quality associated with the 
Emergency Service Water (ESW) supply lines to the 1C, 1D, 2C, and 2D Residual Heat Removal (RHR) pump motor 
oil coolers. PPL entered these conditions into their CAP as CR-2014-20129 and is continuing to evaluate corrective 
actions. Based on PPL’s evaluation conducted in CR-2014-20129, that the ESW and RHR systems will perform their 
required safety functions and compensatory measures are in place to limit and monitor the pipe vibration, the 
inspectors determined that the noncompliance does not present an immediate safety concern.  
The finding is more than minor because it was associated with the equipment performance attribute of the Mitigating 
Systems cornerstone and adversely affected the cornerstone objective of ensuring the reliability of systems that 
respond to initiating events to prevent undesirable consequences. Additionally, it was similar to example to 4.a in IMC 
0612 Appendix E, ”Examples of Minor Issues,” in that PPL had several opportunities to perform engineering 
evaluations on this condition and later evaluation determined that safety-related equipment was adversely affected. 
Specifically, no engineering evaluations were performed from 2009 through 2012, and post-2012 engineering 
evaluations did not fully bound the condition. Analysis performed after  
NRC identification resulted in additional evaluation and compensatory actions being implemented under CR 2014-
20129. In accordance with IMC 0609, “Significance Determination Process,” Attachment 4, “Initial Characterization 
of Findings,” Table 2, “Cornerstones Affected by Degraded Condition or Programmatic Weakness,” inspectors 
determined this performance deficiency affected the Mitigating Systems Cornerstone. Using IMC 0609, Appendix A, 
“The SDP for Findings At-Power,” Exhibit 2, “Mitigating Systems Screening Questions,” issued June 19, 2012, the 
inspectors determined that this finding is of very low safety significance (Green) since question A.1 was answered 
‘Yes’ because the deficiency only affected the qualification of the ESW and RHR systems, but the ESW and RHR 
systems maintained operability. The inspectors determined that this finding had a human performance cross-cutting 
aspect related to Conservative Bias because PPL failed to use decision making-practices that emphasized prudent 
choices over those that are simply allowable. Specifically, PPL was relying on a leak-before-break assumption to 
support the continued operability of the safety related piping to the RHR pump motor oil coolers without sufficient 
priority to correct the condition adverse to quality.  
 
Inspection Report# : 2014009 (pdf)  

Significance:  Dec 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedural Guidance for Responding to an Internal Flooding Event in ECCS Rooms 
The inspectors identified a Green NCV of Technical Specifications (TS) 5.4.1, “Procedures,” because PPL’s 
procedures EO-000-104, “Secondary Containment Control” and ON-169-002, “Flooding in the Reactor Building” 
were inadequate in that actions directed in the procedures could complicate an internal flooding event and may 
adversely affect aspects of PPL’s flood design. Specifically, the procedures directed operators to enter a flooded room 
to assess the extent and source of the flooding; an action which could render multiple trains of emergency core 
cooling system (ECCS) inoperable due to communicating two watertight rooms. In addition to entering the issue into 
the CAP as Condition Reports (CRs)-2013-02099 and 2013-06417, PPL issued Operations Directive 13-07 which 
provided guidance to ensure that operators sent to investigate a room flooded alarm will do so in a manner that will 
not affect redundant trains.  
The performance deficiency is more than minor because it was associated with the procedure quality attribute of the 
Mitigating Systems cornerstone and affected the objective to ensure the capability of systems that respond to initiating 
events to prevent undesirable consequences (i.e., core damage). Specifically, the procedure to respond to a room 
flooded alarm was insufficient to ensure operator response would not potentially render multiple trains of ECCS 
inoperable. The finding was evaluated in accordance with IMC 0609.04, “Initial Characterization of Findings,” and 
Exhibits 2 and 4 of IMC 0609, Appendix A, “The SDP for Findings At-Power.” Since opening the watertight door 
with excessive flooding could bypass the flood protection feature and potentially degrade two or more trains of a 
multi-train system or function, a detailed risk assessment was performed. The condition was modeled using the 
Susquehanna standardized plant analysis risk (SPAR) model version 8.19 along with SAPHIRE version 8.09. As a 
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bounding analysis, the condition was assumed to exist for greater than one year and the flooding was assumed to 
require a reactor shutdown which results in a plant transient with failure of high pressure coolant injection (HPCI) and 
core spray (CS) due to flood impacts. The flooding initiating event frequency was estimated to be about 1 in 10,000 
years. The resulting change in core damage frequency was substantially less than 1E-7. The dominant sequences 
included a transient with a loss of all direct current (DC) power and a transient with failures to depressurize and 
reactor core isolation cooling (RCIC) failures. Since the change in core damage frequency was sufficiently low no 
further evaluation for large early release was required. The finding is related to the cross-cutting area of PI&R, Self 
and Independent Assessments, in that PPL did not conduct assessments to identify areas for improvement. In 
particular, the self-assessments were not of sufficient depth, comprehensive, appropriately objective, or self-critical. 
Specifically, despite PPL’s process requiring periodic verification that event driven procedures are technically and 
functionally correct, the periodic review completed in April 2013 failed to identify that actions specified in the 
procedure could invalidate the flood design. [P.3(a)]. (Section 1R06) 
Inspection Report# : 2013005 (pdf)  

Barrier Integrity 

Significance:  Dec 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Missed Technical Specification Surveillance for Secondary Containment Drawdown Testing 
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion XI, “Test Control,” because PPL did not 
ensure all testing required to demonstrate that structures, systems, and components will perform satisfactorily in 
service was identified and performed in accordance with written test procedures which incorporate the requirements 
and acceptance limits contained in applicable design documents. Specifically, PPL’s procedure used to implement the 
requirements of TS Surveillance Requirements (SR) 3.6.4.1.4 and 3.6.4.1.5 did not ensure that secondary containment 
integrity was tested in all required configurations. PPL’s immediate corrective actions included entering the issue into 
their CAP as CR-2013-03891 and applied a status control tag to the railroad access bay door-101 as an administrative 
control until corrective actions can be completed and the configuration tested satisfactorily.  
The finding is more than minor because it is associated with the procedure quality attribute 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 inadequate surveillance procedure resulted in 
missed surveillances for SRs 3.6.4.1.4 and 3.6.4.1.5. Additionally, it was similar to example 3.d in IMC 0612 
Appendix E, ”Examples of Minor Issues,” in that the failure to implement the TS SR as required is not minor if the 
surveillance had not been conducted. In this case, the surveillance requirement had not been completed for all 
configurations of secondary containment. In accordance with IMC 0609.04, “Initial Characterization of Findings,” 
and IMC 0609, Appendix A, “The SDP for Findings At-Power,” the inspectors determined that this finding is of very 
low safety significance (Green) because the performance deficiency only represented a degradation of the radiological 
barrier function provided for the Standby Gas Treatment system. This finding was determined to have a cross-cutting 
aspect in the area of Human Performance Resources area because the licensee failed to ensure that personnel, 
equipment, procedures, and other resources are available and adequate to assure nuclear safety. Specifically, those 
necessary for: complete, accurate and up-to-date design documentation, procedures, and work packages, and correct 
labeling of components [H.2(c)]. (Section 1R22)  
 
Inspection Report# : 2013005 (pdf)  
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Emergency Preparedness 

Significance:  Jun 21, 2014 
Identified By: NRC 
Item Type: VIO Violation 
Failure to take Action to Restore Degraded Emergency Actio nLevel Scheme 
The inspectors identified a Green cited violation of 10 CFR 50.54(q)(2) for PPL’s failure to follow and maintain an 
emergency plan that meets the requirements of the planning standards in 10 CFR 50.47(b), in that, since October 
2003, PPL did not follow and maintain a standard emergency classification and action level scheme. Specifically, PPL 
did not take timely corrective actions to provide an adequate means to measure temperature in nine out of 21 areas, 
where reactor building temperatures are considered for the fission product barrier degradation emergency action levels 
(EALs). As a result, this deficiency adversely affected PPL’s ability to classify an emergency such that a Site Area 
Emergency would be declared in a degraded manner. The violation is being cited because PPL has failed to restore 
compliance or demonstrate objective evidence of plans to restore compliance at the first opportunity in a reasonable 
period of time following discussion in a formal exit meeting on January 24, 2014 and documented in NRC Inspection 
Report 05000387;388/2013005 on February 14, 2014.  
The finding is more than minor because it is associated with the Facilities and Equipment attribute of the emergency 
preparedness cornerstone, and adversely affected the cornerstone objective of ensuring that a licensee is capable of 
implementing adequate measures to protect the health and safety of the public in the event of a radiological 
emergency. Specifically, the continuing lack of installed temperature instrumentation or any other compensatory 
measures and the reliance on personnel dispatched to take temperature readings were insufficient to ensure a timely 
and accurate EAL classification could be made. Using IMC 0609, Appendix B, “Emergency Preparedness 
Significance Determination Process”, section 5.4, the finding is of very low safety significance (Green) because the 
finding was determined to be an example of an ineffective EAL initiating condition, such that a Site Area Emergency 
would be declared in a degraded manner.  
The inspectors determined that this finding had a problem identification and resolution cross-cutting aspect related to 
Resolution because PPL did not take corrective actions in a timely manner nor did they take appropriate interim 
corrective actions to mitigate the issues while more fundamental causes are being assessed. Specifically, PPL had no 
corrective actions planned or taken to address the degraded EALs until NRC approval of their new EAL scheme, 
currently scheduled to be implemented no earlier than December 2015.  
 
Inspection Report# : 2014009 (pdf)  

Significance:  Dec 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Instrumentation to Implement EALs for Fission Product Barrier Degradation 
The inspectors identified a Green NCV of 10 CFR 50.54, “Conditions of Licenses,” paragraph (q), because PPL did 
not maintain the Emergency Plan to adequately meet the standards of 50.47(b). Specifically, PPL did not have 
temperature indication installed in some areas of the reactor building that are required to support assessment and 
determination of entry conditions into the fission product barrier emergency action levels (EALs). PPL entered this 
issue into their CAP as CR 1727229.  
The inspectors determined that the failure to have temperature indication installed in certain areas of the reactor 
building was a performance deficiency that was within PPL’s ability to foresee and correct. The performance 
deficiency is more than minor because it is associated with the Facilities and Equipment attribute of the Emergency 
Preparedness cornerstone, and adversely affected the cornerstone objective of ensuring that a licensee is capable of 
implementing adequate measures to protect the health and safety of the public in the event of a radiological 
emergency. Specifically, the lack of installed temperature instrumentation and the reliance on local temperature 
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indications were insufficient to ensure a timely and accurate EAL classification could be made. Using IMC 0609, 
Appendix B, section 5.4, the finding is of very low safety significance (Green) because the finding was determined to 
be an example of an ineffective EAL initiating condition, such that a Site Area Emergency would be declared in a 
degraded manner. The cause of this finding has a cross-cutting aspect in the area of Human Performance Resources 
because PPL did not ensure that facilities and equipment were adequate and available, including emergency facilities 
and equipment. Specifically, PPL did not provide temperature instrumentation to operators to ensure a timely and 
accurate declaration of an emergency for an un-isolable reactor coolant leak in the reactor building. [H.2.d]. (Section 
1EP6) 
Inspection Report# : 2013005 (pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

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

Miscellaneous 
Significance: N/A Jun 21, 2014 
Identified By: NRC 
Item Type: FIN Finding 
Biennial Problem Identification and Resolution (PI&R) Inspection Summary 
The inspectors concluded that PPL Susquehanna, LLC (PPL) was generally effective in identifying, evaluating, and 
resolving problems. PPL personnel identified problems and entered them into the corrective action program at a low 
threshold. However, the inspectors noted several examples of missed identification of conditions adverse to quality 
during the onsite weeks of inspection and throughout the two year period. The inspectors identified one violation for 
the failure to identify and correct significant piping corrosion.  
The inspectors concluded that, although PPL Susquehanna, LLC (PPL) had developed adequate program procedures 
for identifying, evaluating, and resolving problems; there were several continuing weaknesses associated with the 
implementation of certain aspects of PPL’s corrective action program. Specifically, based on the samples reviewed, 
the inspectors concluded that PPL did not consistently prioritize and evaluate issues commensurate with the safety 
significance of the identified problem, as described in the documented weaknesses in evaluations of operability. The 
inspectors identified two violations and two documented observations in this area. Specifically, the inspectors 
identified programmatic weaknesses in the timely completion of operability evaluations and the failure to identify and 
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correct the effects of excessive vibrations and water hammer events in a safety related system. In addition, the 
inspectors noted that causal analyses did not always appropriately consider the extent of condition or previous 
occurrences of the issue, such as the documented examples for alarms during High Pressure Coolant Injection (HPCI) 
surveillance testing and corrective actions for emergency operating procedure deviations.  
Based on the sample reviewed, the inspectors determined that PPL had several weaknesses  
in the areas of efficacy and timeliness of corrective actions. Of note, the inspectors identified issues with corrective 
actions to address the sample of NRC non-cited violations, and findings since the last biennial problem identification 
and resolution inspection. The inspectors identified one violation for the continuing failure to restore compliance for a 
degraded condition related to EAL implementation.  
The inspectors concluded that PPL adequately identified, reviewed, and applied relevant industry operating 
experience to Susquehanna operations. In addition, based on those items selected for review, the inspectors 
determined that PPL’s self-assessments and audits were adequate.  
Based on the limited interviews the inspectors conducted over the course of the inspection, observations of plant 
activities, and reviews of individual corrective action program and employee concerns program issues, the inspectors 
did not identify any indications that site personnel were unwilling to raise safety issues nor did they identify any 
conditions that could have had a negative impact on the site’s safety conscious work environment.  
The inspectors took action to ensure that the scope of this problem identification and resolution inspection did not 
overlap the upcoming 95002 inspection at Susquehanna, currently scheduled for July 2014. The limited review of 
safety culture was performed in accordance with Inspection Procedure 71152 requirements, and the inspectors did not 
review any of the root or apparent causes related to the affected performance indicators subject to further 95002 
inspection. 
Inspection Report# : 2014009 (pdf)  

Last modified : November 26, 2014 

3Q/2014 Inspection Findings - Susquehanna 1

Page 7 of 7



Susquehanna 1 
4Q/2014 Plant Inspection Findings 

Initiating Events 

Significance:  Sep 30, 2014 
Identified By: NRC 
Item Type: FIN Finding 
RRP Trip due to Incorrect Calibration of MG Set High Temperature Trip Setpoint 
A finding of very low safety significance (Green) for inadequately implementing work instructions for the installation 
and calibration of the reactor recirculation pump (RRP) motor-generator (MG) set motor winding cooling air outlet 
temperature switch was self-revealed when the Unit 1 ‘B’ RRP tripped on August 27, 2014, requiring a rapid 
unplanned downpower and transition to single loop operation. The cause of the RRP trip was a calibration error made 
on May 7, 2014, in which the alarm and trip setpoints were reversed such that the pump trip occurred at expected 
temperatures for the plant conditions. PPL’s immediate corrective actions included entering the issue into their 
corrective action program (CAP) as CR-2014-27243 and correcting the calibration error.  
 
The inspectors determined that PPL’s failure to implement a work order (WO) as written or make changes as required 
by station procedures was a performance deficiency (PD) that was within PPL’s ability to foresee and correct and 
should have been prevented. The PD was more than minor because it was associated with the Equipment Performance 
attribute of the Initiating Events cornerstone and affected its objective to limit the likelihood of events that upset plant 
stability and challenge critical safety functions during power operations. Specifically, inadequate implementation of 
work instructions as directed resulted in the incorrect calibration of the ‘B’ RRP MG set high temperature trip setpoint 
so that it was reached during normal operations, resulted in a trip of the ‘B’ RRP, that required an unplanned rapid 
downpower to approximately 30 percent, and establishment of single loop operating conditions. The inspectors 
evaluated the finding in accordance with IMC 0609, Appendix A, "SDP for Findings At-Power," Exhibit 1 for the 
Initiating Events cornerstone. The inspectors determined the finding was of very low safety significance (Green) 
because it did not cause a reactor trip and the loss of mitigation equipment. This finding was determined to have a 
cross-cutting aspect in the area of Human Performance, Field Presence, because PPL did not ensure supervisory and 
management oversight of work activities, including contractors and supplemental personnel. Specifically, supervisory 
oversight of the calibration activity, including work package development, review of work performed and work 
package closeout, was insufficient to ensure that the changes made to the work package were processed in accordance 
with station procedures and did not result in a new deficiency being introduced [H.2].  
 
Inspection Report# : 2014004 (pdf)  

Mitigating Systems 

Significance:  Dec 31, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Risk Management Actions Not Implemented 
The inspectors identified a Green NCV of Title 10 Code of Federal Regulations (CFR) 50.65(a)(4) due to multiple 
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examples of not assessing and managing the increase in risk from online maintenance activities. Specifically, on 
November 12, 2014, a risk assessment did not identify a Yellow online risk condition during a residual heat removal 
system (RHR) outage. Additionally, the inspectors identified multiple examples where PPL did not implement the 
procedural requirements of OI-013-002, “Fire Risk Management,” NDAP-QA-1902, “Integrated Risk Management,” 
and NDAP-QA-0340, “Protected Equipment Program” such that adequate risk mitigation actions were performed. 
Immediate corrective actions were taken and PPL documented the issues in condition report (CR) 2014-35235 and 
2014-35270.  
 
The inspectors determined the performance deficiency (PD) was more than minor because it adversely impacted the 
protection against external factors attribute of the Mitigating Systems cornerstone objective to ensure the capability of 
systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). The inspectors 
evaluated the finding using IMC 0612 Appendix K, “Maintenance Risk Assessment and Risk Management SDP.”  
 
The inspectors and the Region I Senior Risk Analyst (SRA) used Appendix K, Flowchart 2, “Assessment of Risk 
Management Actions (RMAs),” and determined that not implementing the appropriate RMAs was of very low safety 
significance (Green). The basis for this determination was that the short duration of the actual planned maintenance 
activities (62 hours and 40.5 hours) associated with the RHR Train ‘B’ unavailability results in a mid E-9 calculated 
incremental core damage probability (ICDP), using the Susquehanna Unit 2 standardized plant analysis risk (SPAR) 
Model, Revision 8.21, and Systems Analysis Programs for Hands-on Integrated Reliability Evaluations (SAPHIRE) 8. 
In accordance with Appendix K guidance, doubling the estimated ICDP value to reflect not implementing RMAs is a 
reasonable approximation of the increased risk. The resultant low E-8 ICDP deficit remains below the ICDP E-6 
deficit Green-White threshold and screens this PD to Green.  
 
The finding was determined to have a cross-cutting aspect in the area of Human Performance, Work Management, in 
that, PPL did not control and execute activities, consistent with nuclear safety, by managing risk commensurate to the 
work and the need for coordination with different groups or job activities. Specifically, PPL did not recognize an 
elevated risk category and incorporate all RMAs into its work activities [H.5]. (Section 1R13) 
Inspection Report# : 2014005 (pdf)  

Significance:  Dec 31, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
EPA Breaker Underfrequency Setpoint Drift 
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion III, “Design Control,” for PPL not 
establishing design control measures that provide for verifying or checking the adequacy of design and translating the 
design basis requirements into allowable values and trip set points. Specifically, PPL did not establish measures to 
assure the under frequency trip set point on the electrical protection assemblies (EPA) for the reactor protection 
system (RPS) were correctly translated into design specifications. PPL took immediate corrective actions to perform 
calibration of all EPA under frequency setpoints and document the condition under CR 2014-28492 and 2014-37665. 
 
The PD was determined to be greater than minor because it was associated with the Design Control attribute of the 
Mitigating Systems cornerstone and adversely affected the cornerstone objective to ensure the capability of the system 
that respond to initiating events to prevent undesirable consequences (i.e., core damage). The item is similar to 
example 3.j in NRC IMC 0612, Appendix E, “Examples of Minor Issues.” This example states, in part, that it is not 
minor if the engineering calculation error results in a condition where there is now reasonable doubt on the operability 
of a system or component. The inspectors evaluated the finding in accordance with NRC IMC 0609, Attachment 4, 
"Initial Characterization of Findings," Table 2, “Cornerstones Affected by Degraded Condition or Programmatic 
Weakness,” and determined it affected the Reactivity Control Systems Degraded subsection of the Mitigating Systems 
cornerstone. Per IMC 0609, Appendix A, “SDP for Findings at Power,” Exhibit 2, “Mitigating Systems Screening 
Questions,” sub-paragraph C, the inspectors and a Region 1 SRA determined that a detailed risk evaluation was 
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needed to assess the safety significance of this finding. Based upon the detailed risk evaluation, this finding was 
determined to be Green.  
 
The finding was determined to have a cross-cutting aspect in the area of Problem Identification and Resolution, 
Evaluation, in that PPL did not thoroughly evaluate issues to ensure resolutions address causes commensurate with 
their safety significance. Specifically, PPL did not thoroughly investigate and evaluate the causes of EPA under 
frequency set point drift outside the technical specification (TS) allowable values after three EPAs under frequency 
trip set points drifted below the TS allowable value in 2013 [P.2]. (Section 40A3) 
Inspection Report# : 2014005 (pdf)  

Significance: N/A Dec 31, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Submit an LER 
Inspectors identified a Severity Level IV NCV of 10 CFR 50.73 (a)(2)(v) for PPL staff not submitting an Licensee 
Event Report (LER) within 60 days of discovery of a condition that could have prevented the fulfilment of the safety 
function of the RPS Electrical Power Monitoring System. PPL submitted an LER for the subject condition and entered 
the issue into their CAP under CR-2014-17112.  
 
The finding was evaluated using the traditional enforcement process because not accurately reporting events has the 
potential to impact or impede the regulatory process. The finding was determined to be a Severity Level IV violation 
of 10 CFR 50.73 (a)(2)(v) based on example 6.9.d.9 of the NRC Enforcement Policy. This example states that a 
licensee failing to make a report required by 10 CFR 50.73 is an example of a Severity Level IV violation.  
 
Because this violation involves the traditional enforcement process and does not have an underlying technical 
violation that would be considered more-than-minor, inspectors did not assign a cross-cutting aspect to this violation 
in accordance with IMC 0612, Appendix B. (Section 40A3.3)  
 
Inspection Report# : 2014005 (pdf)  

Significance:  Jun 21, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Timely and Appropriate Corrective Actions to Address Carbon Steel Pipe Wall Thinning in 
the RHRSW and ESW Systems 
The inspectors identified a Green non-cited violation (NCV) of 10 CFR Part 50, Appendix B, Criterion XVI, 
“Corrective Action,” for PPL’s failure to take adequate corrective actions for a condition adverse to quality involving 
the emergency service water (ESW) and residual heat removal service water (RHRSW) systems. Specifically, PPL did 
not take timely and appropriate corrective actions to address carbon steel pipe wall thinning on the B ESW and B 
RHRSW discharge piping on the lower level of the ESW pump house. PPL completed immediate corrective actions 
including cleaning  
the affected piping, conducting ultrasonic testing (UT) thickness testing of the affected piping, calculating acceptance 
criteria for the UT tests (minimum wall thickness), and calculating a degradation rate of the piping given worst case 
historical corrosion and water in the environment. Additional actions included initiation of multiple condition reports 
(CR) to enter the issues into the corrective action program (CR-2014-18803,  
CR-2014-18945, CR-2014-18932), and plans to add the piping to the PPL Pipe Corrosion Program (PCP) for trending 
and future examination consideration.  
The finding is more than minor because if left uncorrected, the performance deficiency had the potential to lead to a 
more significant safety concern. Specifically, the wetting and associated external corrosion of the piping without 
appropriate monitoring could adversely impact the structural integrity of the B RHRSW and ESW headers. In 
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addition, the finding is similar to the example 3.i in Inspection Manual Chapter (IMC) 0612 Appendix E, “Examples 
of Minor Issues,” because PPL had to perform calculations to assess whether the actual wall thickness met minimum 
structural integrity requirements. In accordance with IMC 0609, “Significance Determination Process,” Attachment 4, 
“Initial Characterization of Findings,” Table 2, “Cornerstones Affected by Degraded Condition or Programmatic 
Weakness,” inspectors determined this performance deficiency affected the Mitigating Systems Cornerstone. Using 
IMC 0609, Appendix A, “The SDP for Findings At-Power,” Exhibit 2, “Mitigating Systems Screening Questions,” 
issued June 19, 2012, the inspectors determined that this finding is of very low safety significance (Green) because the 
finding does not represent an actual loss of function  
of one or more non-Tech Spec Trains of equipment designated as high safety-significant in accordance with PPL’s 
maintenance rule program for greater than 24 hours. The inspectors determined that this finding had a human 
performance cross-cutting aspect  
related to Consistent Process because PPL did not use their decision making process consistently to re-evaluate 
decisions to ensure they remained appropriate when previous decisions were called into question. Specifically, despite 
repeated identification of pipe wetting conditions and observations of worsening corrosion, plant personnel did not re-
evaluate structural integrity. Additionally, plant personnel used an inconsistent approach  
in dealing with the issue, as was demonstrated by the difference in treatment to prevent corrosion on the A train of the 
RHRSW and ESW systems.  
 
Inspection Report# : 2014009 (pdf)  

Significance:  Jun 21, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Conduct Timely Initial Operability Determinations 
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion V, “Instructions, Procedures, and 
Drawings,” for PPL’s failure to complete and document initial operability determinations in a timely manner in 
accordance with station procedures. Specifically, station personnel failed to complete and document initial operability 
determinations in a timely manner, consistent with PPL procedure NDAP-QA-0703, “Operability Assessments and 
Requests for Enforcement Discretion,” Revision 24. In response to this issue, PPL issued Operations Directive 14-01 
to reiterate the expectation that operations complete the initial operability screening within eight hours or the end of 
shift, whichever is shorter, as delineated in NDAP-QA-0703. Additionally, the station continues to conduct Periodic 
Operability Review Meetings to review a sample of operability determinations for consistency with NDAP-QA-0703. 
The station entered this issue into the corrective action program as condition reports 2014-18806 and 2014-19008 for 
further evaluation.  
This finding is more than minor because if left uncorrected, the continued performance  
of untimely initial operability determinations could become a more significant safety concern. Specifically, the failure 
to assess operability in a timely manner can lead to exceeding technical specification allowed completion times and 
required actions, up to and including required plant shutdowns. Additionally, this issue is similar to items 3.j  
and 3.k in IMC 0612, Appendix E, “Examples of Minor Issues.” Given the duration of time the deficiency has existed, 
combined with the number of examples identified during the inspection, the inspectors considered this issue to be 
programmatic. In accordance with IMC 0609, “Significance Determination Process,” Attachment 4, “Initial 
Characterization of Findings,” Table 2, “Cornerstones Affected by Degraded Condition  
or Programmatic Weakness,” inspectors determined this performance deficiency affected the Mitigating Systems 
Cornerstone. Using IMC 0609, Appendix A, “The SDP for Findings At-Power,” Exhibit 2, “Mitigating Systems 
Screening Questions,” issued June 19, 2012, the inspectors determined that this finding is of very low safety 
significance (Green) since question A.1 was answered ‘Yes’ because the performance deficiency did not result in the 
loss of operability or functionality of any structure, system, or component. Additionally, the inspectors did not identify 
any instances where an untimely initial operability screening resulted in exceeding a TS allowed outage time.  
The inspectors determined that this finding had a Human Performance cross-cutting aspect related to change 
management. In this case, PPL revised procedure NDAP-QA-0703 in March 2013 to change the guidance on 
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timeliness without executing a change management plan to determine if the organization would be able to adhere to 
the more restrictive guidelines given that other corrective actions were in place to increase the required documentation 
for an initial operability determination. The inspectors determined that this finding had a human performance cross-
cutting aspect related to Change Management. In this case, PPL revised procedure NDAP-QA-0703, in March 2013, 
to change the guidance on timeliness without executing a change management plan to determine if the organization 
would be able to adhere to the more restrictive guidelines given that other corrective actions were in place to increase 
the required documentation for an initial operability determination.  
 
Inspection Report# : 2014009 (pdf)  

Significance:  Jun 21, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Correct Condition Adverse to Qaulity Related to Fatigue Stress in ESW Supply Lines to RHR Pump 
Motor Oil Cooler 
The inspectors identified a Green NCV of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Actions,” because 
PPL did not take measures to promptly correct an identified condition adverse to quality associated with the 
Emergency Service Water (ESW) supply lines to the 1C, 1D, 2C, and 2D Residual Heat Removal (RHR) pump motor 
oil coolers. PPL entered these conditions into their CAP as CR-2014-20129 and is continuing to evaluate corrective 
actions. Based on PPL’s evaluation conducted in CR-2014-20129, that the ESW and RHR systems will perform their 
required safety functions and compensatory measures are in place to limit and monitor the pipe vibration, the 
inspectors determined that the noncompliance does not present an immediate safety concern.  
The finding is more than minor because it was associated with the equipment performance attribute of the Mitigating 
Systems cornerstone and adversely affected the cornerstone objective of ensuring the reliability of systems that 
respond to initiating events to prevent undesirable consequences. Additionally, it was similar to example to 4.a in IMC 
0612 Appendix E, ”Examples of Minor Issues,” in that PPL had several opportunities to perform engineering 
evaluations on this condition and later evaluation determined that safety-related equipment was adversely affected. 
Specifically, no engineering evaluations were performed from 2009 through 2012, and post-2012 engineering 
evaluations did not fully bound the condition. Analysis performed after  
NRC identification resulted in additional evaluation and compensatory actions being implemented under CR 2014-
20129. In accordance with IMC 0609, “Significance Determination Process,” Attachment 4, “Initial Characterization 
of Findings,” Table 2, “Cornerstones Affected by Degraded Condition or Programmatic Weakness,” inspectors 
determined this performance deficiency affected the Mitigating Systems Cornerstone. Using IMC 0609, Appendix A, 
“The SDP for Findings At-Power,” Exhibit 2, “Mitigating Systems Screening Questions,” issued June 19, 2012, the 
inspectors determined that this finding is of very low safety significance (Green) since question A.1 was answered 
‘Yes’ because the deficiency only affected the qualification of the ESW and RHR systems, but the ESW and RHR 
systems maintained operability. The inspectors determined that this finding had a human performance cross-cutting 
aspect related to Conservative Bias because PPL failed to use decision making-practices that emphasized prudent 
choices over those that are simply allowable. Specifically, PPL was relying on a leak-before-break assumption to 
support the continued operability of the safety related piping to the RHR pump motor oil coolers without sufficient 
priority to correct the condition adverse to quality.  
 
Inspection Report# : 2014009 (pdf)  

Barrier Integrity 
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Emergency Preparedness 

Significance:  Dec 31, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Emergency Preparedness Drill Critique Did Not Identify a Risk-Significant Planning Standard Weakness 
The inspectors identified a Green non-cited violation (NCV) of 10 CFR 50.54(q)(2) for failing to follow and maintain 
an emergency plan that meets the requirements of appendix E and the planning standards of 10 CFR 50.47(b). 
Specifically, PPL did not identify and critique a weakness related to a risk significant planning standard during their 
critique following the July 24, 2014, emergency preparedness drill, as required by 10 CFR 50.47(b)(14) and Appendix 
E, Section IV(F)(2)(g).  
 
The inspectors determined that PPL did not identify and critique an emergency preparedness drill performance 
weakness in the formal critique was a performance deficiency that was within PPL’s ability to foresee and correct and 
should have been prevented. Specifically, PPL did not identify that a periodic update notification provided to the 
offsite response organizations (OROs) was inaccurate in that it stated an airborne radiological release was in progress 
when one was not occurring. The inspectors determined the performance deficiency was more than minor because it 
was associated with the emergency response organization performance attribute of the Emergency Preparedness 
cornerstone and affected the cornerstone objective (Training, Drills, Exercises) 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. Specifically, PPL’s did not effectively identify and critique an emergency preparedness drill performance 
weakness caused a missed opportunity to identify and correct a drill-related performance deficiency. The inspectors 
evaluated the finding using IMC 0609, Attachment 4, “Initial Characterization of Findings,” issued June 19, 2012. 
The attachment instructs the inspectors to utilize IMC 0609, Appendix B, “Emergency Preparedness Significance 
Determination Process,” issued September 26, 2014, when the finding is in the licensee’s Emergency Preparedness 
cornerstone. The inspectors determined this finding was a critique finding, the drill scope was full scale, the planning 
standard was a risk-significant planning standard, and the performance indicator opportunity was a success because 
periodic update notifications to the OROs are not credited as performance indicator (PI) opportunities using the 
guidance provided in Nuclear Energy Institute (NEI) 99-02, “Regulatory Assessment Performance Indicator 
Guideline,” Revision 7. Therefore, using Figure 5.14-1, “Significance Determination for Critique Findings,” the 
inspectors determined the finding was of very low safety significance (Green).  
 
The cause of the finding has a cross-cutting aspect in the area of Human Performance, Consistent Process, because 
PPL did not use a consistent, systematic approach when making decisions. Specifically, PPL personnel did not use a 
consistent approach when evaluating and critiquing the accuracy of all notifications provided to the OROs [H.13]. 
(Section 1EP6) 
Inspection Report# : 2014005 (pdf)  

Significance:  Jun 21, 2014 
Identified By: NRC 
Item Type: VIO Violation 
Failure to take Action to Restore Degraded Emergency Actio nLevel Scheme 
The inspectors identified a Green cited violation of 10 CFR 50.54(q)(2) for PPL’s failure to follow and maintain an 
emergency plan that meets the requirements of the planning standards in 10 CFR 50.47(b), in that, since October 
2003, PPL did not follow and maintain a standard emergency classification and action level scheme. Specifically, PPL 
did not take timely corrective actions to provide an adequate means to measure temperature in nine out of 21 areas, 
where reactor building temperatures are considered for the fission product barrier degradation emergency action levels 
(EALs). As a result, this deficiency adversely affected PPL’s ability to classify an emergency such that a Site Area 
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Emergency would be declared in a degraded manner. The violation is being cited because PPL has failed to restore 
compliance or demonstrate objective evidence of plans to restore compliance at the first opportunity in a reasonable 
period of time following discussion in a formal exit meeting on January 24, 2014 and documented in NRC Inspection 
Report 05000387;388/2013005 on February 14, 2014.  
The finding is more than minor because it is associated with the Facilities and Equipment attribute of the emergency 
preparedness cornerstone, and adversely affected the cornerstone objective of ensuring that a licensee is capable of 
implementing adequate measures to protect the health and safety of the public in the event of a radiological 
emergency. Specifically, the continuing lack of installed temperature instrumentation or any other compensatory 
measures and the reliance on personnel dispatched to take temperature readings were insufficient to ensure a timely 
and accurate EAL classification could be made. Using IMC 0609, Appendix B, “Emergency Preparedness 
Significance Determination Process”, section 5.4, the finding is of very low safety significance (Green) because the 
finding was determined to be an example of an ineffective EAL initiating condition, such that a Site Area Emergency 
would be declared in a degraded manner.  
The inspectors determined that this finding had a problem identification and resolution cross-cutting aspect related to 
Resolution because PPL did not take corrective actions in a timely manner nor did they take appropriate interim 
corrective actions to mitigate the issues while more fundamental causes are being assessed. Specifically, PPL had no 
corrective actions planned or taken to address the degraded EALs until NRC approval of their new EAL scheme, 
currently scheduled to be implemented no earlier than December 2015.  
 
Inspection Report# : 2014009 (pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

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

Miscellaneous 
Significance: N/A Jun 21, 2014 
Identified By: NRC 
Item Type: FIN Finding 
Biennial Problem Identification and Resolution (PI&R) Inspection Summary 
The inspectors concluded that PPL Susquehanna, LLC (PPL) was generally effective in identifying, evaluating, and 
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resolving problems. PPL personnel identified problems and entered them into the corrective action program at a low 
threshold. However, the inspectors noted several examples of missed identification of conditions adverse to quality 
during the onsite weeks of inspection and throughout the two year period. The inspectors identified one violation for 
the failure to identify and correct significant piping corrosion.  
The inspectors concluded that, although PPL Susquehanna, LLC (PPL) had developed adequate program procedures 
for identifying, evaluating, and resolving problems; there were several continuing weaknesses associated with the 
implementation of certain aspects of PPL’s corrective action program. Specifically, based on the samples reviewed, 
the inspectors concluded that PPL did not consistently prioritize and evaluate issues commensurate with the safety 
significance of the identified problem, as described in the documented weaknesses in evaluations of operability. The 
inspectors identified two violations and two documented observations in this area. Specifically, the inspectors 
identified programmatic weaknesses in the timely completion of operability evaluations and the failure to identify and 
correct the effects of excessive vibrations and water hammer events in a safety related system. In addition, the 
inspectors noted that causal analyses did not always appropriately consider the extent of condition or previous 
occurrences of the issue, such as the documented examples for alarms during High Pressure Coolant Injection (HPCI) 
surveillance testing and corrective actions for emergency operating procedure deviations.  
Based on the sample reviewed, the inspectors determined that PPL had several weaknesses  
in the areas of efficacy and timeliness of corrective actions. Of note, the inspectors identified issues with corrective 
actions to address the sample of NRC non-cited violations, and findings since the last biennial problem identification 
and resolution inspection. The inspectors identified one violation for the continuing failure to restore compliance for a 
degraded condition related to EAL implementation.  
The inspectors concluded that PPL adequately identified, reviewed, and applied relevant industry operating 
experience to Susquehanna operations. In addition, based on those items selected for review, the inspectors 
determined that PPL’s self-assessments and audits were adequate.  
Based on the limited interviews the inspectors conducted over the course of the inspection, observations of plant 
activities, and reviews of individual corrective action program and employee concerns program issues, the inspectors 
did not identify any indications that site personnel were unwilling to raise safety issues nor did they identify any 
conditions that could have had a negative impact on the site’s safety conscious work environment.  
The inspectors took action to ensure that the scope of this problem identification and resolution inspection did not 
overlap the upcoming 95002 inspection at Susquehanna, currently scheduled for July 2014. The limited review of 
safety culture was performed in accordance with Inspection Procedure 71152 requirements, and the inspectors did not 
review any of the root or apparent causes related to the affected performance indicators subject to further 95002 
inspection. 
Inspection Report# : 2014009 (pdf)  

Last modified : February 26, 2015 
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Susquehanna 1
2Q/2015 Plant Inspection Findings

Initiating Events

Significance:  Mar 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Control of Transient Combustible Materials
The inspectors identified a Green NCV of the PPL Unit 1 and Unit 2 Facility Operating License Condition 2.C.(6), 
“Fire Protection Program” (FPP), for PPL not adequately controlling the storage of transient combustibles in 
accordance with their fire protection program requirements. Specifically, combustible materials in excess of the 
maximum allowable transient combustible loading were stored without being evaluated by the site fire protection 
engineer (SFPE) or having compensatory actions identified. PPL immediately instituted a fire watch for the area. The 
SFPE subsequently evaluated the area and determined that the transient combustibles exceeded the maximum 
allowable transient combustible loading as determined by the fire protection plan. 

Inspectors determined the performance deficiency was more than minor based on affecting the protection against 
external factors attribute of the initiating events cornerstone and its objective to limit the likelihood of events that 
upset plant stability and challenge critical safety functions during shutdown as well as at power operations. 
Additionally, it was similar to example 4.k in IMC 0612 Appendix E, “Examples of Minor Issues,” in that transient 
combustibles were not within the fire hazard analysis limits and there was a credible fire scenario that existed 
involving the transient combustibles that would impact equipment important to safety, specifically both trains of the 
control structure heating, ventilation and air conditioning (HVAC), control structure chillers and standby gas 
treatment. 

In accordance with IMC 0609.04, “Initial Characterization of Findings,” and Attachment 1 of IMC 0609, Appendix F, 
“Fire Protection SDP Phase 1 Worksheet,” the inspectors determined that this finding is of very low safety 
significance (Green) because the performance deficiency did not impact the ability to reach and maintain safe 
shutdown conditions. Specifically, a postulated fire in the fire zone did not present the possibility of impacting more 
than one train of safe shutdown equipment. This finding had a cross cutting aspect of Work Management in the 
Human Performance area because multiple groups were responsible for bringing the transient combustibles into the 
area and the individuals failed to effectively communicate and coordinate their activities to ensure that transient 
combustible control processes were appropriately implemented [H.5]. 

Inspection Report# : 2015001 (pdf)

Significance:  Sep 30, 2014
Identified By: NRC
Item Type: FIN Finding
RRP Trip due to Incorrect Calibration of MG Set High Temperature Trip Setpoint
A finding of very low safety significance (Green) for inadequately implementing work instructions for the installation 
and calibration of the reactor recirculation pump (RRP) motor-generator (MG) set motor winding cooling air outlet 
temperature switch was self-revealed when the Unit 1 ‘B’ RRP tripped on August 27, 2014, requiring a rapid 
unplanned downpower and transition to single loop operation. The cause of the RRP trip was a calibration error made 
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on May 7, 2014, in which the alarm and trip setpoints were reversed such that the pump trip occurred at expected 
temperatures for the plant conditions. PPL’s immediate corrective actions included entering the issue into their 
corrective action program (CAP) as CR-2014-27243 and correcting the calibration error. 

The inspectors determined that PPL’s failure to implement a work order (WO) as written or make changes as required 
by station procedures was a performance deficiency (PD) that was within PPL’s ability to foresee and correct and 
should have been prevented. The PD was more than minor because it was associated with the Equipment Performance 
attribute of the Initiating Events cornerstone and affected its objective to limit the likelihood of events that upset plant 
stability and challenge critical safety functions during power operations. Specifically, inadequate implementation of 
work instructions as directed resulted in the incorrect calibration of the ‘B’ RRP MG set high temperature trip setpoint 
so that it was reached during normal operations, resulted in a trip of the ‘B’ RRP, that required an unplanned rapid 
downpower to approximately 30 percent, and establishment of single loop operating conditions. The inspectors 
evaluated the finding in accordance with IMC 0609, Appendix A, "SDP for Findings At-Power," Exhibit 1 for the 
Initiating Events cornerstone. The inspectors determined the finding was of very low safety significance (Green) 
because it did not cause a reactor trip and the loss of mitigation equipment. This finding was determined to have a 
cross-cutting aspect in the area of Human Performance, Field Presence, because PPL did not ensure supervisory and 
management oversight of work activities, including contractors and supplemental personnel. Specifically, supervisory 
oversight of the calibration activity, including work package development, review of work performed and work 
package closeout, was insufficient to ensure that the changes made to the work package were processed in accordance 
with station procedures and did not result in a new deficiency being introduced [H.2]. 

Inspection Report# : 2014004 (pdf)

Mitigating Systems

Significance:  Mar 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Promptly Correct a Condition Adverse to Quality on the ‘B’ EDG
The inspectors identified a finding of very low safety significance (Green) and associated NCV of 10 CFR 50, 
Appendix B, Criterion XVI, “Corrective Action,” for failure to correct a condition adverse to quality. Specifically, 
despite identifying a condition adverse to quality on January 31, 2015 associated with vibration induced fretting of the 
‘B’ emergency diesel generator (EDG) fuel oil flowing vent line, implementation of the corrective action program 
(CAP) did not assure that the condition adverse to quality was promptly corrected, and subsequently during the next 
monthly surveillance run the EDG was declared inoperable when the through wall leak worsened. To maintain 
operability of the other EDGs, which exhibited the same vibration induced fretting that rendered the ‘B’ EDG 
inoperable, PPL instituted a compensatory action to initiate a fire watch if any of the EDGs were started to ensure that 
leakage could be promptly identified and mitigated without causing a fire. Additionally, PPL replaced the piping that 
exhibited signs of fretting. 

Inspectors determined that the finding was more than minor because it was associated with the Equipment 
Performance attribute of the Mitigating Systems cornerstone and adversely affected the cornerstone objective of 
ensuring the reliability of systems that respond to initiating events to prevent undesirable consequences. Specifically, 
the failure to correct the fuel oil tube leak on the ‘B’ EDG resulted in an unplanned shutdown of the diesel and 
declaration of inoperability when the leak worsened during subsequent surveillance testing. In accordance with IMC 
0609.04, “Initial Characterization of Findings,” and Exhibit 2 of IMC 0609, Appendix A, “The SDP for Findings At-
Power,” the inspectors determined that this finding is of very low safety significance (Green) because the performance 
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deficiency was not a design or qualification deficiency, did not involve an actual loss of safety function, did not 
represent the actual loss of a safety function of a single train for greater than its TS allowed outage time, and did not 
screen as potentially risk-significant due to a seismic, flooding, or severe weather initiating event. 

This finding had a cross-cutting aspect in the area of Problem Identification and Resolution, Evaluation, because PPL 
did not thoroughly evaluate the issue of vibration induced fretting of the ‘B’ EDG fuel oil flowing vent line to ensure 
that resolutions address causes and extent of conditions commensurate with their safety significance. Specifically, 
PPL’s assessment of the condition with regard to operability and the potential impact on the other EDGs was 
inadequate, which prevented PPL from taking adequate corrective actions to maintain operability [P.2].
Inspection Report# : 2015001 (pdf)

Significance:  Mar 31, 2015
Identified By: NRC
Item Type: FIN Finding
SBO Diesel Fuel Oil Cloud Point
The inspectors identified a finding of very low safety significance (Green) for not establishing diesel fuel oil 
specifications to ensure diesel-driven equipment important to safety will function during expected low ambient 
temperatures. Specifically, PPL did not establish appropriate measures for diesel fuel oil cloud point and the station 
blackout diesel generator (Blue Max) was potentially rendered non-functional when ambient air temperatures fell 
below the cloud point temperature of the diesel fuel oil. PPL implemented compensatory actions to monitor diesel fuel 
oil temperatures in the Blue Max every shift and erected a temporary heated structure to restore and maintain 
functionality. 

Inspectors determined the performance deficiency was more than minor because it adversely affected the equipment 
performance attribute of the mitigating systems cornerstone to ensure the availability of systems that respond to 
initiating events to prevent undesirable consequences (i.e., core damage). Specifically, by not ensuring the cloud point 
of the diesel fuel oil was below the temperature of the surrounding ambient environment, the Blue Max was 
potentially non-functional during expected low temperature conditions. In accordance with NRC IMC 0609, 
Attachment 4, "Initial Characterization of Findings," Table 2, “Cornerstones Affected by Degraded Condition or 
Programmatic Weakness,” the issue was determined to affect the Mitigating Systems Cornerstone. Per IMC 0609, 
Appendix A, “The Significance Determination Process (SDP) for Findings at Power,” Exhibit 2, “Mitigating Systems 
Screening Questions,” the inspectors conservatively answered YES to question A.4, “Does the finding represent an 
actual loss of function of one or more non-Tech Spec Trains of equipment designated as high safety-significant in 
accordance with the licensee’s maintenance rule program for > 24 hours?” and determined that a detailed risk 
evaluation was needed to assess the safety significance of this finding. The inspectors used Systems Analysis 
Programs for Hands-On Evaluation (SAPHIRE) Revision 8.1.2, and the Standardized Plant Analysis Risk (SPAR) 
Model for Susquehanna Unit 1 and 2, Versions 8.23 and 8.21, respectively, to conduct an evaluation of the safety 
significance of this finding. In consultation with a regional Senior Reactor Analyst (SRA), a bounding analysis was 
conducted using conservative assumptions to approximate the worst case increased risk associated with the degraded 
condition of the Emergency Power Supply (EPS) Blue Max Diesel Generator. The calculated delta core damage 
frequency (CDF) for this condition was low E-8, or very low safety significance (Green). Inspectors noted that the 
most dominant core damage sequence was a loss of offsite power with coincident failure of all installed EDGs. In 
accordance with IMC 0609 Appendix A, since the change in core damage frequency was less than 1E-7, no further 
evaluation of external events or LERF was required. This finding was determined to be Green. 

The finding was determined to have a cross-cutting aspect in the area of Problem Identification and Resolution, 
Evaluation, in that, PPL did not thoroughly evaluate the effects of cold weather on the diesel fuel oil systems for 
diesel driven equipment to ensure that resolutions address the extent of conditions commensurate with their safety 
significance. Specifically, PPL did not thoroughly evaluate the effects of cold temperatures on the diesel fuel oil 
system when performing the functionality assessment for the Blue Max to ensure it maintained availability [P.2].
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Inspection Report# : 2015001 (pdf)

Significance:  Dec 31, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Risk Management Actions Not Implemented
The inspectors identified a Green NCV of Title 10 Code of Federal Regulations (CFR) 50.65(a)(4) due to multiple 
examples of not assessing and managing the increase in risk from online maintenance activities. Specifically, on 
November 12, 2014, a risk assessment did not identify a Yellow online risk condition during a residual heat removal 
system (RHR) outage. Additionally, the inspectors identified multiple examples where PPL did not implement the 
procedural requirements of OI-013-002, “Fire Risk Management,” NDAP-QA-1902, “Integrated Risk Management,”
and NDAP-QA-0340, “Protected Equipment Program” such that adequate risk mitigation actions were performed. 
Immediate corrective actions were taken and PPL documented the issues in condition report (CR) 2014-35235 and 
2014-35270. 

The inspectors determined the performance deficiency (PD) was more than minor because it adversely impacted the 
protection against external factors attribute of the Mitigating Systems cornerstone objective to ensure the capability of 
systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). The inspectors 
evaluated the finding using IMC 0612 Appendix K, “Maintenance Risk Assessment and Risk Management SDP.”

The inspectors and the Region I Senior Risk Analyst (SRA) used Appendix K, Flowchart 2, “Assessment of Risk 
Management Actions (RMAs),” and determined that not implementing the appropriate RMAs was of very low safety 
significance (Green). The basis for this determination was that the short duration of the actual planned maintenance 
activities (62 hours and 40.5 hours) associated with the RHR Train ‘B’ unavailability results in a mid E-9 calculated 
incremental core damage probability (ICDP), using the Susquehanna Unit 2 standardized plant analysis risk (SPAR) 
Model, Revision 8.21, and Systems Analysis Programs for Hands-on Integrated Reliability Evaluations (SAPHIRE) 8. 
In accordance with Appendix K guidance, doubling the estimated ICDP value to reflect not implementing RMAs is a 
reasonable approximation of the increased risk. The resultant low E-8 ICDP deficit remains below the ICDP E-6 
deficit Green-White threshold and screens this PD to Green. 

The finding was determined to have a cross-cutting aspect in the area of Human Performance, Work Management, in 
that, PPL did not control and execute activities, consistent with nuclear safety, by managing risk commensurate to the 
work and the need for coordination with different groups or job activities. Specifically, PPL did not recognize an 
elevated risk category and incorporate all RMAs into its work activities [H.5]. (Section 1R13)
Inspection Report# : 2014005 (pdf)

Significance:  Dec 31, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
EPA Breaker Underfrequency Setpoint Drift
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion III, “Design Control,” for PPL not 
establishing design control measures that provide for verifying or checking the adequacy of design and translating the 
design basis requirements into allowable values and trip set points. Specifically, PPL did not establish measures to 
assure the under frequency trip set point on the electrical protection assemblies (EPA) for the reactor protection 
system (RPS) were correctly translated into design specifications. PPL took immediate corrective actions to perform 
calibration of all EPA under frequency setpoints and document the condition under CR 2014-28492 and 2014-37665. 

The PD was determined to be greater than minor because it was associated with the Design Control attribute of the 
Mitigating Systems cornerstone and adversely affected the cornerstone objective to ensure the capability of the system 

2Q/2015 Inspection Findings - Susquehanna 1

Page 4 of 9



that respond to initiating events to prevent undesirable consequences (i.e., core damage). The item is similar to 
example 3.j in NRC IMC 0612, Appendix E, “Examples of Minor Issues.” This example states, in part, that it is not 
minor if the engineering calculation error results in a condition where there is now reasonable doubt on the operability 
of a system or component. The inspectors evaluated the finding in accordance with NRC IMC 0609, Attachment 4, 
"Initial Characterization of Findings," Table 2, “Cornerstones Affected by Degraded Condition or Programmatic 
Weakness,” and determined it affected the Reactivity Control Systems Degraded subsection of the Mitigating Systems 
cornerstone. Per IMC 0609, Appendix A, “SDP for Findings at Power,” Exhibit 2, “Mitigating Systems Screening 
Questions,” sub-paragraph C, the inspectors and a Region 1 SRA determined that a detailed risk evaluation was 
needed to assess the safety significance of this finding. Based upon the detailed risk evaluation, this finding was 
determined to be Green. 

The finding was determined to have a cross-cutting aspect in the area of Problem Identification and Resolution, 
Evaluation, in that PPL did not thoroughly evaluate issues to ensure resolutions address causes commensurate with 
their safety significance. Specifically, PPL did not thoroughly investigate and evaluate the causes of EPA under 
frequency set point drift outside the technical specification (TS) allowable values after three EPAs under frequency 
trip set points drifted below the TS allowable value in 2013 [P.2]. (Section 40A3)
Inspection Report# : 2014005 (pdf)

Significance: N/A Dec 31, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Submit an LER
Inspectors identified a Severity Level IV NCV of 10 CFR 50.73 (a)(2)(v) for PPL staff not submitting an Licensee 
Event Report (LER) within 60 days of discovery of a condition that could have prevented the fulfilment of the safety 
function of the RPS Electrical Power Monitoring System. PPL submitted an LER for the subject condition and entered 
the issue into their CAP under CR-2014-17112. 

The finding was evaluated using the traditional enforcement process because not accurately reporting events has the 
potential to impact or impede the regulatory process. The finding was determined to be a Severity Level IV violation 
of 10 CFR 50.73 (a)(2)(v) based on example 6.9.d.9 of the NRC Enforcement Policy. This example states that a 
licensee failing to make a report required by 10 CFR 50.73 is an example of a Severity Level IV violation. 

Because this violation involves the traditional enforcement process and does not have an underlying technical 
violation that would be considered more-than-minor, inspectors did not assign a cross-cutting aspect to this violation 
in accordance with IMC 0612, Appendix B. (Section 40A3.3) 

Inspection Report# : 2014005 (pdf)

Barrier Integrity

Significance:  Mar 31, 2015
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Human Performance Errors Result in Losses of Safety Function
A self-revealing finding of very low safety significant (Green) and associated NCV of TS 5.4.1, “Procedures,” was 
identified for three separate examples of failing to implement work instructions or procedures that resulted in 
equipment inoperability and associated losses of safety function. Specifically, on June 12, 2014, operators placed the 
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control switch for the ‘A’ chilled water pump in the stop position contrary to step 5.1.43 of SO-030-B03, an action 
which rendered both control structure ventilation subsystems inoperable. Additionally, contrary to NDAP-QA-0502 
personnel did not ensure the impacts and effects of work were understood when applying a clearance order on June 
13, 2014, which rendered both control structure ventilation subsystems inoperable when the clearance was applied. 
Finally, On November 5, 2014, an operator accessed an airlock without obeying the posted requirement to not access 
the airlock with the red light was lit contrary to Step 4.3.1 of NDAP-QA-0321 which rendered secondary containment 
inoperable when both airlock doors were opened simultaneously. PPL entered each of the issues into the CAP as CR-
2014-19672, CR-2014-19699 and CR-2014-34399, respectively, and took action to restore the associated systems to 
an operable configuration. 

Inspectors determined that the finding was more than minor because it was associated with the Human Performance 
attribute (Routine OPS/Maintenance Performance) of the Barrier Integrity cornerstone and affected the cornerstone 
objective of providing reasonable assurance that physical design barriers (Control Room Environment and Secondary 
Containment) protect the public from radionuclide releases caused by accidents or events. For the first two examples, 
the failure to adequately implement procedures for operation and maintenance of the control structure chillers resulted 
in the simultaneous inoperability of both chillers and associated loss of safety function of control room emergency 
outside air supply system (CREOASS) and control room floor cooling. For the third example, opening two reactor 
building airlock doors simultaneously did not maintain reasonable assurance that the secondary containment would be 
capable of performing its safety function in the event of a reactor accident. In accordance with IMC 0609.04, “Initial 
Characterization of Findings,” and Exhibit 2 of IMC 0609, Appendix A, “The SDP for Findings At-Power,” the 
inspectors determined that this finding is of very low safety significance (Green) because the performance deficiency 
only impacted the radiological barrier function of the control room and secondary containment. 

This finding had a cross-cutting aspect in the area of Human Performance, Avoid Complacency because PPL did not 
implement appropriate error reduction tools. Specifically, on three separate occasions, personnel did not implement 
appropriate human error prevention tools (e.g. self-check, peer-check) in accordance with station processes [H.12]. 

Inspection Report# : 2015001 (pdf)

Emergency Preparedness

Significance:  Mar 18, 2015
Identified By: NRC
Item Type: VIO Violation
Failure to Maintain a Standard EAL Scheme
White: The inspectors identified an apparent violation of Title 10 of the Code of Federal Regulations (10 CFR) 50.54
(q)(2), which has been determined to be of low to moderate safety significance (White). Specifically, 10 CFR 50.54(q)
(2) requires a licensee to follow and maintain an emergency plan which meets the requirements of 10 CFR 50.47(b), 
and 10 CFR Part 50, Appendix E. Contrary to this requirement, as of June 20, 2012, PPL Susquehanna (PPL) failed to 
establish an effective Susquehanna Steam Electric Station (Susquehanna) Emergency Plan to ensure that a timely 
event declaration would be made for an unisolable primary system leak outside of primary containment. Specifically, 
PPL’s interpretation of the 15-minute assessment and classification period degraded their ability to make timely Alert 
or Site Area Emergency declarations in certain cases. This potential delay in declaration of an Alert or Site Area 
Emergency could have impacted the ability of off-site response organizations to implement timely actions to protect 
the public during a radiological emergency. 

The inspectors determined the incorrect interpretation of the 15-minute assessment and declaration period was a 
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performance deficiency that was within PPL’s ability to foresee and correct and should have been prevented. Using 
IMC 0612, Appendix B, “Issue Screening,” the performance deficiency was determined to be more than minor 
because it was associated with the ERO performance attribute of the emergency preparedness (EP) Cornerstone and 
affected the cornerstone objective to ensure that the licensee was capable of implementing adequate 
measures to protect the health and safety of the public in the event of a radiological emergency. Specifically, the 
finding could impact the declaration timeliness of an emergency associated with a degraded fission product barrier. 
The inspectors utilized IMC 0609, Appendix B, “Emergency Preparedness Significance Determination Process,” to 
determine the significance of the finding. The finding is associated with the emergency classification planning 
standard and is considered a risk significant planning standard (RSPS) function. This finding impacts the following 
required RSPS function: 10 CFR 50.47(b)(4), “Emergency Classification System.” The inspectors 
utilized the SDP to compare the finding with the examples in Section 5.4, “10 CFR 50.47(b)(4), Emergency 
Classification System,” to evaluate the significance of this finding. Using Table 5.4-1, “Significance Examples §50.47
(b)(4)," the inspectors determined that the finding matched an example of a degraded RSPS function, which would be 
assessed as White. Specifically, the example states that the finding would be assessed as White if the emergency 
action level (EAL) classification process is not capable of classifying a general emergency or a 
Site Area Emergency within 15-minutes or declaring the emergency promptly once the appropriate classification level 
is determined. The inspectors determined that the cross-cutting aspect that contributed most to the root cause 
is P.5, “Operating Experience: The organization systematically and effectively collects, evaluates, and implements 
relevant internal and external operating experience in a timely manner.” Specifically, PPL did not perform a thorough 
review of operating experience during and after implementing the new EP rule to ensure all Susquehanna EAL 
thresholds were being evaluated in accordance with the NRC’s emergency declaration timeliness requirement in the 
regulation. (Section 4OA2) 

Inspection Report# : 2015503 (pdf)
Inspection Report# : 2015504 (pdf)

Significance:  Dec 31, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Emergency Preparedness Drill Critique Did Not Identify a Risk-Significant Planning Standard Weakness
The inspectors identified a Green non-cited violation (NCV) of 10 CFR 50.54(q)(2) for failing to follow and maintain 
an emergency plan that meets the requirements of appendix E and the planning standards of 10 CFR 50.47(b). 
Specifically, PPL did not identify and critique a weakness related to a risk significant planning standard during their 
critique following the July 24, 2014, emergency preparedness drill, as required by 10 CFR 50.47(b)(14) and Appendix 
E, Section IV(F)(2)(g). 

The inspectors determined that PPL did not identify and critique an emergency preparedness drill performance 
weakness in the formal critique was a performance deficiency that was within PPL’s ability to foresee and correct and 
should have been prevented. Specifically, PPL did not identify that a periodic update notification provided to the 
offsite response organizations (OROs) was inaccurate in that it stated an airborne radiological release was in progress 
when one was not occurring. The inspectors determined the performance deficiency was more than minor because it 
was associated with the emergency response organization performance attribute of the Emergency Preparedness 
cornerstone and affected the cornerstone objective (Training, Drills, Exercises) 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. Specifically, PPL’s did not effectively identify and critique an emergency preparedness drill performance 
weakness caused a missed opportunity to identify and correct a drill-related performance deficiency. The inspectors 
evaluated the finding using IMC 0609, Attachment 4, “Initial Characterization of Findings,” issued June 19, 2012. 
The attachment instructs the inspectors to utilize IMC 0609, Appendix B, “Emergency Preparedness Significance 
Determination Process,” issued September 26, 2014, when the finding is in the licensee’s Emergency Preparedness 
cornerstone. The inspectors determined this finding was a critique finding, the drill scope was full scale, the planning 
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standard was a risk-significant planning standard, and the performance indicator opportunity was a success because 
periodic update notifications to the OROs are not credited as performance indicator (PI) opportunities using the 
guidance provided in Nuclear Energy Institute (NEI) 99-02, “Regulatory Assessment Performance Indicator 
Guideline,” Revision 7. Therefore, using Figure 5.14-1, “Significance Determination for Critique Findings,” the 
inspectors determined the finding was of very low safety significance (Green). 

The cause of the finding has a cross-cutting aspect in the area of Human Performance, Consistent Process, because 
PPL did not use a consistent, systematic approach when making decisions. Specifically, PPL personnel did not use a 
consistent approach when evaluating and critiquing the accuracy of all notifications provided to the OROs [H.13]. 
(Section 1EP6)
Inspection Report# : 2014005 (pdf)

Significance:  Jun 21, 2014
Identified By: NRC
Item Type: VIO Violation
Failure to take Action to Restore Degraded Emergency Actio nLevel Scheme
The inspectors identified a Green cited violation of 10 CFR 50.54(q)(2) for PPL’s failure to follow and maintain an 
emergency plan that meets the requirements of the planning standards in 10 CFR 50.47(b), in that, since October 
2003, PPL did not follow and maintain a standard emergency classification and action level scheme. Specifically, PPL 
did not take timely corrective actions to provide an adequate means to measure temperature in nine out of 21 areas, 
where reactor building temperatures are considered for the fission product barrier degradation emergency action levels 
(EALs). As a result, this deficiency adversely affected PPL’s ability to classify an emergency such that a Site Area 
Emergency would be declared in a degraded manner. The violation is being cited because PPL has failed to restore 
compliance or demonstrate objective evidence of plans to restore compliance at the first opportunity in a reasonable 
period of time following discussion in a formal exit meeting on January 24, 2014 and documented in NRC Inspection 
Report 05000387;388/2013005 on February 14, 2014. 
The finding is more than minor because it is associated with the Facilities and Equipment attribute of the emergency 
preparedness cornerstone, and adversely affected the cornerstone objective of ensuring that a licensee is capable of 
implementing adequate measures to protect the health and safety of the public in the event of a radiological 
emergency. Specifically, the continuing lack of installed temperature instrumentation or any other compensatory 
measures and the reliance on personnel dispatched to take temperature readings were insufficient to ensure a timely 
and accurate EAL classification could be made. Using IMC 0609, Appendix B, “Emergency Preparedness 
Significance Determination Process”, section 5.4, the finding is of very low safety significance (Green) because the 
finding was determined to be an example of an ineffective EAL initiating condition, such that a Site Area Emergency 
would be declared in a degraded manner. 
The inspectors determined that this finding had a problem identification and resolution cross-cutting aspect related to 
Resolution because PPL did not take corrective actions in a timely manner nor did they take appropriate interim 
corrective actions to mitigate the issues while more fundamental causes are being assessed. Specifically, PPL had no 
corrective actions planned or taken to address the degraded EALs until NRC approval of their new EAL scheme, 
currently scheduled to be implemented no earlier than December 2015. 

Inspection Report# : 2014009 (pdf)

Occupational Radiation Safety
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Public Radiation Safety

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

Miscellaneous
Last modified : July 06, 2015
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Susquehanna 1
2Q/2015 Plant Inspection Findings

Initiating Events

Significance:  Mar 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Control of Transient Combustible Materials
The inspectors identified a Green NCV of the PPL Unit 1 and Unit 2 Facility Operating License Condition 2.C.(6), 
“Fire Protection Program” (FPP), for PPL not adequately controlling the storage of transient combustibles in 
accordance with their fire protection program requirements. Specifically, combustible materials in excess of the 
maximum allowable transient combustible loading were stored without being evaluated by the site fire protection 
engineer (SFPE) or having compensatory actions identified. PPL immediately instituted a fire watch for the area. The 
SFPE subsequently evaluated the area and determined that the transient combustibles exceeded the maximum 
allowable transient combustible loading as determined by the fire protection plan. 

Inspectors determined the performance deficiency was more than minor based on affecting the protection against 
external factors attribute of the initiating events cornerstone and its objective to limit the likelihood of events that 
upset plant stability and challenge critical safety functions during shutdown as well as at power operations. 
Additionally, it was similar to example 4.k in IMC 0612 Appendix E, “Examples of Minor Issues,” in that transient 
combustibles were not within the fire hazard analysis limits and there was a credible fire scenario that existed 
involving the transient combustibles that would impact equipment important to safety, specifically both trains of the 
control structure heating, ventilation and air conditioning (HVAC), control structure chillers and standby gas 
treatment. 

In accordance with IMC 0609.04, “Initial Characterization of Findings,” and Attachment 1 of IMC 0609, Appendix F, 
“Fire Protection SDP Phase 1 Worksheet,” the inspectors determined that this finding is of very low safety 
significance (Green) because the performance deficiency did not impact the ability to reach and maintain safe 
shutdown conditions. Specifically, a postulated fire in the fire zone did not present the possibility of impacting more 
than one train of safe shutdown equipment. This finding had a cross cutting aspect of Work Management in the 
Human Performance area because multiple groups were responsible for bringing the transient combustibles into the 
area and the individuals failed to effectively communicate and coordinate their activities to ensure that transient 
combustible control processes were appropriately implemented [H.5]. 

Inspection Report# : 2015001 (pdf)

Significance:  Sep 30, 2014
Identified By: NRC
Item Type: FIN Finding
RRP Trip due to Incorrect Calibration of MG Set High Temperature Trip Setpoint
A finding of very low safety significance (Green) for inadequately implementing work instructions for the installation 
and calibration of the reactor recirculation pump (RRP) motor-generator (MG) set motor winding cooling air outlet 
temperature switch was self-revealed when the Unit 1 ‘B’ RRP tripped on August 27, 2014, requiring a rapid 
unplanned downpower and transition to single loop operation. The cause of the RRP trip was a calibration error made 
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on May 7, 2014, in which the alarm and trip setpoints were reversed such that the pump trip occurred at expected 
temperatures for the plant conditions. PPL’s immediate corrective actions included entering the issue into their 
corrective action program (CAP) as CR-2014-27243 and correcting the calibration error. 

The inspectors determined that PPL’s failure to implement a work order (WO) as written or make changes as required 
by station procedures was a performance deficiency (PD) that was within PPL’s ability to foresee and correct and 
should have been prevented. The PD was more than minor because it was associated with the Equipment Performance 
attribute of the Initiating Events cornerstone and affected its objective to limit the likelihood of events that upset plant 
stability and challenge critical safety functions during power operations. Specifically, inadequate implementation of 
work instructions as directed resulted in the incorrect calibration of the ‘B’ RRP MG set high temperature trip setpoint 
so that it was reached during normal operations, resulted in a trip of the ‘B’ RRP, that required an unplanned rapid 
downpower to approximately 30 percent, and establishment of single loop operating conditions. The inspectors 
evaluated the finding in accordance with IMC 0609, Appendix A, "SDP for Findings At-Power," Exhibit 1 for the 
Initiating Events cornerstone. The inspectors determined the finding was of very low safety significance (Green) 
because it did not cause a reactor trip and the loss of mitigation equipment. This finding was determined to have a 
cross-cutting aspect in the area of Human Performance, Field Presence, because PPL did not ensure supervisory and 
management oversight of work activities, including contractors and supplemental personnel. Specifically, supervisory 
oversight of the calibration activity, including work package development, review of work performed and work 
package closeout, was insufficient to ensure that the changes made to the work package were processed in accordance 
with station procedures and did not result in a new deficiency being introduced [H.2]. 

Inspection Report# : 2014004 (pdf)

Mitigating Systems

Significance:  Mar 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Promptly Correct a Condition Adverse to Quality on the ‘B’ EDG
The inspectors identified a finding of very low safety significance (Green) and associated NCV of 10 CFR 50, 
Appendix B, Criterion XVI, “Corrective Action,” for failure to correct a condition adverse to quality. Specifically, 
despite identifying a condition adverse to quality on January 31, 2015 associated with vibration induced fretting of the 
‘B’ emergency diesel generator (EDG) fuel oil flowing vent line, implementation of the corrective action program 
(CAP) did not assure that the condition adverse to quality was promptly corrected, and subsequently during the next 
monthly surveillance run the EDG was declared inoperable when the through wall leak worsened. To maintain 
operability of the other EDGs, which exhibited the same vibration induced fretting that rendered the ‘B’ EDG 
inoperable, PPL instituted a compensatory action to initiate a fire watch if any of the EDGs were started to ensure that 
leakage could be promptly identified and mitigated without causing a fire. Additionally, PPL replaced the piping that 
exhibited signs of fretting. 

Inspectors determined that the finding was more than minor because it was associated with the Equipment 
Performance attribute of the Mitigating Systems cornerstone and adversely affected the cornerstone objective of 
ensuring the reliability of systems that respond to initiating events to prevent undesirable consequences. Specifically, 
the failure to correct the fuel oil tube leak on the ‘B’ EDG resulted in an unplanned shutdown of the diesel and 
declaration of inoperability when the leak worsened during subsequent surveillance testing. In accordance with IMC 
0609.04, “Initial Characterization of Findings,” and Exhibit 2 of IMC 0609, Appendix A, “The SDP for Findings At-
Power,” the inspectors determined that this finding is of very low safety significance (Green) because the performance 
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deficiency was not a design or qualification deficiency, did not involve an actual loss of safety function, did not 
represent the actual loss of a safety function of a single train for greater than its TS allowed outage time, and did not 
screen as potentially risk-significant due to a seismic, flooding, or severe weather initiating event. 

This finding had a cross-cutting aspect in the area of Problem Identification and Resolution, Evaluation, because PPL 
did not thoroughly evaluate the issue of vibration induced fretting of the ‘B’ EDG fuel oil flowing vent line to ensure 
that resolutions address causes and extent of conditions commensurate with their safety significance. Specifically, 
PPL’s assessment of the condition with regard to operability and the potential impact on the other EDGs was 
inadequate, which prevented PPL from taking adequate corrective actions to maintain operability [P.2].
Inspection Report# : 2015001 (pdf)

Significance:  Mar 31, 2015
Identified By: NRC
Item Type: FIN Finding
SBO Diesel Fuel Oil Cloud Point
The inspectors identified a finding of very low safety significance (Green) for not establishing diesel fuel oil 
specifications to ensure diesel-driven equipment important to safety will function during expected low ambient 
temperatures. Specifically, PPL did not establish appropriate measures for diesel fuel oil cloud point and the station 
blackout diesel generator (Blue Max) was potentially rendered non-functional when ambient air temperatures fell 
below the cloud point temperature of the diesel fuel oil. PPL implemented compensatory actions to monitor diesel fuel 
oil temperatures in the Blue Max every shift and erected a temporary heated structure to restore and maintain 
functionality. 

Inspectors determined the performance deficiency was more than minor because it adversely affected the equipment 
performance attribute of the mitigating systems cornerstone to ensure the availability of systems that respond to 
initiating events to prevent undesirable consequences (i.e., core damage). Specifically, by not ensuring the cloud point 
of the diesel fuel oil was below the temperature of the surrounding ambient environment, the Blue Max was 
potentially non-functional during expected low temperature conditions. In accordance with NRC IMC 0609, 
Attachment 4, "Initial Characterization of Findings," Table 2, “Cornerstones Affected by Degraded Condition or 
Programmatic Weakness,” the issue was determined to affect the Mitigating Systems Cornerstone. Per IMC 0609, 
Appendix A, “The Significance Determination Process (SDP) for Findings at Power,” Exhibit 2, “Mitigating Systems 
Screening Questions,” the inspectors conservatively answered YES to question A.4, “Does the finding represent an 
actual loss of function of one or more non-Tech Spec Trains of equipment designated as high safety-significant in 
accordance with the licensee’s maintenance rule program for > 24 hours?” and determined that a detailed risk 
evaluation was needed to assess the safety significance of this finding. The inspectors used Systems Analysis 
Programs for Hands-On Evaluation (SAPHIRE) Revision 8.1.2, and the Standardized Plant Analysis Risk (SPAR) 
Model for Susquehanna Unit 1 and 2, Versions 8.23 and 8.21, respectively, to conduct an evaluation of the safety 
significance of this finding. In consultation with a regional Senior Reactor Analyst (SRA), a bounding analysis was 
conducted using conservative assumptions to approximate the worst case increased risk associated with the degraded 
condition of the Emergency Power Supply (EPS) Blue Max Diesel Generator. The calculated delta core damage 
frequency (CDF) for this condition was low E-8, or very low safety significance (Green). Inspectors noted that the 
most dominant core damage sequence was a loss of offsite power with coincident failure of all installed EDGs. In 
accordance with IMC 0609 Appendix A, since the change in core damage frequency was less than 1E-7, no further 
evaluation of external events or LERF was required. This finding was determined to be Green. 

The finding was determined to have a cross-cutting aspect in the area of Problem Identification and Resolution, 
Evaluation, in that, PPL did not thoroughly evaluate the effects of cold weather on the diesel fuel oil systems for 
diesel driven equipment to ensure that resolutions address the extent of conditions commensurate with their safety 
significance. Specifically, PPL did not thoroughly evaluate the effects of cold temperatures on the diesel fuel oil 
system when performing the functionality assessment for the Blue Max to ensure it maintained availability [P.2].
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Inspection Report# : 2015001 (pdf)

Significance:  Dec 31, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Risk Management Actions Not Implemented
The inspectors identified a Green NCV of Title 10 Code of Federal Regulations (CFR) 50.65(a)(4) due to multiple 
examples of not assessing and managing the increase in risk from online maintenance activities. Specifically, on 
November 12, 2014, a risk assessment did not identify a Yellow online risk condition during a residual heat removal 
system (RHR) outage. Additionally, the inspectors identified multiple examples where PPL did not implement the 
procedural requirements of OI-013-002, “Fire Risk Management,” NDAP-QA-1902, “Integrated Risk Management,”
and NDAP-QA-0340, “Protected Equipment Program” such that adequate risk mitigation actions were performed. 
Immediate corrective actions were taken and PPL documented the issues in condition report (CR) 2014-35235 and 
2014-35270. 

The inspectors determined the performance deficiency (PD) was more than minor because it adversely impacted the 
protection against external factors attribute of the Mitigating Systems cornerstone objective to ensure the capability of 
systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). The inspectors 
evaluated the finding using IMC 0612 Appendix K, “Maintenance Risk Assessment and Risk Management SDP.”

The inspectors and the Region I Senior Risk Analyst (SRA) used Appendix K, Flowchart 2, “Assessment of Risk 
Management Actions (RMAs),” and determined that not implementing the appropriate RMAs was of very low safety 
significance (Green). The basis for this determination was that the short duration of the actual planned maintenance 
activities (62 hours and 40.5 hours) associated with the RHR Train ‘B’ unavailability results in a mid E-9 calculated 
incremental core damage probability (ICDP), using the Susquehanna Unit 2 standardized plant analysis risk (SPAR) 
Model, Revision 8.21, and Systems Analysis Programs for Hands-on Integrated Reliability Evaluations (SAPHIRE) 8. 
In accordance with Appendix K guidance, doubling the estimated ICDP value to reflect not implementing RMAs is a 
reasonable approximation of the increased risk. The resultant low E-8 ICDP deficit remains below the ICDP E-6 
deficit Green-White threshold and screens this PD to Green. 

The finding was determined to have a cross-cutting aspect in the area of Human Performance, Work Management, in 
that, PPL did not control and execute activities, consistent with nuclear safety, by managing risk commensurate to the 
work and the need for coordination with different groups or job activities. Specifically, PPL did not recognize an 
elevated risk category and incorporate all RMAs into its work activities [H.5]. (Section 1R13)
Inspection Report# : 2014005 (pdf)

Significance:  Dec 31, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
EPA Breaker Underfrequency Setpoint Drift
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion III, “Design Control,” for PPL not 
establishing design control measures that provide for verifying or checking the adequacy of design and translating the 
design basis requirements into allowable values and trip set points. Specifically, PPL did not establish measures to 
assure the under frequency trip set point on the electrical protection assemblies (EPA) for the reactor protection 
system (RPS) were correctly translated into design specifications. PPL took immediate corrective actions to perform 
calibration of all EPA under frequency setpoints and document the condition under CR 2014-28492 and 2014-37665. 

The PD was determined to be greater than minor because it was associated with the Design Control attribute of the 
Mitigating Systems cornerstone and adversely affected the cornerstone objective to ensure the capability of the system 
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that respond to initiating events to prevent undesirable consequences (i.e., core damage). The item is similar to 
example 3.j in NRC IMC 0612, Appendix E, “Examples of Minor Issues.” This example states, in part, that it is not 
minor if the engineering calculation error results in a condition where there is now reasonable doubt on the operability 
of a system or component. The inspectors evaluated the finding in accordance with NRC IMC 0609, Attachment 4, 
"Initial Characterization of Findings," Table 2, “Cornerstones Affected by Degraded Condition or Programmatic 
Weakness,” and determined it affected the Reactivity Control Systems Degraded subsection of the Mitigating Systems 
cornerstone. Per IMC 0609, Appendix A, “SDP for Findings at Power,” Exhibit 2, “Mitigating Systems Screening 
Questions,” sub-paragraph C, the inspectors and a Region 1 SRA determined that a detailed risk evaluation was 
needed to assess the safety significance of this finding. Based upon the detailed risk evaluation, this finding was 
determined to be Green. 

The finding was determined to have a cross-cutting aspect in the area of Problem Identification and Resolution, 
Evaluation, in that PPL did not thoroughly evaluate issues to ensure resolutions address causes commensurate with 
their safety significance. Specifically, PPL did not thoroughly investigate and evaluate the causes of EPA under 
frequency set point drift outside the technical specification (TS) allowable values after three EPAs under frequency 
trip set points drifted below the TS allowable value in 2013 [P.2]. (Section 40A3)
Inspection Report# : 2014005 (pdf)

Significance: N/A Dec 31, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Submit an LER
Inspectors identified a Severity Level IV NCV of 10 CFR 50.73 (a)(2)(v) for PPL staff not submitting an Licensee 
Event Report (LER) within 60 days of discovery of a condition that could have prevented the fulfilment of the safety 
function of the RPS Electrical Power Monitoring System. PPL submitted an LER for the subject condition and entered 
the issue into their CAP under CR-2014-17112. 

The finding was evaluated using the traditional enforcement process because not accurately reporting events has the 
potential to impact or impede the regulatory process. The finding was determined to be a Severity Level IV violation 
of 10 CFR 50.73 (a)(2)(v) based on example 6.9.d.9 of the NRC Enforcement Policy. This example states that a 
licensee failing to make a report required by 10 CFR 50.73 is an example of a Severity Level IV violation. 

Because this violation involves the traditional enforcement process and does not have an underlying technical 
violation that would be considered more-than-minor, inspectors did not assign a cross-cutting aspect to this violation 
in accordance with IMC 0612, Appendix B. (Section 40A3.3) 

Inspection Report# : 2014005 (pdf)

Barrier Integrity

Significance:  Mar 31, 2015
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Human Performance Errors Result in Losses of Safety Function
A self-revealing finding of very low safety significant (Green) and associated NCV of TS 5.4.1, “Procedures,” was 
identified for three separate examples of failing to implement work instructions or procedures that resulted in 
equipment inoperability and associated losses of safety function. Specifically, on June 12, 2014, operators placed the 
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control switch for the ‘A’ chilled water pump in the stop position contrary to step 5.1.43 of SO-030-B03, an action 
which rendered both control structure ventilation subsystems inoperable. Additionally, contrary to NDAP-QA-0502 
personnel did not ensure the impacts and effects of work were understood when applying a clearance order on June 
13, 2014, which rendered both control structure ventilation subsystems inoperable when the clearance was applied. 
Finally, On November 5, 2014, an operator accessed an airlock without obeying the posted requirement to not access 
the airlock with the red light was lit contrary to Step 4.3.1 of NDAP-QA-0321 which rendered secondary containment 
inoperable when both airlock doors were opened simultaneously. PPL entered each of the issues into the CAP as CR-
2014-19672, CR-2014-19699 and CR-2014-34399, respectively, and took action to restore the associated systems to 
an operable configuration. 

Inspectors determined that the finding was more than minor because it was associated with the Human Performance 
attribute (Routine OPS/Maintenance Performance) of the Barrier Integrity cornerstone and affected the cornerstone 
objective of providing reasonable assurance that physical design barriers (Control Room Environment and Secondary 
Containment) protect the public from radionuclide releases caused by accidents or events. For the first two examples, 
the failure to adequately implement procedures for operation and maintenance of the control structure chillers resulted 
in the simultaneous inoperability of both chillers and associated loss of safety function of control room emergency 
outside air supply system (CREOASS) and control room floor cooling. For the third example, opening two reactor 
building airlock doors simultaneously did not maintain reasonable assurance that the secondary containment would be 
capable of performing its safety function in the event of a reactor accident. In accordance with IMC 0609.04, “Initial 
Characterization of Findings,” and Exhibit 2 of IMC 0609, Appendix A, “The SDP for Findings At-Power,” the 
inspectors determined that this finding is of very low safety significance (Green) because the performance deficiency 
only impacted the radiological barrier function of the control room and secondary containment. 

This finding had a cross-cutting aspect in the area of Human Performance, Avoid Complacency because PPL did not 
implement appropriate error reduction tools. Specifically, on three separate occasions, personnel did not implement 
appropriate human error prevention tools (e.g. self-check, peer-check) in accordance with station processes [H.12]. 

Inspection Report# : 2015001 (pdf)

Emergency Preparedness

Significance:  Mar 18, 2015
Identified By: NRC
Item Type: VIO Violation
Failure to Maintain a Standard EAL Scheme
White: The inspectors identified an apparent violation of Title 10 of the Code of Federal Regulations (10 CFR) 50.54
(q)(2), which has been determined to be of low to moderate safety significance (White). Specifically, 10 CFR 50.54(q)
(2) requires a licensee to follow and maintain an emergency plan which meets the requirements of 10 CFR 50.47(b), 
and 10 CFR Part 50, Appendix E. Contrary to this requirement, as of June 20, 2012, PPL Susquehanna (PPL) failed to 
establish an effective Susquehanna Steam Electric Station (Susquehanna) Emergency Plan to ensure that a timely 
event declaration would be made for an unisolable primary system leak outside of primary containment. Specifically, 
PPL’s interpretation of the 15-minute assessment and classification period degraded their ability to make timely Alert 
or Site Area Emergency declarations in certain cases. This potential delay in declaration of an Alert or Site Area 
Emergency could have impacted the ability of off-site response organizations to implement timely actions to protect 
the public during a radiological emergency. 

The inspectors determined the incorrect interpretation of the 15-minute assessment and declaration period was a 
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performance deficiency that was within PPL’s ability to foresee and correct and should have been prevented. Using 
IMC 0612, Appendix B, “Issue Screening,” the performance deficiency was determined to be more than minor 
because it was associated with the ERO performance attribute of the emergency preparedness (EP) Cornerstone and 
affected the cornerstone objective to ensure that the licensee was capable of implementing adequate 
measures to protect the health and safety of the public in the event of a radiological emergency. Specifically, the 
finding could impact the declaration timeliness of an emergency associated with a degraded fission product barrier. 
The inspectors utilized IMC 0609, Appendix B, “Emergency Preparedness Significance Determination Process,” to 
determine the significance of the finding. The finding is associated with the emergency classification planning 
standard and is considered a risk significant planning standard (RSPS) function. This finding impacts the following 
required RSPS function: 10 CFR 50.47(b)(4), “Emergency Classification System.” The inspectors 
utilized the SDP to compare the finding with the examples in Section 5.4, “10 CFR 50.47(b)(4), Emergency 
Classification System,” to evaluate the significance of this finding. Using Table 5.4-1, “Significance Examples §50.47
(b)(4)," the inspectors determined that the finding matched an example of a degraded RSPS function, which would be 
assessed as White. Specifically, the example states that the finding would be assessed as White if the emergency 
action level (EAL) classification process is not capable of classifying a general emergency or a 
Site Area Emergency within 15-minutes or declaring the emergency promptly once the appropriate classification level 
is determined. The inspectors determined that the cross-cutting aspect that contributed most to the root cause 
is P.5, “Operating Experience: The organization systematically and effectively collects, evaluates, and implements 
relevant internal and external operating experience in a timely manner.” Specifically, PPL did not perform a thorough 
review of operating experience during and after implementing the new EP rule to ensure all Susquehanna EAL 
thresholds were being evaluated in accordance with the NRC’s emergency declaration timeliness requirement in the 
regulation. (Section 4OA2) 

Inspection Report# : 2015503 (pdf)
Inspection Report# : 2015504 (pdf)

Significance:  Dec 31, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Emergency Preparedness Drill Critique Did Not Identify a Risk-Significant Planning Standard Weakness
The inspectors identified a Green non-cited violation (NCV) of 10 CFR 50.54(q)(2) for failing to follow and maintain 
an emergency plan that meets the requirements of appendix E and the planning standards of 10 CFR 50.47(b). 
Specifically, PPL did not identify and critique a weakness related to a risk significant planning standard during their 
critique following the July 24, 2014, emergency preparedness drill, as required by 10 CFR 50.47(b)(14) and Appendix 
E, Section IV(F)(2)(g). 

The inspectors determined that PPL did not identify and critique an emergency preparedness drill performance 
weakness in the formal critique was a performance deficiency that was within PPL’s ability to foresee and correct and 
should have been prevented. Specifically, PPL did not identify that a periodic update notification provided to the 
offsite response organizations (OROs) was inaccurate in that it stated an airborne radiological release was in progress 
when one was not occurring. The inspectors determined the performance deficiency was more than minor because it 
was associated with the emergency response organization performance attribute of the Emergency Preparedness 
cornerstone and affected the cornerstone objective (Training, Drills, Exercises) 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. Specifically, PPL’s did not effectively identify and critique an emergency preparedness drill performance 
weakness caused a missed opportunity to identify and correct a drill-related performance deficiency. The inspectors 
evaluated the finding using IMC 0609, Attachment 4, “Initial Characterization of Findings,” issued June 19, 2012. 
The attachment instructs the inspectors to utilize IMC 0609, Appendix B, “Emergency Preparedness Significance 
Determination Process,” issued September 26, 2014, when the finding is in the licensee’s Emergency Preparedness 
cornerstone. The inspectors determined this finding was a critique finding, the drill scope was full scale, the planning 

2Q/2015 Inspection Findings - Susquehanna 1

Page 7 of 9



standard was a risk-significant planning standard, and the performance indicator opportunity was a success because 
periodic update notifications to the OROs are not credited as performance indicator (PI) opportunities using the 
guidance provided in Nuclear Energy Institute (NEI) 99-02, “Regulatory Assessment Performance Indicator 
Guideline,” Revision 7. Therefore, using Figure 5.14-1, “Significance Determination for Critique Findings,” the 
inspectors determined the finding was of very low safety significance (Green). 

The cause of the finding has a cross-cutting aspect in the area of Human Performance, Consistent Process, because 
PPL did not use a consistent, systematic approach when making decisions. Specifically, PPL personnel did not use a 
consistent approach when evaluating and critiquing the accuracy of all notifications provided to the OROs [H.13]. 
(Section 1EP6)
Inspection Report# : 2014005 (pdf)

Significance:  Jun 21, 2014
Identified By: NRC
Item Type: VIO Violation
Failure to take Action to Restore Degraded Emergency Actio nLevel Scheme
The inspectors identified a Green cited violation of 10 CFR 50.54(q)(2) for PPL’s failure to follow and maintain an 
emergency plan that meets the requirements of the planning standards in 10 CFR 50.47(b), in that, since October 
2003, PPL did not follow and maintain a standard emergency classification and action level scheme. Specifically, PPL 
did not take timely corrective actions to provide an adequate means to measure temperature in nine out of 21 areas, 
where reactor building temperatures are considered for the fission product barrier degradation emergency action levels 
(EALs). As a result, this deficiency adversely affected PPL’s ability to classify an emergency such that a Site Area 
Emergency would be declared in a degraded manner. The violation is being cited because PPL has failed to restore 
compliance or demonstrate objective evidence of plans to restore compliance at the first opportunity in a reasonable 
period of time following discussion in a formal exit meeting on January 24, 2014 and documented in NRC Inspection 
Report 05000387;388/2013005 on February 14, 2014. 
The finding is more than minor because it is associated with the Facilities and Equipment attribute of the emergency 
preparedness cornerstone, and adversely affected the cornerstone objective of ensuring that a licensee is capable of 
implementing adequate measures to protect the health and safety of the public in the event of a radiological 
emergency. Specifically, the continuing lack of installed temperature instrumentation or any other compensatory 
measures and the reliance on personnel dispatched to take temperature readings were insufficient to ensure a timely 
and accurate EAL classification could be made. Using IMC 0609, Appendix B, “Emergency Preparedness 
Significance Determination Process”, section 5.4, the finding is of very low safety significance (Green) because the 
finding was determined to be an example of an ineffective EAL initiating condition, such that a Site Area Emergency 
would be declared in a degraded manner. 
The inspectors determined that this finding had a problem identification and resolution cross-cutting aspect related to 
Resolution because PPL did not take corrective actions in a timely manner nor did they take appropriate interim 
corrective actions to mitigate the issues while more fundamental causes are being assessed. Specifically, PPL had no 
corrective actions planned or taken to address the degraded EALs until NRC approval of their new EAL scheme, 
currently scheduled to be implemented no earlier than December 2015. 

Inspection Report# : 2014009 (pdf)

Occupational Radiation Safety

2Q/2015 Inspection Findings - Susquehanna 1

Page 8 of 9



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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Susquehanna 1
3Q/2015 Plant Inspection Findings

Initiating Events

Significance:  Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Multiple Violations of Work Hour Limitations by Licensed Operators
The inspectors identified a finding of very low safety significance (Green) and associated NCV of 10 CFR 26.205, 
“Work Hours,” because Susquehanna did not ensure that the working hours of licensed operators were maintained 
within regulatory limits. Specifically, numerous instances of violations were identified in the operations department in 
which individuals exceeded the required work hour limits while performing duties subject to work hour controls. In 
review of the issue, the inspectors identified that Susquehanna inappropriately excluded some works hours performing 
non-covered work from the total accumulated work hours, which allowed individuals to perform covered work while 
in excess of the work hour limits without meeting the requirements for applying a waiver. Susquehanna entered the 
issue into the CAP as CR-2015-15708 and initiated action to evaluate the extent of the matter and communicate the 
issue with the operations department, reinforce the standards for work hour tracking with station personnel, and ensure 
work hours are appropriately tracked. The inspectors determined that the finding was more than minor because 
Susquehanna inadequately implemented the requirements of 10 CFR 26.205 and NDAP-QA-0025 routinely. 
Therefore, if the performance deficiency were left uncorrected, the continued process of not including all hours 
accumulated toward work hour limits and allowing workers to exceed work hour limits, had the potential to lead to a 
more significant safety concern. The finding was also similar to IMC 0612, Appendix E, "Examples of Minor Issues," 
Example 9.a. In accordance with IMC 0609.04, “Initial Characterization of Findings,” dated June 19, 2012, and 
Exhibits 1 and 2 of IMC 0609, Appendix A, “The SDP for Findings At-Power,” dated June 19, 2012, the inspectors 
determined that this finding is of very low safety significance (Green) because no transients, loss of function of a 
mitigating system, or mismanagement of reactivity occurred as a result of licensed operators performing covered work 
while not in compliance with the work hour limits specified in 10 CFR 26.205. This finding has a cross-cutting aspect 
in the area of Problem Identification and Resolution, Identification, because Susquehanna did not identify the issues 
completely, accurately, and in a timely manner. Specifically, Susquehanna identified violations of work hour limits on 
multiple occasions but the CRs were not in sufficient detail to ensure they were appropriately prioritized and assigned 
for resolution. Individuals did not recognize that work performed doing non-covered work was to be counted as hours 
accumulated towards the work hour limitations and thus discounted the violations as erroneous. [P.1] (Section 4OA2) 

Inspection Report# : 2015002 (pdf)

Significance:  Mar 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Control of Transient Combustible Materials
The inspectors identified a Green NCV of the PPL Unit 1 and Unit 2 Facility Operating License Condition 2.C.(6), 
“Fire Protection Program” (FPP), for PPL not adequately controlling the storage of transient combustibles in 
accordance with their fire protection program requirements. Specifically, combustible materials in excess of the 
maximum allowable transient combustible loading were stored without being evaluated by the site fire protection 
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engineer (SFPE) or having compensatory actions identified. PPL immediately instituted a fire watch for the area. The 
SFPE subsequently evaluated the area and determined that the transient combustibles exceeded the maximum 
allowable transient combustible loading as determined by the fire protection plan. 

Inspectors determined the performance deficiency was more than minor based on affecting the protection against 
external factors attribute of the initiating events cornerstone and its objective to limit the likelihood of events that 
upset plant stability and challenge critical safety functions during shutdown as well as at power operations. 
Additionally, it was similar to example 4.k in IMC 0612 Appendix E, “Examples of Minor Issues,” in that transient 
combustibles were not within the fire hazard analysis limits and there was a credible fire scenario that existed 
involving the transient combustibles that would impact equipment important to safety, specifically both trains of the 
control structure heating, ventilation and air conditioning (HVAC), control structure chillers and standby gas 
treatment. 

In accordance with IMC 0609.04, “Initial Characterization of Findings,” and Attachment 1 of IMC 0609, Appendix F, 
“Fire Protection SDP Phase 1 Worksheet,” the inspectors determined that this finding is of very low safety 
significance (Green) because the performance deficiency did not impact the ability to reach and maintain safe 
shutdown conditions. Specifically, a postulated fire in the fire zone did not present the possibility of impacting more 
than one train of safe shutdown equipment. This finding had a cross cutting aspect of Work Management in the 
Human Performance area because multiple groups were responsible for bringing the transient combustibles into the 
area and the individuals failed to effectively communicate and coordinate their activities to ensure that transient 
combustible control processes were appropriately implemented [H.5]. 

Inspection Report# : 2015001 (pdf)

Mitigating Systems

Significance:  Sep 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
RHR Shutdown Cooling Procedure Not Mainted Consistent with Technical Specification Requirements
Inspectors identified a finding of very low safety significance (Green) and associated NCV of SSES Unit 1 and 2 TS 
5.4.1, “Procedures,” because Susquehanna did not maintain the procedure for operation of the residual heat removal 
(RHR) shutdown cooling (SDC) system consistent with the requirements in TS 3.4.8, “RHR Shutdown Cooling- Hot 
Shutdown.” As TS 3.4.8 requires two RHR SDC loops to be operable and, if no reactor recirculation pumps (RRPs) 
are running, one of the loops to be in-service in Mode 3 below the RHR cut in permissive pressure (98 psig), 
inspectors determined that OP-1(2)49-002, “RHR Shutdown Cooling,” was not maintained appropriately because a 
change to the procedure precluded operation of the system between 40 psig and the RHR cut in permissive pressure 
(98 psig). Susquehanna entered the issue into the corrective action program (CAP) as CR-2015-22882 and CR-2015-
24137 and revised the procedure to remove the requirement that precluded operation of the SDC system between 40 
psig and the RHR cut in permissive pressure. 

This finding is more than minor because it is associated with the procedure quality attribute of the Mitigating Systems 
cornerstone and adversely affected its objective to ensure the availability and capability of systems that respond to 
initiating events to prevent undesirable consequences. Specifically, the 40 psig procedural limit impacted the 
availability and capability of RHR to be placed in SDC between 98 psi, the cut-in permissive for the system, and 40 
psig. In accordance with Exhibit 2 of IMC 0609, Appendix A, “The SDP for Findings At-Power,” the inspectors 
determined that this finding is of very low safety significance (Green) because the performance deficiency was not a 
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design or qualification deficiency, did not involve an actual loss of safety function, did not represent actual loss of a 
safety function of a single train for greater than its TS allowed outage time, and did not screen as potentially risk-
significant due to a seismic, flooding, or severe weather initiating event. This finding had a cross-cutting aspect in the 
area of Human Performance, Change Management because Susquehanna did not use a systematic process for 
evaluating and implementing change so that nuclear safety remains the overriding priority (H.3). Specifically, 
implementation of Susquehanna’s procedure change process did not ensure that the RHR SDC procedure was 
maintained consistent with the requirements of plant TSs. 

Inspection Report# : 2015003 (pdf)

Significance:  Sep 30, 2015
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
'C' EDG Rendered Inoperable by Switch Manipulation during Training Simulation
A self-revealing finding of very low safety significance (Green) and associated NCV of 10 CFR 50 Appendix B, 
Criterion V, “Instructions, Procedures and Drawings,” was identified when Susquehanna inadvertently operated the 
‘C’ emergency diesel generator (EDG) mode switch during the performance of a job performance measure (JPM). 
Specifically, the student performing the JPM operated plant equipment that was contrary to the quality assurance 
program requirement to only simulate equipment operation. Susquehanna entered the issue into the CAP as CR-2015-
19578, the ‘C’ EDG mode switch was restored to the ‘Remote’ position, and the operating crew performed a walk-
down of the ‘C’ EDG to confirm proper standby alignment, restoring operability of the EDG. 

Inspectors determined that the finding was more than minor because it was associated with the Human Performance 
attribute of the Mitigating Systems cornerstone and adversely affected the cornerstone objective of ensuring the 
reliability of systems that respond to initiating events to prevent undesirable consequences. Specifically, improper 
manipulation of the ‘C’ EDG mode switch while simulating a task resulted in an inoperable condition since the EDG 
would not have auto started, if required. In accordance with Exhibit 2 of IMC 0609, Appendix A, “The SDP for 
Findings At-Power,” dated June 19, 2012, the inspectors determined that this finding is of very low safety significance 
(Green) because the performance deficiency was not a design or qualification deficiency, did not involve an actual 
loss of safety function, did not represent actual loss of a safety function of a single train for greater than its TS allowed 
outage time, and did not screen as potentially risk-significant due to a seismic, flooding, or severe weather initiating 
event. This finding had a cross-cutting aspect in the area of Human Performance, Avoid Complacency because 
Susquehanna did not implement appropriate error reduction tools (H.12). Specifically, personnel did not implement 
appropriate human error prevention tools 
(e.g. self-check, stop-think-act-review) in accordance with station processes. 

Inspection Report# : 2015003 (pdf)

Significance:  Mar 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Promptly Correct a Condition Adverse to Quality on the ‘B’ EDG
The inspectors identified a finding of very low safety significance (Green) and associated NCV of 10 CFR 50, 
Appendix B, Criterion XVI, “Corrective Action,” for failure to correct a condition adverse to quality. Specifically, 
despite identifying a condition adverse to quality on January 31, 2015 associated with vibration induced fretting of the 
‘B’ emergency diesel generator (EDG) fuel oil flowing vent line, implementation of the corrective action program 
(CAP) did not assure that the condition adverse to quality was promptly corrected, and subsequently during the next 
monthly surveillance run the EDG was declared inoperable when the through wall leak worsened. To maintain 
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operability of the other EDGs, which exhibited the same vibration induced fretting that rendered the ‘B’ EDG 
inoperable, PPL instituted a compensatory action to initiate a fire watch if any of the EDGs were started to ensure that 
leakage could be promptly identified and mitigated without causing a fire. Additionally, PPL replaced the piping that 
exhibited signs of fretting. 

Inspectors determined that the finding was more than minor because it was associated with the Equipment 
Performance attribute of the Mitigating Systems cornerstone and adversely affected the cornerstone objective of 
ensuring the reliability of systems that respond to initiating events to prevent undesirable consequences. Specifically, 
the failure to correct the fuel oil tube leak on the ‘B’ EDG resulted in an unplanned shutdown of the diesel and 
declaration of inoperability when the leak worsened during subsequent surveillance testing. In accordance with IMC 
0609.04, “Initial Characterization of Findings,” and Exhibit 2 of IMC 0609, Appendix A, “The SDP for Findings At-
Power,” the inspectors determined that this finding is of very low safety significance (Green) because the performance 
deficiency was not a design or qualification deficiency, did not involve an actual loss of safety function, did not 
represent the actual loss of a safety function of a single train for greater than its TS allowed outage time, and did not 
screen as potentially risk-significant due to a seismic, flooding, or severe weather initiating event. 

This finding had a cross-cutting aspect in the area of Problem Identification and Resolution, Evaluation, because PPL 
did not thoroughly evaluate the issue of vibration induced fretting of the ‘B’ EDG fuel oil flowing vent line to ensure 
that resolutions address causes and extent of conditions commensurate with their safety significance. Specifically, 
PPL’s assessment of the condition with regard to operability and the potential impact on the other EDGs was 
inadequate, which prevented PPL from taking adequate corrective actions to maintain operability [P.2].
Inspection Report# : 2015001 (pdf)

Significance:  Mar 31, 2015
Identified By: NRC
Item Type: FIN Finding
SBO Diesel Fuel Oil Cloud Point
The inspectors identified a finding of very low safety significance (Green) for not establishing diesel fuel oil 
specifications to ensure diesel-driven equipment important to safety will function during expected low ambient 
temperatures. Specifically, PPL did not establish appropriate measures for diesel fuel oil cloud point and the station 
blackout diesel generator (Blue Max) was potentially rendered non-functional when ambient air temperatures fell 
below the cloud point temperature of the diesel fuel oil. PPL implemented compensatory actions to monitor diesel fuel 
oil temperatures in the Blue Max every shift and erected a temporary heated structure to restore and maintain 
functionality. 

Inspectors determined the performance deficiency was more than minor because it adversely affected the equipment 
performance attribute of the mitigating systems cornerstone to ensure the availability of systems that respond to 
initiating events to prevent undesirable consequences (i.e., core damage). Specifically, by not ensuring the cloud point 
of the diesel fuel oil was below the temperature of the surrounding ambient environment, the Blue Max was 
potentially non-functional during expected low temperature conditions. In accordance with NRC IMC 0609, 
Attachment 4, "Initial Characterization of Findings," Table 2, “Cornerstones Affected by Degraded Condition or 
Programmatic Weakness,” the issue was determined to affect the Mitigating Systems Cornerstone. Per IMC 0609, 
Appendix A, “The Significance Determination Process (SDP) for Findings at Power,” Exhibit 2, “Mitigating Systems 
Screening Questions,” the inspectors conservatively answered YES to question A.4, “Does the finding represent an 
actual loss of function of one or more non-Tech Spec Trains of equipment designated as high safety-significant in 
accordance with the licensee’s maintenance rule program for > 24 hours?” and determined that a detailed risk 
evaluation was needed to assess the safety significance of this finding. The inspectors used Systems Analysis 
Programs for Hands-On Evaluation (SAPHIRE) Revision 8.1.2, and the Standardized Plant Analysis Risk (SPAR) 
Model for Susquehanna Unit 1 and 2, Versions 8.23 and 8.21, respectively, to conduct an evaluation of the safety 
significance of this finding. In consultation with a regional Senior Reactor Analyst (SRA), a bounding analysis was 
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conducted using conservative assumptions to approximate the worst case increased risk associated with the degraded 
condition of the Emergency Power Supply (EPS) Blue Max Diesel Generator. The calculated delta core damage 
frequency (CDF) for this condition was low E-8, or very low safety significance (Green). Inspectors noted that the 
most dominant core damage sequence was a loss of offsite power with coincident failure of all installed EDGs. In 
accordance with IMC 0609 Appendix A, since the change in core damage frequency was less than 1E-7, no further 
evaluation of external events or LERF was required. This finding was determined to be Green. 

The finding was determined to have a cross-cutting aspect in the area of Problem Identification and Resolution, 
Evaluation, in that, PPL did not thoroughly evaluate the effects of cold weather on the diesel fuel oil systems for 
diesel driven equipment to ensure that resolutions address the extent of conditions commensurate with their safety 
significance. Specifically, PPL did not thoroughly evaluate the effects of cold temperatures on the diesel fuel oil 
system when performing the functionality assessment for the Blue Max to ensure it maintained availability [P.2].
Inspection Report# : 2015001 (pdf)

Significance:  Dec 31, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Risk Management Actions Not Implemented
The inspectors identified a Green NCV of Title 10 Code of Federal Regulations (CFR) 50.65(a)(4) due to multiple 
examples of not assessing and managing the increase in risk from online maintenance activities. Specifically, on 
November 12, 2014, a risk assessment did not identify a Yellow online risk condition during a residual heat removal 
system (RHR) outage. Additionally, the inspectors identified multiple examples where PPL did not implement the 
procedural requirements of OI-013-002, “Fire Risk Management,” NDAP-QA-1902, “Integrated Risk Management,”
and NDAP-QA-0340, “Protected Equipment Program” such that adequate risk mitigation actions were performed. 
Immediate corrective actions were taken and PPL documented the issues in condition report (CR) 2014-35235 and 
2014-35270. 

The inspectors determined the performance deficiency (PD) was more than minor because it adversely impacted the 
protection against external factors attribute of the Mitigating Systems cornerstone objective to ensure the capability of 
systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). The inspectors 
evaluated the finding using IMC 0612 Appendix K, “Maintenance Risk Assessment and Risk Management SDP.”

The inspectors and the Region I Senior Risk Analyst (SRA) used Appendix K, Flowchart 2, “Assessment of Risk 
Management Actions (RMAs),” and determined that not implementing the appropriate RMAs was of very low safety 
significance (Green). The basis for this determination was that the short duration of the actual planned maintenance 
activities (62 hours and 40.5 hours) associated with the RHR Train ‘B’ unavailability results in a mid E-9 calculated 
incremental core damage probability (ICDP), using the Susquehanna Unit 2 standardized plant analysis risk (SPAR) 
Model, Revision 8.21, and Systems Analysis Programs for Hands-on Integrated Reliability Evaluations (SAPHIRE) 8. 
In accordance with Appendix K guidance, doubling the estimated ICDP value to reflect not implementing RMAs is a 
reasonable approximation of the increased risk. The resultant low E-8 ICDP deficit remains below the ICDP E-6 
deficit Green-White threshold and screens this PD to Green. 

The finding was determined to have a cross-cutting aspect in the area of Human Performance, Work Management, in 
that, PPL did not control and execute activities, consistent with nuclear safety, by managing risk commensurate to the 
work and the need for coordination with different groups or job activities. Specifically, PPL did not recognize an 
elevated risk category and incorporate all RMAs into its work activities [H.5]. (Section 1R13)
Inspection Report# : 2014005 (pdf)

Significance:  Dec 31, 2014
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Identified By: NRC
Item Type: NCV Non-Cited Violation
EPA Breaker Underfrequency Setpoint Drift
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion III, “Design Control,” for PPL not 
establishing design control measures that provide for verifying or checking the adequacy of design and translating the 
design basis requirements into allowable values and trip set points. Specifically, PPL did not establish measures to 
assure the under frequency trip set point on the electrical protection assemblies (EPA) for the reactor protection 
system (RPS) were correctly translated into design specifications. PPL took immediate corrective actions to perform 
calibration of all EPA under frequency setpoints and document the condition under CR 2014-28492 and 2014-37665. 

The PD was determined to be greater than minor because it was associated with the Design Control attribute of the 
Mitigating Systems cornerstone and adversely affected the cornerstone objective to ensure the capability of the system 
that respond to initiating events to prevent undesirable consequences (i.e., core damage). The item is similar to 
example 3.j in NRC IMC 0612, Appendix E, “Examples of Minor Issues.” This example states, in part, that it is not 
minor if the engineering calculation error results in a condition where there is now reasonable doubt on the operability 
of a system or component. The inspectors evaluated the finding in accordance with NRC IMC 0609, Attachment 4, 
"Initial Characterization of Findings," Table 2, “Cornerstones Affected by Degraded Condition or Programmatic 
Weakness,” and determined it affected the Reactivity Control Systems Degraded subsection of the Mitigating Systems 
cornerstone. Per IMC 0609, Appendix A, “SDP for Findings at Power,” Exhibit 2, “Mitigating Systems Screening 
Questions,” sub-paragraph C, the inspectors and a Region 1 SRA determined that a detailed risk evaluation was 
needed to assess the safety significance of this finding. Based upon the detailed risk evaluation, this finding was 
determined to be Green. 

The finding was determined to have a cross-cutting aspect in the area of Problem Identification and Resolution, 
Evaluation, in that PPL did not thoroughly evaluate issues to ensure resolutions address causes commensurate with 
their safety significance. Specifically, PPL did not thoroughly investigate and evaluate the causes of EPA under 
frequency set point drift outside the technical specification (TS) allowable values after three EPAs under frequency 
trip set points drifted below the TS allowable value in 2013 [P.2]. (Section 40A3)
Inspection Report# : 2014005 (pdf)

Significance: N/A Dec 31, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Submit an LER
Inspectors identified a Severity Level IV NCV of 10 CFR 50.73 (a)(2)(v) for PPL staff not submitting an Licensee 
Event Report (LER) within 60 days of discovery of a condition that could have prevented the fulfilment of the safety 
function of the RPS Electrical Power Monitoring System. PPL submitted an LER for the subject condition and entered 
the issue into their CAP under CR-2014-17112. 

The finding was evaluated using the traditional enforcement process because not accurately reporting events has the 
potential to impact or impede the regulatory process. The finding was determined to be a Severity Level IV violation 
of 10 CFR 50.73 (a)(2)(v) based on example 6.9.d.9 of the NRC Enforcement Policy. This example states that a 
licensee failing to make a report required by 10 CFR 50.73 is an example of a Severity Level IV violation. 

Because this violation involves the traditional enforcement process and does not have an underlying technical 
violation that would be considered more-than-minor, inspectors did not assign a cross-cutting aspect to this violation 
in accordance with IMC 0612, Appendix B. (Section 40A3.3) 

Inspection Report# : 2014005 (pdf)
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Barrier Integrity

Significance:  Sep 30, 2015
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Secondary Containment Inoperability due to Improperly Controlled Access to the Reactor Building Roof
A self-revealing finding of very low safety significance (Green) and associated NCV of SSES Unit 1 and 2 TS 5.4.1, 
“Procedures,” was identified because Susquehanna incorrectly implemented procedures for maintaining secondary 
containment integrity. Specifically, on 
July 27, 2015, maintenance technicians rendered secondary containment for both units inoperable for approximately 
44 minutes when a secondary containment boundary door was opened to access the reactor building roof. 
Susquehanna entered the issue into the CAP as CR-2015-20857 and CR-2015-24442, restored the boundary, and 
verified the integrity of secondary containment. 

The finding was more than minor because it was associated with the Human Performance (Routine OPS/Maintenance 
Performance) attribute of the Barrier Integrity cornerstone, and affected the cornerstone objective of providing 
reasonable assurance that physical design barriers (Secondary Containment) protect the public from radionuclide 
releases caused by accidents or events. Specifically, opening the secondary containment barrier did not maintain 
reasonable assurance that the secondary containment would be capable of performing its safety function in the event 
of a reactor accident. The inspectors evaluated the finding in accordance with IMC 0609, Appendix A, "The SDP for 
Findings At-Power," Exhibit 3, for the Barrier Integrity cornerstone, dated June 19, 2012. The inspectors determined 
the finding was of very low safety significance (Green) because only represented a degradation of the radiological 
barrier function of secondary containment provided by the standby gas treatment (SBGT) system. This finding had a 
cross-cutting aspect in the area of Human Performance, Teamwork because Susquehanna did not effectively 
communicate and coordinate their activities within and across organizational boundaries to ensure nuclear safety was 
maintained (H.4). Specifically, when 

the work plan was changed to accessing the reactor building roof through secondary containment, the change was not 
effectively communicated to operations department personnel to ensure the secondary containment impairment was 
appropriately controlled. 

Inspection Report# : 2015003 (pdf)

Significance:  Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Assess a Non-Conforming Condition for its Impact on Component Operability
The inspectors identified a finding of very low safety significance (Green) and associated NCV of 10 CFR 50, 
Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” when Susquehanna staff did not assess 
component operability following identification of a potentially non-conforming condition. Specifically, Susquehanna 
did not assess for operability a potential non-conforming condition associated with inadequate testing of the primary 
containment airlock inboard equalizing valve which was identified during the review of industry operating experience. 
Susquehanna’s corrective actions to restore compliance included entering this issue in their CAP as CR-2015-15187, 
performing a prompt operability determination of the Unit 1 primary containment airlock inboard equalizing valve, 
including completion of the requirements in SR 3.0.3 for a missed surveillance, and performing testing on the Unit 2 
valve which adequately demonstrated that the PCIV was operable prior to entering into a mode of TS applicability. 
The inspectors determined that the finding was more than minor because it was associated with the SSC and Barrier 
performance attribute of the Barrier Integrity cornerstone and adversely affected the cornerstone objective of 
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providing reasonable assurance that the physical design barriers (containment) protect the public from radionuclide 
releases caused by accidents or events. Specifically, inadequate actions to evaluate the impact of the condition adverse 
to quality on the operability of the Unit 1 PCIV resulted in a reasonable doubt of operability of the barrier. In 
accordance with IMC 0609.04, “Initial Characterization of Findings,” dated June 19, 2012, and Exhibit 2 of IMC 
0609, Appendix A, “The SDP for Findings At-Power,” dated June 19, 2012, the inspectors determined that this 
finding is of very low safety significance (Green) because the performance deficiency did not represent an actual open 
pathway in the physical integrity of reactor containment and heat removal components or involve the actual reduction 
in function of hydrogen igniters in containment. This finding has a cross-cutting aspect in the area of Human 
Performance, Avoid Complacency, because Susquehanna did not perform a thorough review of the work and planned 
activity but rather relied on past successes and assumed conditions. Specifically, the control room staff did not assess 
the condition for operability believing that it was similar to previous CRs documenting a review of operating 
experience. [H.12] (Section 1R15) 

Inspection Report# : 2015002 (pdf)

Significance:  Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Incorrect Implementation of the Ventilation Filter Testing Program
The inspectors identified a finding of very low safety significance (Green) and associated NCV of 10 CFR 50, 
Appendix B, Criterion XI, “Test Control,” because Susquehanna did not ensure representative samples were obtained 
from Engineered Safety Feature (ESF) filter ventilation systems and did not establish written test procedures. 
Specifically, subsequent to refilling charcoal test canisters for the activated charcoal absorber of both trains of the 
SBGT System, new charcoal was added to the activated charcoal absorber which was not exposed to the same service 
conditions as the bulk of the absorber section as required by TS 5.5.7, “Ventilation Filter Testing Program,” and 
written test procedures were not established for this activity. As corrective action for the identified issue, Susquehanna 
replaced the charcoal in the ‘A’ and ‘B’ trains of SBGT and the ‘A’ and ‘B’ trains of CREOASS activated charcoal 
absorber beds and test canisters between January and February 2015 and initiated condition reports CR-2014-39116 
and CR-2015-01443. The inspectors determined that the finding was more than minor because it was associated with 
the Procedure Quality Attribute of the Barrier Integrity Cornerstone and it adversely affected the cornerstone objective 
to provide reasonable assurance that physical barriers protect the public from radionuclide releases caused by 
accidents or events. Specifically, since 2001, work instructions did not prevent the contamination of test canisters with 
charcoal that was not representative of the in-service conditions of the adsorber bed and the introduction of new 
charcoal into the test canisters likely provided better results during periodic surveillance testing which were not 
representative of actual conditions. In accordance with IMC 0609.04, “Initial Characterization of Findings,” dated 
June 19, 2012, and Exhibit 3 of IMC 0609, Appendix A, “The SDP for Findings At-Power,” dated June 19, 2012, the 
inspectors determined that the finding was of very low safety significance (Green) because it only represented a 
degradation of the radiological barrier function provided for the control room and SBGT system. This finding has a 
cross-cutting aspect in the area of Human Performance, Documentation, because the activities for sampling the 
activated charcoal beds were not governed by comprehensive, high-quality programs, processes, and procedures nor 
were the design documentation, procedures, and work packages complete, thorough and accurate. [H.7] (Section 
2RS6) 

Inspection Report# : 2015002 (pdf)

Significance:  Mar 31, 2015
Identified By: Self-Revealing

3Q/2015 Inspection Findings - Susquehanna 1

Page 8 of 13



Item Type: NCV Non-Cited Violation
Human Performance Errors Result in Losses of Safety Function
A self-revealing finding of very low safety significant (Green) and associated NCV of TS 5.4.1, “Procedures,” was 
identified for three separate examples of failing to implement work instructions or procedures that resulted in 
equipment inoperability and associated losses of safety function. Specifically, on June 12, 2014, operators placed the 
control switch for the ‘A’ chilled water pump in the stop position contrary to step 5.1.43 of SO-030-B03, an action 
which rendered both control structure ventilation subsystems inoperable. Additionally, contrary to NDAP-QA-0502 
personnel did not ensure the impacts and effects of work were understood when applying a clearance order on June 
13, 2014, which rendered both control structure ventilation subsystems inoperable when the clearance was applied. 
Finally, On November 5, 2014, an operator accessed an airlock without obeying the posted requirement to not access 
the airlock with the red light was lit contrary to Step 4.3.1 of NDAP-QA-0321 which rendered secondary containment 
inoperable when both airlock doors were opened simultaneously. PPL entered each of the issues into the CAP as CR-
2014-19672, CR-2014-19699 and CR-2014-34399, respectively, and took action to restore the associated systems to 
an operable configuration. 

Inspectors determined that the finding was more than minor because it was associated with the Human Performance 
attribute (Routine OPS/Maintenance Performance) of the Barrier Integrity cornerstone and affected the cornerstone 
objective of providing reasonable assurance that physical design barriers (Control Room Environment and Secondary 
Containment) protect the public from radionuclide releases caused by accidents or events. For the first two examples, 
the failure to adequately implement procedures for operation and maintenance of the control structure chillers resulted 
in the simultaneous inoperability of both chillers and associated loss of safety function of control room emergency 
outside air supply system (CREOASS) and control room floor cooling. For the third example, opening two reactor 
building airlock doors simultaneously did not maintain reasonable assurance that the secondary containment would be 
capable of performing its safety function in the event of a reactor accident. In accordance with IMC 0609.04, “Initial 
Characterization of Findings,” and Exhibit 2 of IMC 0609, Appendix A, “The SDP for Findings At-Power,” the 
inspectors determined that this finding is of very low safety significance (Green) because the performance deficiency 
only impacted the radiological barrier function of the control room and secondary containment. 

This finding had a cross-cutting aspect in the area of Human Performance, Avoid Complacency because PPL did not 
implement appropriate error reduction tools. Specifically, on three separate occasions, personnel did not implement 
appropriate human error prevention tools (e.g. self-check, peer-check) in accordance with station processes [H.12]. 

Inspection Report# : 2015001 (pdf)

Emergency Preparedness

Significance:  Mar 18, 2015
Identified By: NRC
Item Type: VIO Violation
Failure to Maintain a Standard EAL Scheme
White: The inspectors identified an apparent violation of Title 10 of the Code of Federal Regulations (10 CFR) 50.54
(q)(2), which has been determined to be of low to moderate safety significance (White). Specifically, 10 CFR 50.54(q)
(2) requires a licensee to follow and maintain an emergency plan which meets the requirements of 10 CFR 50.47(b), 
and 10 CFR Part 50, Appendix E. Contrary to this requirement, as of June 20, 2012, PPL Susquehanna (PPL) failed to 
establish an effective Susquehanna Steam Electric Station (Susquehanna) Emergency Plan to ensure that a timely 
event declaration would be made for an unisolable primary system leak outside of primary containment. Specifically, 
PPL’s interpretation of the 15-minute assessment and classification period degraded their ability to make timely Alert 
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or Site Area Emergency declarations in certain cases. This potential delay in declaration of an Alert or Site Area 
Emergency could have impacted the ability of off-site response organizations to implement timely actions to protect 
the public during a radiological emergency. 

The inspectors determined the incorrect interpretation of the 15-minute assessment and declaration period was a 
performance deficiency that was within PPL’s ability to foresee and correct and should have been prevented. Using 
IMC 0612, Appendix B, “Issue Screening,” the performance deficiency was determined to be more than minor 
because it was associated with the ERO performance attribute of the emergency preparedness (EP) Cornerstone and 
affected the cornerstone objective to ensure that the licensee was capable of implementing adequate 
measures to protect the health and safety of the public in the event of a radiological emergency. Specifically, the 
finding could impact the declaration timeliness of an emergency associated with a degraded fission product barrier. 
The inspectors utilized IMC 0609, Appendix B, “Emergency Preparedness Significance Determination Process,” to 
determine the significance of the finding. The finding is associated with the emergency classification planning 
standard and is considered a risk significant planning standard (RSPS) function. This finding impacts the following 
required RSPS function: 10 CFR 50.47(b)(4), “Emergency Classification System.” The inspectors 
utilized the SDP to compare the finding with the examples in Section 5.4, “10 CFR 50.47(b)(4), Emergency 
Classification System,” to evaluate the significance of this finding. Using Table 5.4-1, “Significance Examples §50.47
(b)(4)," the inspectors determined that the finding matched an example of a degraded RSPS function, which would be 
assessed as White. Specifically, the example states that the finding would be assessed as White if the emergency 
action level (EAL) classification process is not capable of classifying a general emergency or a 
Site Area Emergency within 15-minutes or declaring the emergency promptly once the appropriate classification level 
is determined. The inspectors determined that the cross-cutting aspect that contributed most to the root cause 
is P.5, “Operating Experience: The organization systematically and effectively collects, evaluates, and implements 
relevant internal and external operating experience in a timely manner.” Specifically, PPL did not perform a thorough 
review of operating experience during and after implementing the new EP rule to ensure all Susquehanna EAL 
thresholds were being evaluated in accordance with the NRC’s emergency declaration timeliness requirement in the 
regulation. (Section 4OA2) 

Inspection Report# : 2015503 (pdf)
Inspection Report# : 2015504 (pdf)

Significance:  Dec 31, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Emergency Preparedness Drill Critique Did Not Identify a Risk-Significant Planning Standard Weakness
The inspectors identified a Green non-cited violation (NCV) of 10 CFR 50.54(q)(2) for failing to follow and maintain 
an emergency plan that meets the requirements of appendix E and the planning standards of 10 CFR 50.47(b). 
Specifically, PPL did not identify and critique a weakness related to a risk significant planning standard during their 
critique following the July 24, 2014, emergency preparedness drill, as required by 10 CFR 50.47(b)(14) and Appendix 
E, Section IV(F)(2)(g). 

The inspectors determined that PPL did not identify and critique an emergency preparedness drill performance 
weakness in the formal critique was a performance deficiency that was within PPL’s ability to foresee and correct and 
should have been prevented. Specifically, PPL did not identify that a periodic update notification provided to the 
offsite response organizations (OROs) was inaccurate in that it stated an airborne radiological release was in progress 
when one was not occurring. The inspectors determined the performance deficiency was more than minor because it 
was associated with the emergency response organization performance attribute of the Emergency Preparedness 
cornerstone and affected the cornerstone objective (Training, Drills, Exercises) 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. Specifically, PPL’s did not effectively identify and critique an emergency preparedness drill performance 
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weakness caused a missed opportunity to identify and correct a drill-related performance deficiency. The inspectors 
evaluated the finding using IMC 0609, Attachment 4, “Initial Characterization of Findings,” issued June 19, 2012. 
The attachment instructs the inspectors to utilize IMC 0609, Appendix B, “Emergency Preparedness Significance 
Determination Process,” issued September 26, 2014, when the finding is in the licensee’s Emergency Preparedness 
cornerstone. The inspectors determined this finding was a critique finding, the drill scope was full scale, the planning 
standard was a risk-significant planning standard, and the performance indicator opportunity was a success because 
periodic update notifications to the OROs are not credited as performance indicator (PI) opportunities using the 
guidance provided in Nuclear Energy Institute (NEI) 99-02, “Regulatory Assessment Performance Indicator 
Guideline,” Revision 7. Therefore, using Figure 5.14-1, “Significance Determination for Critique Findings,” the 
inspectors determined the finding was of very low safety significance (Green). 

The cause of the finding has a cross-cutting aspect in the area of Human Performance, Consistent Process, because 
PPL did not use a consistent, systematic approach when making decisions. Specifically, PPL personnel did not use a 
consistent approach when evaluating and critiquing the accuracy of all notifications provided to the OROs [H.13]. 
(Section 1EP6)
Inspection Report# : 2014005 (pdf)

Significance:  Jun 21, 2014
Identified By: NRC
Item Type: VIO Violation
Failure to take Action to Restore Degraded Emergency Actio nLevel Scheme
The inspectors identified a Green cited violation of 10 CFR 50.54(q)(2) for PPL’s failure to follow and maintain an 
emergency plan that meets the requirements of the planning standards in 10 CFR 50.47(b), in that, since October 
2003, PPL did not follow and maintain a standard emergency classification and action level scheme. Specifically, PPL 
did not take timely corrective actions to provide an adequate means to measure temperature in nine out of 21 areas, 
where reactor building temperatures are considered for the fission product barrier degradation emergency action levels 
(EALs). As a result, this deficiency adversely affected PPL’s ability to classify an emergency such that a Site Area 
Emergency would be declared in a degraded manner. The violation is being cited because PPL has failed to restore 
compliance or demonstrate objective evidence of plans to restore compliance at the first opportunity in a reasonable 
period of time following discussion in a formal exit meeting on January 24, 2014 and documented in NRC Inspection 
Report 05000387;388/2013005 on February 14, 2014. 
The finding is more than minor because it is associated with the Facilities and Equipment attribute of the emergency 
preparedness cornerstone, and adversely affected the cornerstone objective of ensuring that a licensee is capable of 
implementing adequate measures to protect the health and safety of the public in the event of a radiological 
emergency. Specifically, the continuing lack of installed temperature instrumentation or any other compensatory 
measures and the reliance on personnel dispatched to take temperature readings were insufficient to ensure a timely 
and accurate EAL classification could be made. Using IMC 0609, Appendix B, “Emergency Preparedness 
Significance Determination Process”, section 5.4, the finding is of very low safety significance (Green) because the 
finding was determined to be an example of an ineffective EAL initiating condition, such that a Site Area Emergency 
would be declared in a degraded manner. 
The inspectors determined that this finding had a problem identification and resolution cross-cutting aspect related to 
Resolution because PPL did not take corrective actions in a timely manner nor did they take appropriate interim 
corrective actions to mitigate the issues while more fundamental causes are being assessed. Specifically, PPL had no 
corrective actions planned or taken to address the degraded EALs until NRC approval of their new EAL scheme, 
currently scheduled to be implemented no earlier than December 2015. 

Inspection Report# : 2014009 (pdf)
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Occupational Radiation Safety

Significance:  Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Entry into a High Radiation Area without Radiological Briefing
A self-revealing finding of very low safety significance (Green) and associated NCV of SSES Unit 2 TS 5.7.1 was 
identified because Susquehanna did not comply with a radiological posting barrier and other protective measures for 
HRA entry. Specifically, on October 10, 2014, two workers entered the turbine building roof, a posted HRA, but the 
workers were not on the proper RWP and were not briefed on the radiological conditions prior to entry. Upon 
receiving a dose rate alarm, the workers exited the HRA and reported the issue to radiation protection personnel. 
Susquehanna entered the issue into the CAP as condition report CR-2014-31911. The inspectors determined that 
Susquehanna’s inadequate adherence to a high radiation area (HRA) posting, which requires a HRA RWP and a 
radiological briefing prior to entry, was a performance deficiency that was within Susquehanna’s ability to foresee and 
correct and should have been prevented. The inspectors determined that the finding was more than minor because it 
adversely affected the human performance attribute of the Occupational Radiation Safety cornerstone objective. 
Specifically, the individual violated the RWP and briefing requirements designed to protect the worker from 
unnecessary radiation exposure. The issue was also similar to example 6.h in IMC 0612, Appendix E. Using IMC 
0609, Appendix C, “Occupational Radiation Safety SDP,” dated August 19, 2008, the finding was determined to be of 
very low safety significance (Green) because it did not involve: (1) as low as is reasonably achievable (ALARA) 
occupational collective exposure planning and controls, (2) an overexposure, (3) a substantial potential for 
overexposure, or (4) an impaired ability to assess dose. This finding has a cross-cutting aspect of Human Performance, 
Challenge the Unknown, because the workers did not stop when faced with uncertain conditions. Specifically, the 
workers did not use a questioning attitude during the pre-job brief or when they encountered the HRA posting on the 
access to the turbine building roof. [H.11] (Section 2RS1) 

Inspection Report# : 2015002 (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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Susquehanna 1
4Q/2015 Plant Inspection Findings

Initiating Events

Significance:  Dec 31, 2015
Identified By: Self-Revealing
Item Type: FIN Finding
Inadvertent Closure of the ‘B’ Inboard MSIV
Green. A self-revealing finding of very low safety significance (Green) was identified when Susquehanna did not 
correctly validate a deficient condition associated with the Unit 1 ‘B’ inboard main steam isolation valve (MSIV) 
direct current (DC) solenoid valve as an actual valve issue, vice indication-only, through the use of specific 
acceptance criteria as required by MT-AD-509, “Control of Minor Maintenance Activities.” By incorrectly 
concluding the issue was indication only, testing was allowed to be performed which inserted a half-isolation by de-
energizing the alternating current (AC) solenoid valve on the ‘B’ inboard MSIV. When this maintenance was 
performed, the ‘B’ inboard MSIV closed unexpectedly, resulting in a reactor scram. The cause of the closure was the 
failure of the DC solenoid valve on the ‘B’ inboard MSIV. Susquehanna entered the issue into the CAP as CR-2015-
30721 and replaced the DC solenoid for the ‘B’ MSIV. 

The finding is more than minor because it is associated with the equipment performance attribute of the Initiating 
Events cornerstone objective to limit the likelihood of events that upset plant stability and challenge critical safety 
functions during power operations. Specifically, the maintenance activity performed to validate the DC solenoid valve 
continuity was inadequate and as a result the testing was allowed to be performed which relied on DC solenoid valve 
continuity to prevent an MSIV closure. The inadvertent closure of the ‘B’ inboard MSIV resulted in a high pressure 
scram. The inspectors evaluated the finding in accordance with IMC 0609, Appendix A, “The Significance 
Determination Process (SDP) for Findings At-Power,” Exhibit 1, for the Initiating Events cornerstone. The inspectors 
determined the finding was of very low safety significance (Green) because it did not cause the loss of mitigation 
equipment relied upon to transition the plant from the onset of the trip to a stable shutdown condition. Specifically, the 
condenser was maintained for decay heat removal via the bypass valves through the other three main steam lines 
following the trip. This finding had a cross-cutting aspect in the area of Human Performance, Challenge the Unknown, 
because Susquehanna did not stop when faced uncertain conditions and instead rationalized unanticipated test results. 
Specifically, the investigation of the extinguished continuity monitor focused on the possibility that it was an 
indication-only issue and failed to question the acceptability of the current values obtained during troubleshooting. 

Inspection Report# : 2015004 (pdf)

Significance:  Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Multiple Violations of Work Hour Limitations by Licensed Operators
The inspectors identified a finding of very low safety significance (Green) and associated NCV of 10 CFR 26.205, 
“Work Hours,” because Susquehanna did not ensure that the working hours of licensed operators were maintained 
within regulatory limits. Specifically, numerous instances of violations were identified in the operations department in 
which individuals exceeded the required work hour limits while performing duties subject to work hour controls. In 
review of the issue, the inspectors identified that Susquehanna inappropriately excluded some works hours performing 
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non-covered work from the total accumulated work hours, which allowed individuals to perform covered work while 
in excess of the work hour limits without meeting the requirements for applying a waiver. Susquehanna entered the 
issue into the CAP as CR-2015-15708 and initiated action to evaluate the extent of the matter and communicate the 
issue with the operations department, reinforce the standards for work hour tracking with station personnel, and ensure 
work hours are appropriately tracked. The inspectors determined that the finding was more than minor because 
Susquehanna inadequately implemented the requirements of 10 CFR 26.205 and NDAP-QA-0025 routinely. 
Therefore, if the performance deficiency were left uncorrected, the continued process of not including all hours 
accumulated toward work hour limits and allowing workers to exceed work hour limits, had the potential to lead to a 
more significant safety concern. The finding was also similar to IMC 0612, Appendix E, "Examples of Minor Issues," 
Example 9.a. In accordance with IMC 0609.04, “Initial Characterization of Findings,” dated June 19, 2012, and 
Exhibits 1 and 2 of IMC 0609, Appendix A, “The SDP for Findings At-Power,” dated June 19, 2012, the inspectors 
determined that this finding is of very low safety significance (Green) because no transients, loss of function of a 
mitigating system, or mismanagement of reactivity occurred as a result of licensed operators performing covered work 
while not in compliance with the work hour limits specified in 10 CFR 26.205. This finding has a cross-cutting aspect 
in the area of Problem Identification and Resolution, Identification, because Susquehanna did not identify the issues 
completely, accurately, and in a timely manner. Specifically, Susquehanna identified violations of work hour limits on 
multiple occasions but the CRs were not in sufficient detail to ensure they were appropriately prioritized and assigned 
for resolution. Individuals did not recognize that work performed doing non-covered work was to be counted as hours 
accumulated towards the work hour limitations and thus discounted the violations as erroneous. [P.1] (Section 4OA2) 

Inspection Report# : 2015002 (pdf)

Significance:  Mar 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Control of Transient Combustible Materials
The inspectors identified a Green NCV of the PPL Unit 1 and Unit 2 Facility Operating License Condition 2.C.(6), 
“Fire Protection Program” (FPP), for PPL not adequately controlling the storage of transient combustibles in 
accordance with their fire protection program requirements. Specifically, combustible materials in excess of the 
maximum allowable transient combustible loading were stored without being evaluated by the site fire protection 
engineer (SFPE) or having compensatory actions identified. PPL immediately instituted a fire watch for the area. The 
SFPE subsequently evaluated the area and determined that the transient combustibles exceeded the maximum 
allowable transient combustible loading as determined by the fire protection plan. 

Inspectors determined the performance deficiency was more than minor based on affecting the protection against 
external factors attribute of the initiating events cornerstone and its objective to limit the likelihood of events that 
upset plant stability and challenge critical safety functions during shutdown as well as at power operations. 
Additionally, it was similar to example 4.k in IMC 0612 Appendix E, “Examples of Minor Issues,” in that transient 
combustibles were not within the fire hazard analysis limits and there was a credible fire scenario that existed 
involving the transient combustibles that would impact equipment important to safety, specifically both trains of the 
control structure heating, ventilation and air conditioning (HVAC), control structure chillers and standby gas 
treatment. 

In accordance with IMC 0609.04, “Initial Characterization of Findings,” and Attachment 1 of IMC 0609, Appendix F, 
“Fire Protection SDP Phase 1 Worksheet,” the inspectors determined that this finding is of very low safety 
significance (Green) because the performance deficiency did not impact the ability to reach and maintain safe 
shutdown conditions. Specifically, a postulated fire in the fire zone did not present the possibility of impacting more 
than one train of safe shutdown equipment. This finding had a cross cutting aspect of Work Management in the 
Human Performance area because multiple groups were responsible for bringing the transient combustibles into the 
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area and the individuals failed to effectively communicate and coordinate their activities to ensure that transient 
combustible control processes were appropriately implemented [H.5]. 

Inspection Report# : 2015001 (pdf)

Mitigating Systems

Significance:  Sep 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
RHR Shutdown Cooling Procedure Not Mainted Consistent with Technical Specification Requirements
Inspectors identified a finding of very low safety significance (Green) and associated NCV of SSES Unit 1 and 2 TS 
5.4.1, “Procedures,” because Susquehanna did not maintain the procedure for operation of the residual heat removal 
(RHR) shutdown cooling (SDC) system consistent with the requirements in TS 3.4.8, “RHR Shutdown Cooling- Hot 
Shutdown.” As TS 3.4.8 requires two RHR SDC loops to be operable and, if no reactor recirculation pumps (RRPs) 
are running, one of the loops to be in-service in Mode 3 below the RHR cut in permissive pressure (98 psig), 
inspectors determined that OP-1(2)49-002, “RHR Shutdown Cooling,” was not maintained appropriately because a 
change to the procedure precluded operation of the system between 40 psig and the RHR cut in permissive pressure 
(98 psig). Susquehanna entered the issue into the corrective action program (CAP) as CR-2015-22882 and CR-2015-
24137 and revised the procedure to remove the requirement that precluded operation of the SDC system between 40 
psig and the RHR cut in permissive pressure. 

This finding is more than minor because it is associated with the procedure quality attribute of the Mitigating Systems 
cornerstone and adversely affected its objective to ensure the availability and capability of systems that respond to 
initiating events to prevent undesirable consequences. Specifically, the 40 psig procedural limit impacted the 
availability and capability of RHR to be placed in SDC between 98 psi, the cut-in permissive for the system, and 40 
psig. In accordance with Exhibit 2 of IMC 0609, Appendix A, “The SDP for Findings At-Power,” the inspectors 
determined that this finding is of very low safety significance (Green) because the performance deficiency was not a 
design or qualification deficiency, did not involve an actual loss of safety function, did not represent actual loss of a 
safety function of a single train for greater than its TS allowed outage time, and did not screen as potentially risk-
significant due to a seismic, flooding, or severe weather initiating event. This finding had a cross-cutting aspect in the 
area of Human Performance, Change Management because Susquehanna did not use a systematic process for 
evaluating and implementing change so that nuclear safety remains the overriding priority (H.3). Specifically, 
implementation of Susquehanna’s procedure change process did not ensure that the RHR SDC procedure was 
maintained consistent with the requirements of plant TSs. 

Inspection Report# : 2015003 (pdf)

Significance:  Sep 30, 2015
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
'C' EDG Rendered Inoperable by Switch Manipulation during Training Simulation
A self-revealing finding of very low safety significance (Green) and associated NCV of 10 CFR 50 Appendix B, 
Criterion V, “Instructions, Procedures and Drawings,” was identified when Susquehanna inadvertently operated the 
‘C’ emergency diesel generator (EDG) mode switch during the performance of a job performance measure (JPM). 
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Specifically, the student performing the JPM operated plant equipment that was contrary to the quality assurance 
program requirement to only simulate equipment operation. Susquehanna entered the issue into the CAP as CR-2015-
19578, the ‘C’ EDG mode switch was restored to the ‘Remote’ position, and the operating crew performed a walk-
down of the ‘C’ EDG to confirm proper standby alignment, restoring operability of the EDG. 

Inspectors determined that the finding was more than minor because it was associated with the Human Performance 
attribute of the Mitigating Systems cornerstone and adversely affected the cornerstone objective of ensuring the 
reliability of systems that respond to initiating events to prevent undesirable consequences. Specifically, improper 
manipulation of the ‘C’ EDG mode switch while simulating a task resulted in an inoperable condition since the EDG 
would not have auto started, if required. In accordance with Exhibit 2 of IMC 0609, Appendix A, “The SDP for 
Findings At-Power,” dated June 19, 2012, the inspectors determined that this finding is of very low safety significance 
(Green) because the performance deficiency was not a design or qualification deficiency, did not involve an actual 
loss of safety function, did not represent actual loss of a safety function of a single train for greater than its TS allowed 
outage time, and did not screen as potentially risk-significant due to a seismic, flooding, or severe weather initiating 
event. This finding had a cross-cutting aspect in the area of Human Performance, Avoid Complacency because 
Susquehanna did not implement appropriate error reduction tools (H.12). Specifically, personnel did not implement 
appropriate human error prevention tools 
(e.g. self-check, stop-think-act-review) in accordance with station processes. 

Inspection Report# : 2015003 (pdf)

Significance:  Mar 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Promptly Correct a Condition Adverse to Quality on the ‘B’ EDG
The inspectors identified a finding of very low safety significance (Green) and associated NCV of 10 CFR 50, 
Appendix B, Criterion XVI, “Corrective Action,” for failure to correct a condition adverse to quality. Specifically, 
despite identifying a condition adverse to quality on January 31, 2015 associated with vibration induced fretting of the 
‘B’ emergency diesel generator (EDG) fuel oil flowing vent line, implementation of the corrective action program 
(CAP) did not assure that the condition adverse to quality was promptly corrected, and subsequently during the next 
monthly surveillance run the EDG was declared inoperable when the through wall leak worsened. To maintain 
operability of the other EDGs, which exhibited the same vibration induced fretting that rendered the ‘B’ EDG 
inoperable, PPL instituted a compensatory action to initiate a fire watch if any of the EDGs were started to ensure that 
leakage could be promptly identified and mitigated without causing a fire. Additionally, PPL replaced the piping that 
exhibited signs of fretting. 

Inspectors determined that the finding was more than minor because it was associated with the Equipment 
Performance attribute of the Mitigating Systems cornerstone and adversely affected the cornerstone objective of 
ensuring the reliability of systems that respond to initiating events to prevent undesirable consequences. Specifically, 
the failure to correct the fuel oil tube leak on the ‘B’ EDG resulted in an unplanned shutdown of the diesel and 
declaration of inoperability when the leak worsened during subsequent surveillance testing. In accordance with IMC 
0609.04, “Initial Characterization of Findings,” and Exhibit 2 of IMC 0609, Appendix A, “The SDP for Findings At-
Power,” the inspectors determined that this finding is of very low safety significance (Green) because the performance 
deficiency was not a design or qualification deficiency, did not involve an actual loss of safety function, did not 
represent the actual loss of a safety function of a single train for greater than its TS allowed outage time, and did not 
screen as potentially risk-significant due to a seismic, flooding, or severe weather initiating event. 

This finding had a cross-cutting aspect in the area of Problem Identification and Resolution, Evaluation, because PPL 
did not thoroughly evaluate the issue of vibration induced fretting of the ‘B’ EDG fuel oil flowing vent line to ensure 
that resolutions address causes and extent of conditions commensurate with their safety significance. Specifically, 
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PPL’s assessment of the condition with regard to operability and the potential impact on the other EDGs was 
inadequate, which prevented PPL from taking adequate corrective actions to maintain operability [P.2].
Inspection Report# : 2015001 (pdf)

Significance:  Mar 31, 2015
Identified By: NRC
Item Type: FIN Finding
SBO Diesel Fuel Oil Cloud Point
The inspectors identified a finding of very low safety significance (Green) for not establishing diesel fuel oil 
specifications to ensure diesel-driven equipment important to safety will function during expected low ambient 
temperatures. Specifically, PPL did not establish appropriate measures for diesel fuel oil cloud point and the station 
blackout diesel generator (Blue Max) was potentially rendered non-functional when ambient air temperatures fell 
below the cloud point temperature of the diesel fuel oil. PPL implemented compensatory actions to monitor diesel fuel 
oil temperatures in the Blue Max every shift and erected a temporary heated structure to restore and maintain 
functionality. 

Inspectors determined the performance deficiency was more than minor because it adversely affected the equipment 
performance attribute of the mitigating systems cornerstone to ensure the availability of systems that respond to 
initiating events to prevent undesirable consequences (i.e., core damage). Specifically, by not ensuring the cloud point 
of the diesel fuel oil was below the temperature of the surrounding ambient environment, the Blue Max was 
potentially non-functional during expected low temperature conditions. In accordance with NRC IMC 0609, 
Attachment 4, "Initial Characterization of Findings," Table 2, “Cornerstones Affected by Degraded Condition or 
Programmatic Weakness,” the issue was determined to affect the Mitigating Systems Cornerstone. Per IMC 0609, 
Appendix A, “The Significance Determination Process (SDP) for Findings at Power,” Exhibit 2, “Mitigating Systems 
Screening Questions,” the inspectors conservatively answered YES to question A.4, “Does the finding represent an 
actual loss of function of one or more non-Tech Spec Trains of equipment designated as high safety-significant in 
accordance with the licensee’s maintenance rule program for > 24 hours?” and determined that a detailed risk 
evaluation was needed to assess the safety significance of this finding. The inspectors used Systems Analysis 
Programs for Hands-On Evaluation (SAPHIRE) Revision 8.1.2, and the Standardized Plant Analysis Risk (SPAR) 
Model for Susquehanna Unit 1 and 2, Versions 8.23 and 8.21, respectively, to conduct an evaluation of the safety 
significance of this finding. In consultation with a regional Senior Reactor Analyst (SRA), a bounding analysis was 
conducted using conservative assumptions to approximate the worst case increased risk associated with the degraded 
condition of the Emergency Power Supply (EPS) Blue Max Diesel Generator. The calculated delta core damage 
frequency (CDF) for this condition was low E-8, or very low safety significance (Green). Inspectors noted that the 
most dominant core damage sequence was a loss of offsite power with coincident failure of all installed EDGs. In 
accordance with IMC 0609 Appendix A, since the change in core damage frequency was less than 1E-7, no further 
evaluation of external events or LERF was required. This finding was determined to be Green. 

The finding was determined to have a cross-cutting aspect in the area of Problem Identification and Resolution, 
Evaluation, in that, PPL did not thoroughly evaluate the effects of cold weather on the diesel fuel oil systems for 
diesel driven equipment to ensure that resolutions address the extent of conditions commensurate with their safety 
significance. Specifically, PPL did not thoroughly evaluate the effects of cold temperatures on the diesel fuel oil 
system when performing the functionality assessment for the Blue Max to ensure it maintained availability [P.2].
Inspection Report# : 2015001 (pdf)

Barrier Integrity
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Significance:  Dec 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Loss of Safety Function of SBGT and CREOASS due to Concurrently Performing Maintenance on Redundant 
Trains
Green. An NRC-identified finding of very low safety significance (Green) and associated violations of TS 5.4.1, 
“Procedures,” TS 5.5.11, “Safety Function Determination,” and TS 3.7.3, “Control Room Emergency Outside Air 
Supply System” was identified when Susquehanna performed maintenance on redundant trains of the standby gas 
treatment (SBGT) system and control room emergency outside air supply system (CREOASS) concurrently. When 
performing these actions, operators did not apply NDAP-QA-0312, “Control of LCOs, technical requirement for 
operations (TROs) and Safety Function Determination Program,” correctly which resulted in the unrecognized loss of 
safety function of SBGT and CREOASS. Susquehanna entered the issue into the CAP as CR-2015-26475 and restored 
one of the subsystems to service, restoring the safety function. 

This finding is more than minor because it is associated with the Human Performance (Routine OPS/Maintenance 
Performance) attribute of the Barrier Integrity cornerstone and affected the cornerstone objective of providing 
reasonable assurance that physical design barriers (Secondary Containment and Control Room Ventilation) protect the 
public from radionuclide releases caused by accidents or events. Specifically, allowing work to be performed on 
redundant trains of SBGT and CREOASS concurrently, while not applying plant TSs correctly, resulted in a loss of 
safety function of both systems. In accordance with IMC 0609.04, “Initial Characterization of Findings,” and Exhibit 
3 of IMC 0609, Appendix A, “The SDP for Findings At-Power,” both dated June 19, 2012, the inspectors determined 
that this finding is of very low safety significance (Green) because the performance deficiency was only associated 
with the radiological barrier function of the Control Room and Secondary Containment. This finding had a cross-
cutting aspect in the area of Human Performance, Avoid Complacency because Susquehanna did not recognize and 
plan for the possibility of mistakes, latent problems, or inherent risk, even while expecting successful outcomes. 
Specifically, Susquehanna did not perform a thorough review of the planned activities every time work was performed 
to ensure compliance with plant TSs, rather than relying on past successes and assumed conditions.
Inspection Report# : 2015004 (pdf)

Significance:  Sep 30, 2015
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Secondary Containment Inoperability due to Improperly Controlled Access to the Reactor Building Roof
A self-revealing finding of very low safety significance (Green) and associated NCV of SSES Unit 1 and 2 TS 5.4.1, 
“Procedures,” was identified because Susquehanna incorrectly implemented procedures for maintaining secondary 
containment integrity. Specifically, on 
July 27, 2015, maintenance technicians rendered secondary containment for both units inoperable for approximately 
44 minutes when a secondary containment boundary door was opened to access the reactor building roof. 
Susquehanna entered the issue into the CAP as CR-2015-20857 and CR-2015-24442, restored the boundary, and 
verified the integrity of secondary containment. 

The finding was more than minor because it was associated with the Human Performance (Routine OPS/Maintenance 
Performance) attribute of the Barrier Integrity cornerstone, and affected the cornerstone objective of providing 
reasonable assurance that physical design barriers (Secondary Containment) protect the public from radionuclide 
releases caused by accidents or events. Specifically, opening the secondary containment barrier did not maintain 
reasonable assurance that the secondary containment would be capable of performing its safety function in the event 
of a reactor accident. The inspectors evaluated the finding in accordance with IMC 0609, Appendix A, "The SDP for 
Findings At-Power," Exhibit 3, for the Barrier Integrity cornerstone, dated June 19, 2012. The inspectors determined 
the finding was of very low safety significance (Green) because only represented a degradation of the radiological 
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barrier function of secondary containment provided by the standby gas treatment (SBGT) system. This finding had a 
cross-cutting aspect in the area of Human Performance, Teamwork because Susquehanna did not effectively 
communicate and coordinate their activities within and across organizational boundaries to ensure nuclear safety was 
maintained (H.4). Specifically, when 

the work plan was changed to accessing the reactor building roof through secondary containment, the change was not 
effectively communicated to operations department personnel to ensure the secondary containment impairment was 
appropriately controlled. 

Inspection Report# : 2015003 (pdf)

Significance:  Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Assess a Non-Conforming Condition for its Impact on Component Operability
The inspectors identified a finding of very low safety significance (Green) and associated NCV of 10 CFR 50, 
Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” when Susquehanna staff did not assess 
component operability following identification of a potentially non-conforming condition. Specifically, Susquehanna 
did not assess for operability a potential non-conforming condition associated with inadequate testing of the primary 
containment airlock inboard equalizing valve which was identified during the review of industry operating experience. 
Susquehanna’s corrective actions to restore compliance included entering this issue in their CAP as CR-2015-15187, 
performing a prompt operability determination of the Unit 1 primary containment airlock inboard equalizing valve, 
including completion of the requirements in SR 3.0.3 for a missed surveillance, and performing testing on the Unit 2 
valve which adequately demonstrated that the PCIV was operable prior to entering into a mode of TS applicability. 
The inspectors determined that the finding was more than minor because it was associated with the SSC and Barrier 
performance attribute of the Barrier Integrity cornerstone and adversely affected the cornerstone objective of 
providing reasonable assurance that the physical design barriers (containment) protect the public from radionuclide 
releases caused by accidents or events. Specifically, inadequate actions to evaluate the impact of the condition adverse 
to quality on the operability of the Unit 1 PCIV resulted in a reasonable doubt of operability of the barrier. In 
accordance with IMC 0609.04, “Initial Characterization of Findings,” dated June 19, 2012, and Exhibit 2 of IMC 
0609, Appendix A, “The SDP for Findings At-Power,” dated June 19, 2012, the inspectors determined that this 
finding is of very low safety significance (Green) because the performance deficiency did not represent an actual open 
pathway in the physical integrity of reactor containment and heat removal components or involve the actual reduction 
in function of hydrogen igniters in containment. This finding has a cross-cutting aspect in the area of Human 
Performance, Avoid Complacency, because Susquehanna did not perform a thorough review of the work and planned 
activity but rather relied on past successes and assumed conditions. Specifically, the control room staff did not assess 
the condition for operability believing that it was similar to previous CRs documenting a review of operating 
experience. [H.12] (Section 1R15) 

Inspection Report# : 2015002 (pdf)

Significance:  Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Incorrect Implementation of the Ventilation Filter Testing Program
The inspectors identified a finding of very low safety significance (Green) and associated NCV of 10 CFR 50, 
Appendix B, Criterion XI, “Test Control,” because Susquehanna did not ensure representative samples were obtained 
from Engineered Safety Feature (ESF) filter ventilation systems and did not establish written test procedures. 
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Specifically, subsequent to refilling charcoal test canisters for the activated charcoal absorber of both trains of the 
SBGT System, new charcoal was added to the activated charcoal absorber which was not exposed to the same service 
conditions as the bulk of the absorber section as required by TS 5.5.7, “Ventilation Filter Testing Program,” and 
written test procedures were not established for this activity. As corrective action for the identified issue, Susquehanna 
replaced the charcoal in the ‘A’ and ‘B’ trains of SBGT and the ‘A’ and ‘B’ trains of CREOASS activated charcoal 
absorber beds and test canisters between January and February 2015 and initiated condition reports CR-2014-39116 
and CR-2015-01443. The inspectors determined that the finding was more than minor because it was associated with 
the Procedure Quality Attribute of the Barrier Integrity Cornerstone and it adversely affected the cornerstone objective 
to provide reasonable assurance that physical barriers protect the public from radionuclide releases caused by 
accidents or events. Specifically, since 2001, work instructions did not prevent the contamination of test canisters with 
charcoal that was not representative of the in-service conditions of the adsorber bed and the introduction of new 
charcoal into the test canisters likely provided better results during periodic surveillance testing which were not 
representative of actual conditions. In accordance with IMC 0609.04, “Initial Characterization of Findings,” dated 
June 19, 2012, and Exhibit 3 of IMC 0609, Appendix A, “The SDP for Findings At-Power,” dated June 19, 2012, the 
inspectors determined that the finding was of very low safety significance (Green) because it only represented a 
degradation of the radiological barrier function provided for the control room and SBGT system. This finding has a 
cross-cutting aspect in the area of Human Performance, Documentation, because the activities for sampling the 
activated charcoal beds were not governed by comprehensive, high-quality programs, processes, and procedures nor 
were the design documentation, procedures, and work packages complete, thorough and accurate. [H.7] (Section 
2RS6) 

Inspection Report# : 2015002 (pdf)

Significance:  Mar 31, 2015
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Human Performance Errors Result in Losses of Safety Function
A self-revealing finding of very low safety significant (Green) and associated NCV of TS 5.4.1, “Procedures,” was 
identified for three separate examples of failing to implement work instructions or procedures that resulted in 
equipment inoperability and associated losses of safety function. Specifically, on June 12, 2014, operators placed the 
control switch for the ‘A’ chilled water pump in the stop position contrary to step 5.1.43 of SO-030-B03, an action 
which rendered both control structure ventilation subsystems inoperable. Additionally, contrary to NDAP-QA-0502 
personnel did not ensure the impacts and effects of work were understood when applying a clearance order on June 
13, 2014, which rendered both control structure ventilation subsystems inoperable when the clearance was applied. 
Finally, On November 5, 2014, an operator accessed an airlock without obeying the posted requirement to not access 
the airlock with the red light was lit contrary to Step 4.3.1 of NDAP-QA-0321 which rendered secondary containment 
inoperable when both airlock doors were opened simultaneously. PPL entered each of the issues into the CAP as CR-
2014-19672, CR-2014-19699 and CR-2014-34399, respectively, and took action to restore the associated systems to 
an operable configuration. 

Inspectors determined that the finding was more than minor because it was associated with the Human Performance 
attribute (Routine OPS/Maintenance Performance) of the Barrier Integrity cornerstone and affected the cornerstone 
objective of providing reasonable assurance that physical design barriers (Control Room Environment and Secondary 
Containment) protect the public from radionuclide releases caused by accidents or events. For the first two examples, 
the failure to adequately implement procedures for operation and maintenance of the control structure chillers resulted 
in the simultaneous inoperability of both chillers and associated loss of safety function of control room emergency 
outside air supply system (CREOASS) and control room floor cooling. For the third example, opening two reactor 
building airlock doors simultaneously did not maintain reasonable assurance that the secondary containment would be 
capable of performing its safety function in the event of a reactor accident. In accordance with IMC 0609.04, “Initial 
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Characterization of Findings,” and Exhibit 2 of IMC 0609, Appendix A, “The SDP for Findings At-Power,” the 
inspectors determined that this finding is of very low safety significance (Green) because the performance deficiency 
only impacted the radiological barrier function of the control room and secondary containment. 

This finding had a cross-cutting aspect in the area of Human Performance, Avoid Complacency because PPL did not 
implement appropriate error reduction tools. Specifically, on three separate occasions, personnel did not implement 
appropriate human error prevention tools (e.g. self-check, peer-check) in accordance with station processes [H.12]. 

Inspection Report# : 2015001 (pdf)

Emergency Preparedness

Significance:  Dec 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Dose Assessment Capabilities in the Technical Support Center
Green. The inspectors identified a finding of very low safety significance (Green) and a NCV of 10 CFR 50, 
Appendix E, Section IV.B.1. Specifically, Susquehanna emergency plan implementing procedures did not provide the 
guidance for the dose assessment staff in the Technical Support Center (TSC) to determine the magnitude of, and 
continually assess the impact of, the release of radioactive materials. The TSC staff was procedurally limited to 
performing forward and back dose calculations, but not blowout panel calculations. Blowout panel release 
calculations were only to be performed by the Emergency Operations Facility (EOF) staff. Susquehanna entered this 
issue into their corrective action program as CR-2015-04701, which led to the revision of the applicable procedures to 
allow the TSC dose assessment staff to perform the full scope of dose calculations available to the EOF staff. 

The inspectors determined that the failure to have the same scope of dose assessment capabilities available to the full 
emergency response organization (ERO) was a performance deficiency that was within Susquehanna’s ability to 
foresee and correct. The performance deficiency is more than minor because it is associated with the ERO Readiness 
and ERO Performance attributes of the emergency preparedness cornerstone, and adversely affected 
the cornerstone objective of ensuring that a licensee is capable of implementing adequate measures to protect the 
health and safety of the public in the event of a radiological emergency. Using IMC 0609, Appendix B, Section 5.9, 
the finding is of very low safety significance (Green) because the finding was determined to not be an example of the 
overall dose projection process being incapable of providing technically adequate estimates of radioactive material 
releases; the deficiency was limited to the TSC staff which in fact had the capability of performing dose projections 
and was only limited by the lack of procedural guidance. The cause of this finding has a cross-cutting aspect in the 
area of Documentation, because Susquehanna did not ensure that their organization creates and maintains complete, 
accurate and up-to-date documentation. Specifically, Susquehanna did not provide emergency plan implementing 
procedures to enable the TSC dose assessment staff to perform dose projections for all required radioactive material 
releases.
Inspection Report# : 2015004 (pdf)

Significance:  Mar 18, 2015
Identified By: NRC
Item Type: VIO Violation
Failure to Maintain a Standard EAL Scheme
White: The inspectors identified an apparent violation of Title 10 of the Code of Federal Regulations (10 CFR) 50.54
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(q)(2), which has been determined to be of low to moderate safety significance (White). Specifically, 10 CFR 50.54(q)
(2) requires a licensee to follow and maintain an emergency plan which meets the requirements of 10 CFR 50.47(b), 
and 10 CFR Part 50, Appendix E. Contrary to this requirement, as of June 20, 2012, PPL Susquehanna (PPL) failed to 
establish an effective Susquehanna Steam Electric Station (Susquehanna) Emergency Plan to ensure that a timely 
event declaration would be made for an unisolable primary system leak outside of primary containment. Specifically, 
PPL’s interpretation of the 15-minute assessment and classification period degraded their ability to make timely Alert 
or Site Area Emergency declarations in certain cases. This potential delay in declaration of an Alert or Site Area 
Emergency could have impacted the ability of off-site response organizations to implement timely actions to protect 
the public during a radiological emergency. 

The inspectors determined the incorrect interpretation of the 15-minute assessment and declaration period was a 
performance deficiency that was within PPL’s ability to foresee and correct and should have been prevented. Using 
IMC 0612, Appendix B, “Issue Screening,” the performance deficiency was determined to be more than minor 
because it was associated with the ERO performance attribute of the emergency preparedness (EP) Cornerstone and 
affected the cornerstone objective to ensure that the licensee was capable of implementing adequate 
measures to protect the health and safety of the public in the event of a radiological emergency. Specifically, the 
finding could impact the declaration timeliness of an emergency associated with a degraded fission product barrier. 
The inspectors utilized IMC 0609, Appendix B, “Emergency Preparedness Significance Determination Process,” to 
determine the significance of the finding. The finding is associated with the emergency classification planning 
standard and is considered a risk significant planning standard (RSPS) function. This finding impacts the following 
required RSPS function: 10 CFR 50.47(b)(4), “Emergency Classification System.” The inspectors 
utilized the SDP to compare the finding with the examples in Section 5.4, “10 CFR 50.47(b)(4), Emergency 
Classification System,” to evaluate the significance of this finding. Using Table 5.4-1, “Significance Examples §50.47
(b)(4)," the inspectors determined that the finding matched an example of a degraded RSPS function, which would be 
assessed as White. Specifically, the example states that the finding would be assessed as White if the emergency 
action level (EAL) classification process is not capable of classifying a general emergency or a 
Site Area Emergency within 15-minutes or declaring the emergency promptly once the appropriate classification level 
is determined. The inspectors determined that the cross-cutting aspect that contributed most to the root cause 
is P.5, “Operating Experience: The organization systematically and effectively collects, evaluates, and implements 
relevant internal and external operating experience in a timely manner.” Specifically, PPL did not perform a thorough 
review of operating experience during and after implementing the new EP rule to ensure all Susquehanna EAL 
thresholds were being evaluated in accordance with the NRC’s emergency declaration timeliness requirement in the 
regulation. (Section 4OA2) 

Inspection Report# : 2015503 (pdf)
Inspection Report# : 2015504 (pdf)

Significance:  Jun 21, 2014
Identified By: NRC
Item Type: VIO Violation
Failure to take Action to Restore Degraded Emergency Actio nLevel Scheme
The inspectors identified a Green cited violation of 10 CFR 50.54(q)(2) for PPL’s failure to follow and maintain an 
emergency plan that meets the requirements of the planning standards in 10 CFR 50.47(b), in that, since October 
2003, PPL did not follow and maintain a standard emergency classification and action level scheme. Specifically, PPL 
did not take timely corrective actions to provide an adequate means to measure temperature in nine out of 21 areas, 
where reactor building temperatures are considered for the fission product barrier degradation emergency action levels 
(EALs). As a result, this deficiency adversely affected PPL’s ability to classify an emergency such that a Site Area 
Emergency would be declared in a degraded manner. The violation is being cited because PPL has failed to restore 
compliance or demonstrate objective evidence of plans to restore compliance at the first opportunity in a reasonable 
period of time following discussion in a formal exit meeting on January 24, 2014 and documented in NRC Inspection 
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Report 05000387;388/2013005 on February 14, 2014. 
The finding is more than minor because it is associated with the Facilities and Equipment attribute of the emergency 
preparedness cornerstone, and adversely affected the cornerstone objective of ensuring that a licensee is capable of 
implementing adequate measures to protect the health and safety of the public in the event of a radiological 
emergency. Specifically, the continuing lack of installed temperature instrumentation or any other compensatory 
measures and the reliance on personnel dispatched to take temperature readings were insufficient to ensure a timely 
and accurate EAL classification could be made. Using IMC 0609, Appendix B, “Emergency Preparedness 
Significance Determination Process”, section 5.4, the finding is of very low safety significance (Green) because the 
finding was determined to be an example of an ineffective EAL initiating condition, such that a Site Area Emergency 
would be declared in a degraded manner. 
The inspectors determined that this finding had a problem identification and resolution cross-cutting aspect related to 
Resolution because PPL did not take corrective actions in a timely manner nor did they take appropriate interim 
corrective actions to mitigate the issues while more fundamental causes are being assessed. Specifically, PPL had no 
corrective actions planned or taken to address the degraded EALs until NRC approval of their new EAL scheme, 
currently scheduled to be implemented no earlier than December 2015. 

Inspection Report# : 2014009 (pdf)

Occupational Radiation Safety

Significance:  Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Entry into a High Radiation Area without Radiological Briefing
A self-revealing finding of very low safety significance (Green) and associated NCV of SSES Unit 2 TS 5.7.1 was 
identified because Susquehanna did not comply with a radiological posting barrier and other protective measures for 
HRA entry. Specifically, on October 10, 2014, two workers entered the turbine building roof, a posted HRA, but the 
workers were not on the proper RWP and were not briefed on the radiological conditions prior to entry. Upon 
receiving a dose rate alarm, the workers exited the HRA and reported the issue to radiation protection personnel. 
Susquehanna entered the issue into the CAP as condition report CR-2014-31911. The inspectors determined that 
Susquehanna’s inadequate adherence to a high radiation area (HRA) posting, which requires a HRA RWP and a 
radiological briefing prior to entry, was a performance deficiency that was within Susquehanna’s ability to foresee and 
correct and should have been prevented. The inspectors determined that the finding was more than minor because it 
adversely affected the human performance attribute of the Occupational Radiation Safety cornerstone objective. 
Specifically, the individual violated the RWP and briefing requirements designed to protect the worker from 
unnecessary radiation exposure. The issue was also similar to example 6.h in IMC 0612, Appendix E. Using IMC 
0609, Appendix C, “Occupational Radiation Safety SDP,” dated August 19, 2008, the finding was determined to be of 
very low safety significance (Green) because it did not involve: (1) as low as is reasonably achievable (ALARA) 
occupational collective exposure planning and controls, (2) an overexposure, (3) a substantial potential for 
overexposure, or (4) an impaired ability to assess dose. This finding has a cross-cutting aspect of Human Performance, 
Challenge the Unknown, because the workers did not stop when faced with uncertain conditions. Specifically, the 
workers did not use a questioning attitude during the pre-job brief or when they encountered the HRA posting on the 
access to the turbine building roof. [H.11] (Section 2RS1) 

Inspection Report# : 2015002 (pdf)

4Q/2015 Inspection Findings - Susquehanna 1

Page 11 of 12



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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Susquehanna 1
1Q/2016 Plant Inspection Findings

Initiating Events

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Correct Fatigue Related Cracking of the ‘B’ RRP Lower Seal Cavity Vent Line
A self-revealing finding of very low safety significance (Green) and associated NCV of 10 CFR Part 50, Appendix B, 
Criterion XVI, “Corrective Action,” was identified for Susquehanna’s failure to establish measures to assure a 
condition adverse to quality was corrected. Specifically, vibration induced fatigue cracking on the Unit 1 ‘B’ reactor 
recirculation pump (RRP) lower seal cavity vent piping was not corrected in December 2014 after a reactor coolant 
pressure boundary leak had occurred. This resulted in another reactor coolant pressure boundary leakage at the same 
location with Unit 1 operating in Mode 1, a condition prohibited by technical specifications (TS) LCO 3.4.4. 
Susquehanna’s entered the issue into the corrective action program (CAP) as CR-2015-30901 and replaced and 
modified the union that included the weld. The finding was more than minor because it was associated with the 
Equipment Performance attribute of the Initiating Events cornerstone and affected the cornerstone objective to limit 
the likelihood of events that upset plant stability and challenge critical safety functions during shutdown as well as 
power operations. The inspectors evaluated the finding in accordance with Exhibit 1 of IMC 0609, Appendix A, “The 
significance determination process (SDP) for Findings At-Power,” and determined the finding was of very low safety 
significance (Green) because the leakage would not have exceeded the reactor coolant system (RCS) leak rate for a 
small loss of coolant accident (LOCA) and it did not affect other systems used to mitigate a LOCA. This finding had a 
cross-cutting aspect in the area of Human Performance, Work Management, because Susquehanna did not implement 
a process of planning, controlling, and executing work activities such that nuclear safety is the overriding priority, in 
that Susquehanna did not adequately coordinate the work activities with different groups [H.5]. Specifically, welding 
engineers were not engaged in the decision making process during the December 2014 repair and consequently the 
repair was inadequate to ensure the entire crack had been removed.
Inspection Report# : 2016001 (pdf)

Significance:  Dec 31, 2015
Identified By: Self-Revealing
Item Type: FIN Finding
Inadvertent Closure of the ‘B’ Inboard MSIV
Green. A self-revealing finding of very low safety significance (Green) was identified when Susquehanna did not 
correctly validate a deficient condition associated with the Unit 1 ‘B’ inboard main steam isolation valve (MSIV) 
direct current (DC) solenoid valve as an actual valve issue, vice indication-only, through the use of specific 
acceptance criteria as required by MT-AD-509, “Control of Minor Maintenance Activities.” By incorrectly 
concluding the issue was indication only, testing was allowed to be performed which inserted a half-isolation by de-
energizing the alternating current (AC) solenoid valve on the ‘B’ inboard MSIV. When this maintenance was 
performed, the ‘B’ inboard MSIV closed unexpectedly, resulting in a reactor scram. The cause of the closure was the 
failure of the DC solenoid valve on the ‘B’ inboard MSIV. Susquehanna entered the issue into the CAP as CR-2015-
30721 and replaced the DC solenoid for the ‘B’ MSIV. 

The finding is more than minor because it is associated with the equipment performance attribute of the Initiating 
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Events cornerstone objective to limit the likelihood of events that upset plant stability and challenge critical safety 
functions during power operations. Specifically, the maintenance activity performed to validate the DC solenoid valve 
continuity was inadequate and as a result the testing was allowed to be performed which relied on DC solenoid valve 
continuity to prevent an MSIV closure. The inadvertent closure of the ‘B’ inboard MSIV resulted in a high pressure 
scram. The inspectors evaluated the finding in accordance with IMC 0609, Appendix A, “The Significance 
Determination Process (SDP) for Findings At-Power,” Exhibit 1, for the Initiating Events cornerstone. The inspectors 
determined the finding was of very low safety significance (Green) because it did not cause the loss of mitigation 
equipment relied upon to transition the plant from the onset of the trip to a stable shutdown condition. Specifically, the 
condenser was maintained for decay heat removal via the bypass valves through the other three main steam lines 
following the trip. This finding had a cross-cutting aspect in the area of Human Performance, Challenge the Unknown, 
because Susquehanna did not stop when faced uncertain conditions and instead rationalized unanticipated test results. 
Specifically, the investigation of the extinguished continuity monitor focused on the possibility that it was an 
indication-only issue and failed to question the acceptability of the current values obtained during troubleshooting. 

Inspection Report# : 2015004 (pdf)

Significance:  Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Multiple Violations of Work Hour Limitations by Licensed Operators
The inspectors identified a finding of very low safety significance (Green) and associated NCV of 10 CFR 26.205, 
“Work Hours,” because Susquehanna did not ensure that the working hours of licensed operators were maintained 
within regulatory limits. Specifically, numerous instances of violations were identified in the operations department in 
which individuals exceeded the required work hour limits while performing duties subject to work hour controls. In 
review of the issue, the inspectors identified that Susquehanna inappropriately excluded some works hours performing 
non-covered work from the total accumulated work hours, which allowed individuals to perform covered work while 
in excess of the work hour limits without meeting the requirements for applying a waiver. Susquehanna entered the 
issue into the CAP as CR-2015-15708 and initiated action to evaluate the extent of the matter and communicate the 
issue with the operations department, reinforce the standards for work hour tracking with station personnel, and ensure 
work hours are appropriately tracked. The inspectors determined that the finding was more than minor because 
Susquehanna inadequately implemented the requirements of 10 CFR 26.205 and NDAP-QA-0025 routinely. 
Therefore, if the performance deficiency were left uncorrected, the continued process of not including all hours 
accumulated toward work hour limits and allowing workers to exceed work hour limits, had the potential to lead to a 
more significant safety concern. The finding was also similar to IMC 0612, Appendix E, "Examples of Minor Issues," 
Example 9.a. In accordance with IMC 0609.04, “Initial Characterization of Findings,” dated June 19, 2012, and 
Exhibits 1 and 2 of IMC 0609, Appendix A, “The SDP for Findings At-Power,” dated June 19, 2012, the inspectors 
determined that this finding is of very low safety significance (Green) because no transients, loss of function of a 
mitigating system, or mismanagement of reactivity occurred as a result of licensed operators performing covered work 
while not in compliance with the work hour limits specified in 10 CFR 26.205. This finding has a cross-cutting aspect 
in the area of Problem Identification and Resolution, Identification, because Susquehanna did not identify the issues 
completely, accurately, and in a timely manner. Specifically, Susquehanna identified violations of work hour limits on 
multiple occasions but the CRs were not in sufficient detail to ensure they were appropriately prioritized and assigned 
for resolution. Individuals did not recognize that work performed doing non-covered work was to be counted as hours 
accumulated towards the work hour limitations and thus discounted the violations as erroneous. [P.1] (Section 4OA2) 

Inspection Report# : 2015002 (pdf)
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Mitigating Systems

Significance:  Sep 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
RHR Shutdown Cooling Procedure Not Mainted Consistent with Technical Specification Requirements
Inspectors identified a finding of very low safety significance (Green) and associated NCV of SSES Unit 1 and 2 TS 
5.4.1, “Procedures,” because Susquehanna did not maintain the procedure for operation of the residual heat removal 
(RHR) shutdown cooling (SDC) system consistent with the requirements in TS 3.4.8, “RHR Shutdown Cooling- Hot 
Shutdown.” As TS 3.4.8 requires two RHR SDC loops to be operable and, if no reactor recirculation pumps (RRPs) 
are running, one of the loops to be in-service in Mode 3 below the RHR cut in permissive pressure (98 psig), 
inspectors determined that OP-1(2)49-002, “RHR Shutdown Cooling,” was not maintained appropriately because a 
change to the procedure precluded operation of the system between 40 psig and the RHR cut in permissive pressure 
(98 psig). Susquehanna entered the issue into the corrective action program (CAP) as CR-2015-22882 and CR-2015-
24137 and revised the procedure to remove the requirement that precluded operation of the SDC system between 40 
psig and the RHR cut in permissive pressure. 

This finding is more than minor because it is associated with the procedure quality attribute of the Mitigating Systems 
cornerstone and adversely affected its objective to ensure the availability and capability of systems that respond to 
initiating events to prevent undesirable consequences. Specifically, the 40 psig procedural limit impacted the 
availability and capability of RHR to be placed in SDC between 98 psi, the cut-in permissive for the system, and 40 
psig. In accordance with Exhibit 2 of IMC 0609, Appendix A, “The SDP for Findings At-Power,” the inspectors 
determined that this finding is of very low safety significance (Green) because the performance deficiency was not a 
design or qualification deficiency, did not involve an actual loss of safety function, did not represent actual loss of a 
safety function of a single train for greater than its TS allowed outage time, and did not screen as potentially risk-
significant due to a seismic, flooding, or severe weather initiating event. This finding had a cross-cutting aspect in the 
area of Human Performance, Change Management because Susquehanna did not use a systematic process for 
evaluating and implementing change so that nuclear safety remains the overriding priority (H.3). Specifically, 
implementation of Susquehanna’s procedure change process did not ensure that the RHR SDC procedure was 
maintained consistent with the requirements of plant TSs. 

Inspection Report# : 2015003 (pdf)

Significance:  Sep 30, 2015
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
'C' EDG Rendered Inoperable by Switch Manipulation during Training Simulation
A self-revealing finding of very low safety significance (Green) and associated NCV of 10 CFR 50 Appendix B, 
Criterion V, “Instructions, Procedures and Drawings,” was identified when Susquehanna inadvertently operated the 
‘C’ emergency diesel generator (EDG) mode switch during the performance of a job performance measure (JPM). 
Specifically, the student performing the JPM operated plant equipment that was contrary to the quality assurance 
program requirement to only simulate equipment operation. Susquehanna entered the issue into the CAP as CR-2015-
19578, the ‘C’ EDG mode switch was restored to the ‘Remote’ position, and the operating crew performed a walk-
down of the ‘C’ EDG to confirm proper standby alignment, restoring operability of the EDG. 

Inspectors determined that the finding was more than minor because it was associated with the Human Performance 
attribute of the Mitigating Systems cornerstone and adversely affected the cornerstone objective of ensuring the 
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reliability of systems that respond to initiating events to prevent undesirable consequences. Specifically, improper 
manipulation of the ‘C’ EDG mode switch while simulating a task resulted in an inoperable condition since the EDG 
would not have auto started, if required. In accordance with Exhibit 2 of IMC 0609, Appendix A, “The SDP for 
Findings At-Power,” dated June 19, 2012, the inspectors determined that this finding is of very low safety significance 
(Green) because the performance deficiency was not a design or qualification deficiency, did not involve an actual 
loss of safety function, did not represent actual loss of a safety function of a single train for greater than its TS allowed 
outage time, and did not screen as potentially risk-significant due to a seismic, flooding, or severe weather initiating 
event. This finding had a cross-cutting aspect in the area of Human Performance, Avoid Complacency because 
Susquehanna did not implement appropriate error reduction tools (H.12). Specifically, personnel did not implement 
appropriate human error prevention tools 
(e.g. self-check, stop-think-act-review) in accordance with station processes. 

Inspection Report# : 2015003 (pdf)

Barrier Integrity

Significance:  Dec 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Loss of Safety Function of SBGT and CREOASS due to Concurrently Performing Maintenance on Redundant 
Trains
Green. An NRC-identified finding of very low safety significance (Green) and associated violations of TS 5.4.1, 
“Procedures,” TS 5.5.11, “Safety Function Determination,” and TS 3.7.3, “Control Room Emergency Outside Air 
Supply System” was identified when Susquehanna performed maintenance on redundant trains of the standby gas 
treatment (SBGT) system and control room emergency outside air supply system (CREOASS) concurrently. When 
performing these actions, operators did not apply NDAP-QA-0312, “Control of LCOs, technical requirement for 
operations (TROs) and Safety Function Determination Program,” correctly which resulted in the unrecognized loss of 
safety function of SBGT and CREOASS. Susquehanna entered the issue into the CAP as CR-2015-26475 and restored 
one of the subsystems to service, restoring the safety function. 

This finding is more than minor because it is associated with the Human Performance (Routine OPS/Maintenance 
Performance) attribute of the Barrier Integrity cornerstone and affected the cornerstone objective of providing 
reasonable assurance that physical design barriers (Secondary Containment and Control Room Ventilation) protect the 
public from radionuclide releases caused by accidents or events. Specifically, allowing work to be performed on 
redundant trains of SBGT and CREOASS concurrently, while not applying plant TSs correctly, resulted in a loss of 
safety function of both systems. In accordance with IMC 0609.04, “Initial Characterization of Findings,” and Exhibit 
3 of IMC 0609, Appendix A, “The SDP for Findings At-Power,” both dated June 19, 2012, the inspectors determined 
that this finding is of very low safety significance (Green) because the performance deficiency was only associated 
with the radiological barrier function of the Control Room and Secondary Containment. This finding had a cross-
cutting aspect in the area of Human Performance, Avoid Complacency because Susquehanna did not recognize and 
plan for the possibility of mistakes, latent problems, or inherent risk, even while expecting successful outcomes. 
Specifically, Susquehanna did not perform a thorough review of the planned activities every time work was performed 
to ensure compliance with plant TSs, rather than relying on past successes and assumed conditions.
Inspection Report# : 2015004 (pdf)

Significance:  Sep 30, 2015
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Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Secondary Containment Inoperability due to Improperly Controlled Access to the Reactor Building Roof
A self-revealing finding of very low safety significance (Green) and associated NCV of SSES Unit 1 and 2 TS 5.4.1, 
“Procedures,” was identified because Susquehanna incorrectly implemented procedures for maintaining secondary 
containment integrity. Specifically, on 
July 27, 2015, maintenance technicians rendered secondary containment for both units inoperable for approximately 
44 minutes when a secondary containment boundary door was opened to access the reactor building roof. 
Susquehanna entered the issue into the CAP as CR-2015-20857 and CR-2015-24442, restored the boundary, and 
verified the integrity of secondary containment. 

The finding was more than minor because it was associated with the Human Performance (Routine OPS/Maintenance 
Performance) attribute of the Barrier Integrity cornerstone, and affected the cornerstone objective of providing 
reasonable assurance that physical design barriers (Secondary Containment) protect the public from radionuclide 
releases caused by accidents or events. Specifically, opening the secondary containment barrier did not maintain 
reasonable assurance that the secondary containment would be capable of performing its safety function in the event 
of a reactor accident. The inspectors evaluated the finding in accordance with IMC 0609, Appendix A, "The SDP for 
Findings At-Power," Exhibit 3, for the Barrier Integrity cornerstone, dated June 19, 2012. The inspectors determined 
the finding was of very low safety significance (Green) because only represented a degradation of the radiological 
barrier function of secondary containment provided by the standby gas treatment (SBGT) system. This finding had a 
cross-cutting aspect in the area of Human Performance, Teamwork because Susquehanna did not effectively 
communicate and coordinate their activities within and across organizational boundaries to ensure nuclear safety was 
maintained (H.4). Specifically, when 

the work plan was changed to accessing the reactor building roof through secondary containment, the change was not 
effectively communicated to operations department personnel to ensure the secondary containment impairment was 
appropriately controlled. 

Inspection Report# : 2015003 (pdf)

Significance:  Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Assess a Non-Conforming Condition for its Impact on Component Operability
The inspectors identified a finding of very low safety significance (Green) and associated NCV of 10 CFR 50, 
Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” when Susquehanna staff did not assess 
component operability following identification of a potentially non-conforming condition. Specifically, Susquehanna 
did not assess for operability a potential non-conforming condition associated with inadequate testing of the primary 
containment airlock inboard equalizing valve which was identified during the review of industry operating experience. 
Susquehanna’s corrective actions to restore compliance included entering this issue in their CAP as CR-2015-15187, 
performing a prompt operability determination of the Unit 1 primary containment airlock inboard equalizing valve, 
including completion of the requirements in SR 3.0.3 for a missed surveillance, and performing testing on the Unit 2 
valve which adequately demonstrated that the PCIV was operable prior to entering into a mode of TS applicability. 
The inspectors determined that the finding was more than minor because it was associated with the SSC and Barrier 
performance attribute of the Barrier Integrity cornerstone and adversely affected the cornerstone objective of 
providing reasonable assurance that the physical design barriers (containment) protect the public from radionuclide 
releases caused by accidents or events. Specifically, inadequate actions to evaluate the impact of the condition adverse 
to quality on the operability of the Unit 1 PCIV resulted in a reasonable doubt of operability of the barrier. In 
accordance with IMC 0609.04, “Initial Characterization of Findings,” dated June 19, 2012, and Exhibit 2 of IMC 
0609, Appendix A, “The SDP for Findings At-Power,” dated June 19, 2012, the inspectors determined that this 
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finding is of very low safety significance (Green) because the performance deficiency did not represent an actual open 
pathway in the physical integrity of reactor containment and heat removal components or involve the actual reduction 
in function of hydrogen igniters in containment. This finding has a cross-cutting aspect in the area of Human 
Performance, Avoid Complacency, because Susquehanna did not perform a thorough review of the work and planned 
activity but rather relied on past successes and assumed conditions. Specifically, the control room staff did not assess 
the condition for operability believing that it was similar to previous CRs documenting a review of operating 
experience. [H.12] (Section 1R15) 

Inspection Report# : 2015002 (pdf)

Significance:  Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Incorrect Implementation of the Ventilation Filter Testing Program
The inspectors identified a finding of very low safety significance (Green) and associated NCV of 10 CFR 50, 
Appendix B, Criterion XI, “Test Control,” because Susquehanna did not ensure representative samples were obtained 
from Engineered Safety Feature (ESF) filter ventilation systems and did not establish written test procedures. 
Specifically, subsequent to refilling charcoal test canisters for the activated charcoal absorber of both trains of the 
SBGT System, new charcoal was added to the activated charcoal absorber which was not exposed to the same service 
conditions as the bulk of the absorber section as required by TS 5.5.7, “Ventilation Filter Testing Program,” and 
written test procedures were not established for this activity. As corrective action for the identified issue, Susquehanna 
replaced the charcoal in the ‘A’ and ‘B’ trains of SBGT and the ‘A’ and ‘B’ trains of CREOASS activated charcoal 
absorber beds and test canisters between January and February 2015 and initiated condition reports CR-2014-39116 
and CR-2015-01443. The inspectors determined that the finding was more than minor because it was associated with 
the Procedure Quality Attribute of the Barrier Integrity Cornerstone and it adversely affected the cornerstone objective 
to provide reasonable assurance that physical barriers protect the public from radionuclide releases caused by 
accidents or events. Specifically, since 2001, work instructions did not prevent the contamination of test canisters with 
charcoal that was not representative of the in-service conditions of the adsorber bed and the introduction of new 
charcoal into the test canisters likely provided better results during periodic surveillance testing which were not 
representative of actual conditions. In accordance with IMC 0609.04, “Initial Characterization of Findings,” dated 
June 19, 2012, and Exhibit 3 of IMC 0609, Appendix A, “The SDP for Findings At-Power,” dated June 19, 2012, the 
inspectors determined that the finding was of very low safety significance (Green) because it only represented a 
degradation of the radiological barrier function provided for the control room and SBGT system. This finding has a 
cross-cutting aspect in the area of Human Performance, Documentation, because the activities for sampling the 
activated charcoal beds were not governed by comprehensive, high-quality programs, processes, and procedures nor 
were the design documentation, procedures, and work packages complete, thorough and accurate. [H.7] (Section 
2RS6) 

Inspection Report# : 2015002 (pdf)

Emergency Preparedness

Significance:  Dec 31, 2015
Identified By: NRC

1Q/2016 Inspection Findings - Susquehanna 1

Page 6 of 9



Item Type: NCV Non-Cited Violation
Dose Assessment Capabilities in the Technical Support Center
Green. The inspectors identified a finding of very low safety significance (Green) and a NCV of 10 CFR 50, 
Appendix E, Section IV.B.1. Specifically, Susquehanna emergency plan implementing procedures did not provide the 
guidance for the dose assessment staff in the Technical Support Center (TSC) to determine the magnitude of, and 
continually assess the impact of, the release of radioactive materials. The TSC staff was procedurally limited to 
performing forward and back dose calculations, but not blowout panel calculations. Blowout panel release 
calculations were only to be performed by the Emergency Operations Facility (EOF) staff. Susquehanna entered this 
issue into their corrective action program as CR-2015-04701, which led to the revision of the applicable procedures to 
allow the TSC dose assessment staff to perform the full scope of dose calculations available to the EOF staff. 

The inspectors determined that the failure to have the same scope of dose assessment capabilities available to the full 
emergency response organization (ERO) was a performance deficiency that was within Susquehanna’s ability to 
foresee and correct. The performance deficiency is more than minor because it is associated with the ERO Readiness 
and ERO Performance attributes of the emergency preparedness cornerstone, and adversely affected 
the cornerstone objective of ensuring that a licensee is capable of implementing adequate measures to protect the 
health and safety of the public in the event of a radiological emergency. Using IMC 0609, Appendix B, Section 5.9, 
the finding is of very low safety significance (Green) because the finding was determined to not be an example of the 
overall dose projection process being incapable of providing technically adequate estimates of radioactive material 
releases; the deficiency was limited to the TSC staff which in fact had the capability of performing dose projections 
and was only limited by the lack of procedural guidance. The cause of this finding has a cross-cutting aspect in the 
area of Documentation, because Susquehanna did not ensure that their organization creates and maintains complete, 
accurate and up-to-date documentation. Specifically, Susquehanna did not provide emergency plan implementing 
procedures to enable the TSC dose assessment staff to perform dose projections for all required radioactive material 
releases.
Inspection Report# : 2015004 (pdf)

Significance:  Jun 21, 2014
Identified By: NRC
Item Type: VIO Violation
Failure to take Action to Restore Degraded Emergency Actio nLevel Scheme
The inspectors identified a Green cited violation of 10 CFR 50.54(q)(2) for PPL’s failure to follow and maintain an 
emergency plan that meets the requirements of the planning standards in 10 CFR 50.47(b), in that, since October 
2003, PPL did not follow and maintain a standard emergency classification and action level scheme. Specifically, PPL 
did not take timely corrective actions to provide an adequate means to measure temperature in nine out of 21 areas, 
where reactor building temperatures are considered for the fission product barrier degradation emergency action levels 
(EALs). As a result, this deficiency adversely affected PPL’s ability to classify an emergency such that a Site Area 
Emergency would be declared in a degraded manner. The violation is being cited because PPL has failed to restore 
compliance or demonstrate objective evidence of plans to restore compliance at the first opportunity in a reasonable 
period of time following discussion in a formal exit meeting on January 24, 2014 and documented in NRC Inspection 
Report 05000387;388/2013005 on February 14, 2014. 
The finding is more than minor because it is associated with the Facilities and Equipment attribute of the emergency 
preparedness cornerstone, and adversely affected the cornerstone objective of ensuring that a licensee is capable of 
implementing adequate measures to protect the health and safety of the public in the event of a radiological 
emergency. Specifically, the continuing lack of installed temperature instrumentation or any other compensatory 
measures and the reliance on personnel dispatched to take temperature readings were insufficient to ensure a timely 
and accurate EAL classification could be made. Using IMC 0609, Appendix B, “Emergency Preparedness 
Significance Determination Process”, section 5.4, the finding is of very low safety significance (Green) because the 
finding was determined to be an example of an ineffective EAL initiating condition, such that a Site Area Emergency 
would be declared in a degraded manner. 
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The inspectors determined that this finding had a problem identification and resolution cross-cutting aspect related to 
Resolution because PPL did not take corrective actions in a timely manner nor did they take appropriate interim 
corrective actions to mitigate the issues while more fundamental causes are being assessed. Specifically, PPL had no 
corrective actions planned or taken to address the degraded EALs until NRC approval of their new EAL scheme, 
currently scheduled to be implemented no earlier than December 2015. 

Inspection Report# : 2014009 (pdf)

Occupational Radiation Safety

Significance:  Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Entry into a High Radiation Area without Radiological Briefing
A self-revealing finding of very low safety significance (Green) and associated NCV of SSES Unit 2 TS 5.7.1 was 
identified because Susquehanna did not comply with a radiological posting barrier and other protective measures for 
HRA entry. Specifically, on October 10, 2014, two workers entered the turbine building roof, a posted HRA, but the 
workers were not on the proper RWP and were not briefed on the radiological conditions prior to entry. Upon 
receiving a dose rate alarm, the workers exited the HRA and reported the issue to radiation protection personnel. 
Susquehanna entered the issue into the CAP as condition report CR-2014-31911. The inspectors determined that 
Susquehanna’s inadequate adherence to a high radiation area (HRA) posting, which requires a HRA RWP and a 
radiological briefing prior to entry, was a performance deficiency that was within Susquehanna’s ability to foresee and 
correct and should have been prevented. The inspectors determined that the finding was more than minor because it 
adversely affected the human performance attribute of the Occupational Radiation Safety cornerstone objective. 
Specifically, the individual violated the RWP and briefing requirements designed to protect the worker from 
unnecessary radiation exposure. The issue was also similar to example 6.h in IMC 0612, Appendix E. Using IMC 
0609, Appendix C, “Occupational Radiation Safety SDP,” dated August 19, 2008, the finding was determined to be of 
very low safety significance (Green) because it did not involve: (1) as low as is reasonably achievable (ALARA) 
occupational collective exposure planning and controls, (2) an overexposure, (3) a substantial potential for 
overexposure, or (4) an impaired ability to assess dose. This finding has a cross-cutting aspect of Human Performance, 
Challenge the Unknown, because the workers did not stop when faced with uncertain conditions. Specifically, the 
workers did not use a questioning attitude during the pre-job brief or when they encountered the HRA posting on the 
access to the turbine building roof. [H.11] (Section 2RS1) 

Inspection Report# : 2015002 (pdf)

Public Radiation Safety

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

Miscellaneous

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Report Loss of Safety Function as Required by 10 CFR 50.73(a)(2)(v)
Inspectors identified a Severity Level IV NCV of 10 CFR Part 50.73 (a)(2)(v) when Susquehanna did not submit a 
licensee event report (LER) within 60 days of identifying that both trains of the control room emergency outside air 
supply system (CREOASS) were rendered inoperable during surveillance testing, a condition that could have 
prevented fulfillment of a safety function. Susquehanna entered the issue into the CAP as CR-2016-03713 and 
reported the condition on May 5, 2016 in LER 50-388(387)/2015-015. Since the issue had the potential to affect the 
NRC’s ability to perform its regulatory function, the inspectors evaluated this performance deficiency in accordance 
with the traditional enforcement process. Using example 6.9.d.9 from the NRC Enforcement Policy, the inspectors 
determined that it was a Severity Level IV violation. The significance of the associated performance deficiency was 
also screened against the reactor oversight process (ROP) per the guidance of IMC 0612, Appendix B, "lssue 
Screening.” Because this violation involves the traditional enforcement process and does not have an associated 
finding under the ROP, inspectors did not assign a cross-cutting aspect to this violation. 

Inspection Report# : 2016001 (pdf)

Last modified : July 11, 2016

1Q/2016 Inspection Findings - Susquehanna 1

Page 9 of 9



Susquehanna 1
2Q/2016 Plant Inspection Findings

Initiating Events

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Correct Fatigue Related Cracking of the ‘B’ RRP Lower Seal Cavity Vent Line
A self-revealing finding of very low safety significance (Green) and associated NCV of 10 CFR Part 50, Appendix B, 
Criterion XVI, “Corrective Action,” was identified for Susquehanna’s failure to establish measures to assure a 
condition adverse to quality was corrected. Specifically, vibration induced fatigue cracking on the Unit 1 ‘B’ reactor 
recirculation pump (RRP) lower seal cavity vent piping was not corrected in December 2014 after a reactor coolant 
pressure boundary leak had occurred. This resulted in another reactor coolant pressure boundary leakage at the same 
location with Unit 1 operating in Mode 1, a condition prohibited by technical specifications (TS) LCO 3.4.4. 
Susquehanna’s entered the issue into the corrective action program (CAP) as CR-2015-30901 and replaced and 
modified the union that included the weld. The finding was more than minor because it was associated with the 
Equipment Performance attribute of the Initiating Events cornerstone and affected the cornerstone objective to limit 
the likelihood of events that upset plant stability and challenge critical safety functions during shutdown as well as 
power operations. The inspectors evaluated the finding in accordance with Exhibit 1 of IMC 0609, Appendix A, “The 
significance determination process (SDP) for Findings At-Power,” and determined the finding was of very low safety 
significance (Green) because the leakage would not have exceeded the reactor coolant system (RCS) leak rate for a 
small loss of coolant accident (LOCA) and it did not affect other systems used to mitigate a LOCA. This finding had a 
cross-cutting aspect in the area of Human Performance, Work Management, because Susquehanna did not implement 
a process of planning, controlling, and executing work activities such that nuclear safety is the overriding priority, in 
that Susquehanna did not adequately coordinate the work activities with different groups [H.5]. Specifically, welding 
engineers were not engaged in the decision making process during the December 2014 repair and consequently the 
repair was inadequate to ensure the entire crack had been removed.
Inspection Report# : 2016001 (pdf)

Significance:  Dec 31, 2015
Identified By: Self-Revealing
Item Type: FIN Finding
Inadvertent Closure of the ‘B’ Inboard MSIV
Green. A self-revealing finding of very low safety significance (Green) was identified when Susquehanna did not 
correctly validate a deficient condition associated with the Unit 1 ‘B’ inboard main steam isolation valve (MSIV) 
direct current (DC) solenoid valve as an actual valve issue, vice indication-only, through the use of specific 
acceptance criteria as required by MT-AD-509, “Control of Minor Maintenance Activities.” By incorrectly 
concluding the issue was indication only, testing was allowed to be performed which inserted a half-isolation by de-
energizing the alternating current (AC) solenoid valve on the ‘B’ inboard MSIV. When this maintenance was 
performed, the ‘B’ inboard MSIV closed unexpectedly, resulting in a reactor scram. The cause of the closure was the 
failure of the DC solenoid valve on the ‘B’ inboard MSIV. Susquehanna entered the issue into the CAP as CR-2015-
30721 and replaced the DC solenoid for the ‘B’ MSIV. 

The finding is more than minor because it is associated with the equipment performance attribute of the Initiating 
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Events cornerstone objective to limit the likelihood of events that upset plant stability and challenge critical safety 
functions during power operations. Specifically, the maintenance activity performed to validate the DC solenoid valve 
continuity was inadequate and as a result the testing was allowed to be performed which relied on DC solenoid valve 
continuity to prevent an MSIV closure. The inadvertent closure of the ‘B’ inboard MSIV resulted in a high pressure 
scram. The inspectors evaluated the finding in accordance with IMC 0609, Appendix A, “The Significance 
Determination Process (SDP) for Findings At-Power,” Exhibit 1, for the Initiating Events cornerstone. The inspectors 
determined the finding was of very low safety significance (Green) because it did not cause the loss of mitigation 
equipment relied upon to transition the plant from the onset of the trip to a stable shutdown condition. Specifically, the 
condenser was maintained for decay heat removal via the bypass valves through the other three main steam lines 
following the trip. This finding had a cross-cutting aspect in the area of Human Performance, Challenge the Unknown, 
because Susquehanna did not stop when faced uncertain conditions and instead rationalized unanticipated test results. 
Specifically, the investigation of the extinguished continuity monitor focused on the possibility that it was an 
indication-only issue and failed to question the acceptability of the current values obtained during troubleshooting. 

Inspection Report# : 2015004 (pdf)

Mitigating Systems

Significance:  Jun 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Promptly Correct a Condition Adverse to Quality with ‘A’ EDG MOC Switch
A self-revealing finding of very low safety significance (Green) and associated NCV of 10 CFR 50, Appendix B, 
Criterion XVI, “Corrective Action,” for failure to correct a condition adverse to quality. Specifically, on March 23, 
2016, the ‘A’ emergency diesel generator (EDG) failed its technical specification (TS) surveillance test in that the 
emergency switchgear room cooler, 1V222A, started immediately when the EDG loaded onto the emergency bus 
following a simulated loss of off-site power (LOOP) and simulated Emergency Core Cooling System (ECCS) 
Initiation, rather than sequencing onto the bus as intended by design. Susquehanna identified the direct cause of the 
failure was due to a misadjustment of the mechanism-operated cell (MOC) linkage switch (S1) in the ‘A’ EDG output 
breaker to the 1A 4 kilovolt (kV) bus, which provides the electrical logic to the 1V222A load timer. The repeat failure 
was entered into the corrective action program (CAP) as CR 2016-08643, the MOC linkage was realigned, and the 
functions satisfactorily tested. The finding was determined to be more than minor because it was associated with the 
Equipment Performance attribute of the Mitigating Systems cornerstone and adversely affected the cornerstone 
objective of ensuring the capability of systems that respond to initiating events to prevent undesirable consequences 
(i.e., core damage). Specifically, the failure to correct the degraded condition rendered the ‘A’ EDG inoperable for 
longer than the TS allowed outage time. In accordance with IMC 0609.04, “Initial Characterization of Findings,”
dated June 19, 2012, and Exhibit 2 of IMC 0609, Appendix A, “The SDP for Findings At-Power,” dated June 19, 
2012, the inspectors determined that this finding required a detailed risk assessment because the finding represents an 
actual loss of function of a single train for greater than the TS allowed outage time. Specifically, the ‘A’ EDG was 
inoperable from July 19, 2010 until April 2, 2016, because TS requires functioning of the sequencing timers for the 
EDG to be operable. In coordination with a Region 1 Senior Risk Analyst, the issue was qualitatively screened as 
Green (very low safety significance) based on the low initiating event frequency associated with a loss of coolant 
accident (LOCA) co incident with a LOOP event, and observed successful EDG function during multiple 
LOOP/LOCA tests over the period in question. This would result in a delta core damage frequency substantially less 
than E-6. Additionally, it was reasonable to conclude that the ‘A’ EDG remained available to perform its function 
given the minimal increased load on the machine as evidenced during the performance of the LOOP-LOCA 
surveillance testing in 2012, 2014, and 2016. This finding had a cross-cutting aspect in the area of Problem 
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Identification and Resolution, Evaluation, because Susquehanna did not thoroughly evaluate the issue to ensure that 
the resolution addressed the cause and extent of conditions commensurate with their safety significance. Specifically, 
Susquehanna corrected a suspected condition without appropriate troubleshooting until the third identical failure of 
the 1V222A load timer. [P.2]
Inspection Report# : 2016002 (pdf)

Significance:  Jun 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure of B EDG to Reach Rated Frequency within 10 Seconds
A self-revealing finding of very low safety significance (Green) and associated NCV of TS 5.4.1.a, “Procedures,” was 
identified when Susquehanna failed to implement procedures for loading EDGs promptly following extended 
unloaded operation. Specifically, Susquehanna did not load the ‘B’ EDG promptly following over 6 hours of unloaded 
operation which resulted in the slow starting time during the subsequent surveillance test due to insufficient fuel 
delivery caused by clogged fuel injectors. The failure was entered into the CAP as CR-2016-13220 and the EDG was 
run loaded for an extended period to ensure any unburned fuel had been removed from the machine. The finding was 
more than minor because it was associated with the Equipment Performance attribute of the Mitigating Systems 
Cornerstone and affected the objective to ensure the reliability of systems that respond to initiating events to prevent 
undesirable consequences (i.e. core damage). Specifically, the failure to load the ‘B’ EDG following extended 
operation unloaded resulted in the slow starting time of the EDG during subsequent surveillance testing due to 
clogged fuel injectors. The inspectors evaluated the finding in accordance with Exhibit 2 of IMC 0609, Appendix A, 
“The SDP for Findings At-Power,” dated June 19, 2012 and determined that it was of very low safety significance 
(Green) because it did not affect the design or qualification of the EDG, did not represent a loss of system function, 
and did not represent a loss of a single train for greater than its TS allowed outage time. The finding is related to the 
cross-cutting area of Human Performance, Consistent Process, because Susquehanna did not use a consistent, 
systematic approach to make decisions which incorporated risk insights. Specifically, Susquehanna did not 
appropriately coordinate the loaded run of the ‘B’ EDG with maintenance on the ‘C’ EDG to ensure ‘B’ EDG 
availability was not unnecessarily challenged. [H.13]
Inspection Report# : 2016002 (pdf)

Significance:  Sep 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
RHR Shutdown Cooling Procedure Not Mainted Consistent with Technical Specification Requirements
Inspectors identified a finding of very low safety significance (Green) and associated NCV of SSES Unit 1 and 2 TS 
5.4.1, “Procedures,” because Susquehanna did not maintain the procedure for operation of the residual heat removal 
(RHR) shutdown cooling (SDC) system consistent with the requirements in TS 3.4.8, “RHR Shutdown Cooling- Hot 
Shutdown.” As TS 3.4.8 requires two RHR SDC loops to be operable and, if no reactor recirculation pumps (RRPs) 
are running, one of the loops to be in-service in Mode 3 below the RHR cut in permissive pressure (98 psig), 
inspectors determined that OP-1(2)49-002, “RHR Shutdown Cooling,” was not maintained appropriately because a 
change to the procedure precluded operation of the system between 40 psig and the RHR cut in permissive pressure 
(98 psig). Susquehanna entered the issue into the corrective action program (CAP) as CR-2015-22882 and CR-2015-
24137 and revised the procedure to remove the requirement that precluded operation of the SDC system between 40 
psig and the RHR cut in permissive pressure. 

This finding is more than minor because it is associated with the procedure quality attribute of the Mitigating Systems 
cornerstone and adversely affected its objective to ensure the availability and capability of systems that respond to 
initiating events to prevent undesirable consequences. Specifically, the 40 psig procedural limit impacted the 
availability and capability of RHR to be placed in SDC between 98 psi, the cut-in permissive for the system, and 40 
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psig. In accordance with Exhibit 2 of IMC 0609, Appendix A, “The SDP for Findings At-Power,” the inspectors 
determined that this finding is of very low safety significance (Green) because the performance deficiency was not a 
design or qualification deficiency, did not involve an actual loss of safety function, did not represent actual loss of a 
safety function of a single train for greater than its TS allowed outage time, and did not screen as potentially risk-
significant due to a seismic, flooding, or severe weather initiating event. This finding had a cross-cutting aspect in the 
area of Human Performance, Change Management because Susquehanna did not use a systematic process for 
evaluating and implementing change so that nuclear safety remains the overriding priority (H.3). Specifically, 
implementation of Susquehanna’s procedure change process did not ensure that the RHR SDC procedure was 
maintained consistent with the requirements of plant TSs. 

Inspection Report# : 2015003 (pdf)

Significance:  Sep 30, 2015
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
'C' EDG Rendered Inoperable by Switch Manipulation during Training Simulation
A self-revealing finding of very low safety significance (Green) and associated NCV of 10 CFR 50 Appendix B, 
Criterion V, “Instructions, Procedures and Drawings,” was identified when Susquehanna inadvertently operated the 
‘C’ emergency diesel generator (EDG) mode switch during the performance of a job performance measure (JPM). 
Specifically, the student performing the JPM operated plant equipment that was contrary to the quality assurance 
program requirement to only simulate equipment operation. Susquehanna entered the issue into the CAP as CR-2015-
19578, the ‘C’ EDG mode switch was restored to the ‘Remote’ position, and the operating crew performed a walk-
down of the ‘C’ EDG to confirm proper standby alignment, restoring operability of the EDG. 

Inspectors determined that the finding was more than minor because it was associated with the Human Performance 
attribute of the Mitigating Systems cornerstone and adversely affected the cornerstone objective of ensuring the 
reliability of systems that respond to initiating events to prevent undesirable consequences. Specifically, improper 
manipulation of the ‘C’ EDG mode switch while simulating a task resulted in an inoperable condition since the EDG 
would not have auto started, if required. In accordance with Exhibit 2 of IMC 0609, Appendix A, “The SDP for 
Findings At-Power,” dated June 19, 2012, the inspectors determined that this finding is of very low safety significance 
(Green) because the performance deficiency was not a design or qualification deficiency, did not involve an actual 
loss of safety function, did not represent actual loss of a safety function of a single train for greater than its TS allowed 
outage time, and did not screen as potentially risk-significant due to a seismic, flooding, or severe weather initiating 
event. This finding had a cross-cutting aspect in the area of Human Performance, Avoid Complacency because 
Susquehanna did not implement appropriate error reduction tools (H.12). Specifically, personnel did not implement 
appropriate human error prevention tools 
(e.g. self-check, stop-think-act-review) in accordance with station processes. 

Inspection Report# : 2015003 (pdf)

Barrier Integrity

Significance:  Jun 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
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Failure to Promptly Identify a Condition Adverse to Quality Associated with Primary Containment Isolation 
Valves
A self-revealing Green finding and associated violation of 10 CFR 50, Appendix B, Criterion XVI, “Corrective 
Action,” and TS 3.6.1.3, “Primary Containment Isolation Valves (PCIVs),” was identified when Susquehanna did not 
promptly identify a condition adverse to quality. Despite observing abnormal behavior during local leak rate testing 
following replacement in May 2014, Susquehanna did not take any action to ensure that certain Reactor Water 
Cleanup (RWCU) system PCIVs passed their subsequent testing. Consequently, these valves failed their in-service 
and local leak rate test in March 2016 when they failed to close upon securing system flow. The failure was caused by 
an internal interference between the check valve hinge and body. Following the failures in March 2016, Susquehanna 
repaired the valves and successfully performed local leak rate testing, restoring operability of the PCIVs. The repeat 
failure was entered into the CAP as CRs 2016-06960 and 2016-09940. The finding was determined to be more than 
minor because it was associated with the Structure, System, and Component (SSC) and Barrier Performance attribute 
of the Barrier Integrity cornerstone and adversely affected the cornerstone objective of providing reasonable assurance 
that physical design barriers (containment) protect the public from radionuclide releases caused by accidents or 
events. Specifically, the failure to identify a condition adverse to quality during post-maintenance testing resulted in 
two PCIVs being rendered inoperable for longer than the TS allowed outage time. In accordance with IMC 0609.04, 
“Initial Characterization of Findings,” dated June 19, 2012, and Exhibit 2 of IMC 0609, Appendix A, “The SDP for 
Findings At-Power,” dated June 19, 2012, the inspectors determined that this finding is of very low safety significance 
(Green) because the performance deficiency did not involve the hydrogen recombiners and did not result in an actual 
open pathway in the physical integrity of reactor containment. Specifically, the redundant valve for each penetration 
remained operable during the period in which these two valves were inoperable. This finding had a cross-cutting 
aspect in the area of Human Performance, Conservative Bias, because Susquehanna did not use decision making 
practices that emphasized prudent choices over those that are simply allowable. Specifically, Susquehanna decided to 
accept elevated seat leakage for two new PCIVs, assuming that they could be declassified as PCIVs. [H.14]
Inspection Report# : 2016002 (pdf)

Significance:  Dec 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Loss of Safety Function of SBGT and CREOASS due to Concurrently Performing Maintenance on Redundant 
Trains
Green. An NRC-identified finding of very low safety significance (Green) and associated violations of TS 5.4.1, 
“Procedures,” TS 5.5.11, “Safety Function Determination,” and TS 3.7.3, “Control Room Emergency Outside Air 
Supply System” was identified when Susquehanna performed maintenance on redundant trains of the standby gas 
treatment (SBGT) system and control room emergency outside air supply system (CREOASS) concurrently. When 
performing these actions, operators did not apply NDAP-QA-0312, “Control of LCOs, technical requirement for 
operations (TROs) and Safety Function Determination Program,” correctly which resulted in the unrecognized loss of 
safety function of SBGT and CREOASS. Susquehanna entered the issue into the CAP as CR-2015-26475 and restored 
one of the subsystems to service, restoring the safety function. 

This finding is more than minor because it is associated with the Human Performance (Routine OPS/Maintenance 
Performance) attribute of the Barrier Integrity cornerstone and affected the cornerstone objective of providing 
reasonable assurance that physical design barriers (Secondary Containment and Control Room Ventilation) protect the 
public from radionuclide releases caused by accidents or events. Specifically, allowing work to be performed on 
redundant trains of SBGT and CREOASS concurrently, while not applying plant TSs correctly, resulted in a loss of 
safety function of both systems. In accordance with IMC 0609.04, “Initial Characterization of Findings,” and Exhibit 
3 of IMC 0609, Appendix A, “The SDP for Findings At-Power,” both dated June 19, 2012, the inspectors determined 
that this finding is of very low safety significance (Green) because the performance deficiency was only associated 
with the radiological barrier function of the Control Room and Secondary Containment. This finding had a cross-
cutting aspect in the area of Human Performance, Avoid Complacency because Susquehanna did not recognize and 

2Q/2016 Inspection Findings - Susquehanna 1

Page 5 of 10



plan for the possibility of mistakes, latent problems, or inherent risk, even while expecting successful outcomes. 
Specifically, Susquehanna did not perform a thorough review of the planned activities every time work was performed 
to ensure compliance with plant TSs, rather than relying on past successes and assumed conditions.
Inspection Report# : 2015004 (pdf)

Significance:  Sep 30, 2015
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Secondary Containment Inoperability due to Improperly Controlled Access to the Reactor Building Roof
A self-revealing finding of very low safety significance (Green) and associated NCV of SSES Unit 1 and 2 TS 5.4.1, 
“Procedures,” was identified because Susquehanna incorrectly implemented procedures for maintaining secondary 
containment integrity. Specifically, on 
July 27, 2015, maintenance technicians rendered secondary containment for both units inoperable for approximately 
44 minutes when a secondary containment boundary door was opened to access the reactor building roof. 
Susquehanna entered the issue into the CAP as CR-2015-20857 and CR-2015-24442, restored the boundary, and 
verified the integrity of secondary containment. 

The finding was more than minor because it was associated with the Human Performance (Routine OPS/Maintenance 
Performance) attribute of the Barrier Integrity cornerstone, and affected the cornerstone objective of providing 
reasonable assurance that physical design barriers (Secondary Containment) protect the public from radionuclide 
releases caused by accidents or events. Specifically, opening the secondary containment barrier did not maintain 
reasonable assurance that the secondary containment would be capable of performing its safety function in the event 
of a reactor accident. The inspectors evaluated the finding in accordance with IMC 0609, Appendix A, "The SDP for 
Findings At-Power," Exhibit 3, for the Barrier Integrity cornerstone, dated June 19, 2012. The inspectors determined 
the finding was of very low safety significance (Green) because only represented a degradation of the radiological 
barrier function of secondary containment provided by the standby gas treatment (SBGT) system. This finding had a 
cross-cutting aspect in the area of Human Performance, Teamwork because Susquehanna did not effectively 
communicate and coordinate their activities within and across organizational boundaries to ensure nuclear safety was 
maintained (H.4). Specifically, when 

the work plan was changed to accessing the reactor building roof through secondary containment, the change was not 
effectively communicated to operations department personnel to ensure the secondary containment impairment was 
appropriately controlled. 

Inspection Report# : 2015003 (pdf)

Emergency Preparedness

Significance:  Jun 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Critique an Incorrect PAR Notification
An NRC-identified finding of very low safety significance (Green) and associated NCV of 10 CFR 50.54(q)
(2),”Emergency Plans” was identified when Susquehanna failed to identify that an incorrect notification of wind 
direction was made to the senior state official (SSO) during a full-scale drill. This failure was entered into the CAP as 
CRs 2016-14303 and 2016-14128, ERO personnel involved in the incorrect communication and the drill controllers 
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that failed to identify the deficiency were remediated, and lessons learned communicated to other emergency response 
organization personnel. The finding was more than minor because it is associated with the emergency response 
organization (ERO) Performance attribute of the Emergency Preparedness Cornerstone and affected 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. Specifically, the failure of Susquehanna personnel to effectively 
identify an exercise weakness associated with a risk significant planning standard (RSPS) caused a missed opportunity 
to identify and correct a drill-related performance deficiency. The inspectors assessed the issue using the Emergency 
Preparedness SDP, Appendix B to IMC 0609, dated September 23, 2014. Susquehanna's failure to critique the 
inaccurate notification met the NRC's definition of a weakness in a full-scale drill. However, because four previous 
notifications had accurately reported the wind direction and the miscommunication was inconsistent with the correct 
protective actions recommendation (PAR) that was communicated simultaneously, in consultation with a senior 
emergency preparedness inspector, inspectors determined the communication would likely have been corrected prior 
to the offsite response organizations (OROs) acting on the incorrect information, did not result in an incorrect PAR, 
and therefore determined that that the failure to critique the drill weakness only constituted a degradation of the 
planning standard (PS) function. Therefore the finding is characterized as having very low safety significance (Green). 
The finding is related to the cross-cutting area of Problem Identification and Resolution, Identification, in that 
Susquehanna did not identify a RSPS issue completely, accurately, and in a timely manner commensurate with the 
safety significance. Specifically, during the full-scale drill, Susquehanna failed to recognize and critique that a RSPS 
was not met and did not place this issue into the CAP until prompted by inspectors. [P.1]
Inspection Report# : 2016002 (pdf)

Significance:  Dec 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Dose Assessment Capabilities in the Technical Support Center
Green. The inspectors identified a finding of very low safety significance (Green) and a NCV of 10 CFR 50, 
Appendix E, Section IV.B.1. Specifically, Susquehanna emergency plan implementing procedures did not provide the 
guidance for the dose assessment staff in the Technical Support Center (TSC) to determine the magnitude of, and 
continually assess the impact of, the release of radioactive materials. The TSC staff was procedurally limited to 
performing forward and back dose calculations, but not blowout panel calculations. Blowout panel release 
calculations were only to be performed by the Emergency Operations Facility (EOF) staff. Susquehanna entered this 
issue into their corrective action program as CR-2015-04701, which led to the revision of the applicable procedures to 
allow the TSC dose assessment staff to perform the full scope of dose calculations available to the EOF staff. 

The inspectors determined that the failure to have the same scope of dose assessment capabilities available to the full 
emergency response organization (ERO) was a performance deficiency that was within Susquehanna’s ability to 
foresee and correct. The performance deficiency is more than minor because it is associated with the ERO Readiness 
and ERO Performance attributes of the emergency preparedness cornerstone, and adversely affected 
the cornerstone objective of ensuring that a licensee is capable of implementing adequate measures to protect the 
health and safety of the public in the event of a radiological emergency. Using IMC 0609, Appendix B, Section 5.9, 
the finding is of very low safety significance (Green) because the finding was determined to not be an example of the 
overall dose projection process being incapable of providing technically adequate estimates of radioactive material 
releases; the deficiency was limited to the TSC staff which in fact had the capability of performing dose projections 
and was only limited by the lack of procedural guidance. The cause of this finding has a cross-cutting aspect in the 
area of Documentation, because Susquehanna did not ensure that their organization creates and maintains complete, 
accurate and up-to-date documentation. Specifically, Susquehanna did not provide emergency plan implementing 
procedures to enable the TSC dose assessment staff to perform dose projections for all required radioactive material 
releases.
Inspection Report# : 2015004 (pdf)
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Significance:  Jun 21, 2014
Identified By: NRC
Item Type: VIO Violation
Failure to take Action to Restore Degraded Emergency Actio nLevel Scheme
The inspectors identified a Green cited violation of 10 CFR 50.54(q)(2) for PPL’s failure to follow and maintain an 
emergency plan that meets the requirements of the planning standards in 10 CFR 50.47(b), in that, since October 
2003, PPL did not follow and maintain a standard emergency classification and action level scheme. Specifically, PPL 
did not take timely corrective actions to provide an adequate means to measure temperature in nine out of 21 areas, 
where reactor building temperatures are considered for the fission product barrier degradation emergency action levels 
(EALs). As a result, this deficiency adversely affected PPL’s ability to classify an emergency such that a Site Area 
Emergency would be declared in a degraded manner. The violation is being cited because PPL has failed to restore 
compliance or demonstrate objective evidence of plans to restore compliance at the first opportunity in a reasonable 
period of time following discussion in a formal exit meeting on January 24, 2014 and documented in NRC Inspection 
Report 05000387;388/2013005 on February 14, 2014. 
The finding is more than minor because it is associated with the Facilities and Equipment attribute of the emergency 
preparedness cornerstone, and adversely affected the cornerstone objective of ensuring that a licensee is capable of 
implementing adequate measures to protect the health and safety of the public in the event of a radiological 
emergency. Specifically, the continuing lack of installed temperature instrumentation or any other compensatory 
measures and the reliance on personnel dispatched to take temperature readings were insufficient to ensure a timely 
and accurate EAL classification could be made. Using IMC 0609, Appendix B, “Emergency Preparedness 
Significance Determination Process”, section 5.4, the finding is of very low safety significance (Green) because the 
finding was determined to be an example of an ineffective EAL initiating condition, such that a Site Area Emergency 
would be declared in a degraded manner. 
The inspectors determined that this finding had a problem identification and resolution cross-cutting aspect related to 
Resolution because PPL did not take corrective actions in a timely manner nor did they take appropriate interim 
corrective actions to mitigate the issues while more fundamental causes are being assessed. Specifically, PPL had no 
corrective actions planned or taken to address the degraded EALs until NRC approval of their new EAL scheme, 
currently scheduled to be implemented no earlier than December 2015. 

Inspection Report# : 2014009 (pdf)

Occupational Radiation Safety

Significance:  Jun 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Entry into a High Radiation Area without Radiological Briefing
A Green self-revealing NCV of TS 5.7.1, High Radiation Area Controls, was identified when a worker did not comply 
with a radiological posting barrier and other access control requirements for high radiation area (HRA) entry. 
Specifically, on December 26, 2015, a security officer entered into a posted HRA without proper authorization. This 
was entered into the CAP as CR-2015-33947, the HRA barrier was moved further out, and a shield rack was placed in 
front of the condenser bay door to reduce radiation dose rates. The finding was determined to be more than minor 
based on similarity to example 6.h in IMC 0612, Appendix E, and it is associated with Human Performance attribute 
of the Occupational Radiation Safety Cornerstone and affected the cornerstone objective to ensure adequate protection 
of the worker health and safety from exposure to radiation from radioactive material during routine civilian nuclear 
reactor operation. Specifically, the individual violated the HRA posting, radiation work permit (RWP) and briefing 
requirements designed to protect the worker from unnecessary radiation exposure. Using IMC 0609, Appendix C, 
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“Occupational Radiation Safety SDP,” dated August 19, 2008, the finding was determined to be of very low safety 
significance (Green) because it did not involve: (1) as low as is reasonably achievable (ALARA) occupational 
collective exposure planning and controls, (2) an overexposure, (3) a substantial potential for overexposure, or (4) an 
impaired ability to assess dose. The finding is related to the cross-cutting area of Problem Identification and 
Resolution, Resolution, in that the organization did not ensure that corrective actions to address the cause of repetitive 
electronic dosimeter alarms in this area of the plant and had not been sufficiently evaluated and had not enhanced 
radiological controls to prevent this issue from recurring. [P.3]
Inspection Report# : 2016002 (pdf)

Significance:  Jun 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Entry into a Locked High Radiation Area without Radiological Briefing
A Green self-revealing NCV of TS 5.7.2, High Radiation Area Controls, was identified when workers entered the 
wrong reactor unit condenser bay (Unit 2) that was posted and controlled as a locked high radiation area (LHRA). 
Specifically, on May 3, 2016, four Susquehanna staff were briefed to enter the Unit 1 condenser bay to check for 
steam leaks during start up, however the staff entered the Unit 2 condenser bay during full power operations in error 
and received electronic dosimeter alarms. This was entered into the CAP as CR-2016-11944, the use of master keys 
for routine entry into LHRA was discontinued, and a radiation safety stand down was conducted. The finding was 
determined to be more than minor based on a similar example 6.h in IMC 0612, Appendix E, and it is associated with 
Human Performance attribute of the Occupational Radiation Safety Cornerstone and affected the cornerstone 
objective to ensure adequate protection of the worker health and safety from exposure to radiation from radioactive 
material during routine civilian nuclear reactor operation. Specifically, Susquehanna staff violated the RWP and 
briefing requirements designed to protect workers from unnecessary radiation exposure. Using IMC 0609, Appendix 
C, “Occupational Radiation Safety SDP,” dated, August 19, 2008, the finding was determined to be of very low safety 
significance (Green) because it did not involve: (1) ALARA occupational collective exposure planning and controls, 
(2) an overexposure, (3) a substantial potential for overexposure, or (4) an impaired ability to assess dose. The finding 
was self-revealing because Susquehanna was made aware of the situation as a result of an electronic dose rate alarm. 
The finding is related to the cross-cutting area of Human Performance, Teamwork because the workers did not 
conduct peer checking and recognize and communicate that they were in the wrong reactor unit for the work they 
were conducting. Specifically, four Susquehanna staff were briefed to enter the Unit 1 condenser bay to check for 
steam leaks during start up, however the staff entered the Unit 2 condenser bay. [H.4]
Inspection Report# : 2016002 (pdf)

Public Radiation Safety

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

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Report Loss of Safety Function as Required by 10 CFR 50.73(a)(2)(v)
Inspectors identified a Severity Level IV NCV of 10 CFR Part 50.73 (a)(2)(v) when Susquehanna did not submit a 
licensee event report (LER) within 60 days of identifying that both trains of the control room emergency outside air 
supply system (CREOASS) were rendered inoperable during surveillance testing, a condition that could have 
prevented fulfillment of a safety function. Susquehanna entered the issue into the CAP as CR-2016-03713 and 
reported the condition on May 5, 2016 in LER 50-388(387)/2015-015. Since the issue had the potential to affect the 
NRC’s ability to perform its regulatory function, the inspectors evaluated this performance deficiency in accordance 
with the traditional enforcement process. Using example 6.9.d.9 from the NRC Enforcement Policy, the inspectors 
determined that it was a Severity Level IV violation. The significance of the associated performance deficiency was 
also screened against the reactor oversight process (ROP) per the guidance of IMC 0612, Appendix B, "lssue 
Screening.” Because this violation involves the traditional enforcement process and does not have an associated 
finding under the ROP, inspectors did not assign a cross-cutting aspect to this violation. 

Inspection Report# : 2016001 (pdf)

Last modified : August 29, 2016
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Susquehanna 1
3Q/2016 Plant Inspection Findings

Initiating Events

Significance:  Jul 22, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Promptly Identify and Correct a Condition Adverse to Quality on Vital 480 VAC MCCs (4OA2.1.c
(4))
The inspectors documented a self-revealing Green NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective 
Action,” for failure to identify and correct a condition adverse to quality. Specifically, in October and December 2006 
and July 2009, Susquehanna did not identify a non-conforming condition with the design and performance 
requirements of several 480 volt motor control center (MCC) breaker assemblies during receipt inspections. These 
non-conforming breaker assemblies were installed in vital 480 VAC applications and subsequently led to a phase to 
ground short and loss of a 480 volt safety-related motor control center on May 12, 2016. Susquehanna entered this 
issue into their CAP, conducted an apparent cause evaluation, replaced the damaged breaker assembly, and is 
conducting an extent of cause review for other susceptible breaker assemblies. The finding was more than minor 
because it was associated with the Design Control attribute of the Initiating Events cornerstone and adversely affected 
the associated cornerstone objective to limit the likelihood of events that upset plant stability and challenge critical 
safety functions during shutdown as well as power operations. Specifically, on May 12, 2016, an electrical transient 
on vital AC bus 2B246 occurred as a result of a phase to ground fault in breaker cubicle 2B24609, which resulted in a 
loss of bus 2B246 and associated safety related loads. In accordance with IMC 0609.04, “Initial Characterization of 
Findings,” dated June 19, 2012, and Exhibit 1 of IMC 0609, Appendix A, “The SDP for Findings At-Power,” dated 
June 19, 2012, the inspectors determined that this finding is of very low safety significance (Green) because the 
performance deficiency did not cause both a reactor trip and loss of mitigation equipment relied upon to transition the 
plant from the onset of the trip to a stable shutdown condition. This finding did not have a cross-cutting aspect 
because the performance deficiency was a historical issue with the actions taken in 2005, 2006, and 2009, and is not 
indicative of current licensee performance.
Inspection Report# : 2016008 (pdf)

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Correct Fatigue Related Cracking of the ‘B’ RRP Lower Seal Cavity Vent Line
A self-revealing finding of very low safety significance (Green) and associated NCV of 10 CFR Part 50, Appendix B, 
Criterion XVI, “Corrective Action,” was identified for Susquehanna’s failure to establish measures to assure a 
condition adverse to quality was corrected. Specifically, vibration induced fatigue cracking on the Unit 1 ‘B’ reactor 
recirculation pump (RRP) lower seal cavity vent piping was not corrected in December 2014 after a reactor coolant 
pressure boundary leak had occurred. This resulted in another reactor coolant pressure boundary leakage at the same 
location with Unit 1 operating in Mode 1, a condition prohibited by technical specifications (TS) LCO 3.4.4. 
Susquehanna’s entered the issue into the corrective action program (CAP) as CR-2015-30901 and replaced and 
modified the union that included the weld. The finding was more than minor because it was associated with the 
Equipment Performance attribute of the Initiating Events cornerstone and affected the cornerstone objective to limit 
the likelihood of events that upset plant stability and challenge critical safety functions during shutdown as well as 

3Q/2016 Inspection Findings - Susquehanna 1

Page 1 of 10



power operations. The inspectors evaluated the finding in accordance with Exhibit 1 of IMC 0609, Appendix A, “The 
significance determination process (SDP) for Findings At-Power,” and determined the finding was of very low safety 
significance (Green) because the leakage would not have exceeded the reactor coolant system (RCS) leak rate for a 
small loss of coolant accident (LOCA) and it did not affect other systems used to mitigate a LOCA. This finding had a 
cross-cutting aspect in the area of Human Performance, Work Management, because Susquehanna did not implement 
a process of planning, controlling, and executing work activities such that nuclear safety is the overriding priority, in 
that Susquehanna did not adequately coordinate the work activities with different groups [H.5]. Specifically, welding 
engineers were not engaged in the decision making process during the December 2014 repair and consequently the 
repair was inadequate to ensure the entire crack had been removed.
Inspection Report# : 2016001 (pdf)

Significance:  Dec 31, 2015
Identified By: Self-Revealing
Item Type: FIN Finding
Inadvertent Closure of the ‘B’ Inboard MSIV
Green. A self-revealing finding of very low safety significance (Green) was identified when Susquehanna did not 
correctly validate a deficient condition associated with the Unit 1 ‘B’ inboard main steam isolation valve (MSIV) 
direct current (DC) solenoid valve as an actual valve issue, vice indication-only, through the use of specific 
acceptance criteria as required by MT-AD-509, “Control of Minor Maintenance Activities.” By incorrectly 
concluding the issue was indication only, testing was allowed to be performed which inserted a half-isolation by de-
energizing the alternating current (AC) solenoid valve on the ‘B’ inboard MSIV. When this maintenance was 
performed, the ‘B’ inboard MSIV closed unexpectedly, resulting in a reactor scram. The cause of the closure was the 
failure of the DC solenoid valve on the ‘B’ inboard MSIV. Susquehanna entered the issue into the CAP as CR-2015-
30721 and replaced the DC solenoid for the ‘B’ MSIV. 

The finding is more than minor because it is associated with the equipment performance attribute of the Initiating 
Events cornerstone objective to limit the likelihood of events that upset plant stability and challenge critical safety 
functions during power operations. Specifically, the maintenance activity performed to validate the DC solenoid valve 
continuity was inadequate and as a result the testing was allowed to be performed which relied on DC solenoid valve 
continuity to prevent an MSIV closure. The inadvertent closure of the ‘B’ inboard MSIV resulted in a high pressure 
scram. The inspectors evaluated the finding in accordance with IMC 0609, Appendix A, “The Significance 
Determination Process (SDP) for Findings At-Power,” Exhibit 1, for the Initiating Events cornerstone. The inspectors 
determined the finding was of very low safety significance (Green) because it did not cause the loss of mitigation 
equipment relied upon to transition the plant from the onset of the trip to a stable shutdown condition. Specifically, the 
condenser was maintained for decay heat removal via the bypass valves through the other three main steam lines 
following the trip. This finding had a cross-cutting aspect in the area of Human Performance, Challenge the Unknown, 
because Susquehanna did not stop when faced uncertain conditions and instead rationalized unanticipated test results. 
Specifically, the investigation of the extinguished continuity monitor focused on the possibility that it was an 
indication-only issue and failed to question the acceptability of the current values obtained during troubleshooting. 

Inspection Report# : 2015004 (pdf)

Mitigating Systems

Significance:  Sep 30, 2016
Identified By: NRC
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Item Type: NCV Non-Cited Violation
Risk Management Actions Not Adequately Implemented
The inspectors identified a Green NCV of 10 CFR 50.65(a)(4) because Susquehanna did not assess and manage the 
increase in risk from online maintenance activities. From September 11 to 16, 2016, there were multiple affected areas 
that the fire protection engineer or designee did not walk down to inspect for fire impairments resulting in deficiencies 
not being corrected prior to releasing work and no fire watch was established for the impairments. Susquehanna 
removed the combustible materials from the areas or stationed a fire watch, and entered these issues into their CAP as 
CR-2016-21125, CR 2016-21423, CR-2016-21616, and CR-2016-21741. This finding is more than minor because it 
adversely impacted the protection against external factors attribute of the Mitigating Systems cornerstone objective to 
ensure the capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core 
damage). Specifically, not implementing the required risk management actions (RMAs) for the only available safe 
shutdown pathway placed the station in a much higher risk condition in the event of an internal fire. The inspectors 
evaluated the finding in accordance with IMC 0609, Appendix K, “Maintenance Risk Assessment and Risk 
Management Significance Determination Process.” Since the performance deficiency was related to maintenance 
activities affecting structure, system, and components needed for fire mitigation, Appendix K directed the significance 
to be determined by an internal NRC management review using risk insights. IMC 0609, Appendix F, Attachment 1 
“Fire Protection Significance Determination Process Phase 1 Worksheet,” was used to develop this risk insight. Based 
on the nature and quantity of combustible materials in the areas, combined with the relatively short duration of which 
the fire risk was unmitigated, inspectors determined that it was of very low safety significance (Green). The finding 
was determined to have a cross-cutting aspect in the area of Human Performance, Avoid Complacency, in that, 
individuals did not plan for latent issues and inherent risk, even while expecting successful outcomes. Specifically, 
combustible materials were not appropriately controlled as required by OI-013-002, “Fire Risk Management,”
Revision 10, because in some cases they were assumed to be exempt from the program requirement or staff did not 
tour the areas because they assumed there were no combustible materials present based on past experience. [H.12]
Inspection Report# : 2016003 (pdf)

Significance:  Jul 22, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Write a Condition Report for Degraded Conditions Which Challenged Operability of Safety Related 
Equipment (4OA2.1.c(1))
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” for 
Susquehanna failing to identify and correct conditions adverse to quality in a timely manner. Specifically, between 
April 16, 2016 and April 22, 2016, condition reports for potential or suspected degraded or non-conforming 
conditions related to the High Pressure Coolant Injection System (HPCI) and Reactor Core Isolation Cooling System 
(RCIC) were not written and operability determinations performed. In both cases, the equipment was subsequently 
declared inoperable due to the conditions. The issues were entered into the CAP and the equipment was taken out of 
service, repaired, and retested satisfactorily. The inspectors determined that there were two examples of the same 
performance deficiency and violation. In accordance with NRC Enforcement Manual Section 1.3.4, “Documenting 
Multiple Examples of a Violation,” multiple examples of a single violation are allowed to be documented as a single 
violation bounded by the characterization of the most significant example. The RCIC example is considered the most 
significant due to the longer exposure time in a required mode and number of mode changes that occurred during the 
exposure period. The finding was more than minor because it was associated with the Equipment Performance 
attribute of the Mitigating Systems cornerstone and adversely affected the associated cornerstone objective to ensuring 
the capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). 
Specifically, the failure to identify and correct degraded conditions associated with a RCIC system lube oil leak which 
rendered that system inoperable. In accordance with IMC 0609.04, “Initial Characterization of Findings,” dated June 
19, 2012, the inspectors determined that this finding screened to Green because the safety function was not lost, and 
the finding did not represent an actual loss of function of at least a single train for greater than its Tech Spec Allowed 
Outage Time or two separate safety systems out-of-service for greater than its Tech Spec Allowed Outage Time. This 
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finding had a cross-cutting aspect in the area of Human Performance, Teamwork, because individuals and work 
groups did not communicate and coordinate their activities within and across organizational boundaries to ensure 
nuclear safety is maintained. Specifically, in both examples, individuals were aware of potential degraded conditions 
but actions were not taken to communicate the activity to other groups, such as the control room operators, to allow 
for the issues to be evaluated for operability and determine if proposed actions were timely and/or appropriate. [H.4]
Inspection Report# : 2016008 (pdf)

Significance:  Jul 22, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Implement and Maintain Quality Procedure Results in Control Room Chiller Inoperability 
(4OA2.1.c(2))
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion V, “Instructions, Procedures, and 
Drawings,” for failure to implement and maintain a quality procedure, MT-GE-021, “Chiller Maintenance and 
Inspection.” This resulted in the safety related 0K112A chiller being operated outside of its design specifications and 
being declared inoperable. Specifically, on January 9, 2014, a system engineer directed the maintenance personnel to 
overcharge 0K112A with R-114a refrigerant, which led to higher power consumption by the chiller’s compressor 
motor, and the failure of the next biennial surveillance test on December 10, 2015 due to excessive compressor motor 
current. Susquehanna entered the issue into the CAP, conducted testing to establish the proper refrigerant charge, 
removed the excess refrigerant, and revised the procedure. The finding was determined to be more than minor because 
it was associated with the Mitigating System cornerstone attribute of Equipment Performance and adversely affected 
the associated cornerstone objective to ensuring the availability, reliability, and capability of systems that respond to 
initiating events to prevent undesirable consequences (i.e., core damage). The refrigerant overcharge condition 
resulted in the 0K112A chiller being inoperable and unable to fulfil its safety function to cool safety related 
switchgear and equipment during accident conditions for a period of 23 months. In accordance with IMC 0609.04, 
“Initial Characterization of Findings,” and Exhibit 2 of IMC 0609, Appendix A, “The Significance Determination 
Process for Findings At-Power,” the inspectors determined a detailed risk evaluation would be required because the 
finding involved an actual loss of function of at least a single Train for greater than its Technical Specification 
allowed outage time of 30 days. A detailed risk assessment was performed by a Region 1 Senior Reactor Analyst 
(SRA). The SRA determined the finding to be of very low safety significance (Green.) This finding had a cross-
cutting aspect in the area of Human Performance, Procedure Adherence because individuals did not follow processes, 
procedures, and work instructions. Specifically, for many years maintenance and engineering personnel relied upon 
informal work practices vice referring to the procedure when charging the chillers with refrigerant. [H.8]
Inspection Report# : 2016008 (pdf)

Significance:  Jun 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Promptly Correct a Condition Adverse to Quality with ‘A’ EDG MOC Switch
A self-revealing finding of very low safety significance (Green) and associated NCV of 10 CFR 50, Appendix B, 
Criterion XVI, “Corrective Action,” for failure to correct a condition adverse to quality. Specifically, on March 23, 
2016, the ‘A’ emergency diesel generator (EDG) failed its technical specification (TS) surveillance test in that the 
emergency switchgear room cooler, 1V222A, started immediately when the EDG loaded onto the emergency bus 
following a simulated loss of off-site power (LOOP) and simulated Emergency Core Cooling System (ECCS) 
Initiation, rather than sequencing onto the bus as intended by design. Susquehanna identified the direct cause of the 
failure was due to a misadjustment of the mechanism-operated cell (MOC) linkage switch (S1) in the ‘A’ EDG output 
breaker to the 1A 4 kilovolt (kV) bus, which provides the electrical logic to the 1V222A load timer. The repeat failure 
was entered into the corrective action program (CAP) as CR 2016-08643, the MOC linkage was realigned, and the 
functions satisfactorily tested. The finding was determined to be more than minor because it was associated with the 
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Equipment Performance attribute of the Mitigating Systems cornerstone and adversely affected the cornerstone 
objective of ensuring the capability of systems that respond to initiating events to prevent undesirable consequences 
(i.e., core damage). Specifically, the failure to correct the degraded condition rendered the ‘A’ EDG inoperable for 
longer than the TS allowed outage time. In accordance with IMC 0609.04, “Initial Characterization of Findings,”
dated June 19, 2012, and Exhibit 2 of IMC 0609, Appendix A, “The SDP for Findings At-Power,” dated June 19, 
2012, the inspectors determined that this finding required a detailed risk assessment because the finding represents an 
actual loss of function of a single train for greater than the TS allowed outage time. Specifically, the ‘A’ EDG was 
inoperable from July 19, 2010 until April 2, 2016, because TS requires functioning of the sequencing timers for the 
EDG to be operable. In coordination with a Region 1 Senior Risk Analyst, the issue was qualitatively screened as 
Green (very low safety significance) based on the low initiating event frequency associated with a loss of coolant 
accident (LOCA) co incident with a LOOP event, and observed successful EDG function during multiple 
LOOP/LOCA tests over the period in question. This would result in a delta core damage frequency substantially less 
than E-6. Additionally, it was reasonable to conclude that the ‘A’ EDG remained available to perform its function 
given the minimal increased load on the machine as evidenced during the performance of the LOOP-LOCA 
surveillance testing in 2012, 2014, and 2016. This finding had a cross-cutting aspect in the area of Problem 
Identification and Resolution, Evaluation, because Susquehanna did not thoroughly evaluate the issue to ensure that 
the resolution addressed the cause and extent of conditions commensurate with their safety significance. Specifically, 
Susquehanna corrected a suspected condition without appropriate troubleshooting until the third identical failure of 
the 1V222A load timer. [P.2]
Inspection Report# : 2016002 (pdf)

Significance:  Jun 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure of B EDG to Reach Rated Frequency within 10 Seconds
A self-revealing finding of very low safety significance (Green) and associated NCV of TS 5.4.1.a, “Procedures,” was 
identified when Susquehanna failed to implement procedures for loading EDGs promptly following extended 
unloaded operation. Specifically, Susquehanna did not load the ‘B’ EDG promptly following over 6 hours of unloaded 
operation which resulted in the slow starting time during the subsequent surveillance test due to insufficient fuel 
delivery caused by clogged fuel injectors. The failure was entered into the CAP as CR-2016-13220 and the EDG was 
run loaded for an extended period to ensure any unburned fuel had been removed from the machine. The finding was 
more than minor because it was associated with the Equipment Performance attribute of the Mitigating Systems 
Cornerstone and affected the objective to ensure the reliability of systems that respond to initiating events to prevent 
undesirable consequences (i.e. core damage). Specifically, the failure to load the ‘B’ EDG following extended 
operation unloaded resulted in the slow starting time of the EDG during subsequent surveillance testing due to 
clogged fuel injectors. The inspectors evaluated the finding in accordance with Exhibit 2 of IMC 0609, Appendix A, 
“The SDP for Findings At-Power,” dated June 19, 2012 and determined that it was of very low safety significance 
(Green) because it did not affect the design or qualification of the EDG, did not represent a loss of system function, 
and did not represent a loss of a single train for greater than its TS allowed outage time. The finding is related to the 
cross-cutting area of Human Performance, Consistent Process, because Susquehanna did not use a consistent, 
systematic approach to make decisions which incorporated risk insights. Specifically, Susquehanna did not 
appropriately coordinate the loaded run of the ‘B’ EDG with maintenance on the ‘C’ EDG to ensure ‘B’ EDG 
availability was not unnecessarily challenged. [H.13]
Inspection Report# : 2016002 (pdf)

Barrier Integrity
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Significance:  Jun 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Promptly Identify a Condition Adverse to Quality Associated with Primary Containment Isolation 
Valves
A self-revealing Green finding and associated violation of 10 CFR 50, Appendix B, Criterion XVI, “Corrective 
Action,” and TS 3.6.1.3, “Primary Containment Isolation Valves (PCIVs),” was identified when Susquehanna did not 
promptly identify a condition adverse to quality. Despite observing abnormal behavior during local leak rate testing 
following replacement in May 2014, Susquehanna did not take any action to ensure that certain Reactor Water 
Cleanup (RWCU) system PCIVs passed their subsequent testing. Consequently, these valves failed their in-service 
and local leak rate test in March 2016 when they failed to close upon securing system flow. The failure was caused by 
an internal interference between the check valve hinge and body. Following the failures in March 2016, Susquehanna 
repaired the valves and successfully performed local leak rate testing, restoring operability of the PCIVs. The repeat 
failure was entered into the CAP as CRs 2016-06960 and 2016-09940. The finding was determined to be more than 
minor because it was associated with the Structure, System, and Component (SSC) and Barrier Performance attribute 
of the Barrier Integrity cornerstone and adversely affected the cornerstone objective of providing reasonable assurance 
that physical design barriers (containment) protect the public from radionuclide releases caused by accidents or 
events. Specifically, the failure to identify a condition adverse to quality during post-maintenance testing resulted in 
two PCIVs being rendered inoperable for longer than the TS allowed outage time. In accordance with IMC 0609.04, 
“Initial Characterization of Findings,” dated June 19, 2012, and Exhibit 2 of IMC 0609, Appendix A, “The SDP for 
Findings At-Power,” dated June 19, 2012, the inspectors determined that this finding is of very low safety significance 
(Green) because the performance deficiency did not involve the hydrogen recombiners and did not result in an actual 
open pathway in the physical integrity of reactor containment. Specifically, the redundant valve for each penetration 
remained operable during the period in which these two valves were inoperable. This finding had a cross-cutting 
aspect in the area of Human Performance, Conservative Bias, because Susquehanna did not use decision making 
practices that emphasized prudent choices over those that are simply allowable. Specifically, Susquehanna decided to 
accept elevated seat leakage for two new PCIVs, assuming that they could be declassified as PCIVs. [H.14]
Inspection Report# : 2016002 (pdf)

Significance:  Dec 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Loss of Safety Function of SBGT and CREOASS due to Concurrently Performing Maintenance on Redundant 
Trains
Green. An NRC-identified finding of very low safety significance (Green) and associated violations of TS 5.4.1, 
“Procedures,” TS 5.5.11, “Safety Function Determination,” and TS 3.7.3, “Control Room Emergency Outside Air 
Supply System” was identified when Susquehanna performed maintenance on redundant trains of the standby gas 
treatment (SBGT) system and control room emergency outside air supply system (CREOASS) concurrently. When 
performing these actions, operators did not apply NDAP-QA-0312, “Control of LCOs, technical requirement for 
operations (TROs) and Safety Function Determination Program,” correctly which resulted in the unrecognized loss of 
safety function of SBGT and CREOASS. Susquehanna entered the issue into the CAP as CR-2015-26475 and restored 
one of the subsystems to service, restoring the safety function. 

This finding is more than minor because it is associated with the Human Performance (Routine OPS/Maintenance 
Performance) attribute of the Barrier Integrity cornerstone and affected the cornerstone objective of providing 
reasonable assurance that physical design barriers (Secondary Containment and Control Room Ventilation) protect the 
public from radionuclide releases caused by accidents or events. Specifically, allowing work to be performed on 
redundant trains of SBGT and CREOASS concurrently, while not applying plant TSs correctly, resulted in a loss of 
safety function of both systems. In accordance with IMC 0609.04, “Initial Characterization of Findings,” and Exhibit 

3Q/2016 Inspection Findings - Susquehanna 1

Page 6 of 10



3 of IMC 0609, Appendix A, “The SDP for Findings At-Power,” both dated June 19, 2012, the inspectors determined 
that this finding is of very low safety significance (Green) because the performance deficiency was only associated 
with the radiological barrier function of the Control Room and Secondary Containment. This finding had a cross-
cutting aspect in the area of Human Performance, Avoid Complacency because Susquehanna did not recognize and 
plan for the possibility of mistakes, latent problems, or inherent risk, even while expecting successful outcomes. 
Specifically, Susquehanna did not perform a thorough review of the planned activities every time work was performed 
to ensure compliance with plant TSs, rather than relying on past successes and assumed conditions.
Inspection Report# : 2015004 (pdf)

Emergency Preparedness

Significance:  Jun 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Critique an Incorrect PAR Notification
An NRC-identified finding of very low safety significance (Green) and associated NCV of 10 CFR 50.54(q)
(2),”Emergency Plans” was identified when Susquehanna failed to identify that an incorrect notification of wind 
direction was made to the senior state official (SSO) during a full-scale drill. This failure was entered into the CAP as 
CRs 2016-14303 and 2016-14128, ERO personnel involved in the incorrect communication and the drill controllers 
that failed to identify the deficiency were remediated, and lessons learned communicated to other emergency response 
organization personnel. The finding was more than minor because it is associated with the emergency response 
organization (ERO) Performance attribute of the Emergency Preparedness Cornerstone and affected 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. Specifically, the failure of Susquehanna personnel to effectively 
identify an exercise weakness associated with a risk significant planning standard (RSPS) caused a missed opportunity 
to identify and correct a drill-related performance deficiency. The inspectors assessed the issue using the Emergency 
Preparedness SDP, Appendix B to IMC 0609, dated September 23, 2014. Susquehanna's failure to critique the 
inaccurate notification met the NRC's definition of a weakness in a full-scale drill. However, because four previous 
notifications had accurately reported the wind direction and the miscommunication was inconsistent with the correct 
protective actions recommendation (PAR) that was communicated simultaneously, in consultation with a senior 
emergency preparedness inspector, inspectors determined the communication would likely have been corrected prior 
to the offsite response organizations (OROs) acting on the incorrect information, did not result in an incorrect PAR, 
and therefore determined that that the failure to critique the drill weakness only constituted a degradation of the 
planning standard (PS) function. Therefore the finding is characterized as having very low safety significance (Green). 
The finding is related to the cross-cutting area of Problem Identification and Resolution, Identification, in that 
Susquehanna did not identify a RSPS issue completely, accurately, and in a timely manner commensurate with the 
safety significance. Specifically, during the full-scale drill, Susquehanna failed to recognize and critique that a RSPS 
was not met and did not place this issue into the CAP until prompted by inspectors. [P.1]
Inspection Report# : 2016002 (pdf)

Significance:  Dec 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Dose Assessment Capabilities in the Technical Support Center
Green. The inspectors identified a finding of very low safety significance (Green) and a NCV of 10 CFR 50, 
Appendix E, Section IV.B.1. Specifically, Susquehanna emergency plan implementing procedures did not provide the 

3Q/2016 Inspection Findings - Susquehanna 1

Page 7 of 10



guidance for the dose assessment staff in the Technical Support Center (TSC) to determine the magnitude of, and 
continually assess the impact of, the release of radioactive materials. The TSC staff was procedurally limited to 
performing forward and back dose calculations, but not blowout panel calculations. Blowout panel release 
calculations were only to be performed by the Emergency Operations Facility (EOF) staff. Susquehanna entered this 
issue into their corrective action program as CR-2015-04701, which led to the revision of the applicable procedures to 
allow the TSC dose assessment staff to perform the full scope of dose calculations available to the EOF staff. 

The inspectors determined that the failure to have the same scope of dose assessment capabilities available to the full 
emergency response organization (ERO) was a performance deficiency that was within Susquehanna’s ability to 
foresee and correct. The performance deficiency is more than minor because it is associated with the ERO Readiness 
and ERO Performance attributes of the emergency preparedness cornerstone, and adversely affected 
the cornerstone objective of ensuring that a licensee is capable of implementing adequate measures to protect the 
health and safety of the public in the event of a radiological emergency. Using IMC 0609, Appendix B, Section 5.9, 
the finding is of very low safety significance (Green) because the finding was determined to not be an example of the 
overall dose projection process being incapable of providing technically adequate estimates of radioactive material 
releases; the deficiency was limited to the TSC staff which in fact had the capability of performing dose projections 
and was only limited by the lack of procedural guidance. The cause of this finding has a cross-cutting aspect in the 
area of Documentation, because Susquehanna did not ensure that their organization creates and maintains complete, 
accurate and up-to-date documentation. Specifically, Susquehanna did not provide emergency plan implementing 
procedures to enable the TSC dose assessment staff to perform dose projections for all required radioactive material 
releases.
Inspection Report# : 2015004 (pdf)

Occupational Radiation Safety

Significance:  Jun 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Entry into a High Radiation Area without Radiological Briefing
A Green self-revealing NCV of TS 5.7.1, High Radiation Area Controls, was identified when a worker did not comply 
with a radiological posting barrier and other access control requirements for high radiation area (HRA) entry. 
Specifically, on December 26, 2015, a security officer entered into a posted HRA without proper authorization. This 
was entered into the CAP as CR-2015-33947, the HRA barrier was moved further out, and a shield rack was placed in 
front of the condenser bay door to reduce radiation dose rates. The finding was determined to be more than minor 
based on similarity to example 6.h in IMC 0612, Appendix E, and it is associated with Human Performance attribute 
of the Occupational Radiation Safety Cornerstone and affected the cornerstone objective to ensure adequate protection 
of the worker health and safety from exposure to radiation from radioactive material during routine civilian nuclear 
reactor operation. Specifically, the individual violated the HRA posting, radiation work permit (RWP) and briefing 
requirements designed to protect the worker from unnecessary radiation exposure. Using IMC 0609, Appendix C, 
“Occupational Radiation Safety SDP,” dated August 19, 2008, the finding was determined to be of very low safety 
significance (Green) because it did not involve: (1) as low as is reasonably achievable (ALARA) occupational 
collective exposure planning and controls, (2) an overexposure, (3) a substantial potential for overexposure, or (4) an 
impaired ability to assess dose. The finding is related to the cross-cutting area of Problem Identification and 
Resolution, Resolution, in that the organization did not ensure that corrective actions to address the cause of repetitive 
electronic dosimeter alarms in this area of the plant and had not been sufficiently evaluated and had not enhanced 
radiological controls to prevent this issue from recurring. [P.3]
Inspection Report# : 2016002 (pdf)
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Significance:  Jun 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Entry into a Locked High Radiation Area without Radiological Briefing
A Green self-revealing NCV of TS 5.7.2, High Radiation Area Controls, was identified when workers entered the 
wrong reactor unit condenser bay (Unit 2) that was posted and controlled as a locked high radiation area (LHRA). 
Specifically, on May 3, 2016, four Susquehanna staff were briefed to enter the Unit 1 condenser bay to check for 
steam leaks during start up, however the staff entered the Unit 2 condenser bay during full power operations in error 
and received electronic dosimeter alarms. This was entered into the CAP as CR-2016-11944, the use of master keys 
for routine entry into LHRA was discontinued, and a radiation safety stand down was conducted. The finding was 
determined to be more than minor based on a similar example 6.h in IMC 0612, Appendix E, and it is associated with 
Human Performance attribute of the Occupational Radiation Safety Cornerstone and affected the cornerstone 
objective to ensure adequate protection of the worker health and safety from exposure to radiation from radioactive 
material during routine civilian nuclear reactor operation. Specifically, Susquehanna staff violated the RWP and 
briefing requirements designed to protect workers from unnecessary radiation exposure. Using IMC 0609, Appendix 
C, “Occupational Radiation Safety SDP,” dated, August 19, 2008, the finding was determined to be of very low safety 
significance (Green) because it did not involve: (1) ALARA occupational collective exposure planning and controls, 
(2) an overexposure, (3) a substantial potential for overexposure, or (4) an impaired ability to assess dose. The finding 
was self-revealing because Susquehanna was made aware of the situation as a result of an electronic dose rate alarm. 
The finding is related to the cross-cutting area of Human Performance, Teamwork because the workers did not 
conduct peer checking and recognize and communicate that they were in the wrong reactor unit for the work they 
were conducting. Specifically, four Susquehanna staff were briefed to enter the Unit 1 condenser bay to check for 
steam leaks during start up, however the staff entered the Unit 2 condenser bay. [H.4]
Inspection Report# : 2016002 (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.

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

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

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

Miscellaneous

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Report Loss of Safety Function as Required by 10 CFR 50.73(a)(2)(v)
Inspectors identified a Severity Level IV NCV of 10 CFR Part 50.73 (a)(2)(v) when Susquehanna did not submit a 
licensee event report (LER) within 60 days of identifying that both trains of the control room emergency outside air 
supply system (CREOASS) were rendered inoperable during surveillance testing, a condition that could have 
prevented fulfillment of a safety function. Susquehanna entered the issue into the CAP as CR-2016-03713 and 
reported the condition on May 5, 2016 in LER 50-388(387)/2015-015. Since the issue had the potential to affect the 
NRC’s ability to perform its regulatory function, the inspectors evaluated this performance deficiency in accordance 
with the traditional enforcement process. Using example 6.9.d.9 from the NRC Enforcement Policy, the inspectors 
determined that it was a Severity Level IV violation. The significance of the associated performance deficiency was 
also screened against the reactor oversight process (ROP) per the guidance of IMC 0612, Appendix B, "lssue 
Screening.” Because this violation involves the traditional enforcement process and does not have an associated 
finding under the ROP, inspectors did not assign a cross-cutting aspect to this violation. 

Inspection Report# : 2016001 (pdf)

Last modified : December 08, 2016
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Susquehanna 1
4Q/2016 Plant Inspection Findings

Initiating Events

Significance:  Jul 22, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Promptly Identify and Correct a Condition Adverse to Quality on Vital 480 VAC MCCs (4OA2.1.c
(4))
The inspectors documented a self-revealing Green NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective 
Action,” for failure to identify and correct a condition adverse to quality. Specifically, in October and December 2006 
and July 2009, Susquehanna did not identify a non-conforming condition with the design and performance 
requirements of several 480 volt motor control center (MCC) breaker assemblies during receipt inspections. These 
non-conforming breaker assemblies were installed in vital 480 VAC applications and subsequently led to a phase to 
ground short and loss of a 480 volt safety-related motor control center on May 12, 2016. Susquehanna entered this 
issue into their CAP, conducted an apparent cause evaluation, replaced the damaged breaker assembly, and is 
conducting an extent of cause review for other susceptible breaker assemblies. The finding was more than minor 
because it was associated with the Design Control attribute of the Initiating Events cornerstone and adversely affected 
the associated cornerstone objective to limit the likelihood of events that upset plant stability and challenge critical 
safety functions during shutdown as well as power operations. Specifically, on May 12, 2016, an electrical transient 
on vital AC bus 2B246 occurred as a result of a phase to ground fault in breaker cubicle 2B24609, which resulted in a 
loss of bus 2B246 and associated safety related loads. In accordance with IMC 0609.04, “Initial Characterization of 
Findings,” dated June 19, 2012, and Exhibit 1 of IMC 0609, Appendix A, “The SDP for Findings At-Power,” dated 
June 19, 2012, the inspectors determined that this finding is of very low safety significance (Green) because the 
performance deficiency did not cause both a reactor trip and loss of mitigation equipment relied upon to transition the 
plant from the onset of the trip to a stable shutdown condition. This finding did not have a cross-cutting aspect 
because the performance deficiency was a historical issue with the actions taken in 2005, 2006, and 2009, and is not 
indicative of current licensee performance.
Inspection Report# : 2016008 (pdf)

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Correct Fatigue Related Cracking of the ‘B’ RRP Lower Seal Cavity Vent Line
A self-revealing finding of very low safety significance (Green) and associated NCV of 10 CFR Part 50, Appendix B, 
Criterion XVI, “Corrective Action,” was identified for Susquehanna’s failure to establish measures to assure a 
condition adverse to quality was corrected. Specifically, vibration induced fatigue cracking on the Unit 1 ‘B’ reactor 
recirculation pump (RRP) lower seal cavity vent piping was not corrected in December 2014 after a reactor coolant 
pressure boundary leak had occurred. This resulted in another reactor coolant pressure boundary leakage at the same 
location with Unit 1 operating in Mode 1, a condition prohibited by technical specifications (TS) LCO 3.4.4. 
Susquehanna’s entered the issue into the corrective action program (CAP) as CR-2015-30901 and replaced and 
modified the union that included the weld. The finding was more than minor because it was associated with the 
Equipment Performance attribute of the Initiating Events cornerstone and affected the cornerstone objective to limit 
the likelihood of events that upset plant stability and challenge critical safety functions during shutdown as well as 
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power operations. The inspectors evaluated the finding in accordance with Exhibit 1 of IMC 0609, Appendix A, “The 
significance determination process (SDP) for Findings At-Power,” and determined the finding was of very low safety 
significance (Green) because the leakage would not have exceeded the reactor coolant system (RCS) leak rate for a 
small loss of coolant accident (LOCA) and it did not affect other systems used to mitigate a LOCA. This finding had a 
cross-cutting aspect in the area of Human Performance, Work Management, because Susquehanna did not implement 
a process of planning, controlling, and executing work activities such that nuclear safety is the overriding priority, in 
that Susquehanna did not adequately coordinate the work activities with different groups [H.5]. Specifically, welding 
engineers were not engaged in the decision making process during the December 2014 repair and consequently the 
repair was inadequate to ensure the entire crack had been removed.
Inspection Report# : 2016001 (pdf)

Mitigating Systems

Significance:  Oct 21, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Specify and Maintain Safety-Related Quality Standards and Materials Essential for Reactor Core 
Isolation Cooling
The team identified a Green non-cited violation of Title 10 of the Code of Federal Regulations (CFR), Part 50, 
Appendix B, Criterion III, “Design Control,” for the failure to classify and maintain reactor core isolation cooling 
(RCIC) system components as safety-related as specified by Updated Final Safety Analysis Report Table 3.2-1 and 
Section 7.1.1. Specifically, although Talen, the operator of Susquehanna Steam Electric Station, classified the RCIC 
system as safety-related, this classification did not extend to the Unit 1 and Unit 2 RCIC barometric condenser relief 
valves. The team determined failure of the non-safety related barometric condenser relief valves could result in a loss 
of RCIC lube oil cooling and failure of RCIC to perform its design basis safety function. Talen entered the issue into 
the corrective action program as condition report 2016-23615 and performed an immediate operability determination, 
which concluded RCIC remained operable. The finding 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 the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. The team evaluated this finding using IMC 0609, Attachment 4, “Initial Characterization of Findings,”
and IMC 0609, Appendix A, “The Significance Determination Process for Findings At-Power,” Exhibit 2 - Mitigating 
System Screening Questions. The team determined the finding screened as very low safety significance (Green), 
because the finding was a design deficiency which did not result in an actual loss of functionality of the RCIC system. 
This finding was not assigned a cross-cutting aspect because the performance deficiency occurred during original 
plant design and did not reflect current licensee performance.
Inspection Report# : 2016007 (pdf)

Significance:  Sep 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Risk Management Actions Not Adequately Implemented
The inspectors identified a Green NCV of 10 CFR 50.65(a)(4) because Susquehanna did not assess and manage the 
increase in risk from online maintenance activities. From September 11 to 16, 2016, there were multiple affected areas 
that the fire protection engineer or designee did not walk down to inspect for fire impairments resulting in deficiencies 
not being corrected prior to releasing work and no fire watch was established for the impairments. Susquehanna 
removed the combustible materials from the areas or stationed a fire watch, and entered these issues into their CAP as 
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CR-2016-21125, CR 2016-21423, CR-2016-21616, and CR-2016-21741. This finding is more than minor because it 
adversely impacted the protection against external factors attribute of the Mitigating Systems cornerstone objective to 
ensure the capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core 
damage). Specifically, not implementing the required risk management actions (RMAs) for the only available safe 
shutdown pathway placed the station in a much higher risk condition in the event of an internal fire. The inspectors 
evaluated the finding in accordance with IMC 0609, Appendix K, “Maintenance Risk Assessment and Risk 
Management Significance Determination Process.” Since the performance deficiency was related to maintenance 
activities affecting structure, system, and components needed for fire mitigation, Appendix K directed the significance 
to be determined by an internal NRC management review using risk insights. IMC 0609, Appendix F, Attachment 1 
“Fire Protection Significance Determination Process Phase 1 Worksheet,” was used to develop this risk insight. Based 
on the nature and quantity of combustible materials in the areas, combined with the relatively short duration of which 
the fire risk was unmitigated, inspectors determined that it was of very low safety significance (Green). The finding 
was determined to have a cross-cutting aspect in the area of Human Performance, Avoid Complacency, in that, 
individuals did not plan for latent issues and inherent risk, even while expecting successful outcomes. Specifically, 
combustible materials were not appropriately controlled as required by OI-013-002, “Fire Risk Management,”
Revision 10, because in some cases they were assumed to be exempt from the program requirement or staff did not 
tour the areas because they assumed there were no combustible materials present based on past experience. [H.12]
Inspection Report# : 2016003 (pdf)

Significance:  Jul 22, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Write a Condition Report for Degraded Conditions Which Challenged Operability of Safety Related 
Equipment (4OA2.1.c(1))
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” for 
Susquehanna failing to identify and correct conditions adverse to quality in a timely manner. Specifically, between 
April 16, 2016 and April 22, 2016, condition reports for potential or suspected degraded or non-conforming 
conditions related to the High Pressure Coolant Injection System (HPCI) and Reactor Core Isolation Cooling System 
(RCIC) were not written and operability determinations performed. In both cases, the equipment was subsequently 
declared inoperable due to the conditions. The issues were entered into the CAP and the equipment was taken out of 
service, repaired, and retested satisfactorily. The inspectors determined that there were two examples of the same 
performance deficiency and violation. In accordance with NRC Enforcement Manual Section 1.3.4, “Documenting 
Multiple Examples of a Violation,” multiple examples of a single violation are allowed to be documented as a single 
violation bounded by the characterization of the most significant example. The RCIC example is considered the most 
significant due to the longer exposure time in a required mode and number of mode changes that occurred during the 
exposure period. The finding was more than minor because it was associated with the Equipment Performance 
attribute of the Mitigating Systems cornerstone and adversely affected the associated cornerstone objective to ensuring 
the capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). 
Specifically, the failure to identify and correct degraded conditions associated with a RCIC system lube oil leak which 
rendered that system inoperable. In accordance with IMC 0609.04, “Initial Characterization of Findings,” dated June 
19, 2012, the inspectors determined that this finding screened to Green because the safety function was not lost, and 
the finding did not represent an actual loss of function of at least a single train for greater than its Tech Spec Allowed 
Outage Time or two separate safety systems out-of-service for greater than its Tech Spec Allowed Outage Time. This 
finding had a cross-cutting aspect in the area of Human Performance, Teamwork, because individuals and work 
groups did not communicate and coordinate their activities within and across organizational boundaries to ensure 
nuclear safety is maintained. Specifically, in both examples, individuals were aware of potential degraded conditions 
but actions were not taken to communicate the activity to other groups, such as the control room operators, to allow 
for the issues to be evaluated for operability and determine if proposed actions were timely and/or appropriate. [H.4]
Inspection Report# : 2016008 (pdf)
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Significance:  Jul 22, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Implement and Maintain Quality Procedure Results in Control Room Chiller Inoperability 
(4OA2.1.c(2))
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion V, “Instructions, Procedures, and 
Drawings,” for failure to implement and maintain a quality procedure, MT-GE-021, “Chiller Maintenance and 
Inspection.” This resulted in the safety related 0K112A chiller being operated outside of its design specifications and 
being declared inoperable. Specifically, on January 9, 2014, a system engineer directed the maintenance personnel to 
overcharge 0K112A with R-114a refrigerant, which led to higher power consumption by the chiller’s compressor 
motor, and the failure of the next biennial surveillance test on December 10, 2015 due to excessive compressor motor 
current. Susquehanna entered the issue into the CAP, conducted testing to establish the proper refrigerant charge, 
removed the excess refrigerant, and revised the procedure. The finding was determined to be more than minor because 
it was associated with the Mitigating System cornerstone attribute of Equipment Performance and adversely affected 
the associated cornerstone objective to ensuring the availability, reliability, and capability of systems that respond to 
initiating events to prevent undesirable consequences (i.e., core damage). The refrigerant overcharge condition 
resulted in the 0K112A chiller being inoperable and unable to fulfil its safety function to cool safety related 
switchgear and equipment during accident conditions for a period of 23 months. In accordance with IMC 0609.04, 
“Initial Characterization of Findings,” and Exhibit 2 of IMC 0609, Appendix A, “The Significance Determination 
Process for Findings At-Power,” the inspectors determined a detailed risk evaluation would be required because the 
finding involved an actual loss of function of at least a single Train for greater than its Technical Specification 
allowed outage time of 30 days. A detailed risk assessment was performed by a Region 1 Senior Reactor Analyst 
(SRA). The SRA determined the finding to be of very low safety significance (Green.) This finding had a cross-
cutting aspect in the area of Human Performance, Procedure Adherence because individuals did not follow processes, 
procedures, and work instructions. Specifically, for many years maintenance and engineering personnel relied upon 
informal work practices vice referring to the procedure when charging the chillers with refrigerant. [H.8]
Inspection Report# : 2016008 (pdf)

Significance:  Jun 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Promptly Correct a Condition Adverse to Quality with ‘A’ EDG MOC Switch
A self-revealing finding of very low safety significance (Green) and associated NCV of 10 CFR 50, Appendix B, 
Criterion XVI, “Corrective Action,” for failure to correct a condition adverse to quality. Specifically, on March 23, 
2016, the ‘A’ emergency diesel generator (EDG) failed its technical specification (TS) surveillance test in that the 
emergency switchgear room cooler, 1V222A, started immediately when the EDG loaded onto the emergency bus 
following a simulated loss of off-site power (LOOP) and simulated Emergency Core Cooling System (ECCS) 
Initiation, rather than sequencing onto the bus as intended by design. Susquehanna identified the direct cause of the 
failure was due to a misadjustment of the mechanism-operated cell (MOC) linkage switch (S1) in the ‘A’ EDG output 
breaker to the 1A 4 kilovolt (kV) bus, which provides the electrical logic to the 1V222A load timer. The repeat failure 
was entered into the corrective action program (CAP) as CR 2016-08643, the MOC linkage was realigned, and the 
functions satisfactorily tested. The finding was determined to be more than minor because it was associated with the 
Equipment Performance attribute of the Mitigating Systems cornerstone and adversely affected the cornerstone 
objective of ensuring the capability of systems that respond to initiating events to prevent undesirable consequences 
(i.e., core damage). Specifically, the failure to correct the degraded condition rendered the ‘A’ EDG inoperable for 
longer than the TS allowed outage time. In accordance with IMC 0609.04, “Initial Characterization of Findings,”
dated June 19, 2012, and Exhibit 2 of IMC 0609, Appendix A, “The SDP for Findings At-Power,” dated June 19, 
2012, the inspectors determined that this finding required a detailed risk assessment because the finding represents an 
actual loss of function of a single train for greater than the TS allowed outage time. Specifically, the ‘A’ EDG was 
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inoperable from July 19, 2010 until April 2, 2016, because TS requires functioning of the sequencing timers for the 
EDG to be operable. In coordination with a Region 1 Senior Risk Analyst, the issue was qualitatively screened as 
Green (very low safety significance) based on the low initiating event frequency associated with a loss of coolant 
accident (LOCA) co incident with a LOOP event, and observed successful EDG function during multiple 
LOOP/LOCA tests over the period in question. This would result in a delta core damage frequency substantially less 
than E-6. Additionally, it was reasonable to conclude that the ‘A’ EDG remained available to perform its function 
given the minimal increased load on the machine as evidenced during the performance of the LOOP-LOCA 
surveillance testing in 2012, 2014, and 2016. This finding had a cross-cutting aspect in the area of Problem 
Identification and Resolution, Evaluation, because Susquehanna did not thoroughly evaluate the issue to ensure that 
the resolution addressed the cause and extent of conditions commensurate with their safety significance. Specifically, 
Susquehanna corrected a suspected condition without appropriate troubleshooting until the third identical failure of 
the 1V222A load timer. [P.2]
Inspection Report# : 2016002 (pdf)

Significance:  Jun 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure of B EDG to Reach Rated Frequency within 10 Seconds
A self-revealing finding of very low safety significance (Green) and associated NCV of TS 5.4.1.a, “Procedures,” was 
identified when Susquehanna failed to implement procedures for loading EDGs promptly following extended 
unloaded operation. Specifically, Susquehanna did not load the ‘B’ EDG promptly following over 6 hours of unloaded 
operation which resulted in the slow starting time during the subsequent surveillance test due to insufficient fuel 
delivery caused by clogged fuel injectors. The failure was entered into the CAP as CR-2016-13220 and the EDG was 
run loaded for an extended period to ensure any unburned fuel had been removed from the machine. The finding was 
more than minor because it was associated with the Equipment Performance attribute of the Mitigating Systems 
Cornerstone and affected the objective to ensure the reliability of systems that respond to initiating events to prevent 
undesirable consequences (i.e. core damage). Specifically, the failure to load the ‘B’ EDG following extended 
operation unloaded resulted in the slow starting time of the EDG during subsequent surveillance testing due to 
clogged fuel injectors. The inspectors evaluated the finding in accordance with Exhibit 2 of IMC 0609, Appendix A, 
“The SDP for Findings At-Power,” dated June 19, 2012 and determined that it was of very low safety significance 
(Green) because it did not affect the design or qualification of the EDG, did not represent a loss of system function, 
and did not represent a loss of a single train for greater than its TS allowed outage time. The finding is related to the 
cross-cutting area of Human Performance, Consistent Process, because Susquehanna did not use a consistent, 
systematic approach to make decisions which incorporated risk insights. Specifically, Susquehanna did not 
appropriately coordinate the loaded run of the ‘B’ EDG with maintenance on the ‘C’ EDG to ensure ‘B’ EDG 
availability was not unnecessarily challenged. [H.13]
Inspection Report# : 2016002 (pdf)

Barrier Integrity

Significance:  Jun 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Promptly Identify a Condition Adverse to Quality Associated with Primary Containment Isolation 
Valves
A self-revealing Green finding and associated violation of 10 CFR 50, Appendix B, Criterion XVI, “Corrective 
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Action,” and TS 3.6.1.3, “Primary Containment Isolation Valves (PCIVs),” was identified when Susquehanna did not 
promptly identify a condition adverse to quality. Despite observing abnormal behavior during local leak rate testing 
following replacement in May 2014, Susquehanna did not take any action to ensure that certain Reactor Water 
Cleanup (RWCU) system PCIVs passed their subsequent testing. Consequently, these valves failed their in-service 
and local leak rate test in March 2016 when they failed to close upon securing system flow. The failure was caused by 
an internal interference between the check valve hinge and body. Following the failures in March 2016, Susquehanna 
repaired the valves and successfully performed local leak rate testing, restoring operability of the PCIVs. The repeat 
failure was entered into the CAP as CRs 2016-06960 and 2016-09940. The finding was determined to be more than 
minor because it was associated with the Structure, System, and Component (SSC) and Barrier Performance attribute 
of the Barrier Integrity cornerstone and adversely affected the cornerstone objective of providing reasonable assurance 
that physical design barriers (containment) protect the public from radionuclide releases caused by accidents or 
events. Specifically, the failure to identify a condition adverse to quality during post-maintenance testing resulted in 
two PCIVs being rendered inoperable for longer than the TS allowed outage time. In accordance with IMC 0609.04, 
“Initial Characterization of Findings,” dated June 19, 2012, and Exhibit 2 of IMC 0609, Appendix A, “The SDP for 
Findings At-Power,” dated June 19, 2012, the inspectors determined that this finding is of very low safety significance 
(Green) because the performance deficiency did not involve the hydrogen recombiners and did not result in an actual 
open pathway in the physical integrity of reactor containment. Specifically, the redundant valve for each penetration 
remained operable during the period in which these two valves were inoperable. This finding had a cross-cutting 
aspect in the area of Human Performance, Conservative Bias, because Susquehanna did not use decision making 
practices that emphasized prudent choices over those that are simply allowable. Specifically, Susquehanna decided to 
accept elevated seat leakage for two new PCIVs, assuming that they could be declassified as PCIVs. [H.14]
Inspection Report# : 2016002 (pdf)

Emergency Preparedness

Significance:  Jun 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Critique an Incorrect PAR Notification
An NRC-identified finding of very low safety significance (Green) and associated NCV of 10 CFR 50.54(q)
(2),”Emergency Plans” was identified when Susquehanna failed to identify that an incorrect notification of wind 
direction was made to the senior state official (SSO) during a full-scale drill. This failure was entered into the CAP as 
CRs 2016-14303 and 2016-14128, ERO personnel involved in the incorrect communication and the drill controllers 
that failed to identify the deficiency were remediated, and lessons learned communicated to other emergency response 
organization personnel. The finding was more than minor because it is associated with the emergency response 
organization (ERO) Performance attribute of the Emergency Preparedness Cornerstone and affected 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. Specifically, the failure of Susquehanna personnel to effectively 
identify an exercise weakness associated with a risk significant planning standard (RSPS) caused a missed opportunity 
to identify and correct a drill-related performance deficiency. The inspectors assessed the issue using the Emergency 
Preparedness SDP, Appendix B to IMC 0609, dated September 23, 2014. Susquehanna's failure to critique the 
inaccurate notification met the NRC's definition of a weakness in a full-scale drill. However, because four previous 
notifications had accurately reported the wind direction and the miscommunication was inconsistent with the correct 
protective actions recommendation (PAR) that was communicated simultaneously, in consultation with a senior 
emergency preparedness inspector, inspectors determined the communication would likely have been corrected prior 
to the offsite response organizations (OROs) acting on the incorrect information, did not result in an incorrect PAR, 
and therefore determined that that the failure to critique the drill weakness only constituted a degradation of the 
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planning standard (PS) function. Therefore the finding is characterized as having very low safety significance (Green). 
The finding is related to the cross-cutting area of Problem Identification and Resolution, Identification, in that 
Susquehanna did not identify a RSPS issue completely, accurately, and in a timely manner commensurate with the 
safety significance. Specifically, during the full-scale drill, Susquehanna failed to recognize and critique that a RSPS 
was not met and did not place this issue into the CAP until prompted by inspectors. [P.1]
Inspection Report# : 2016002 (pdf)

Occupational Radiation Safety

Significance:  Jun 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Entry into a High Radiation Area without Radiological Briefing
A Green self-revealing NCV of TS 5.7.1, High Radiation Area Controls, was identified when a worker did not comply 
with a radiological posting barrier and other access control requirements for high radiation area (HRA) entry. 
Specifically, on December 26, 2015, a security officer entered into a posted HRA without proper authorization. This 
was entered into the CAP as CR-2015-33947, the HRA barrier was moved further out, and a shield rack was placed in 
front of the condenser bay door to reduce radiation dose rates. The finding was determined to be more than minor 
based on similarity to example 6.h in IMC 0612, Appendix E, and it is associated with Human Performance attribute 
of the Occupational Radiation Safety Cornerstone and affected the cornerstone objective to ensure adequate protection 
of the worker health and safety from exposure to radiation from radioactive material during routine civilian nuclear 
reactor operation. Specifically, the individual violated the HRA posting, radiation work permit (RWP) and briefing 
requirements designed to protect the worker from unnecessary radiation exposure. Using IMC 0609, Appendix C, 
“Occupational Radiation Safety SDP,” dated August 19, 2008, the finding was determined to be of very low safety 
significance (Green) because it did not involve: (1) as low as is reasonably achievable (ALARA) occupational 
collective exposure planning and controls, (2) an overexposure, (3) a substantial potential for overexposure, or (4) an 
impaired ability to assess dose. The finding is related to the cross-cutting area of Problem Identification and 
Resolution, Resolution, in that the organization did not ensure that corrective actions to address the cause of repetitive 
electronic dosimeter alarms in this area of the plant and had not been sufficiently evaluated and had not enhanced 
radiological controls to prevent this issue from recurring. [P.3]
Inspection Report# : 2016002 (pdf)

Significance:  Jun 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Entry into a Locked High Radiation Area without Radiological Briefing
A Green self-revealing NCV of TS 5.7.2, High Radiation Area Controls, was identified when workers entered the 
wrong reactor unit condenser bay (Unit 2) that was posted and controlled as a locked high radiation area (LHRA). 
Specifically, on May 3, 2016, four Susquehanna staff were briefed to enter the Unit 1 condenser bay to check for 
steam leaks during start up, however the staff entered the Unit 2 condenser bay during full power operations in error 
and received electronic dosimeter alarms. This was entered into the CAP as CR-2016-11944, the use of master keys 
for routine entry into LHRA was discontinued, and a radiation safety stand down was conducted. The finding was 
determined to be more than minor based on a similar example 6.h in IMC 0612, Appendix E, and it is associated with 
Human Performance attribute of the Occupational Radiation Safety Cornerstone and affected the cornerstone 
objective to ensure adequate protection of the worker health and safety from exposure to radiation from radioactive 
material during routine civilian nuclear reactor operation. Specifically, Susquehanna staff violated the RWP and 
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briefing requirements designed to protect workers from unnecessary radiation exposure. Using IMC 0609, Appendix 
C, “Occupational Radiation Safety SDP,” dated, August 19, 2008, the finding was determined to be of very low safety 
significance (Green) because it did not involve: (1) ALARA occupational collective exposure planning and controls, 
(2) an overexposure, (3) a substantial potential for overexposure, or (4) an impaired ability to assess dose. The finding 
was self-revealing because Susquehanna was made aware of the situation as a result of an electronic dose rate alarm. 
The finding is related to the cross-cutting area of Human Performance, Teamwork because the workers did not 
conduct peer checking and recognize and communicate that they were in the wrong reactor unit for the work they 
were conducting. Specifically, four Susquehanna staff were briefed to enter the Unit 1 condenser bay to check for 
steam leaks during start up, however the staff entered the Unit 2 condenser bay. [H.4]
Inspection Report# : 2016002 (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.

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

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

Miscellaneous

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Report Loss of Safety Function as Required by 10 CFR 50.73(a)(2)(v)
Inspectors identified a Severity Level IV NCV of 10 CFR Part 50.73 (a)(2)(v) when Susquehanna did not submit a 
licensee event report (LER) within 60 days of identifying that both trains of the control room emergency outside air 
supply system (CREOASS) were rendered inoperable during surveillance testing, a condition that could have 
prevented fulfillment of a safety function. Susquehanna entered the issue into the CAP as CR-2016-03713 and 
reported the condition on May 5, 2016 in LER 50-388(387)/2015-015. Since the issue had the potential to affect the 
NRC’s ability to perform its regulatory function, the inspectors evaluated this performance deficiency in accordance 
with the traditional enforcement process. Using example 6.9.d.9 from the NRC Enforcement Policy, the inspectors 
determined that it was a Severity Level IV violation. The significance of the associated performance deficiency was 
also screened against the reactor oversight process (ROP) per the guidance of IMC 0612, Appendix B, "lssue 
Screening.” Because this violation involves the traditional enforcement process and does not have an associated 
finding under the ROP, inspectors did not assign a cross-cutting aspect to this violation. 

Inspection Report# : 2016001 (pdf)

Last modified : February 01, 2017

4Q/2016 Inspection Findings - Susquehanna 1

Page 9 of 9



Home > Nuclear Reactors > Operating Reactors > Reactor Oversight Process > Plant Summaries > Susquehanna 1 > 
Quarterly Plant Inspection Findings 

Susquehanna 1 – Quarterly Plant Inspection Findings
2Q/2017 – Plant Inspection Findings
On this page:

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

Initiating Events

Significance:  Dec 31, 2016
Identified By: NRC
Item Type: FIN Finding
Auxiliary Bus Load Shed when a Daisy Chained Neutral was Interrupted during Maintenance
A finding of very low safety significance (Green) for failure to develop an adequate work plan for replacement of a 
voltage potential indicating light on a breaker on the Unit 2 'B' auxiliary bus was self-revealed when the Unit 2 'B' 
reactor recirculation pump (RRP) tripped, along with other non-safety related loads on November 14, 2016, resulting in 
a rapid unplanned power change and transition to single loop operation. Specifically, operations and maintenance 
personnel did not recognize that disconnecting the neutral wires from the light socket would interrupt power to all of 
the degraded voltage relays for the auxiliary bus. Therefore, the relays de-energized when the maintenance was 
performed, tripping all the breakers on the bus. Susquehanna's immediate corrective actions included stabilizing the 
plant, entering single loop operations, and entering the issue into their corrective action program (CAP). Additionally, 
Susquehanna performed a maintenance department stand down to communicate immediate lessons learned from the 
event while a more thorough causal analysis was conducted. The performance deficiency was more than minor because 
it was associated with the Equipment Performance attribute of the Initiating Events cornerstone and affected its 
objective to limit the likelihood of events that upset plant stability and challenge critical safety functions during 
shutdown as well as power operations. Specifically, implementation of work instructions resulted in the trip of the Unit 
2 'B' RRP, 'B' and 'D' circulating water (CW) pumps, 'B' and 'D' condensate pumps, and the 'B' service water (SW) 
pump, which caused an automatic trip of the 'C' reactor feed pump and runback of the 'A' RRP, resulting in a rapid 
power reduction to 32 percent rated thermal power (RTP). The inspectors evaluated the finding in accordance with 
IMC 0609, Appendix A "The SDP for Findings At-Power," dated June 19, 2012, Exhibit 1 for the Initiating Events 
cornerstone and determined the finding was of very low safety significance (Green) because it did not cause a reactor 
trip. This finding was determined to have a cross-cutting aspect in the area of Human Performance, Work Management 
because Susquehanna did not implement a process of planning work activities such that nuclear safety is the overriding 
priority, including the identification and management of risk commensurate with the work. Specifically, Susquehanna 
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did not recognize the risk of interrupting a daisy chained neutral when planning a minor maintenance work order and 
did not recognize the impact of the work activity in the field.
Inspection Report# : 2016004 (pdf)

Significance:  Jul 22, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Promptly Identify and Correct a Condition Adverse to Quality on Vital 480 VAC MCCs (4OA2.1.c
(4))
The inspectors documented a self-revealing Green NCV of 10 CFR 50, Appendix B, Criterion XVI, "Corrective 
Action," for failure to identify and correct a condition adverse to quality. Specifically, in October and December 2006 
and July 2009, Susquehanna did not identify a non-conforming condition with the design and performance 
requirements of several 480 volt motor control center (MCC) breaker assemblies during receipt inspections. These non-
conforming breaker assemblies were installed in vital 480 VAC applications and subsequently led to a phase to ground 
short and loss of a 480 volt safety-related motor control center on May 12, 2016. Susquehanna entered this issue into 
their CAP, conducted an apparent cause evaluation, replaced the damaged breaker assembly, and is conducting an 
extent of cause review for other susceptible breaker assemblies. The finding was more than minor because it was 
associated with the Design Control attribute of the Initiating Events cornerstone and adversely affected the associated 
cornerstone objective to limit the likelihood of events that upset plant stability and challenge critical safety functions 
during shutdown as well as power operations. Specifically, on May 12, 2016, an electrical transient on vital AC bus 
2B246 occurred as a result of a phase to ground fault in breaker cubicle 2B24609, which resulted in a loss of bus 
2B246 and associated safety related loads. In accordance with IMC 0609.04, "Initial Characterization of Findings," 
dated June 19, 2012, and Exhibit 1 of IMC 0609, Appendix A, "The SDP for Findings At-Power," dated June 19, 2012, 
the inspectors determined that this finding is of very low safety significance (Green) because the performance 
deficiency did not cause both a reactor trip and loss of mitigation equipment relied upon to transition the plant from the 
onset of the trip to a stable shutdown condition. This finding did not have a cross-cutting aspect because the 
performance deficiency was a historical issue with the actions taken in 2005, 2006, and 2009, and is not indicative of 
current licensee performance.
Inspection Report# : 2016008 (pdf)

Mitigating Systems

Significance:  Dec 31, 2016
Identified By: Self-Revealing
Item Type: FIN Finding
Failure Rates Exceed (20%) Twenty Percent for Biennial Requalification Exam
A self-revealing finding was identified associated with inadequate licensed operator performance during the annual 
licensed operator requalification operating test and biennial written examination. Specifically, 17 of 71 operators 
(23.9%) failed at least one portion of the requalification examinations. This finding is more than minor because it is 
associated with the Mitigating Systems cornerstone attribute of human performance and affected the cornerstone 
objective of ensuring the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences. Specifically, 17 of 71 licensed operators failed to demonstrate a satisfactory understanding 
of the required knowledge and abilities required to safely operate the facility under normal, abnormal, and emergency 
conditions. The inspectors evaluated this performance deficiency using IMC 0609, "SDP", Appendix I, "Licensed 
Operator Requalification SDP." This finding is of very low safety significance (Green) because the finding is related to 
requalification exam results, did not result in a failure rate of greater than 40 percent and all 17 operators were 
remediated and successfully retested prior to returning to licensed duties. This finding has a cross-cutting aspect in the 
area of Human Performance, Training, because Susquehanna did not provide adequate operator requalification training 
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to maintain a knowledgeable, technically competent workforce.
Inspection Report# : 2016004 (pdf)

Significance:  Dec 31, 2016
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Failure to Promptly Correct a Condition Adverse to Quality with LPCI Swing Bus Automatic Transfer Switches
A finding of very low safety significance (Green) and associated NCV of Title 10 Code of Federal Regulations (CFR) 
50, Appendix B, Criterion XVI, "Corrective Action," was self-revealed when Susquehanna failed to assure that 
conditions adverse to quality were promptly identified and corrected on two separate occasions. Both examples resulted 
in the failures of safety-related automatic transfer switches (ATSs) associated with the low pressure coolant injection 
(LPCI) swing buses. Corrective actions included enhancing the work instructions for all applicable ATSs based off 
original equipment manufacturer (OEM) input and scheduling the enhanced work instructions to be performed on the 
four swing bus ATSs during their next scheduled bus outages. Inspectors determined that the finding was more than 
minor because it was associated with the Equipment Performance attribute of the Reactor Safety - Mitigating Systems 
cornerstone and adversely affected the cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). In both examples, the 
failure to correct conditions adverse to quality resulted in the loss of power to the LPCI swing bus and inoperability of 
the respective division of LPCI. In accordance with IMC 0609.04, "Initial Characterization of Findings," dated June 19, 
2012, inspectors and Exhibit 2 of IMC 0609, Appendix A, "The SDP for Findings At-Power," dated June 19, 2012, 
inspectors determined that the finding was of very low safety significance (Green). Specifically, though a single train 
was inoperable for greater than its technical specification (TS) allowed outage time, in consultation with regional senior 
reactor analysts, inspectors determined it did not represent an actual loss of function. The finding is related to the cross-
cutting area of Problem Identification and Resolution, Evaluation, because Susquehanna did not thoroughly evaluate 
issues to ensure that resolutions address causes and extent of conditions commensurate with their safety significance. 
Specifically, Susquehanna either failed to evaluate deficiencies encountered during maintenance or failed to ensure that 
corrective actions aligned with and corrected the identified causes.
Inspection Report# : 2016004 (pdf)

Significance:  Oct 21, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Specify and Maintain Safety-Related Quality Standards and Materials Essential for Reactor Core 
Isolation Cooling
The team identified a Green non-cited violation of Title 10 of the Code of Federal Regulations (CFR), Part 50, 
Appendix B, Criterion III, "Design Control," for the failure to classify and maintain reactor core isolation cooling 
(RCIC) system components as safety-related as specified by Updated Final Safety Analysis Report Table 3.2-1 and 
Section 7.1.1. Specifically, although Talen, the operator of Susquehanna Steam Electric Station, classified the RCIC 
system as safety-related, this classification did not extend to the Unit 1 and Unit 2 RCIC barometric condenser relief 
valves. The team determined failure of the non-safety related barometric condenser relief valves could result in a loss of 
RCIC lube oil cooling and failure of RCIC to perform its design basis safety function. Talen entered the issue into the 
corrective action program as condition report 2016-23615 and performed an immediate operability determination, 
which concluded RCIC remained operable. The finding 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 
the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. The team evaluated this finding using IMC 0609, Attachment 4, "Initial Characterization of Findings," 
and IMC 0609, Appendix A, "The Significance Determination Process for Findings At-Power," Exhibit 2 - Mitigating 
System Screening Questions. The team determined the finding screened as very low safety significance (Green), 
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because the finding was a design deficiency which did not result in an actual loss of functionality of the RCIC system. 
This finding was not assigned a cross-cutting aspect because the performance deficiency occurred during original plant 
design and did not reflect current licensee performance.
Inspection Report# : 2016007 (pdf)

Significance:  Sep 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Risk Management Actions Not Adequately Implemented
The inspectors identified a Green NCV of 10 CFR 50.65(a)(4) because Susquehanna did not assess and manage the 
increase in risk from online maintenance activities. From September 11 to 16, 2016, there were multiple affected areas 
that the fire protection engineer or designee did not walk down to inspect for fire impairments resulting in deficiencies 
not being corrected prior to releasing work and no fire watch was established for the impairments. Susquehanna 
removed the combustible materials from the areas or stationed a fire watch, and entered these issues into their CAP as 
CR-2016-21125, CR 2016-21423, CR-2016-21616, and CR-2016-21741. This finding is more than minor because it 
adversely impacted the protection against external factors attribute of the Mitigating Systems cornerstone objective to 
ensure the capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core 
damage). Specifically, not implementing the required risk management actions (RMAs) for the only available safe 
shutdown pathway placed the station in a much higher risk condition in the event of an internal fire. The inspectors 
evaluated the finding in accordance with IMC 0609, Appendix K, "Maintenance Risk Assessment and Risk 
Management Significance Determination Process." Since the performance deficiency was related to maintenance 
activities affecting structure, system, and components needed for fire mitigation, Appendix K directed the significance 
to be determined by an internal NRC management review using risk insights. IMC 0609, Appendix F, Attachment 1 
"Fire Protection Significance Determination Process Phase 1 Worksheet," was used to develop this risk insight. Based 
on the nature and quantity of combustible materials in the areas, combined with the relatively short duration of which 
the fire risk was unmitigated, inspectors determined that it was of very low safety significance (Green). The finding 
was determined to have a cross-cutting aspect in the area of Human Performance, Avoid Complacency, in that, 
individuals did not plan for latent issues and inherent risk, even while expecting successful outcomes. Specifically, 
combustible materials were not appropriately controlled as required by OI-013-002, "Fire Risk Management," Revision 
10, because in some cases they were assumed to be exempt from the program requirement or staff did not tour the areas 
because they assumed there were no combustible materials present based on past experience. [H.12]
Inspection Report# : 2016003 (pdf)

Significance:  Jul 22, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Write a Condition Report for Degraded Conditions Which Challenged Operability of Safety Related 
Equipment (4OA2.1.c(1))
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," for 
Susquehanna failing to identify and correct conditions adverse to quality in a timely manner. Specifically, between 
April 16, 2016 and April 22, 2016, condition reports for potential or suspected degraded or non-conforming conditions 
related to the High Pressure Coolant Injection System (HPCI) and Reactor Core Isolation Cooling System (RCIC) were 
not written and operability determinations performed. In both cases, the equipment was subsequently declared 
inoperable due to the conditions. The issues were entered into the CAP and the equipment was taken out of service, 
repaired, and retested satisfactorily. The inspectors determined that there were two examples of the same performance 
deficiency and violation. In accordance with NRC Enforcement Manual Section 1.3.4, "Documenting Multiple 
Examples of a Violation," multiple examples of a single violation are allowed to be documented as a single violation 
bounded by the characterization of the most significant example. The RCIC example is considered the most significant 
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due to the longer exposure time in a required mode and number of mode changes that occurred during the exposure 
period. The finding was more than minor because it was associated with the Equipment Performance attribute of the 
Mitigating Systems cornerstone and adversely affected the associated cornerstone objective to ensuring the capability 
of systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). Specifically, the 
failure to identify and correct degraded conditions associated with a RCIC system lube oil leak which rendered that 
system inoperable. In accordance with IMC 0609.04, "Initial Characterization of Findings," dated June 19, 2012, the 
inspectors determined that this finding screened to Green because the safety function was not lost, and the finding did 
not represent an actual loss of function of at least a single train for greater than its Tech Spec Allowed Outage Time or 
two separate safety systems out-of-service for greater than its Tech Spec Allowed Outage Time. This finding had a 
cross-cutting aspect in the area of Human Performance, Teamwork, because individuals and work groups did not 
communicate and coordinate their activities within and across organizational boundaries to ensure nuclear safety is 
maintained. Specifically, in both examples, individuals were aware of potential degraded conditions but actions were 
not taken to communicate the activity to other groups, such as the control room operators, to allow for the issues to be 
evaluated for operability and determine if proposed actions were timely and/or appropriate. [H.4]
Inspection Report# : 2016008 (pdf)

Significance:  Jul 22, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Implement and Maintain Quality Procedure Results in Control Room Chiller Inoperability (4OA2.1.c
(2))
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion V, "Instructions, Procedures, and 
Drawings," for failure to implement and maintain a quality procedure, MT-GE-021, "Chiller Maintenance and 
Inspection." This resulted in the safety related 0K112A chiller being operated outside of its design specifications and 
being declared inoperable. Specifically, on January 9, 2014, a system engineer directed the maintenance personnel to 
overcharge 0K112A with R-114a refrigerant, which led to higher power consumption by the chiller's compressor 
motor, and the failure of the next biennial surveillance test on December 10, 2015 due to excessive compressor motor 
current. Susquehanna entered the issue into the CAP, conducted testing to establish the proper refrigerant charge, 
removed the excess refrigerant, and revised the procedure. The finding was determined to be more than minor because 
it was associated with the Mitigating System cornerstone attribute of Equipment Performance and adversely affected 
the associated cornerstone objective to ensuring the availability, reliability, and capability of systems that respond to 
initiating events to prevent undesirable consequences (i.e., core damage). The refrigerant overcharge condition resulted 
in the 0K112A chiller being inoperable and unable to fulfil its safety function to cool safety related switchgear and 
equipment during accident conditions for a period of 23 months. In accordance with IMC 0609.04, "Initial 
Characterization of Findings," and Exhibit 2 of IMC 0609, Appendix A, "The Significance Determination Process for 
Findings At-Power," the inspectors determined a detailed risk evaluation would be required because the finding 
involved an actual loss of function of at least a single Train for greater than its Technical Specification allowed outage 
time of 30 days. A detailed risk assessment was performed by a Region 1 Senior Reactor Analyst (SRA). The SRA 
determined the finding to be of very low safety significance (Green.) This finding had a cross-cutting aspect in the area 
of Human Performance, Procedure Adherence because individuals did not follow processes, procedures, and work 
instructions. Specifically, for many years maintenance and engineering personnel relied upon informal work practices 
vice referring to the procedure when charging the chillers with refrigerant. [H.8]
Inspection Report# : 2016008 (pdf)

Barrier Integrity

Significance:  Mar 31, 2017
Identified By: Self-Revealing
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Item Type: NCV Non-Cited Violation
Human Performance Error Results in Loss of Secondary Containment Safety Function
A self-revealing finding of very low safety significance (Green) and associated NCV of TS 5.4.1, "Procedures," was 
identified for failure to implement procedures that resulted in a secondary containment fan trip and associated loss of 
safety function. Susquehanna's immediate corrective actions included restoring the secondary containment system to an 
operable configuration, and entering the issue into their corrective action program (CAP). Inspectors determined that 
the finding was more than minor because it was associated with the Human Performance attribute (Routine 
OPS/Maintenance Performance) of the Barrier Integrity cornerstone and affected the cornerstone objective of providing 
reasonable assurance that physical design barriers (Secondary Containment) protect the public from radionuclide 
releases caused by accidents or events. The failure to adequately implement procedures for operation and maintenance 
of the secondary containment resulted in the inoperability of Zone 3 secondary containment and an associated loss of 
safety function. In accordance with IMC 0609.04, "Initial Characterization of Findings," dated October 7, 2016, and 
Exhibit 3 of IMC 0609, Appendix A, "The Significance Determination Process for Findings At-Power," dated June 19, 
2012, the inspectors determined that this finding was of very low safety significance (Green) because the performance 
deficiency only impacted the radiological barrier function of secondary containment. This finding had a cross-cutting 
aspect in the area of Human Performance, Teamwork because individuals and work groups did not communicate and 
coordinate their activities within and across organizational boundaries to ensure nuclear safety was maintained. 
Specifically, personnel did not conduct a re-brief of the team after the plan deviated from what was originally briefed, 
and the team did not adequately respond to challenges from workers in the field about whether it was appropriate to 
commence load center restoration with work still in progress.
Inspection Report# : 2017001 (pdf)

Emergency Preparedness
Occupational Radiation Safety
Public Radiation Safety
Security
The security cornerstone is an important component of the ROP, which includes various security inspection activities 
the NRC uses to verify licensee compliance with Commission regulations and thus ensure public health and safety. The 
Commission determined in the staff requirements memorandum (SRM) for SECY-04-0191, "Withholding Sensitive 
Unclassified Information Concerning Nuclear Power Reactors from Public Disclosure," dated November 9, 2004, that 
specific information related to findings and performance indicators associated with the security cornerstone will not be 
publicly available to ensure that security-related information is not provided to a possible adversary. Security 
inspection report cover letters will be available on the NRC Web site; however, security-related information on the 
details of inspection finding(s) will not be displayed.
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Initiating Events

Significance:  Dec 31, 2016
Identified By: NRC
Item Type: FIN Finding
Auxiliary Bus Load Shed when a Daisy Chained Neutral was Interrupted during Maintenance
A finding of very low safety significance (Green) for failure to develop an adequate work plan for replacement of a 
voltage potential indicating light on a breaker on the Unit 2 'B' auxiliary bus was self-revealed when the Unit 2 'B' 
reactor recirculation pump (RRP) tripped, along with other non-safety related loads on November 14, 2016, resulting in 
a rapid unplanned power change and transition to single loop operation. Specifically, operations and maintenance 
personnel did not recognize that disconnecting the neutral wires from the light socket would interrupt power to all of 
the degraded voltage relays for the auxiliary bus. Therefore, the relays de-energized when the maintenance was 
performed, tripping all the breakers on the bus. Susquehanna's immediate corrective actions included stabilizing the 
plant, entering single loop operations, and entering the issue into their corrective action program (CAP). Additionally, 
Susquehanna performed a maintenance department stand down to communicate immediate lessons learned from the 
event while a more thorough causal analysis was conducted. The performance deficiency was more than minor because 
it was associated with the Equipment Performance attribute of the Initiating Events cornerstone and affected its 
objective to limit the likelihood of events that upset plant stability and challenge critical safety functions during 
shutdown as well as power operations. Specifically, implementation of work instructions resulted in the trip of the Unit 
2 'B' RRP, 'B' and 'D' circulating water (CW) pumps, 'B' and 'D' condensate pumps, and the 'B' service water (SW) 
pump, which caused an automatic trip of the 'C' reactor feed pump and runback of the 'A' RRP, resulting in a rapid 
power reduction to 32 percent rated thermal power (RTP). The inspectors evaluated the finding in accordance with 
IMC 0609, Appendix A "The SDP for Findings At-Power," dated June 19, 2012, Exhibit 1 for the Initiating Events 
cornerstone and determined the finding was of very low safety significance (Green) because it did not cause a reactor 
trip. This finding was determined to have a cross-cutting aspect in the area of Human Performance, Work Management 
because Susquehanna did not implement a process of planning work activities such that nuclear safety is the overriding 
priority, including the identification and management of risk commensurate with the work. Specifically, Susquehanna 
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did not recognize the risk of interrupting a daisy chained neutral when planning a minor maintenance work order and 
did not recognize the impact of the work activity in the field.
Inspection Report# : 2016004 (pdf)

Significance:  Jul 22, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Promptly Identify and Correct a Condition Adverse to Quality on Vital 480 VAC MCCs (4OA2.1.c
(4))
The inspectors documented a self-revealing Green NCV of 10 CFR 50, Appendix B, Criterion XVI, "Corrective 
Action," for failure to identify and correct a condition adverse to quality. Specifically, in October and December 2006 
and July 2009, Susquehanna did not identify a non-conforming condition with the design and performance 
requirements of several 480 volt motor control center (MCC) breaker assemblies during receipt inspections. These non-
conforming breaker assemblies were installed in vital 480 VAC applications and subsequently led to a phase to ground 
short and loss of a 480 volt safety-related motor control center on May 12, 2016. Susquehanna entered this issue into 
their CAP, conducted an apparent cause evaluation, replaced the damaged breaker assembly, and is conducting an 
extent of cause review for other susceptible breaker assemblies. The finding was more than minor because it was 
associated with the Design Control attribute of the Initiating Events cornerstone and adversely affected the associated 
cornerstone objective to limit the likelihood of events that upset plant stability and challenge critical safety functions 
during shutdown as well as power operations. Specifically, on May 12, 2016, an electrical transient on vital AC bus 
2B246 occurred as a result of a phase to ground fault in breaker cubicle 2B24609, which resulted in a loss of bus 
2B246 and associated safety related loads. In accordance with IMC 0609.04, "Initial Characterization of Findings," 
dated June 19, 2012, and Exhibit 1 of IMC 0609, Appendix A, "The SDP for Findings At-Power," dated June 19, 2012, 
the inspectors determined that this finding is of very low safety significance (Green) because the performance 
deficiency did not cause both a reactor trip and loss of mitigation equipment relied upon to transition the plant from the 
onset of the trip to a stable shutdown condition. This finding did not have a cross-cutting aspect because the 
performance deficiency was a historical issue with the actions taken in 2005, 2006, and 2009, and is not indicative of 
current licensee performance.
Inspection Report# : 2016008 (pdf)

Mitigating Systems

Significance:  Jun 30, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate Assessment of Fire Brigade Performance during an Unannounced Drill
The inspectors identified a Green NCV of Susquehanna Unit 1 and 2 Operating License Condition 2.C.6, Fire 
Protection, because Susquehanna did not adequately assess an unannounced fire brigade drill, as required by the fire 
protection program. Susquehanna entered this issue into the corrective action program (CAP) for resolution as 
condition report (CR) CR-2017-10767 and is conducting an apparent cause evaluation to determine the most 
appropriate corrective actions. The performance deficiency (PD) was more than minor since the deficiency was 
associated with the protection against external events (fire) attribute of the Mitigating Systems cornerstone and 
impacted its objective of ensuring the availability, reliability, and capability of systems that respond to initiating events 
to prevent undesirable consequences. The finding was determined to be of very low safety Significance (Green) in 
accordance with D.1 of IMC 0609, Appendix A, Exhibit 2, "Mitigating Systems Screening Questions." Because the 
finding involved fire brigade training requirements, the fire brigade demonstrated the ability to meet the required times 
for fire extinguishment for the fire drill scenarios, and the finding did not significantly affect the fire brigade's ability to 
respond to a fire, the finding screened as Green. This finding had a cross-cutting aspect in the area of Problem 
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Identification and Resolution, Self and Independent Assessments, because Susquehanna did not conduct assessments of 
their activities to assess performance and identify areas of improvement. Specifically, the Susquehanna self-evaluation 
of fire brigade performance was not of sufficient depth, appropriately objective, or self-critical.
Inspection Report# : 2017002 (pdf)

Significance:  Jun 30, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Assess and Manage Risk Associated with Emergent Work
The inspectors identified a Green, self-revealing, NCV of 10 Code of Federal Regulations (CFR) 50.65 (a)(4) because 
Susquehanna failed to assess and manage the increase in risk for emergent work on the Unit 1 'A' 125 voltage direct 
current (VDC) battery charger. Susquehanna entered this issue into the CAP as CR-2017-09589. Corrective actions 
include conducting training on the emergent risk assessment process and reinforcing the expectation that control room 
staff is notified prior to releasing work. 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 performance involving availability 
and reliability. In addition, it is similar to Example 7.e from IMC 0612, Appendix E, Examples of Minor Issues, which 
states that the failure to perform an adequate risk assessment when required to do so is more than minor if the overall 
elevated plant risk would put the plant into a high licensee-established risk category and would require risk 
management actions under licensee procedures. The inspectors evaluated the significance using IMC 0609, Appendix 
K, "Maintenance Risk Assessment and Risk Management SDP" and determined that this PD was of very low safety 
significance (Green). Specifically the PD was associated with risk management actions only and the incremental core 
damage probability (ICDP) was 2E-7 (<1E-6) for charger 1D613 out of service for approximately one hour. This 
finding had a cross-cutting aspect in the area of Human Performance, Consistent Process because individuals did not 
implement systematic approach to make decisions to commence work, and did not incorporate appropriate risk insights.
Inspection Report# : 2017002 (pdf)

Significance:  Dec 31, 2016
Identified By: Self-Revealing
Item Type: FIN Finding
Failure Rates Exceed (20%) Twenty Percent for Biennial Requalification Exam
A self-revealing finding was identified associated with inadequate licensed operator performance during the annual 
licensed operator requalification operating test and biennial written examination. Specifically, 17 of 71 operators 
(23.9%) failed at least one portion of the requalification examinations. This finding is more than minor because it is 
associated with the Mitigating Systems cornerstone attribute of human performance and affected the cornerstone 
objective of ensuring the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences. Specifically, 17 of 71 licensed operators failed to demonstrate a satisfactory understanding 
of the required knowledge and abilities required to safely operate the facility under normal, abnormal, and emergency 
conditions. The inspectors evaluated this performance deficiency using IMC 0609, "SDP", Appendix I, "Licensed 
Operator Requalification SDP." This finding is of very low safety significance (Green) because the finding is related to 
requalification exam results, did not result in a failure rate of greater than 40 percent and all 17 operators were 
remediated and successfully retested prior to returning to licensed duties. This finding has a cross-cutting aspect in the 
area of Human Performance, Training, because Susquehanna did not provide adequate operator requalification training 
to maintain a knowledgeable, technically competent workforce.
Inspection Report# : 2016004 (pdf)
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Significance:  Dec 31, 2016
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Failure to Promptly Correct a Condition Adverse to Quality with LPCI Swing Bus Automatic Transfer Switches
A finding of very low safety significance (Green) and associated NCV of Title 10 Code of Federal Regulations (CFR) 
50, Appendix B, Criterion XVI, "Corrective Action," was self-revealed when Susquehanna failed to assure that 
conditions adverse to quality were promptly identified and corrected on two separate occasions. Both examples resulted 
in the failures of safety-related automatic transfer switches (ATSs) associated with the low pressure coolant injection 
(LPCI) swing buses. Corrective actions included enhancing the work instructions for all applicable ATSs based off 
original equipment manufacturer (OEM) input and scheduling the enhanced work instructions to be performed on the 
four swing bus ATSs during their next scheduled bus outages. Inspectors determined that the finding was more than 
minor because it was associated with the Equipment Performance attribute of the Reactor Safety - Mitigating Systems 
cornerstone and adversely affected the cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). In both examples, the 
failure to correct conditions adverse to quality resulted in the loss of power to the LPCI swing bus and inoperability of 
the respective division of LPCI. In accordance with IMC 0609.04, "Initial Characterization of Findings," dated June 19, 
2012, inspectors and Exhibit 2 of IMC 0609, Appendix A, "The SDP for Findings At-Power," dated June 19, 2012, 
inspectors determined that the finding was of very low safety significance (Green). Specifically, though a single train 
was inoperable for greater than its technical specification (TS) allowed outage time, in consultation with regional senior 
reactor analysts, inspectors determined it did not represent an actual loss of function. The finding is related to the cross-
cutting area of Problem Identification and Resolution, Evaluation, because Susquehanna did not thoroughly evaluate 
issues to ensure that resolutions address causes and extent of conditions commensurate with their safety significance. 
Specifically, Susquehanna either failed to evaluate deficiencies encountered during maintenance or failed to ensure that 
corrective actions aligned with and corrected the identified causes.
Inspection Report# : 2016004 (pdf)

Significance:  Oct 21, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Specify and Maintain Safety-Related Quality Standards and Materials Essential for Reactor Core 
Isolation Cooling
The team identified a Green non-cited violation of Title 10 of the Code of Federal Regulations (CFR), Part 50, 
Appendix B, Criterion III, "Design Control," for the failure to classify and maintain reactor core isolation cooling 
(RCIC) system components as safety-related as specified by Updated Final Safety Analysis Report Table 3.2-1 and 
Section 7.1.1. Specifically, although Talen, the operator of Susquehanna Steam Electric Station, classified the RCIC 
system as safety-related, this classification did not extend to the Unit 1 and Unit 2 RCIC barometric condenser relief 
valves. The team determined failure of the non-safety related barometric condenser relief valves could result in a loss of 
RCIC lube oil cooling and failure of RCIC to perform its design basis safety function. Talen entered the issue into the 
corrective action program as condition report 2016-23615 and performed an immediate operability determination, 
which concluded RCIC remained operable. The finding 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 
the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. The team evaluated this finding using IMC 0609, Attachment 4, "Initial Characterization of Findings," 
and IMC 0609, Appendix A, "The Significance Determination Process for Findings At-Power," Exhibit 2 - Mitigating 
System Screening Questions. The team determined the finding screened as very low safety significance (Green), 
because the finding was a design deficiency which did not result in an actual loss of functionality of the RCIC system. 
This finding was not assigned a cross-cutting aspect because the performance deficiency occurred during original plant 
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design and did not reflect current licensee performance.
Inspection Report# : 2016007 (pdf)

Significance:  Sep 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Risk Management Actions Not Adequately Implemented
The inspectors identified a Green NCV of 10 CFR 50.65(a)(4) because Susquehanna did not assess and manage the 
increase in risk from online maintenance activities. From September 11 to 16, 2016, there were multiple affected areas 
that the fire protection engineer or designee did not walk down to inspect for fire impairments resulting in deficiencies 
not being corrected prior to releasing work and no fire watch was established for the impairments. Susquehanna 
removed the combustible materials from the areas or stationed a fire watch, and entered these issues into their CAP as 
CR-2016-21125, CR 2016-21423, CR-2016-21616, and CR-2016-21741. This finding is more than minor because it 
adversely impacted the protection against external factors attribute of the Mitigating Systems cornerstone objective to 
ensure the capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core 
damage). Specifically, not implementing the required risk management actions (RMAs) for the only available safe 
shutdown pathway placed the station in a much higher risk condition in the event of an internal fire. The inspectors 
evaluated the finding in accordance with IMC 0609, Appendix K, "Maintenance Risk Assessment and Risk 
Management Significance Determination Process." Since the performance deficiency was related to maintenance 
activities affecting structure, system, and components needed for fire mitigation, Appendix K directed the significance 
to be determined by an internal NRC management review using risk insights. IMC 0609, Appendix F, Attachment 1 
"Fire Protection Significance Determination Process Phase 1 Worksheet," was used to develop this risk insight. Based 
on the nature and quantity of combustible materials in the areas, combined with the relatively short duration of which 
the fire risk was unmitigated, inspectors determined that it was of very low safety significance (Green). The finding 
was determined to have a cross-cutting aspect in the area of Human Performance, Avoid Complacency, in that, 
individuals did not plan for latent issues and inherent risk, even while expecting successful outcomes. Specifically, 
combustible materials were not appropriately controlled as required by OI-013-002, "Fire Risk Management," Revision 
10, because in some cases they were assumed to be exempt from the program requirement or staff did not tour the areas 
because they assumed there were no combustible materials present based on past experience. [H.12]
Inspection Report# : 2016003 (pdf)

Significance:  Jul 22, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Write a Condition Report for Degraded Conditions Which Challenged Operability of Safety Related 
Equipment (4OA2.1.c(1))
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," for 
Susquehanna failing to identify and correct conditions adverse to quality in a timely manner. Specifically, between 
April 16, 2016 and April 22, 2016, condition reports for potential or suspected degraded or non-conforming conditions 
related to the High Pressure Coolant Injection System (HPCI) and Reactor Core Isolation Cooling System (RCIC) were 
not written and operability determinations performed. In both cases, the equipment was subsequently declared 
inoperable due to the conditions. The issues were entered into the CAP and the equipment was taken out of service, 
repaired, and retested satisfactorily. The inspectors determined that there were two examples of the same performance 
deficiency and violation. In accordance with NRC Enforcement Manual Section 1.3.4, "Documenting Multiple 
Examples of a Violation," multiple examples of a single violation are allowed to be documented as a single violation 
bounded by the characterization of the most significant example. The RCIC example is considered the most significant 
due to the longer exposure time in a required mode and number of mode changes that occurred during the exposure 
period. The finding was more than minor because it was associated with the Equipment Performance attribute of the 
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Mitigating Systems cornerstone and adversely affected the associated cornerstone objective to ensuring the capability 
of systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). Specifically, the 
failure to identify and correct degraded conditions associated with a RCIC system lube oil leak which rendered that 
system inoperable. In accordance with IMC 0609.04, "Initial Characterization of Findings," dated June 19, 2012, the 
inspectors determined that this finding screened to Green because the safety function was not lost, and the finding did 
not represent an actual loss of function of at least a single train for greater than its Tech Spec Allowed Outage Time or 
two separate safety systems out-of-service for greater than its Tech Spec Allowed Outage Time. This finding had a 
cross-cutting aspect in the area of Human Performance, Teamwork, because individuals and work groups did not 
communicate and coordinate their activities within and across organizational boundaries to ensure nuclear safety is 
maintained. Specifically, in both examples, individuals were aware of potential degraded conditions but actions were 
not taken to communicate the activity to other groups, such as the control room operators, to allow for the issues to be 
evaluated for operability and determine if proposed actions were timely and/or appropriate. [H.4]
Inspection Report# : 2016008 (pdf)

Significance:  Jul 22, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Implement and Maintain Quality Procedure Results in Control Room Chiller Inoperability (4OA2.1.c
(2))
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion V, "Instructions, Procedures, and 
Drawings," for failure to implement and maintain a quality procedure, MT-GE-021, "Chiller Maintenance and 
Inspection." This resulted in the safety related 0K112A chiller being operated outside of its design specifications and 
being declared inoperable. Specifically, on January 9, 2014, a system engineer directed the maintenance personnel to 
overcharge 0K112A with R-114a refrigerant, which led to higher power consumption by the chiller's compressor 
motor, and the failure of the next biennial surveillance test on December 10, 2015 due to excessive compressor motor 
current. Susquehanna entered the issue into the CAP, conducted testing to establish the proper refrigerant charge, 
removed the excess refrigerant, and revised the procedure. The finding was determined to be more than minor because 
it was associated with the Mitigating System cornerstone attribute of Equipment Performance and adversely affected 
the associated cornerstone objective to ensuring the availability, reliability, and capability of systems that respond to 
initiating events to prevent undesirable consequences (i.e., core damage). The refrigerant overcharge condition resulted 
in the 0K112A chiller being inoperable and unable to fulfil its safety function to cool safety related switchgear and 
equipment during accident conditions for a period of 23 months. In accordance with IMC 0609.04, "Initial 
Characterization of Findings," and Exhibit 2 of IMC 0609, Appendix A, "The Significance Determination Process for 
Findings At-Power," the inspectors determined a detailed risk evaluation would be required because the finding 
involved an actual loss of function of at least a single Train for greater than its Technical Specification allowed outage 
time of 30 days. A detailed risk assessment was performed by a Region 1 Senior Reactor Analyst (SRA). The SRA 
determined the finding to be of very low safety significance (Green.) This finding had a cross-cutting aspect in the area 
of Human Performance, Procedure Adherence because individuals did not follow processes, procedures, and work 
instructions. Specifically, for many years maintenance and engineering personnel relied upon informal work practices 
vice referring to the procedure when charging the chillers with refrigerant. [H.8]
Inspection Report# : 2016008 (pdf)

Barrier Integrity

Significance:  Mar 31, 2017
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Human Performance Error Results in Loss of Secondary Containment Safety Function
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A self-revealing finding of very low safety significance (Green) and associated NCV of TS 5.4.1, "Procedures," was 
identified for failure to implement procedures that resulted in a secondary containment fan trip and associated loss of 
safety function. Susquehanna's immediate corrective actions included restoring the secondary containment system to an 
operable configuration, and entering the issue into their corrective action program (CAP). Inspectors determined that 
the finding was more than minor because it was associated with the Human Performance attribute (Routine 
OPS/Maintenance Performance) of the Barrier Integrity cornerstone and affected the cornerstone objective of providing 
reasonable assurance that physical design barriers (Secondary Containment) protect the public from radionuclide 
releases caused by accidents or events. The failure to adequately implement procedures for operation and maintenance 
of the secondary containment resulted in the inoperability of Zone 3 secondary containment and an associated loss of 
safety function. In accordance with IMC 0609.04, "Initial Characterization of Findings," dated October 7, 2016, and 
Exhibit 3 of IMC 0609, Appendix A, "The Significance Determination Process for Findings At-Power," dated June 19, 
2012, the inspectors determined that this finding was of very low safety significance (Green) because the performance 
deficiency only impacted the radiological barrier function of secondary containment. This finding had a cross-cutting 
aspect in the area of Human Performance, Teamwork because individuals and work groups did not communicate and 
coordinate their activities within and across organizational boundaries to ensure nuclear safety was maintained. 
Specifically, personnel did not conduct a re-brief of the team after the plan deviated from what was originally briefed, 
and the team did not adequately respond to challenges from workers in the field about whether it was appropriate to 
commence load center restoration with work still in progress.
Inspection Report# : 2017001 (pdf)

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
Current data as of : September 05, 2017
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Initiating Events

Significance:  Dec 31, 2016
Identified By: NRC
Item Type: FIN Finding
Auxiliary Bus Load Shed when a Daisy Chained Neutral was Interrupted during Maintenance
A finding of very low safety significance (Green) for failure to develop an adequate work plan for replacement of a 
voltage potential indicating light on a breaker on the Unit 2 'B' auxiliary bus was self-revealed when the Unit 2 'B' 
reactor recirculation pump (RRP) tripped, along with other non-safety related loads on November 14, 2016, resulting in 
a rapid unplanned power change and transition to single loop operation. Specifically, operations and maintenance 
personnel did not recognize that disconnecting the neutral wires from the light socket would interrupt power to all of 
the degraded voltage relays for the auxiliary bus. Therefore, the relays de-energized when the maintenance was 
performed, tripping all the breakers on the bus. Susquehanna's immediate corrective actions included stabilizing the 
plant, entering single loop operations, and entering the issue into their corrective action program (CAP). Additionally, 
Susquehanna performed a maintenance department stand down to communicate immediate lessons learned from the 
event while a more thorough causal analysis was conducted. The performance deficiency was more than minor because 
it was associated with the Equipment Performance attribute of the Initiating Events cornerstone and affected its 
objective to limit the likelihood of events that upset plant stability and challenge critical safety functions during 
shutdown as well as power operations. Specifically, implementation of work instructions resulted in the trip of the Unit 
2 'B' RRP, 'B' and 'D' circulating water (CW) pumps, 'B' and 'D' condensate pumps, and the 'B' service water (SW) 
pump, which caused an automatic trip of the 'C' reactor feed pump and runback of the 'A' RRP, resulting in a rapid 
power reduction to 32 percent rated thermal power (RTP). The inspectors evaluated the finding in accordance with 
IMC 0609, Appendix A "The SDP for Findings At-Power," dated June 19, 2012, Exhibit 1 for the Initiating Events 
cornerstone and determined the finding was of very low safety significance (Green) because it did not cause a reactor 
trip. This finding was determined to have a cross-cutting aspect in the area of Human Performance, Work Management 
because Susquehanna did not implement a process of planning work activities such that nuclear safety is the overriding 
priority, including the identification and management of risk commensurate with the work. Specifically, Susquehanna 
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did not recognize the risk of interrupting a daisy chained neutral when planning a minor maintenance work order and 
did not recognize the impact of the work activity in the field.
Inspection Report# : 2016004 (pdf)

Mitigating Systems

Significance:  Jul 31, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Assess and Manage Risk Associated with Emergent Work

Inspection Report# : 2017002 (pdf)

Significance:  Jun 30, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate Assessment of Fire Brigade Performance during an Unannounced Drill
The inspectors identified a Green NCV of Susquehanna Unit 1 and 2 Operating License Condition 2.C.6, Fire 
Protection, because Susquehanna did not adequately assess an unannounced fire brigade drill, as required by the fire 
protection program. Susquehanna entered this issue into the corrective action program (CAP) for resolution as 
condition report (CR) CR-2017-10767 and is conducting an apparent cause evaluation to determine the most 
appropriate corrective actions. The performance deficiency (PD) was more than minor since the deficiency was 
associated with the protection against external events (fire) attribute of the Mitigating Systems cornerstone and 
impacted its objective of ensuring the availability, reliability, and capability of systems that respond to initiating events 
to prevent undesirable consequences. The finding was determined to be of very low safety Significance (Green) in 
accordance with D.1 of IMC 0609, Appendix A, Exhibit 2, "Mitigating Systems Screening Questions." Because the 
finding involved fire brigade training requirements, the fire brigade demonstrated the ability to meet the required times 
for fire extinguishment for the fire drill scenarios, and the finding did not significantly affect the fire brigade's ability to 
respond to a fire, the finding screened as Green. This finding had a cross-cutting aspect in the area of Problem 
Identification and Resolution, Self and Independent Assessments, because Susquehanna did not conduct assessments of 
their activities to assess performance and identify areas of improvement. Specifically, the Susquehanna self-evaluation 
of fire brigade performance was not of sufficient depth, appropriately objective, or self-critical.
Inspection Report# : 2017002 (pdf)

Significance:  Dec 31, 2016
Identified By: Self-Revealing
Item Type: FIN Finding
Failure Rates Exceed (20%) Twenty Percent for Biennial Requalification Exam
A self-revealing finding was identified associated with inadequate licensed operator performance during the annual 
licensed operator requalification operating test and biennial written examination. Specifically, 17 of 71 operators 
(23.9%) failed at least one portion of the requalification examinations. This finding is more than minor because it is 
associated with the Mitigating Systems cornerstone attribute of human performance and affected the cornerstone 
objective of ensuring the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences. Specifically, 17 of 71 licensed operators failed to demonstrate a satisfactory understanding 
of the required knowledge and abilities required to safely operate the facility under normal, abnormal, and emergency 
conditions. The inspectors evaluated this performance deficiency using IMC 0609, "SDP", Appendix I, "Licensed 
Operator Requalification SDP." This finding is of very low safety significance (Green) because the finding is related to 
requalification exam results, did not result in a failure rate of greater than 40 percent and all 17 operators were 
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remediated and successfully retested prior to returning to licensed duties. This finding has a cross-cutting aspect in the 
area of Human Performance, Training, because Susquehanna did not provide adequate operator requalification training 
to maintain a knowledgeable, technically competent workforce.
Inspection Report# : 2016004 (pdf)

Significance:  Dec 31, 2016
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Failure to Promptly Correct a Condition Adverse to Quality with LPCI Swing Bus Automatic Transfer Switches
A finding of very low safety significance (Green) and associated NCV of Title 10 Code of Federal Regulations (CFR) 
50, Appendix B, Criterion XVI, "Corrective Action," was self-revealed when Susquehanna failed to assure that 
conditions adverse to quality were promptly identified and corrected on two separate occasions. Both examples resulted 
in the failures of safety-related automatic transfer switches (ATSs) associated with the low pressure coolant injection 
(LPCI) swing buses. Corrective actions included enhancing the work instructions for all applicable ATSs based off 
original equipment manufacturer (OEM) input and scheduling the enhanced work instructions to be performed on the 
four swing bus ATSs during their next scheduled bus outages. Inspectors determined that the finding was more than 
minor because it was associated with the Equipment Performance attribute of the Reactor Safety - Mitigating Systems 
cornerstone and adversely affected the cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). In both examples, the 
failure to correct conditions adverse to quality resulted in the loss of power to the LPCI swing bus and inoperability of 
the respective division of LPCI. In accordance with IMC 0609.04, "Initial Characterization of Findings," dated June 19, 
2012, inspectors and Exhibit 2 of IMC 0609, Appendix A, "The SDP for Findings At-Power," dated June 19, 2012, 
inspectors determined that the finding was of very low safety significance (Green). Specifically, though a single train 
was inoperable for greater than its technical specification (TS) allowed outage time, in consultation with regional senior 
reactor analysts, inspectors determined it did not represent an actual loss of function. The finding is related to the cross-
cutting area of Problem Identification and Resolution, Evaluation, because Susquehanna did not thoroughly evaluate 
issues to ensure that resolutions address causes and extent of conditions commensurate with their safety significance. 
Specifically, Susquehanna either failed to evaluate deficiencies encountered during maintenance or failed to ensure that 
corrective actions aligned with and corrected the identified causes.
Inspection Report# : 2016004 (pdf)

Significance:  Oct 21, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Specify and Maintain Safety-Related Quality Standards and Materials Essential for Reactor Core 
Isolation Cooling
The team identified a Green non-cited violation of Title 10 of the Code of Federal Regulations (CFR), Part 50, 
Appendix B, Criterion III, "Design Control," for the failure to classify and maintain reactor core isolation cooling 
(RCIC) system components as safety-related as specified by Updated Final Safety Analysis Report Table 3.2-1 and 
Section 7.1.1. Specifically, although Talen, the operator of Susquehanna Steam Electric Station, classified the RCIC 
system as safety-related, this classification did not extend to the Unit 1 and Unit 2 RCIC barometric condenser relief 
valves. The team determined failure of the non-safety related barometric condenser relief valves could result in a loss of 
RCIC lube oil cooling and failure of RCIC to perform its design basis safety function. Talen entered the issue into the 
corrective action program as condition report 2016-23615 and performed an immediate operability determination, 
which concluded RCIC remained operable. The finding 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 
the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. The team evaluated this finding using IMC 0609, Attachment 4, "Initial Characterization of Findings," 
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and IMC 0609, Appendix A, "The Significance Determination Process for Findings At-Power," Exhibit 2 - Mitigating 
System Screening Questions. The team determined the finding screened as very low safety significance (Green), 
because the finding was a design deficiency which did not result in an actual loss of functionality of the RCIC system. 
This finding was not assigned a cross-cutting aspect because the performance deficiency occurred during original plant 
design and did not reflect current licensee performance.
Inspection Report# : 2016007 (pdf)

Barrier Integrity

Significance:  Mar 31, 2017
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Human Performance Error Results in Loss of Secondary Containment Safety Function
A self-revealing finding of very low safety significance (Green) and associated NCV of TS 5.4.1, "Procedures," was 
identified for failure to implement procedures that resulted in a secondary containment fan trip and associated loss of 
safety function. Susquehanna's immediate corrective actions included restoring the secondary containment system to an 
operable configuration, and entering the issue into their corrective action program (CAP). Inspectors determined that 
the finding was more than minor because it was associated with the Human Performance attribute (Routine 
OPS/Maintenance Performance) of the Barrier Integrity cornerstone and affected the cornerstone objective of providing 
reasonable assurance that physical design barriers (Secondary Containment) protect the public from radionuclide 
releases caused by accidents or events. The failure to adequately implement procedures for operation and maintenance 
of the secondary containment resulted in the inoperability of Zone 3 secondary containment and an associated loss of 
safety function. In accordance with IMC 0609.04, "Initial Characterization of Findings," dated October 7, 2016, and 
Exhibit 3 of IMC 0609, Appendix A, "The Significance Determination Process for Findings At-Power," dated June 19, 
2012, the inspectors determined that this finding was of very low safety significance (Green) because the performance 
deficiency only impacted the radiological barrier function of secondary containment. This finding had a cross-cutting 
aspect in the area of Human Performance, Teamwork because individuals and work groups did not communicate and 
coordinate their activities within and across organizational boundaries to ensure nuclear safety was maintained. 
Specifically, personnel did not conduct a re-brief of the team after the plan deviated from what was originally briefed, 
and the team did not adequately respond to challenges from workers in the field about whether it was appropriate to 
commence load center restoration with work still in progress.
Inspection Report# : 2017001 (pdf)

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
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Initiating Events

Significance: G Sep 30, 2017

Identified By: SR 
Item Type: FIN Finding without a Violation (FIN) 
Failure to Prepare Work Packages with Necessary Detail Results in Automatic Reactor Scram 
The inspectors identified a self-revealing finding of very low safety significance (Green) associated with 
Susquehanna’s failure to ensure a work package was prepared to the detail necessary based on task difficulty as 
required by NDAP-QA-0502, “Work Order Process,” Revision 51. Specifically, on June 8, 2017, maintenance workers 
inadvertently shorted the Unit 1 main electro-hydraulic control (EHC) logic power supply to ground while working in a 
cabinet with little space to manipulate tools, resulting in a reactor scram. This finding is more than minor because it is 
associated with the human performance attribute of the Initiating Events cornerstone and affected the cornerstone 
objective of limiting the likelihood of those events that upset plant stability and challenge critical safety functions 
during power operations. Specifically, Susquehanna did not ensure measures were in place to prevent an adverse 
impact on the EHC control system during power supply voltage adjustment. This resulted in a rapid rise in reactor 
pressure and neutron flux, and subsequent automatic reactor scram. In accordance with IMC 0609.04, “Initial 
Characterization of Findings,” dated October 7, 2016, and Exhibit 1 of IMC 0609, Appendix A, “The SDP for Findings 
At-Power,” issued June 19, 2012, the inspectors determined that this finding is of very low safety significance (Green) 
because while the performance deficiency caused a reactor scram, it did not result in the loss of mitigation equipment 
relied upon to transition the plant from the onset of the trip to a stable shutdown condition. The finding has a cross-
cutting aspect in the area of Human Performance, Avoid Complacency, because the station failed to recognize and plan 
for the possibility of mistakes and inherent risk even while expecting successful outcomes. Specifically, multiple 
individuals at various organizational levels did not ensure measures were in place to prepare maintenance technicians to 
perform a task on the EHC system that involved manipulating tools in a small space with tight clearances.
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Inspection Report# : 2017003 (pdf)
Inspection Report# : 2017003 (pdf)

Mitigating Systems

Significance: G Jun 30, 2017

Identified By: SR 
Item Type: NCV Non-Cited Violation (NCV) 
Failure to Assess and Manage Risk Associated with Emergent Work
The inspectors identified a Green, self-revealing, NCV of 10 Code of Federal Regulations (CFR) 50.65 (a)(4) because 
Susquehanna failed to assess and manage the increase in risk for emergent work on the Unit 1 'A' 125 voltage direct 
current (VDC) battery charger. Susquehanna entered this issue into the CAP as CR-2017-09589. Corrective actions 
include conducting training on the emergent risk assessment process and reinforcing the expectation that control room 
staff is notified prior to releasing work. 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 performance involving availability 
and reliability. In addition, it is similar to Example 7.e from IMC 0612, Appendix E, Examples of Minor Issues, which 
states that the failure to perform an adequate risk assessment when required to do so is more than minor if the overall 
elevated plant risk would put the plant into a high licensee-established risk category and would require risk 
management actions under licensee procedures. The inspectors evaluated the significance using IMC 0609, Appendix 
K, "Maintenance Risk Assessment and Risk Management SDP" and determined that this PD was of very low safety 
significance (Green). Specifically the PD was associated with risk management actions only and the incremental core 
damage probability (ICDP) was 2E-7 (<1E-6) for charger 1D613 out of service for approximately one hour. This 
finding had a cross-cutting aspect in the area of Human Performance, Consistent Process because individuals did not 
implement systematic approach to make decisions to commence work, and did not incorporate appropriate risk insights.

Inspection Report# : 2017002 (pdf)

Significance: G Jun 30, 2017

Identified By: NRCI 
Item Type: NCV Non-Cited Violation (NCV) 
Inadequate Assessment of Fire Brigade Performance during an Unannounced Drill 

The inspectors identified a Green NCV of Susquehanna Unit 1 and 2 Operating License Condition 2.C.6, Fire 
Protection, because Susquehanna did not adequately assess an unannounced fire brigade drill, as required by the fire 
protection program. Susquehanna entered this issue into the corrective action program (CAP) for resolution as 
condition report (CR) CR-2017-10767 and is conducting an apparent cause evaluation to determine the most 
appropriate corrective actions. The performance deficiency (PD) was more than minor since the deficiency was 
associated with the protection against external events (fire) attribute of the Mitigating Systems cornerstone and 
impacted its objective of ensuring the availability, reliability, and capability of systems that respond to initiating events 
to prevent undesirable consequences. The finding was determined to be of very low safety Significance (Green) in 
accordance with D.1 of IMC 0609, Appendix A, Exhibit 2, “Mitigating Systems Screening Questions.” Because the 
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finding involved fire brigade training requirements, the fire brigade demonstrated the ability to meet the required times 
for fire extinguishment for the fire drill scenarios, and the finding did not significantly affect the fire brigade’s ability to 
respond to a fire, the finding screened as Green. This finding had a cross-cutting aspect in the area of Problem 
Identification and Resolution, Self and Independent Assessments, because Susquehanna did not conduct assessments of 
their activities to assess performance and identify areas of improvement. Specifically, the Susquehanna self-evaluation 
of fire brigade performance was not of sufficient depth, appropriately objective, or self-critical.

Inspection Report# : 2017002 (pdf)

Barrier Integrity

Significance: G Sep 30, 2017

Identified By: NRCI 
Item Type: NCV Non-Cited Violation (NCV) 
RBCCW PCIV Design Control Issue
The inspectors identified a finding of very low safety significance (Green), an associated NCV of 10CFR50 Appendix 
B, Criterion III, “Design Control,” and a resultant violation of technical specification (TS) 3.6.1.3, Primary 
Containment Isolation Valves (PCIVs), when the reactor building closed cooling water (RBCCW) outboard isolation 
supply valve, HV21314, was found with a pull apart terminal block unseated within the motor control center (MCC), 
resulting in the loss of function for the valve to close given an initiation signal. Based on questions from inspectors, it 
was discovered that the terminal block was not installed in accordance with its dynamic qualification report. Immediate 
corrective actions included correctly seating the terminal block and performing an engineering evaluation to validate 
that the configuration conformed to the dynamic qualification report. The finding was more than minor because it was 
associated with the design control attribute of the reactor safety – barrier integrity cornerstone and adversely affected 
the cornerstone objective to provide reasonable assurance that physical design barriers (containment) protect the public 
from radionuclide releases caused by accidents or events. Specifically, the RBCCW outboard PCIV was inoperable for 
more than four years. In accordance with IMC 0609.04, “Initial Characterization of Findings,” dated June 19, 2012, and 
Exhibit 3 of IMC 0609, Appendix A, “The SDP for Findings At-Power,” dated June 19, 2012, inspectors determined 
the significance to be of very low safety significance (Green) since the finding did not represent an actual open 
pathway in the containment isolation system and was not associated with hydrogen recombiners. The finding had a 
cross-cutting aspect in the area of Human Performance, Documentation, because Susquehanna did not maintain 
complete, accurate, and up-to-date documentation. Specifically, Susquehanna was not able to make a clear 
determination of the acceptability of the as-left configuration of the terminal block until the issue was discussed with 
the vendor to determine that the configuration was not in accordance with the dynamic qualification of the 480VAC 
MCC buckets.

Inspection Report# : 2017003 (pdf)

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 
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Unclassified Information Concerning Nuclear Power Reactors from Public Disclosure," dated November 9, 2004, that 
specific information related to findings and performance indicators associated with the security cornerstone will not be 
publicly available to ensure that security-related information is not provided to a possible adversary. Security 
inspection report cover letters will be available on the NRC Web site; however, security-related information on the 
details of inspection finding(s) will not be displayed. 
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