
Seabrook 1 

Initiating Events 

Significance:  Dec 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - Failure to Implement Effective Corrective Actions to Prior Control Rod Drops of Several Steps Resulted in a Reactor Trip 
The NRC identified that the licensee failed to implement effective corrective actions to prevent a control rod drop and subsequent reactor trip in 
October 2001. From May 2000 through August 2001, the licensee experienced control rods dropping several steps. The root cause performed in 
December 2000 was incorrect, corrective actions taken were narrowly focused, and subsequent actions were ineffective in preventing the reactor 
trip. The reactor trip, a transient on the plant, was a credible impact on safety. The finding was determined to be of very low safety significance 
(GREEN) since only the initiating event cornerstone was affected and the finding had no impact on mitigating systems. The failure to implement 
effective corrective actions was a Non-Cited Violation of 10 CFR 50 Appendix "B" Criterion XVI "Corrective Action." 
Inspection Report# : 2001011(pdf)  

Significance:  Mar 23, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Failure to take Effective Corrective Actions on 345Kv Bushing Affected Offsite Power 
Failure to take appropriate actions to address a 1997 event involving the 345 KV bushing arcing and preclude a similar event from occurring in 
March 2001. Although not associated with safety-related equipment, the failure led to a plant trip. The licensee entered this deficiency into the 
corrective action system as CR 01-02115. 
Inspection Report# : 2001005(pdf)  

Significance:  Sep 30, 2000 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Operator and Maintnenace Technician Errors During Restoration of the "B" RAT. 
The "B" reserve auxiliary transformer (RAT) gounding devices were not removed prior to the restoration of Bus 2 due to the improper make-up of 
the device operating linkage and the failure to verify removal of the devices. The licensee's event team identified several causal factors related to 
this problem. This event increased the potential for a loss of off-site power (LOOP) transient but did not impact the performance of any mitigation 
systems. The inspector evaluated the event using Phase 1 of the significance determination process (SDP) and determined that the event was of 
very low significance (Green Finding) since no mitigation systems were affected. Operations procedure, OS1046.04, "345KV Operations," required 
visual verification that the grounds had been removed prior to the restoration of Bus 2. Technical Specification (TS) 6.7.1, requires, in part, that 
written procedures be established and implemented for activities covered by Appendix A of Regulatory Guide 1.33. Appendix A of Regulatory 
Guide 1.33 requires that procedures be developed for operation of the electrical system. Contrary to the above, the licensee failed to properly 
implement operations procedure OS1046.04. This is a violation of TS 6.7.1. This violation is being treated as a non-cited violation consistent with 
the NRC enforcement policy. 
Inspection Report# : 2000007(pdf)  

Mitigating Systems 

Significance:  Nov 27, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - Failure to implement appropriate measures to prevent damage to the "B" emergency diesel generator during maintenance 
The NRC identified a Non-Cited Violation of Technical Specification 6.7, "Procedures and Programs," and station maintenance procedure, MA 3.3, 
"Housekeeping and Plant Material Condition," for the failure to implement appropriate caution to prevent damage to susceptible equipment 
important to safety during maintenance on the "B" emergency diesel generator on September 19, 2001. This resulted in a failure of a coupling on 
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the diesel lube oil system and additional unavailability time for the associated emergency diesel generator. This finding had a credible impact on 
safety because the design of the lube oil coupling does not prevent failure from excessive pipe movement that can result from workers stepping or 
climbing on the associated pipe and no appropriate restrictions were developed to prevent such activity. Since routine work is done in the area 
associated with this piping at times when the diesel is maintained in an operable, standby condition, the failure of the lube oil coupling could have 
prevented the diesel from operating in response to emergency conditions. Although this finding affected the availability of the "B" emergency diesel 
generator, the inspectors determined that this finding was of very low safety significance because the diesel generator was already out-of-service 
for maintenance and work was in progress at the time and necessary repairs were made to the failed lube oil coupling within the allowed outage 
time in the facility technical specifications. Because this finding is of very low safety significance and it was captured in the licensee's corrective 
action program, this finding is being treated as a Non-Cited Violation consistent with Section VI.A.1 of the NRC Enforcement Policy.  
Inspection Report# : 2001010(pdf)  

Significance:  Sep 28, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - Failure to determine the cause of material deficiencies associated with the "A" RHR pump motor leads and identify and take 
corrective actions to preclude recurrence 
A non-cited violation of 10CFR50 Appendix B, Criterion XVI was issued regarding the failure to determine the cause of material deficiencies 
associated with the "A" Residual Heat Removal (RHR) pump motor leads, and identify and take corrective actions to preclude recurrence. These 
material deficiencies included a normally torqued lug found to be finger tight and about half the strands to a motor lead found to be severed. The 
finding was determined to be of very low safety significance (Green) since these material deficiencies did not result in the loss of RHR train safety 
function, the "A" RHR pump continued to meet periodic surveillance test requirements, and the team did not identify other similar conditions on 
safety related motors. 
Inspection Report# : 2001012(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - failure to establish procedures to monitor and correct debris levels in the service water bays. 
The NRC identified a Non-Cited Violation for failure to establish appropriate procedural controls to monitor and correct debris levels in the service 
water bays. The results from an intake structure inspection during the seventh refueling outage found that the debris levels in both service water 
(SW) bays in proximity to the pumps were 2½ to 3½ feet above the SW pump suction bells. The substantial debris accumulation in the SW pump 
bay was viewed as a precursor to a significant event with a reasonable potential for common cause failure of all SW pumps. Since there was no 
actual loss of SW system function, the risk associated with this issue was determined to be of very low safety significance by the significance 
determination process. 
Inspection Report# : 2001007(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - failure to promptly identify and correct degraded EFW pump oil bubblers. 
The NRC identified a Non-Cited Violation for failure to promptly identify and correct degraded emergency feedwater pump oil bubblers. This failure 
to adequately evaluate available industry experience and maintenance identified problems could have affected operability of both emergency 
feedwater pumps. The safety significance of this finding was very low because the degraded condition did not completely block oil flow and the 
pumps had not experienced any active lubricating oil leaks in the past two years. Therefore, the pumps would have been capable of performing 
their safety function. 
Inspection Report# : 2001007(pdf)  

Significance:  Apr 25, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - Design Control Failure Associated with Inputs in RWST Level Calculation 
The NRC identified two design input errors in engineering calculations which led to non-conservative results associated with a plant design change 
and an instrument setpoint. A design input error for refueling water storage tank (RWST) level used in a pump performance calculation resulted in 
the use of non-conservative emergency core cooling system pump flow rates to support design change DCR 00-013, "Manual Transfer to Cold Leg 
Recirculation." Also, the failure to include a loop uncertainty allowance for the RWST contained volume water level instrument resulted in a non-
conservative alarm setpoint. These design input errors were a violation of 10 CFR 50, Appendix B, Criterion III, Design Control. The issue was a 
non-cited violation and was entered into the licensee's corrective action program. The conditions associated with this violation were determined to 
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be of very low safety significance since compensating margins existed and, when applied to the calculation results, provided assurance of system 
functionality. 
Inspection Report# : 2001004(pdf)  

Significance:  Mar 23, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - Failure to Evaluate and Correct Problems With the Turbine Driven Emergency Feedwater Pump 
An apparent violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," associated with the failure to evaluate significant conditions 
adverse to quality involving the turbine driven emergency feedwater pump was identified. The failure of the pump to function when called upon 
degrades the mitigating function of the emergency feedwater system. The licensee entered this issue into the corrective action system as CR 01-
02120. This violation is being treated as a non-cited violation consistent with Section VI.A.1 of the NRC Enforcement Policy, issued May 1, 2000 
Inspection Report# : 2001005(pdf)  

Significance:  Feb 17, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to properly develop an adequate operating procedure for pressurization of the standby shutdown cooling train 
The NRC identified a failure to properly develop an adequate operating procedure for pressurization of the standby shutdown cooling train, and 
failure to properly implement the maintenance procedure for adjusting the ring setting on safety-related relief valves. These findings of very low 
significance were identified by the licensee and are violations of NRC requirements which meet the criteria of Section VI of the NRC Enforcement 
Policy, NUREG-1600. 
Inspection Report# : 2001002(pdf)  

Significance:  Jan 18, 2001 
Identified By: NRC 
Item Type: VIO Violation 
Inadequate Corrective Actions Related to Degraded Conditions of Cylinder Liners to DG-1B 
White. An apparent violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," was identified by the inspectors associated with the 
failure to evaluate significant conditions adverse to quality involving degraded components in emergency diesel generator DG-1B. Failure to 
adequately evaluate industry operating experience, identify and evaluate equipment problems, and correct deficiencies resulted in degraded 
component conditions of the emergency diesel generators that were potential causes that led to the DG-1B diesel engine failure on November 1, 
2000. These issues represented a failure by NAESCo to implement effective corrective actions for degraded components which had safety 
significance. This issue has a low to moderate safety significance, based on the results of the phase 3 SDP analysis, because emergency diesel 
generators are an important mitigating system during a loss of off-site power event. This apparent violation was subsequently converted into 
violation 50-443/00-011-01. Also contributing to the White finding was an apparent violation of 10 CFR 50, Appendix B, Criterion V, "Instructions 
Procedures, and Drawings." NAESCO failed to establish appropriate quantitative or qualitative acceptance criteria for boroscopic inspections of the 
diesel generator cylinder liners. A supplemental inspection (Inspection Report No. 50-443/00-013) was performed by the NRC to assess the 
licensee's evaluation associated with the inoperability of the "B" emergency diesel generator, which occurred on November 1, 2000. In NRC 
Special Inspection Report No. 50-443/00-011, and in a letter to Seabrook from Mr. Hubert Miller, dated June 29, 2001, the NRC identified a 
violation involving the licensee's failure to promptly identify and correct conditions adverse to quality that resulted in the "B" diesel generator failure. 
This performance issue was characterized as having low to moderate risk significance ("White") in the referenced letter. During this supplemental 
inspection performed in accordance with Inspection Procedure 95001, the inspectors determined that the licensee performed a comprehensive 
evaluation of the inoperable diesel, including a subsequent failure of the engine No. 5 main bearing, which occurred on December 3, 2000. This 
additional failure had not been previously reviewed during the NRC Special Inspection. The inoperable diesel was identified by the licensee during 
the conduct of a surveillance test involving an endurance run of 24 hours. The licensee's evaluation identified that the cause of the No. 7 piston 
liner failure was uneven thermal expansion causing the piston liner to piston skirt tolerance to diminish to the point that scoring on the liner 
occurred. This resulted in the failure of the No. 7 cylinder and the crankcase explosion. Relative to the No. 5 main bearing failure, the licensee 
determined that the most probable causes were either inadequate bearing crush during bearing installation, or a loss of bearing lubricant film during 
post-repair engine break-in runs. Relative to the performance issue identified by the NRC, the licensee determined that the primary root cause 
(which can be attributed to the inoperable "B" EDG) was that identified degraded conditions were not properly evaluated for cause, corrective 
action, and extent of condition. This issue was not limited to the diesel generator and the licensee has taken corrective actions to ensure that 
identified problems are documented in their corrective action program so that they will be properly evaluated to prevent recurrence. Due to the 
licensee's overall acceptable performance in addressing the inoperable diesel generator, 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." Based on the adequacy of the licensee's evaluations, corrective actions taken and planned, and the information contained 
in the licensee's letter dated July 27, 2001, Notice of Violation (NOV) 50-443/00-011-01 associated with the "B" emergency diesel generator failure 
has been closed. 
Inspection Report# : 2000011(pdf)  
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Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Develop an Adequate 10 CFR 50.59 Safety Evaluation Prior to Removing the "A" EDG From Service while the "B" EDG was 
Inoperable 
The "A" emergency diesel generator (EDG) was removed from service while the "B" EDG was inoperable to perform a maintenance outage. The 
licensee's 10 CFR 50.59 evaluation did not properly consider whether this activity increased the likelihood of the occurrence of malfunction of the 
emergency power supply to the spent fuel pool cooling system. This activity was considered to be of very low risk since all fuel was located in the 
spent fuel pool and the time to boil following a loss of cooling was over twelve hours, temporary EDGs and non-electric powered inventory sources 
were available and the licensee implemented appropriate measures to control the risk while the plant was in this configuration. The inspector 
reviewed NRC Manual Chapter 0609, Appendix G, "Shutdown Operations Significance Determination Process," and determined that the 
configuration described above did not exceed any of the criteria that would have required a Phase 2 analysis. Therefore, this finding was 
determined to be of very low significance (Green). The failure to properly evaluate this activity was considered to be a violation of 10 CFR 50.59 
and entered into the licensee's corrective action program. This low risk, violation is being treated as a non-cited violation consistent with the NRC's 
enforcement policy (NCV 00-08-01) (Section R13). 
Inspection Report# : 2000008(pdf)  

Significance:  Aug 19, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Post-Maintenance Testing Following ADSV Maintenance. 
The NRC identified, during post-maintenance testing on the 'C' atmospheric steam dump valve (ASDV), that the reactor operator failed to identify 
that the valve operated faster than specified. The emergency operating procedures required that the ASDVs operate properly to isolate a faulted 
steam generator (closed direction) and to provide a method for conducting a primary plant cooldown (open direction). The licensee attributed the 
valve operating problem to the improper positioning of the ASDV control switch and determined that the test procedure did not provide adequate 
guidance for performing this activity. The test procedure deficiency had the potential to mask a degraded valve operating condition. The ASDV 
operated properly during follow-up testing. This issue was considered green in the significance determination process since the actual valve 
operation was not affected by the test procedure problem. 
Inspection Report# : 2000006(pdf)  

Significance:  Jul 01, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Test Program For Monitoring The Safety Related Control Building Air Conditioning System Performance 
A formal test program had not been developed to ensure that the control building air conditioning (CBA) system would remain capable of 
performing its design safety function during plant operation. Criterion XI, "Test Control," of Appendix B to 10 CFR 50, requires, in part, that written 
test procedures be established to demonstrate that components will perform satisfactorily in-service. The failure to develop an adequate test 
program for monitoring the CBA system performance was not considered a violation since the system had been recently installed and the NUREG 
1431 specified test periodicity had not been exceeded. The NRC used the significance determination process to evaluate the risk significance of 
not developing an adequate test program for the CBA system. This issue was considered a green finding in the significnace determination process 
since it did not affect the immediate operability of the system. 
Inspection Report# : 2000005(pdf)  

Barrier Integrity 

Significance:  May 19, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
NCV - Failure to Properly Implement Refueling Procedures Resulted in a Thimble Plug not Installed in the Reactor Core 
Technical Specification 6.7.1.a requires that written procedures shall be implemented covering the activities described in Appendix A of Regulatory 
Guide 1.33, Rev.2. Regulatory Guide 1.33 requires procedures for refueling and core alternations. Contrary to the above, on November 28,2000, 
the refueling senior reactor operator failed to properly verify the component type (thimble plug) in fuel assembly J53 and therefore failed to 
implement Procedure RS0721, "Refueling Administrative Control," rev.2, Chg.4. This failure resulted in a thimble plug not installed in the reactor 
core as required during the last refueling outage. Licensee Identified Non-cited Violation 
Inspection Report# : 2001006(pdf)  
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Significance:  Dec 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Install Components Inside the Containment per the Applicable Drawing 
One finding was identified involving the installation of permanent structures inside the containment that did not meet the required separation 
distance to the containment liner as specified in structural drawing 101417. This specification required a separation of 0.5 inch be maintained 
between the containment liner and permanently installed structures located inside the containment. The inspector evaluated this finding using 
Appendix A (Phase 1) of the significance determination process and determined that the event was of very low significance (Green) since the issue 
did not involve an actual open pathway in the physical integrity of the containment. Criteria X of Appendix B, to 10 CFR 50, requires, in part, that a 
program for the inspection of activities affecting quality be estalbished an executed to verify conformance with documented instructions, procedures 
and drawings. Contrary to the above, the licensee failed to ensure that structural components located inside the containment were properly 
installed per structural drawing 101417. This is a violation of 10 CFR 50, Appendix B. This low risk violation has been entered into the licensee's 
corrective action program under condition report 00-13771 and is being treated as a non-cited violation consistent with the NRC enforcement 
policy. (Section R20) (NCV 00-09-01) 
Inspection Report# : 2000009(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Miscellaneous 

Significance: N/A Sep 28, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Adequate Identification and Resolution of Problems but Areas for Improvement Identified 
The NRC concluded that, based on the samples reviewed, the overall implementaion of the corrective action program at Seabrook Station was 
acceptable. The licensee was identifying problems at an appropriate level and entering them into their corrective action program. The backlog of 
corrective actions appeared to be appropriately managed, and the actions taken for the identified problems were generally adequate to correct the 
problem and prevent recurrence. The licensee's evaluation of problems were generally of adequate depth to identify the causes and appropriately 
broad to address the extent of conditions However, some examples were identified in which problems were not thoroughly evaluated to determine 
the cause or appropriately broad to address the extent of condition. One example, involving residual heat removal motor material deficiencies, was 
determined to be a Green finding. Additionally, as identified during NRC Special Inspections 50-443/00-011 and 01-005, the failures to evaluate 
problems in sufficient detail contributed to the failures of the B emergency diesel generator and turbine driven emergency feed pump. 
Inspection Report# : 2001012(pdf)  

Significance: N/A Mar 23, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Degrading Trend in Problem Identificcation & Resolution Program 
Problem identification and resolution issues were identified in both the initiating event and mitigating system cornerstones. The root causes 
associated with the partial loss of the offsite lines and the failure of the turbine driven emergency feedwater pump stemmed from inadequacies in 
the corrective action process and untimely incorporation of vendor technical information into plant procedures. In another event in November 2000, 
failure of emergency diesel generator "B" was a result of deficiencies in the corrective action process as well as failure to incorporate industry 
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operating experience into the testing program 
Inspection Report# : 2001005(pdf)  

Significance: N/A Sep 15, 2000 
Identified By: NRC 
Item Type: FIN Finding 
PIR Team Summary 
The NRC concluded that significant conditions adverse to safety were properly identified and captured in the condition report program. A recently 
implemented electronic condition reporting system along with additional computer workstations provided for use by the non-office staff, promoted 
easy access for the reporting of safety issues. Appropriate significance and priority of problems was assigned by a team representing all major 
departments. The formal root cause analyses reviewed were found to be appropriate. Lower significance issue cause evaluation were generally 
effective. A management review team, representing all departments, reviewed and approved all root cause evaluations and effectively screened 
the closure of condition reports that were significant conditions adverse to quality. Corrective actions for identified issues were commensurate with 
the safety significance of the issues. The corrections were sensitive to the necessity for reliable equipment performance. The extent of condition, 
generic applicability for significant conditions adverse to safety were properly considered and implemented. Corrective actions were generally 
effective in preventing recurrence. However, Seabrook has identified several repetitive and lingering minor problems for which corrective actions 
have not been fully effective. For example, human performance issues included tagging errors and unannounced emergency drill attendance. 
Seabrook maintained a separate engineering staff overseen by Nuclear Oversight that provided a broad review of both internal and external 
industry events. Appropriate awareness of significant industry operating experience was evident. Operating experience information was distributed 
and utilized by appropriate departments. An effective nuclear oversight audit and plant performance assessment program was complimented by a 
large number of departmental self-assessments of good quality. Assignment of departmental self-assessments was generally well focused. The 
NRC did not identify any indications of staff reluctance to bring forward safety issues. 
Inspection Report# : 2000010(pdf)  

Last modified : April 01, 2002 
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Seabrook 1 

Initiating Events 

Significance:  Dec 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - Failure to Implement Effective Corrective Actions to Prior Control Rod Drops of Several Steps Resulted in a Reactor Trip 
The NRC identified that the licensee failed to implement effective corrective actions to prevent a control rod drop and subsequent reactor trip in 
October 2001. From May 2000 through August 2001, the licensee experienced control rods dropping several steps. The root cause performed in 
December 2000 was incorrect, corrective actions taken were narrowly focused, and subsequent actions were ineffective in preventing the reactor 
trip. The reactor trip, a transient on the plant, was a credible impact on safety. The finding was determined to be of very low safety significance 
(GREEN) since only the initiating event cornerstone was affected and the finding had no impact on mitigating systems. The failure to implement 
effective corrective actions was a Non-Cited Violation of 10 CFR 50 Appendix "B" Criterion XVI "Corrective Action." 
Inspection Report# : 2001011(pdf)  

Significance:  Mar 23, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Failure to take Effective Corrective Actions on 345Kv Bushing Affected Offsite Power 
Failure to take appropriate actions to address a 1997 event involving the 345 KV bushing arcing and preclude a similar event from occurring in 
March 2001. Although not associated with safety-related equipment, the failure led to a plant trip. The licensee entered this deficiency into the 
corrective action system as CR 01-02115. 
Inspection Report# : 2001005(pdf)  

Significance:  Sep 30, 2000 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Operator and Maintnenace Technician Errors During Restoration of the "B" RAT. 
The "B" reserve auxiliary transformer (RAT) gounding devices were not removed prior to the restoration of Bus 2 due to the improper make-up of 
the device operating linkage and the failure to verify removal of the devices. The licensee's event team identified several causal factors related to 
this problem. This event increased the potential for a loss of off-site power (LOOP) transient but did not impact the performance of any mitigation 
systems. The inspector evaluated the event using Phase 1 of the significance determination process (SDP) and determined that the event was of 
very low significance (Green Finding) since no mitigation systems were affected. Operations procedure, OS1046.04, "345KV Operations," required 
visual verification that the grounds had been removed prior to the restoration of Bus 2. Technical Specification (TS) 6.7.1, requires, in part, that 
written procedures be established and implemented for activities covered by Appendix A of Regulatory Guide 1.33. Appendix A of Regulatory 
Guide 1.33 requires that procedures be developed for operation of the electrical system. Contrary to the above, the licensee failed to properly 
implement operations procedure OS1046.04. This is a violation of TS 6.7.1. This violation is being treated as a non-cited violation consistent with 
the NRC enforcement policy. 
Inspection Report# : 2000007(pdf)  

Mitigating Systems 

Significance:  Nov 27, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - Failure to implement appropriate measures to prevent damage to the "B" emergency diesel generator during maintenance 
The NRC identified a Non-Cited Violation of Technical Specification 6.7, "Procedures and Programs," and station maintenance procedure, MA 3.3, 
"Housekeeping and Plant Material Condition," for the failure to implement appropriate caution to prevent damage to susceptible equipment 
important to safety during maintenance on the "B" emergency diesel generator on September 19, 2001. This resulted in a failure of a coupling on 

Page 1 of 62Q/2000 Inspection Findings - Seabrook 1



the diesel lube oil system and additional unavailability time for the associated emergency diesel generator. This finding had a credible impact on 
safety because the design of the lube oil coupling does not prevent failure from excessive pipe movement that can result from workers stepping or 
climbing on the associated pipe and no appropriate restrictions were developed to prevent such activity. Since routine work is done in the area 
associated with this piping at times when the diesel is maintained in an operable, standby condition, the failure of the lube oil coupling could have 
prevented the diesel from operating in response to emergency conditions. Although this finding affected the availability of the "B" emergency diesel 
generator, the inspectors determined that this finding was of very low safety significance because the diesel generator was already out-of-service 
for maintenance and work was in progress at the time and necessary repairs were made to the failed lube oil coupling within the allowed outage 
time in the facility technical specifications. Because this finding is of very low safety significance and it was captured in the licensee's corrective 
action program, this finding is being treated as a Non-Cited Violation consistent with Section VI.A.1 of the NRC Enforcement Policy.  
Inspection Report# : 2001010(pdf)  

Significance:  Sep 28, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - Failure to determine the cause of material deficiencies associated with the "A" RHR pump motor leads and identify and take 
corrective actions to preclude recurrence 
A non-cited violation of 10CFR50 Appendix B, Criterion XVI was issued regarding the failure to determine the cause of material deficiencies 
associated with the "A" Residual Heat Removal (RHR) pump motor leads, and identify and take corrective actions to preclude recurrence. These 
material deficiencies included a normally torqued lug found to be finger tight and about half the strands to a motor lead found to be severed. The 
finding was determined to be of very low safety significance (Green) since these material deficiencies did not result in the loss of RHR train safety 
function, the "A" RHR pump continued to meet periodic surveillance test requirements, and the team did not identify other similar conditions on 
safety related motors. 
Inspection Report# : 2001012(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - failure to establish procedures to monitor and correct debris levels in the service water bays. 
The NRC identified a Non-Cited Violation for failure to establish appropriate procedural controls to monitor and correct debris levels in the service 
water bays. The results from an intake structure inspection during the seventh refueling outage found that the debris levels in both service water 
(SW) bays in proximity to the pumps were 2½ to 3½ feet above the SW pump suction bells. The substantial debris accumulation in the SW pump 
bay was viewed as a precursor to a significant event with a reasonable potential for common cause failure of all SW pumps. Since there was no 
actual loss of SW system function, the risk associated with this issue was determined to be of very low safety significance by the significance 
determination process. 
Inspection Report# : 2001007(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - failure to promptly identify and correct degraded EFW pump oil bubblers. 
The NRC identified a Non-Cited Violation for failure to promptly identify and correct degraded emergency feedwater pump oil bubblers. This failure 
to adequately evaluate available industry experience and maintenance identified problems could have affected operability of both emergency 
feedwater pumps. The safety significance of this finding was very low because the degraded condition did not completely block oil flow and the 
pumps had not experienced any active lubricating oil leaks in the past two years. Therefore, the pumps would have been capable of performing 
their safety function. 
Inspection Report# : 2001007(pdf)  

Significance:  Apr 25, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - Design Control Failure Associated with Inputs in RWST Level Calculation 
The NRC identified two design input errors in engineering calculations which led to non-conservative results associated with a plant design change 
and an instrument setpoint. A design input error for refueling water storage tank (RWST) level used in a pump performance calculation resulted in 
the use of non-conservative emergency core cooling system pump flow rates to support design change DCR 00-013, "Manual Transfer to Cold Leg 
Recirculation." Also, the failure to include a loop uncertainty allowance for the RWST contained volume water level instrument resulted in a non-
conservative alarm setpoint. These design input errors were a violation of 10 CFR 50, Appendix B, Criterion III, Design Control. The issue was a 
non-cited violation and was entered into the licensee's corrective action program. The conditions associated with this violation were determined to 
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be of very low safety significance since compensating margins existed and, when applied to the calculation results, provided assurance of system 
functionality. 
Inspection Report# : 2001004(pdf)  

Significance:  Mar 23, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - Failure to Evaluate and Correct Problems With the Turbine Driven Emergency Feedwater Pump 
An apparent violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," associated with the failure to evaluate significant conditions 
adverse to quality involving the turbine driven emergency feedwater pump was identified. The failure of the pump to function when called upon 
degrades the mitigating function of the emergency feedwater system. The licensee entered this issue into the corrective action system as CR 01-
02120. This violation is being treated as a non-cited violation consistent with Section VI.A.1 of the NRC Enforcement Policy, issued May 1, 2000 
Inspection Report# : 2001005(pdf)  

Significance:  Feb 17, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to properly develop an adequate operating procedure for pressurization of the standby shutdown cooling train 
The NRC identified a failure to properly develop an adequate operating procedure for pressurization of the standby shutdown cooling train, and 
failure to properly implement the maintenance procedure for adjusting the ring setting on safety-related relief valves. These findings of very low 
significance were identified by the licensee and are violations of NRC requirements which meet the criteria of Section VI of the NRC Enforcement 
Policy, NUREG-1600. 
Inspection Report# : 2001002(pdf)  

Significance:  Jan 18, 2001 
Identified By: NRC 
Item Type: VIO Violation 
Inadequate Corrective Actions Related to Degraded Conditions of Cylinder Liners to DG-1B 
White. An apparent violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," was identified by the inspectors associated with the 
failure to evaluate significant conditions adverse to quality involving degraded components in emergency diesel generator DG-1B. Failure to 
adequately evaluate industry operating experience, identify and evaluate equipment problems, and correct deficiencies resulted in degraded 
component conditions of the emergency diesel generators that were potential causes that led to the DG-1B diesel engine failure on November 1, 
2000. These issues represented a failure by NAESCo to implement effective corrective actions for degraded components which had safety 
significance. This issue has a low to moderate safety significance, based on the results of the phase 3 SDP analysis, because emergency diesel 
generators are an important mitigating system during a loss of off-site power event. This apparent violation was subsequently converted into 
violation 50-443/00-011-01. Also contributing to the White finding was an apparent violation of 10 CFR 50, Appendix B, Criterion V, "Instructions 
Procedures, and Drawings." NAESCO failed to establish appropriate quantitative or qualitative acceptance criteria for boroscopic inspections of the 
diesel generator cylinder liners. A supplemental inspection (Inspection Report No. 50-443/00-013) was performed by the NRC to assess the 
licensee's evaluation associated with the inoperability of the "B" emergency diesel generator, which occurred on November 1, 2000. In NRC 
Special Inspection Report No. 50-443/00-011, and in a letter to Seabrook from Mr. Hubert Miller, dated June 29, 2001, the NRC identified a 
violation involving the licensee's failure to promptly identify and correct conditions adverse to quality that resulted in the "B" diesel generator failure. 
This performance issue was characterized as having low to moderate risk significance ("White") in the referenced letter. During this supplemental 
inspection performed in accordance with Inspection Procedure 95001, the inspectors determined that the licensee performed a comprehensive 
evaluation of the inoperable diesel, including a subsequent failure of the engine No. 5 main bearing, which occurred on December 3, 2000. This 
additional failure had not been previously reviewed during the NRC Special Inspection. The inoperable diesel was identified by the licensee during 
the conduct of a surveillance test involving an endurance run of 24 hours. The licensee's evaluation identified that the cause of the No. 7 piston 
liner failure was uneven thermal expansion causing the piston liner to piston skirt tolerance to diminish to the point that scoring on the liner 
occurred. This resulted in the failure of the No. 7 cylinder and the crankcase explosion. Relative to the No. 5 main bearing failure, the licensee 
determined that the most probable causes were either inadequate bearing crush during bearing installation, or a loss of bearing lubricant film during 
post-repair engine break-in runs. Relative to the performance issue identified by the NRC, the licensee determined that the primary root cause 
(which can be attributed to the inoperable "B" EDG) was that identified degraded conditions were not properly evaluated for cause, corrective 
action, and extent of condition. This issue was not limited to the diesel generator and the licensee has taken corrective actions to ensure that 
identified problems are documented in their corrective action program so that they will be properly evaluated to prevent recurrence. Due to the 
licensee's overall acceptable performance in addressing the inoperable diesel generator, 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." Based on the adequacy of the licensee's evaluations, corrective actions taken and planned, and the information contained 
in the licensee's letter dated July 27, 2001, Notice of Violation (NOV) 50-443/00-011-01 associated with the "B" emergency diesel generator failure 
has been closed. 
Inspection Report# : 2000011(pdf)  
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Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Develop an Adequate 10 CFR 50.59 Safety Evaluation Prior to Removing the "A" EDG From Service while the "B" EDG was 
Inoperable 
The "A" emergency diesel generator (EDG) was removed from service while the "B" EDG was inoperable to perform a maintenance outage. The 
licensee's 10 CFR 50.59 evaluation did not properly consider whether this activity increased the likelihood of the occurrence of malfunction of the 
emergency power supply to the spent fuel pool cooling system. This activity was considered to be of very low risk since all fuel was located in the 
spent fuel pool and the time to boil following a loss of cooling was over twelve hours, temporary EDGs and non-electric powered inventory sources 
were available and the licensee implemented appropriate measures to control the risk while the plant was in this configuration. The inspector 
reviewed NRC Manual Chapter 0609, Appendix G, "Shutdown Operations Significance Determination Process," and determined that the 
configuration described above did not exceed any of the criteria that would have required a Phase 2 analysis. Therefore, this finding was 
determined to be of very low significance (Green). The failure to properly evaluate this activity was considered to be a violation of 10 CFR 50.59 
and entered into the licensee's corrective action program. This low risk, violation is being treated as a non-cited violation consistent with the NRC's 
enforcement policy (NCV 00-08-01) (Section R13). 
Inspection Report# : 2000008(pdf)  

Significance:  Aug 19, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Post-Maintenance Testing Following ADSV Maintenance. 
The NRC identified, during post-maintenance testing on the 'C' atmospheric steam dump valve (ASDV), that the reactor operator failed to identify 
that the valve operated faster than specified. The emergency operating procedures required that the ASDVs operate properly to isolate a faulted 
steam generator (closed direction) and to provide a method for conducting a primary plant cooldown (open direction). The licensee attributed the 
valve operating problem to the improper positioning of the ASDV control switch and determined that the test procedure did not provide adequate 
guidance for performing this activity. The test procedure deficiency had the potential to mask a degraded valve operating condition. The ASDV 
operated properly during follow-up testing. This issue was considered green in the significance determination process since the actual valve 
operation was not affected by the test procedure problem. 
Inspection Report# : 2000006(pdf)  

Significance:  Jul 01, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Test Program For Monitoring The Safety Related Control Building Air Conditioning System Performance 
A formal test program had not been developed to ensure that the control building air conditioning (CBA) system would remain capable of 
performing its design safety function during plant operation. Criterion XI, "Test Control," of Appendix B to 10 CFR 50, requires, in part, that written 
test procedures be established to demonstrate that components will perform satisfactorily in-service. The failure to develop an adequate test 
program for monitoring the CBA system performance was not considered a violation since the system had been recently installed and the NUREG 
1431 specified test periodicity had not been exceeded. The NRC used the significance determination process to evaluate the risk significance of 
not developing an adequate test program for the CBA system. This issue was considered a green finding in the significnace determination process 
since it did not affect the immediate operability of the system. 
Inspection Report# : 2000005(pdf)  

Barrier Integrity 

Significance:  May 19, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
NCV - Failure to Properly Implement Refueling Procedures Resulted in a Thimble Plug not Installed in the Reactor Core 
Technical Specification 6.7.1.a requires that written procedures shall be implemented covering the activities described in Appendix A of Regulatory 
Guide 1.33, Rev.2. Regulatory Guide 1.33 requires procedures for refueling and core alternations. Contrary to the above, on November 28,2000, 
the refueling senior reactor operator failed to properly verify the component type (thimble plug) in fuel assembly J53 and therefore failed to 
implement Procedure RS0721, "Refueling Administrative Control," rev.2, Chg.4. This failure resulted in a thimble plug not installed in the reactor 
core as required during the last refueling outage. Licensee Identified Non-cited Violation 
Inspection Report# : 2001006(pdf)  
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Significance:  Dec 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Install Components Inside the Containment per the Applicable Drawing 
One finding was identified involving the installation of permanent structures inside the containment that did not meet the required separation 
distance to the containment liner as specified in structural drawing 101417. This specification required a separation of 0.5 inch be maintained 
between the containment liner and permanently installed structures located inside the containment. The inspector evaluated this finding using 
Appendix A (Phase 1) of the significance determination process and determined that the event was of very low significance (Green) since the issue 
did not involve an actual open pathway in the physical integrity of the containment. Criteria X of Appendix B, to 10 CFR 50, requires, in part, that a 
program for the inspection of activities affecting quality be estalbished an executed to verify conformance with documented instructions, procedures 
and drawings. Contrary to the above, the licensee failed to ensure that structural components located inside the containment were properly 
installed per structural drawing 101417. This is a violation of 10 CFR 50, Appendix B. This low risk violation has been entered into the licensee's 
corrective action program under condition report 00-13771 and is being treated as a non-cited violation consistent with the NRC enforcement 
policy. (Section R20) (NCV 00-09-01) 
Inspection Report# : 2000009(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Miscellaneous 

Significance: N/A Sep 28, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Adequate Identification and Resolution of Problems but Areas for Improvement Identified 
The NRC concluded that, based on the samples reviewed, the overall implementaion of the corrective action program at Seabrook Station was 
acceptable. The licensee was identifying problems at an appropriate level and entering them into their corrective action program. The backlog of 
corrective actions appeared to be appropriately managed, and the actions taken for the identified problems were generally adequate to correct the 
problem and prevent recurrence. The licensee's evaluation of problems were generally of adequate depth to identify the causes and appropriately 
broad to address the extent of conditions However, some examples were identified in which problems were not thoroughly evaluated to determine 
the cause or appropriately broad to address the extent of condition. One example, involving residual heat removal motor material deficiencies, was 
determined to be a Green finding. Additionally, as identified during NRC Special Inspections 50-443/00-011 and 01-005, the failures to evaluate 
problems in sufficient detail contributed to the failures of the B emergency diesel generator and turbine driven emergency feed pump. 
Inspection Report# : 2001012(pdf)  

Significance: N/A Mar 23, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Degrading Trend in Problem Identificcation & Resolution Program 
Problem identification and resolution issues were identified in both the initiating event and mitigating system cornerstones. The root causes 
associated with the partial loss of the offsite lines and the failure of the turbine driven emergency feedwater pump stemmed from inadequacies in 
the corrective action process and untimely incorporation of vendor technical information into plant procedures. In another event in November 2000, 
failure of emergency diesel generator "B" was a result of deficiencies in the corrective action process as well as failure to incorporate industry 
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operating experience into the testing program 
Inspection Report# : 2001005(pdf)  

Significance: N/A Sep 15, 2000 
Identified By: NRC 
Item Type: FIN Finding 
PIR Team Summary 
The NRC concluded that significant conditions adverse to safety were properly identified and captured in the condition report program. A recently 
implemented electronic condition reporting system along with additional computer workstations provided for use by the non-office staff, promoted 
easy access for the reporting of safety issues. Appropriate significance and priority of problems was assigned by a team representing all major 
departments. The formal root cause analyses reviewed were found to be appropriate. Lower significance issue cause evaluation were generally 
effective. A management review team, representing all departments, reviewed and approved all root cause evaluations and effectively screened 
the closure of condition reports that were significant conditions adverse to quality. Corrective actions for identified issues were commensurate with 
the safety significance of the issues. The corrections were sensitive to the necessity for reliable equipment performance. The extent of condition, 
generic applicability for significant conditions adverse to safety were properly considered and implemented. Corrective actions were generally 
effective in preventing recurrence. However, Seabrook has identified several repetitive and lingering minor problems for which corrective actions 
have not been fully effective. For example, human performance issues included tagging errors and unannounced emergency drill attendance. 
Seabrook maintained a separate engineering staff overseen by Nuclear Oversight that provided a broad review of both internal and external 
industry events. Appropriate awareness of significant industry operating experience was evident. Operating experience information was distributed 
and utilized by appropriate departments. An effective nuclear oversight audit and plant performance assessment program was complimented by a 
large number of departmental self-assessments of good quality. Assignment of departmental self-assessments was generally well focused. The 
NRC did not identify any indications of staff reluctance to bring forward safety issues. 
Inspection Report# : 2000010(pdf)  

Last modified : April 01, 2002 
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Seabrook 1 

Initiating Events 

Significance:  Sep 30, 2000 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Operator and Maintnenace Technician Errors During Restoration of the "B" RAT. 
The "B" reserve auxiliary transformer (RAT) gounding devices were not removed prior to the restoration of Bus 2 due to the improper make-up of 
the device operating linkage and the failure to verify removal of the devices. The licensee's event team identified several causal factors related to 
this problem. This event increased the potential for a loss of off-site power (LOOP) transient but did not impact the performance of any mitigation 
systems. The inspector evaluated the event using Phase 1 of the significance determination process (SDP) and determined that the event was of 
very low significance (Green Finding) since no mitigation systems were affected. Operations procedure, OS1046.04, "345KV Operations," required 
visual verification that the grounds had been removed prior to the restoration of Bus 2. Technical Specification (TS) 6.7.1, requires, in part, that 
written procedures be established and implemented for activities covered by Appendix A of Regulatory Guide 1.33. Appendix A of Regulatory 
Guide 1.33 requires that procedures be developed for operation of the electrical system. Contrary to the above, the licensee failed to properly 
implement operations procedure OS1046.04. This is a violation of TS 6.7.1. This violation is being treated as a non-cited violation consistent with 
the NRC enforcement policy. 
Inspection Report# : 2000007(pdf)  

Significance:  Dec 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - Failure to Implement Effective Corrective Actions to Prior Control Rod Drops of Several Steps Resulted in a Reactor Trip 
The NRC identified that the licensee failed to implement effective corrective actions to prevent a control rod drop and subsequent reactor trip in 
October 2001. From May 2000 through August 2001, the licensee experienced control rods dropping several steps. The root cause performed in 
December 2000 was incorrect, corrective actions taken were narrowly focused, and subsequent actions were ineffective in preventing the reactor 
trip. The reactor trip, a transient on the plant, was a credible impact on safety. The finding was determined to be of very low safety significance 
(GREEN) since only the initiating event cornerstone was affected and the finding had no impact on mitigating systems. The failure to implement 
effective corrective actions was a Non-Cited Violation of 10 CFR 50 Appendix "B" Criterion XVI "Corrective Action." 
Inspection Report# : 2001011(pdf)  

Significance:  Mar 23, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Failure to take Effective Corrective Actions on 345Kv Bushing Affected Offsite Power 
Failure to take appropriate actions to address a 1997 event involving the 345 KV bushing arcing and preclude a similar event from occurring in 
March 2001. Although not associated with safety-related equipment, the failure led to a plant trip. The licensee entered this deficiency into the 
corrective action system as CR 01-02115. 
Inspection Report# : 2001005(pdf)  

Mitigating Systems 

Significance:  Aug 19, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Post-Maintenance Testing Following ADSV Maintenance. 
The NRC identified, during post-maintenance testing on the 'C' atmospheric steam dump valve (ASDV), that the reactor operator failed to identify 
that the valve operated faster than specified. The emergency operating procedures required that the ASDVs operate properly to isolate a faulted 
steam generator (closed direction) and to provide a method for conducting a primary plant cooldown (open direction). The licensee attributed the 

Page 1 of 63Q/2000 Inspection Findings - Seabrook 1



valve operating problem to the improper positioning of the ASDV control switch and determined that the test procedure did not provide adequate 
guidance for performing this activity. The test procedure deficiency had the potential to mask a degraded valve operating condition. The ASDV 
operated properly during follow-up testing. This issue was considered green in the significance determination process since the actual valve 
operation was not affected by the test procedure problem. 
Inspection Report# : 2000006(pdf)  

Significance:  Jul 01, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Test Program For Monitoring The Safety Related Control Building Air Conditioning System Performance 
A formal test program had not been developed to ensure that the control building air conditioning (CBA) system would remain capable of 
performing its design safety function during plant operation. Criterion XI, "Test Control," of Appendix B to 10 CFR 50, requires, in part, that written 
test procedures be established to demonstrate that components will perform satisfactorily in-service. The failure to develop an adequate test 
program for monitoring the CBA system performance was not considered a violation since the system had been recently installed and the NUREG 
1431 specified test periodicity had not been exceeded. The NRC used the significance determination process to evaluate the risk significance of 
not developing an adequate test program for the CBA system. This issue was considered a green finding in the significnace determination process 
since it did not affect the immediate operability of the system. 
Inspection Report# : 2000005(pdf)  

Significance:  Nov 27, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - Failure to implement appropriate measures to prevent damage to the "B" emergency diesel generator during maintenance 
The NRC identified a Non-Cited Violation of Technical Specification 6.7, "Procedures and Programs," and station maintenance procedure, MA 3.3, 
"Housekeeping and Plant Material Condition," for the failure to implement appropriate caution to prevent damage to susceptible equipment 
important to safety during maintenance on the "B" emergency diesel generator on September 19, 2001. This resulted in a failure of a coupling on 
the diesel lube oil system and additional unavailability time for the associated emergency diesel generator. This finding had a credible impact on 
safety because the design of the lube oil coupling does not prevent failure from excessive pipe movement that can result from workers stepping or 
climbing on the associated pipe and no appropriate restrictions were developed to prevent such activity. Since routine work is done in the area 
associated with this piping at times when the diesel is maintained in an operable, standby condition, the failure of the lube oil coupling could have 
prevented the diesel from operating in response to emergency conditions. Although this finding affected the availability of the "B" emergency diesel 
generator, the inspectors determined that this finding was of very low safety significance because the diesel generator was already out-of-service 
for maintenance and work was in progress at the time and necessary repairs were made to the failed lube oil coupling within the allowed outage 
time in the facility technical specifications. Because this finding is of very low safety significance and it was captured in the licensee's corrective 
action program, this finding is being treated as a Non-Cited Violation consistent with Section VI.A.1 of the NRC Enforcement Policy.  
Inspection Report# : 2001010(pdf)  

Significance:  Sep 28, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - Failure to determine the cause of material deficiencies associated with the "A" RHR pump motor leads and identify and take 
corrective actions to preclude recurrence 
A non-cited violation of 10CFR50 Appendix B, Criterion XVI was issued regarding the failure to determine the cause of material deficiencies 
associated with the "A" Residual Heat Removal (RHR) pump motor leads, and identify and take corrective actions to preclude recurrence. These 
material deficiencies included a normally torqued lug found to be finger tight and about half the strands to a motor lead found to be severed. The 
finding was determined to be of very low safety significance (Green) since these material deficiencies did not result in the loss of RHR train safety 
function, the "A" RHR pump continued to meet periodic surveillance test requirements, and the team did not identify other similar conditions on 
safety related motors. 
Inspection Report# : 2001012(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - failure to establish procedures to monitor and correct debris levels in the service water bays. 
The NRC identified a Non-Cited Violation for failure to establish appropriate procedural controls to monitor and correct debris levels in the service 
water bays. The results from an intake structure inspection during the seventh refueling outage found that the debris levels in both service water 
(SW) bays in proximity to the pumps were 2½ to 3½ feet above the SW pump suction bells. The substantial debris accumulation in the SW pump 
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bay was viewed as a precursor to a significant event with a reasonable potential for common cause failure of all SW pumps. Since there was no 
actual loss of SW system function, the risk associated with this issue was determined to be of very low safety significance by the significance 
determination process. 
Inspection Report# : 2001007(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - failure to promptly identify and correct degraded EFW pump oil bubblers. 
The NRC identified a Non-Cited Violation for failure to promptly identify and correct degraded emergency feedwater pump oil bubblers. This failure 
to adequately evaluate available industry experience and maintenance identified problems could have affected operability of both emergency 
feedwater pumps. The safety significance of this finding was very low because the degraded condition did not completely block oil flow and the 
pumps had not experienced any active lubricating oil leaks in the past two years. Therefore, the pumps would have been capable of performing 
their safety function. 
Inspection Report# : 2001007(pdf)  

Significance:  Apr 25, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - Design Control Failure Associated with Inputs in RWST Level Calculation 
The NRC identified two design input errors in engineering calculations which led to non-conservative results associated with a plant design change 
and an instrument setpoint. A design input error for refueling water storage tank (RWST) level used in a pump performance calculation resulted in 
the use of non-conservative emergency core cooling system pump flow rates to support design change DCR 00-013, "Manual Transfer to Cold Leg 
Recirculation." Also, the failure to include a loop uncertainty allowance for the RWST contained volume water level instrument resulted in a non-
conservative alarm setpoint. These design input errors were a violation of 10 CFR 50, Appendix B, Criterion III, Design Control. The issue was a 
non-cited violation and was entered into the licensee's corrective action program. The conditions associated with this violation were determined to 
be of very low safety significance since compensating margins existed and, when applied to the calculation results, provided assurance of system 
functionality. 
Inspection Report# : 2001004(pdf)  

Significance:  Mar 23, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - Failure to Evaluate and Correct Problems With the Turbine Driven Emergency Feedwater Pump 
An apparent violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," associated with the failure to evaluate significant conditions 
adverse to quality involving the turbine driven emergency feedwater pump was identified. The failure of the pump to function when called upon 
degrades the mitigating function of the emergency feedwater system. The licensee entered this issue into the corrective action system as CR 01-
02120. This violation is being treated as a non-cited violation consistent with Section VI.A.1 of the NRC Enforcement Policy, issued May 1, 2000 
Inspection Report# : 2001005(pdf)  

Significance:  Feb 17, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to properly develop an adequate operating procedure for pressurization of the standby shutdown cooling train 
The NRC identified a failure to properly develop an adequate operating procedure for pressurization of the standby shutdown cooling train, and 
failure to properly implement the maintenance procedure for adjusting the ring setting on safety-related relief valves. These findings of very low 
significance were identified by the licensee and are violations of NRC requirements which meet the criteria of Section VI of the NRC Enforcement 
Policy, NUREG-1600. 
Inspection Report# : 2001002(pdf)  

Significance:  Jan 18, 2001 
Identified By: NRC 
Item Type: VIO Violation 
Inadequate Corrective Actions Related to Degraded Conditions of Cylinder Liners to DG-1B 
White. An apparent violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," was identified by the inspectors associated with the 
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failure to evaluate significant conditions adverse to quality involving degraded components in emergency diesel generator DG-1B. Failure to 
adequately evaluate industry operating experience, identify and evaluate equipment problems, and correct deficiencies resulted in degraded 
component conditions of the emergency diesel generators that were potential causes that led to the DG-1B diesel engine failure on November 1, 
2000. These issues represented a failure by NAESCo to implement effective corrective actions for degraded components which had safety 
significance. This issue has a low to moderate safety significance, based on the results of the phase 3 SDP analysis, because emergency diesel 
generators are an important mitigating system during a loss of off-site power event. This apparent violation was subsequently converted into 
violation 50-443/00-011-01. Also contributing to the White finding was an apparent violation of 10 CFR 50, Appendix B, Criterion V, "Instructions 
Procedures, and Drawings." NAESCO failed to establish appropriate quantitative or qualitative acceptance criteria for boroscopic inspections of the 
diesel generator cylinder liners. A supplemental inspection (Inspection Report No. 50-443/00-013) was performed by the NRC to assess the 
licensee's evaluation associated with the inoperability of the "B" emergency diesel generator, which occurred on November 1, 2000. In NRC 
Special Inspection Report No. 50-443/00-011, and in a letter to Seabrook from Mr. Hubert Miller, dated June 29, 2001, the NRC identified a 
violation involving the licensee's failure to promptly identify and correct conditions adverse to quality that resulted in the "B" diesel generator failure. 
This performance issue was characterized as having low to moderate risk significance ("White") in the referenced letter. During this supplemental 
inspection performed in accordance with Inspection Procedure 95001, the inspectors determined that the licensee performed a comprehensive 
evaluation of the inoperable diesel, including a subsequent failure of the engine No. 5 main bearing, which occurred on December 3, 2000. This 
additional failure had not been previously reviewed during the NRC Special Inspection. The inoperable diesel was identified by the licensee during 
the conduct of a surveillance test involving an endurance run of 24 hours. The licensee's evaluation identified that the cause of the No. 7 piston 
liner failure was uneven thermal expansion causing the piston liner to piston skirt tolerance to diminish to the point that scoring on the liner 
occurred. This resulted in the failure of the No. 7 cylinder and the crankcase explosion. Relative to the No. 5 main bearing failure, the licensee 
determined that the most probable causes were either inadequate bearing crush during bearing installation, or a loss of bearing lubricant film during 
post-repair engine break-in runs. Relative to the performance issue identified by the NRC, the licensee determined that the primary root cause 
(which can be attributed to the inoperable "B" EDG) was that identified degraded conditions were not properly evaluated for cause, corrective 
action, and extent of condition. This issue was not limited to the diesel generator and the licensee has taken corrective actions to ensure that 
identified problems are documented in their corrective action program so that they will be properly evaluated to prevent recurrence. Due to the 
licensee's overall acceptable performance in addressing the inoperable diesel generator, 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." Based on the adequacy of the licensee's evaluations, corrective actions taken and planned, and the information contained 
in the licensee's letter dated July 27, 2001, Notice of Violation (NOV) 50-443/00-011-01 associated with the "B" emergency diesel generator failure 
has been closed. 
Inspection Report# : 2000011(pdf)  

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Develop an Adequate 10 CFR 50.59 Safety Evaluation Prior to Removing the "A" EDG From Service while the "B" EDG was 
Inoperable 
The "A" emergency diesel generator (EDG) was removed from service while the "B" EDG was inoperable to perform a maintenance outage. The 
licensee's 10 CFR 50.59 evaluation did not properly consider whether this activity increased the likelihood of the occurrence of malfunction of the 
emergency power supply to the spent fuel pool cooling system. This activity was considered to be of very low risk since all fuel was located in the 
spent fuel pool and the time to boil following a loss of cooling was over twelve hours, temporary EDGs and non-electric powered inventory sources 
were available and the licensee implemented appropriate measures to control the risk while the plant was in this configuration. The inspector 
reviewed NRC Manual Chapter 0609, Appendix G, "Shutdown Operations Significance Determination Process," and determined that the 
configuration described above did not exceed any of the criteria that would have required a Phase 2 analysis. Therefore, this finding was 
determined to be of very low significance (Green). The failure to properly evaluate this activity was considered to be a violation of 10 CFR 50.59 
and entered into the licensee's corrective action program. This low risk, violation is being treated as a non-cited violation consistent with the NRC's 
enforcement policy (NCV 00-08-01) (Section R13). 
Inspection Report# : 2000008(pdf)  

Barrier Integrity 

Significance:  May 19, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
NCV - Failure to Properly Implement Refueling Procedures Resulted in a Thimble Plug not Installed in the Reactor Core 
Technical Specification 6.7.1.a requires that written procedures shall be implemented covering the activities described in Appendix A of Regulatory 
Guide 1.33, Rev.2. Regulatory Guide 1.33 requires procedures for refueling and core alternations. Contrary to the above, on November 28,2000, 
the refueling senior reactor operator failed to properly verify the component type (thimble plug) in fuel assembly J53 and therefore failed to 
implement Procedure RS0721, "Refueling Administrative Control," rev.2, Chg.4. This failure resulted in a thimble plug not installed in the reactor 
core as required during the last refueling outage. Licensee Identified Non-cited Violation 
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Inspection Report# : 2001006(pdf)  

Significance:  Dec 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Install Components Inside the Containment per the Applicable Drawing 
One finding was identified involving the installation of permanent structures inside the containment that did not meet the required separation 
distance to the containment liner as specified in structural drawing 101417. This specification required a separation of 0.5 inch be maintained 
between the containment liner and permanently installed structures located inside the containment. The inspector evaluated this finding using 
Appendix A (Phase 1) of the significance determination process and determined that the event was of very low significance (Green) since the issue 
did not involve an actual open pathway in the physical integrity of the containment. Criteria X of Appendix B, to 10 CFR 50, requires, in part, that a 
program for the inspection of activities affecting quality be estalbished an executed to verify conformance with documented instructions, procedures 
and drawings. Contrary to the above, the licensee failed to ensure that structural components located inside the containment were properly 
installed per structural drawing 101417. This is a violation of 10 CFR 50, Appendix B. This low risk violation has been entered into the licensee's 
corrective action program under condition report 00-13771 and is being treated as a non-cited violation consistent with the NRC enforcement 
policy. (Section R20) (NCV 00-09-01) 
Inspection Report# : 2000009(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Miscellaneous 

Significance: N/A Sep 15, 2000 
Identified By: NRC 
Item Type: FIN Finding 
PIR Team Summary 
The NRC concluded that significant conditions adverse to safety were properly identified and captured in the condition report program. A recently 
implemented electronic condition reporting system along with additional computer workstations provided for use by the non-office staff, promoted 
easy access for the reporting of safety issues. Appropriate significance and priority of problems was assigned by a team representing all major 
departments. The formal root cause analyses reviewed were found to be appropriate. Lower significance issue cause evaluation were generally 
effective. A management review team, representing all departments, reviewed and approved all root cause evaluations and effectively screened 
the closure of condition reports that were significant conditions adverse to quality. Corrective actions for identified issues were commensurate with 
the safety significance of the issues. The corrections were sensitive to the necessity for reliable equipment performance. The extent of condition, 
generic applicability for significant conditions adverse to safety were properly considered and implemented. Corrective actions were generally 
effective in preventing recurrence. However, Seabrook has identified several repetitive and lingering minor problems for which corrective actions 
have not been fully effective. For example, human performance issues included tagging errors and unannounced emergency drill attendance. 
Seabrook maintained a separate engineering staff overseen by Nuclear Oversight that provided a broad review of both internal and external 
industry events. Appropriate awareness of significant industry operating experience was evident. Operating experience information was distributed 
and utilized by appropriate departments. An effective nuclear oversight audit and plant performance assessment program was complimented by a 
large number of departmental self-assessments of good quality. Assignment of departmental self-assessments was generally well focused. The 
NRC did not identify any indications of staff reluctance to bring forward safety issues. 
Inspection Report# : 2000010(pdf)  
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Significance: N/A Sep 28, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Adequate Identification and Resolution of Problems but Areas for Improvement Identified 
The NRC concluded that, based on the samples reviewed, the overall implementaion of the corrective action program at Seabrook Station was 
acceptable. The licensee was identifying problems at an appropriate level and entering them into their corrective action program. The backlog of 
corrective actions appeared to be appropriately managed, and the actions taken for the identified problems were generally adequate to correct the 
problem and prevent recurrence. The licensee's evaluation of problems were generally of adequate depth to identify the causes and appropriately 
broad to address the extent of conditions However, some examples were identified in which problems were not thoroughly evaluated to determine 
the cause or appropriately broad to address the extent of condition. One example, involving residual heat removal motor material deficiencies, was 
determined to be a Green finding. Additionally, as identified during NRC Special Inspections 50-443/00-011 and 01-005, the failures to evaluate 
problems in sufficient detail contributed to the failures of the B emergency diesel generator and turbine driven emergency feed pump. 
Inspection Report# : 2001012(pdf)  

Significance: N/A Mar 23, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Degrading Trend in Problem Identificcation & Resolution Program 
Problem identification and resolution issues were identified in both the initiating event and mitigating system cornerstones. The root causes 
associated with the partial loss of the offsite lines and the failure of the turbine driven emergency feedwater pump stemmed from inadequacies in 
the corrective action process and untimely incorporation of vendor technical information into plant procedures. In another event in November 2000, 
failure of emergency diesel generator "B" was a result of deficiencies in the corrective action process as well as failure to incorporate industry 
operating experience into the testing program 
Inspection Report# : 2001005(pdf)  

Last modified : March 29, 2002 
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Seabrook 1 

Initiating Events 

Significance:  Sep 30, 2000 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Operator and Maintnenace Technician Errors During Restoration of the "B" RAT. 
The "B" reserve auxiliary transformer (RAT) gounding devices were not removed prior to the restoration of Bus 2 due to the improper make-up of 
the device operating linkage and the failure to verify removal of the devices. The licensee's event team identified several causal factors related to 
this problem. This event increased the potential for a loss of off-site power (LOOP) transient but did not impact the performance of any mitigation 
systems. The inspector evaluated the event using Phase 1 of the significance determination process (SDP) and determined that the event was of 
very low significance (Green Finding) since no mitigation systems were affected. Operations procedure, OS1046.04, "345KV Operations," required 
visual verification that the grounds had been removed prior to the restoration of Bus 2. Technical Specification (TS) 6.7.1, requires, in part, that 
written procedures be established and implemented for activities covered by Appendix A of Regulatory Guide 1.33. Appendix A of Regulatory 
Guide 1.33 requires that procedures be developed for operation of the electrical system. Contrary to the above, the licensee failed to properly 
implement operations procedure OS1046.04. This is a violation of TS 6.7.1. This violation is being treated as a non-cited violation consistent with 
the NRC enforcement policy. 
Inspection Report# : 2000007(pdf)  

Significance:  Dec 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - Failure to Implement Effective Corrective Actions to Prior Control Rod Drops of Several Steps Resulted in a Reactor Trip 
The NRC identified that the licensee failed to implement effective corrective actions to prevent a control rod drop and subsequent reactor trip in 
October 2001. From May 2000 through August 2001, the licensee experienced control rods dropping several steps. The root cause performed in 
December 2000 was incorrect, corrective actions taken were narrowly focused, and subsequent actions were ineffective in preventing the reactor 
trip. The reactor trip, a transient on the plant, was a credible impact on safety. The finding was determined to be of very low safety significance 
(GREEN) since only the initiating event cornerstone was affected and the finding had no impact on mitigating systems. The failure to implement 
effective corrective actions was a Non-Cited Violation of 10 CFR 50 Appendix "B" Criterion XVI "Corrective Action." 
Inspection Report# : 2001011(pdf)  

Significance:  Mar 23, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Failure to take Effective Corrective Actions on 345Kv Bushing Affected Offsite Power 
Failure to take appropriate actions to address a 1997 event involving the 345 KV bushing arcing and preclude a similar event from occurring in 
March 2001. Although not associated with safety-related equipment, the failure led to a plant trip. The licensee entered this deficiency into the 
corrective action system as CR 01-02115. 
Inspection Report# : 2001005(pdf)  

Mitigating Systems 

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Develop an Adequate 10 CFR 50.59 Safety Evaluation Prior to Removing the "A" EDG From Service while the "B" EDG was 
Inoperable 
The "A" emergency diesel generator (EDG) was removed from service while the "B" EDG was inoperable to perform a maintenance outage. The 
licensee's 10 CFR 50.59 evaluation did not properly consider whether this activity increased the likelihood of the occurrence of malfunction of the 
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emergency power supply to the spent fuel pool cooling system. This activity was considered to be of very low risk since all fuel was located in the 
spent fuel pool and the time to boil following a loss of cooling was over twelve hours, temporary EDGs and non-electric powered inventory sources 
were available and the licensee implemented appropriate measures to control the risk while the plant was in this configuration. The inspector 
reviewed NRC Manual Chapter 0609, Appendix G, "Shutdown Operations Significance Determination Process," and determined that the 
configuration described above did not exceed any of the criteria that would have required a Phase 2 analysis. Therefore, this finding was 
determined to be of very low significance (Green). The failure to properly evaluate this activity was considered to be a violation of 10 CFR 50.59 
and entered into the licensee's corrective action program. This low risk, violation is being treated as a non-cited violation consistent with the NRC's 
enforcement policy (NCV 00-08-01) (Section R13). 
Inspection Report# : 2000008(pdf)  

Significance:  Aug 19, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Post-Maintenance Testing Following ADSV Maintenance. 
The NRC identified, during post-maintenance testing on the 'C' atmospheric steam dump valve (ASDV), that the reactor operator failed to identify 
that the valve operated faster than specified. The emergency operating procedures required that the ASDVs operate properly to isolate a faulted 
steam generator (closed direction) and to provide a method for conducting a primary plant cooldown (open direction). The licensee attributed the 
valve operating problem to the improper positioning of the ASDV control switch and determined that the test procedure did not provide adequate 
guidance for performing this activity. The test procedure deficiency had the potential to mask a degraded valve operating condition. The ASDV 
operated properly during follow-up testing. This issue was considered green in the significance determination process since the actual valve 
operation was not affected by the test procedure problem. 
Inspection Report# : 2000006(pdf)  

Significance:  Jul 01, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Test Program For Monitoring The Safety Related Control Building Air Conditioning System Performance 
A formal test program had not been developed to ensure that the control building air conditioning (CBA) system would remain capable of 
performing its design safety function during plant operation. Criterion XI, "Test Control," of Appendix B to 10 CFR 50, requires, in part, that written 
test procedures be established to demonstrate that components will perform satisfactorily in-service. The failure to develop an adequate test 
program for monitoring the CBA system performance was not considered a violation since the system had been recently installed and the NUREG 
1431 specified test periodicity had not been exceeded. The NRC used the significance determination process to evaluate the risk significance of 
not developing an adequate test program for the CBA system. This issue was considered a green finding in the significnace determination process 
since it did not affect the immediate operability of the system. 
Inspection Report# : 2000005(pdf)  

Significance:  Nov 27, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - Failure to implement appropriate measures to prevent damage to the "B" emergency diesel generator during maintenance 
The NRC identified a Non-Cited Violation of Technical Specification 6.7, "Procedures and Programs," and station maintenance procedure, MA 3.3, 
"Housekeeping and Plant Material Condition," for the failure to implement appropriate caution to prevent damage to susceptible equipment 
important to safety during maintenance on the "B" emergency diesel generator on September 19, 2001. This resulted in a failure of a coupling on 
the diesel lube oil system and additional unavailability time for the associated emergency diesel generator. This finding had a credible impact on 
safety because the design of the lube oil coupling does not prevent failure from excessive pipe movement that can result from workers stepping or 
climbing on the associated pipe and no appropriate restrictions were developed to prevent such activity. Since routine work is done in the area 
associated with this piping at times when the diesel is maintained in an operable, standby condition, the failure of the lube oil coupling could have 
prevented the diesel from operating in response to emergency conditions. Although this finding affected the availability of the "B" emergency diesel 
generator, the inspectors determined that this finding was of very low safety significance because the diesel generator was already out-of-service 
for maintenance and work was in progress at the time and necessary repairs were made to the failed lube oil coupling within the allowed outage 
time in the facility technical specifications. Because this finding is of very low safety significance and it was captured in the licensee's corrective 
action program, this finding is being treated as a Non-Cited Violation consistent with Section VI.A.1 of the NRC Enforcement Policy.  
Inspection Report# : 2001010(pdf)  

Significance:  Sep 28, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
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NCV - Failure to determine the cause of material deficiencies associated with the "A" RHR pump motor leads and identify and take 
corrective actions to preclude recurrence 
A non-cited violation of 10CFR50 Appendix B, Criterion XVI was issued regarding the failure to determine the cause of material deficiencies 
associated with the "A" Residual Heat Removal (RHR) pump motor leads, and identify and take corrective actions to preclude recurrence. These 
material deficiencies included a normally torqued lug found to be finger tight and about half the strands to a motor lead found to be severed. The 
finding was determined to be of very low safety significance (Green) since these material deficiencies did not result in the loss of RHR train safety 
function, the "A" RHR pump continued to meet periodic surveillance test requirements, and the team did not identify other similar conditions on 
safety related motors. 
Inspection Report# : 2001012(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - failure to establish procedures to monitor and correct debris levels in the service water bays. 
The NRC identified a Non-Cited Violation for failure to establish appropriate procedural controls to monitor and correct debris levels in the service 
water bays. The results from an intake structure inspection during the seventh refueling outage found that the debris levels in both service water 
(SW) bays in proximity to the pumps were 2½ to 3½ feet above the SW pump suction bells. The substantial debris accumulation in the SW pump 
bay was viewed as a precursor to a significant event with a reasonable potential for common cause failure of all SW pumps. Since there was no 
actual loss of SW system function, the risk associated with this issue was determined to be of very low safety significance by the significance 
determination process. 
Inspection Report# : 2001007(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - failure to promptly identify and correct degraded EFW pump oil bubblers. 
The NRC identified a Non-Cited Violation for failure to promptly identify and correct degraded emergency feedwater pump oil bubblers. This failure 
to adequately evaluate available industry experience and maintenance identified problems could have affected operability of both emergency 
feedwater pumps. The safety significance of this finding was very low because the degraded condition did not completely block oil flow and the 
pumps had not experienced any active lubricating oil leaks in the past two years. Therefore, the pumps would have been capable of performing 
their safety function. 
Inspection Report# : 2001007(pdf)  

Significance:  Apr 25, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - Design Control Failure Associated with Inputs in RWST Level Calculation 
The NRC identified two design input errors in engineering calculations which led to non-conservative results associated with a plant design change 
and an instrument setpoint. A design input error for refueling water storage tank (RWST) level used in a pump performance calculation resulted in 
the use of non-conservative emergency core cooling system pump flow rates to support design change DCR 00-013, "Manual Transfer to Cold Leg 
Recirculation." Also, the failure to include a loop uncertainty allowance for the RWST contained volume water level instrument resulted in a non-
conservative alarm setpoint. These design input errors were a violation of 10 CFR 50, Appendix B, Criterion III, Design Control. The issue was a 
non-cited violation and was entered into the licensee's corrective action program. The conditions associated with this violation were determined to 
be of very low safety significance since compensating margins existed and, when applied to the calculation results, provided assurance of system 
functionality. 
Inspection Report# : 2001004(pdf)  

Significance:  Mar 23, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - Failure to Evaluate and Correct Problems With the Turbine Driven Emergency Feedwater Pump 
An apparent violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," associated with the failure to evaluate significant conditions 
adverse to quality involving the turbine driven emergency feedwater pump was identified. The failure of the pump to function when called upon 
degrades the mitigating function of the emergency feedwater system. The licensee entered this issue into the corrective action system as CR 01-
02120. This violation is being treated as a non-cited violation consistent with Section VI.A.1 of the NRC Enforcement Policy, issued May 1, 2000 
Inspection Report# : 2001005(pdf)  
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Significance:  Feb 17, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to properly develop an adequate operating procedure for pressurization of the standby shutdown cooling train 
The NRC identified a failure to properly develop an adequate operating procedure for pressurization of the standby shutdown cooling train, and 
failure to properly implement the maintenance procedure for adjusting the ring setting on safety-related relief valves. These findings of very low 
significance were identified by the licensee and are violations of NRC requirements which meet the criteria of Section VI of the NRC Enforcement 
Policy, NUREG-1600. 
Inspection Report# : 2001002(pdf)  

Significance:  Jan 18, 2001 
Identified By: NRC 
Item Type: VIO Violation 
Inadequate Corrective Actions Related to Degraded Conditions of Cylinder Liners to DG-1B 
White. An apparent violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," was identified by the inspectors associated with the 
failure to evaluate significant conditions adverse to quality involving degraded components in emergency diesel generator DG-1B. Failure to 
adequately evaluate industry operating experience, identify and evaluate equipment problems, and correct deficiencies resulted in degraded 
component conditions of the emergency diesel generators that were potential causes that led to the DG-1B diesel engine failure on November 1, 
2000. These issues represented a failure by NAESCo to implement effective corrective actions for degraded components which had safety 
significance. This issue has a low to moderate safety significance, based on the results of the phase 3 SDP analysis, because emergency diesel 
generators are an important mitigating system during a loss of off-site power event. This apparent violation was subsequently converted into 
violation 50-443/00-011-01. Also contributing to the White finding was an apparent violation of 10 CFR 50, Appendix B, Criterion V, "Instructions 
Procedures, and Drawings." NAESCO failed to establish appropriate quantitative or qualitative acceptance criteria for boroscopic inspections of the 
diesel generator cylinder liners. A supplemental inspection (Inspection Report No. 50-443/00-013) was performed by the NRC to assess the 
licensee's evaluation associated with the inoperability of the "B" emergency diesel generator, which occurred on November 1, 2000. In NRC 
Special Inspection Report No. 50-443/00-011, and in a letter to Seabrook from Mr. Hubert Miller, dated June 29, 2001, the NRC identified a 
violation involving the licensee's failure to promptly identify and correct conditions adverse to quality that resulted in the "B" diesel generator failure. 
This performance issue was characterized as having low to moderate risk significance ("White") in the referenced letter. During this supplemental 
inspection performed in accordance with Inspection Procedure 95001, the inspectors determined that the licensee performed a comprehensive 
evaluation of the inoperable diesel, including a subsequent failure of the engine No. 5 main bearing, which occurred on December 3, 2000. This 
additional failure had not been previously reviewed during the NRC Special Inspection. The inoperable diesel was identified by the licensee during 
the conduct of a surveillance test involving an endurance run of 24 hours. The licensee's evaluation identified that the cause of the No. 7 piston 
liner failure was uneven thermal expansion causing the piston liner to piston skirt tolerance to diminish to the point that scoring on the liner 
occurred. This resulted in the failure of the No. 7 cylinder and the crankcase explosion. Relative to the No. 5 main bearing failure, the licensee 
determined that the most probable causes were either inadequate bearing crush during bearing installation, or a loss of bearing lubricant film during 
post-repair engine break-in runs. Relative to the performance issue identified by the NRC, the licensee determined that the primary root cause 
(which can be attributed to the inoperable "B" EDG) was that identified degraded conditions were not properly evaluated for cause, corrective 
action, and extent of condition. This issue was not limited to the diesel generator and the licensee has taken corrective actions to ensure that 
identified problems are documented in their corrective action program so that they will be properly evaluated to prevent recurrence. Due to the 
licensee's overall acceptable performance in addressing the inoperable diesel generator, 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." Based on the adequacy of the licensee's evaluations, corrective actions taken and planned, and the information contained 
in the licensee's letter dated July 27, 2001, Notice of Violation (NOV) 50-443/00-011-01 associated with the "B" emergency diesel generator failure 
has been closed. 
Inspection Report# : 2000011(pdf)  

Barrier Integrity 

Significance:  Dec 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Install Components Inside the Containment per the Applicable Drawing 
One finding was identified involving the installation of permanent structures inside the containment that did not meet the required separation 
distance to the containment liner as specified in structural drawing 101417. This specification required a separation of 0.5 inch be maintained 
between the containment liner and permanently installed structures located inside the containment. The inspector evaluated this finding using 
Appendix A (Phase 1) of the significance determination process and determined that the event was of very low significance (Green) since the issue 
did not involve an actual open pathway in the physical integrity of the containment. Criteria X of Appendix B, to 10 CFR 50, requires, in part, that a 
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program for the inspection of activities affecting quality be estalbished an executed to verify conformance with documented instructions, procedures 
and drawings. Contrary to the above, the licensee failed to ensure that structural components located inside the containment were properly 
installed per structural drawing 101417. This is a violation of 10 CFR 50, Appendix B. This low risk violation has been entered into the licensee's 
corrective action program under condition report 00-13771 and is being treated as a non-cited violation consistent with the NRC enforcement 
policy. (Section R20) (NCV 00-09-01) 
Inspection Report# : 2000009(pdf)  

Significance:  May 19, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
NCV - Failure to Properly Implement Refueling Procedures Resulted in a Thimble Plug not Installed in the Reactor Core 
Technical Specification 6.7.1.a requires that written procedures shall be implemented covering the activities described in Appendix A of Regulatory 
Guide 1.33, Rev.2. Regulatory Guide 1.33 requires procedures for refueling and core alternations. Contrary to the above, on November 28,2000, 
the refueling senior reactor operator failed to properly verify the component type (thimble plug) in fuel assembly J53 and therefore failed to 
implement Procedure RS0721, "Refueling Administrative Control," rev.2, Chg.4. This failure resulted in a thimble plug not installed in the reactor 
core as required during the last refueling outage. Licensee Identified Non-cited Violation 
Inspection Report# : 2001006(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Miscellaneous 

Significance: N/A Sep 15, 2000 
Identified By: NRC 
Item Type: FIN Finding 
PIR Team Summary 
The NRC concluded that significant conditions adverse to safety were properly identified and captured in the condition report program. A recently 
implemented electronic condition reporting system along with additional computer workstations provided for use by the non-office staff, promoted 
easy access for the reporting of safety issues. Appropriate significance and priority of problems was assigned by a team representing all major 
departments. The formal root cause analyses reviewed were found to be appropriate. Lower significance issue cause evaluation were generally 
effective. A management review team, representing all departments, reviewed and approved all root cause evaluations and effectively screened 
the closure of condition reports that were significant conditions adverse to quality. Corrective actions for identified issues were commensurate with 
the safety significance of the issues. The corrections were sensitive to the necessity for reliable equipment performance. The extent of condition, 
generic applicability for significant conditions adverse to safety were properly considered and implemented. Corrective actions were generally 
effective in preventing recurrence. However, Seabrook has identified several repetitive and lingering minor problems for which corrective actions 
have not been fully effective. For example, human performance issues included tagging errors and unannounced emergency drill attendance. 
Seabrook maintained a separate engineering staff overseen by Nuclear Oversight that provided a broad review of both internal and external 
industry events. Appropriate awareness of significant industry operating experience was evident. Operating experience information was distributed 
and utilized by appropriate departments. An effective nuclear oversight audit and plant performance assessment program was complimented by a 
large number of departmental self-assessments of good quality. Assignment of departmental self-assessments was generally well focused. The 
NRC did not identify any indications of staff reluctance to bring forward safety issues. 
Inspection Report# : 2000010(pdf)  
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Significance: N/A Sep 28, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Adequate Identification and Resolution of Problems but Areas for Improvement Identified 
The NRC concluded that, based on the samples reviewed, the overall implementaion of the corrective action program at Seabrook Station was 
acceptable. The licensee was identifying problems at an appropriate level and entering them into their corrective action program. The backlog of 
corrective actions appeared to be appropriately managed, and the actions taken for the identified problems were generally adequate to correct the 
problem and prevent recurrence. The licensee's evaluation of problems were generally of adequate depth to identify the causes and appropriately 
broad to address the extent of conditions However, some examples were identified in which problems were not thoroughly evaluated to determine 
the cause or appropriately broad to address the extent of condition. One example, involving residual heat removal motor material deficiencies, was 
determined to be a Green finding. Additionally, as identified during NRC Special Inspections 50-443/00-011 and 01-005, the failures to evaluate 
problems in sufficient detail contributed to the failures of the B emergency diesel generator and turbine driven emergency feed pump. 
Inspection Report# : 2001012(pdf)  

Significance: N/A Mar 23, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Degrading Trend in Problem Identificcation & Resolution Program 
Problem identification and resolution issues were identified in both the initiating event and mitigating system cornerstones. The root causes 
associated with the partial loss of the offsite lines and the failure of the turbine driven emergency feedwater pump stemmed from inadequacies in 
the corrective action process and untimely incorporation of vendor technical information into plant procedures. In another event in November 2000, 
failure of emergency diesel generator "B" was a result of deficiencies in the corrective action process as well as failure to incorporate industry 
operating experience into the testing program 
Inspection Report# : 2001005(pdf)  

Last modified : March 28, 2002 
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Seabrook 1 

Initiating Events 

Significance:  Mar 23, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Failure to take Effective Corrective Actions on 345Kv Bushing Affected Offsite Power 
Failure to take appropriate actions to address a 1997 event involving the 345 KV bushing arcing and preclude a similar event from occurring in 
March 2001. Although not associated with safety-related equipment, the failure led to a plant trip. The licensee entered this deficiency into the 
corrective action system as CR 01-02115. 
Inspection Report# : 2001005(pdf)  

Significance:  Sep 30, 2000 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Operator and Maintnenace Technician Errors During Restoration of the "B" RAT. 
The "B" reserve auxiliary transformer (RAT) gounding devices were not removed prior to the restoration of Bus 2 due to the improper make-up of 
the device operating linkage and the failure to verify removal of the devices. The licensee's event team identified several causal factors related to 
this problem. This event increased the potential for a loss of off-site power (LOOP) transient but did not impact the performance of any mitigation 
systems. The inspector evaluated the event using Phase 1 of the significance determination process (SDP) and determined that the event was of 
very low significance (Green Finding) since no mitigation systems were affected. Operations procedure, OS1046.04, "345KV Operations," required 
visual verification that the grounds had been removed prior to the restoration of Bus 2. Technical Specification (TS) 6.7.1, requires, in part, that 
written procedures be established and implemented for activities covered by Appendix A of Regulatory Guide 1.33. Appendix A of Regulatory 
Guide 1.33 requires that procedures be developed for operation of the electrical system. Contrary to the above, the licensee failed to properly 
implement operations procedure OS1046.04. This is a violation of TS 6.7.1. This violation is being treated as a non-cited violation consistent with 
the NRC enforcement policy. 
Inspection Report# : 2000007(pdf)  

Significance:  Dec 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - Failure to Implement Effective Corrective Actions to Prior Control Rod Drops of Several Steps Resulted in a Reactor Trip 
The NRC identified that the licensee failed to implement effective corrective actions to prevent a control rod drop and subsequent reactor trip in 
October 2001. From May 2000 through August 2001, the licensee experienced control rods dropping several steps. The root cause performed in 
December 2000 was incorrect, corrective actions taken were narrowly focused, and subsequent actions were ineffective in preventing the reactor 
trip. The reactor trip, a transient on the plant, was a credible impact on safety. The finding was determined to be of very low safety significance 
(GREEN) since only the initiating event cornerstone was affected and the finding had no impact on mitigating systems. The failure to implement 
effective corrective actions was a Non-Cited Violation of 10 CFR 50 Appendix "B" Criterion XVI "Corrective Action." 
Inspection Report# : 2001011(pdf)  

Mitigating Systems 

Significance:  Mar 23, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - Failure to Evaluate and Correct Problems With the Turbine Driven Emergency Feedwater Pump 
An apparent violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," associated with the failure to evaluate significant conditions 
adverse to quality involving the turbine driven emergency feedwater pump was identified. The failure of the pump to function when called upon 
degrades the mitigating function of the emergency feedwater system. The licensee entered this issue into the corrective action system as CR 01-
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02120. This violation is being treated as a non-cited violation consistent with Section VI.A.1 of the NRC Enforcement Policy, issued May 1, 2000 
Inspection Report# : 2001005(pdf)  

Significance:  Feb 17, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to properly develop an adequate operating procedure for pressurization of the standby shutdown cooling train 
The NRC identified a failure to properly develop an adequate operating procedure for pressurization of the standby shutdown cooling train, and 
failure to properly implement the maintenance procedure for adjusting the ring setting on safety-related relief valves. These findings of very low 
significance were identified by the licensee and are violations of NRC requirements which meet the criteria of Section VI of the NRC Enforcement 
Policy, NUREG-1600. 
Inspection Report# : 2001002(pdf)  

Significance:  Jan 18, 2001 
Identified By: NRC 
Item Type: VIO Violation 
Inadequate Corrective Actions Related to Degraded Conditions of Cylinder Liners to DG-1B 
White. An apparent violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," was identified by the inspectors associated with the 
failure to evaluate significant conditions adverse to quality involving degraded components in emergency diesel generator DG-1B. Failure to 
adequately evaluate industry operating experience, identify and evaluate equipment problems, and correct deficiencies resulted in degraded 
component conditions of the emergency diesel generators that were potential causes that led to the DG-1B diesel engine failure on November 1, 
2000. These issues represented a failure by NAESCo to implement effective corrective actions for degraded components which had safety 
significance. This issue has a low to moderate safety significance, based on the results of the phase 3 SDP analysis, because emergency diesel 
generators are an important mitigating system during a loss of off-site power event. This apparent violation was subsequently converted into 
violation 50-443/00-011-01. Also contributing to the White finding was an apparent violation of 10 CFR 50, Appendix B, Criterion V, "Instructions 
Procedures, and Drawings." NAESCO failed to establish appropriate quantitative or qualitative acceptance criteria for boroscopic inspections of the 
diesel generator cylinder liners. A supplemental inspection (Inspection Report No. 50-443/00-013) was performed by the NRC to assess the 
licensee's evaluation associated with the inoperability of the "B" emergency diesel generator, which occurred on November 1, 2000. In NRC 
Special Inspection Report No. 50-443/00-011, and in a letter to Seabrook from Mr. Hubert Miller, dated June 29, 2001, the NRC identified a 
violation involving the licensee's failure to promptly identify and correct conditions adverse to quality that resulted in the "B" diesel generator failure. 
This performance issue was characterized as having low to moderate risk significance ("White") in the referenced letter. During this supplemental 
inspection performed in accordance with Inspection Procedure 95001, the inspectors determined that the licensee performed a comprehensive 
evaluation of the inoperable diesel, including a subsequent failure of the engine No. 5 main bearing, which occurred on December 3, 2000. This 
additional failure had not been previously reviewed during the NRC Special Inspection. The inoperable diesel was identified by the licensee during 
the conduct of a surveillance test involving an endurance run of 24 hours. The licensee's evaluation identified that the cause of the No. 7 piston 
liner failure was uneven thermal expansion causing the piston liner to piston skirt tolerance to diminish to the point that scoring on the liner 
occurred. This resulted in the failure of the No. 7 cylinder and the crankcase explosion. Relative to the No. 5 main bearing failure, the licensee 
determined that the most probable causes were either inadequate bearing crush during bearing installation, or a loss of bearing lubricant film during 
post-repair engine break-in runs. Relative to the performance issue identified by the NRC, the licensee determined that the primary root cause 
(which can be attributed to the inoperable "B" EDG) was that identified degraded conditions were not properly evaluated for cause, corrective 
action, and extent of condition. This issue was not limited to the diesel generator and the licensee has taken corrective actions to ensure that 
identified problems are documented in their corrective action program so that they will be properly evaluated to prevent recurrence. Due to the 
licensee's overall acceptable performance in addressing the inoperable diesel generator, 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." Based on the adequacy of the licensee's evaluations, corrective actions taken and planned, and the information contained 
in the licensee's letter dated July 27, 2001, Notice of Violation (NOV) 50-443/00-011-01 associated with the "B" emergency diesel generator failure 
has been closed. 
Inspection Report# : 2000011(pdf)  

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Develop an Adequate 10 CFR 50.59 Safety Evaluation Prior to Removing the "A" EDG From Service while the "B" EDG was 
Inoperable 
The "A" emergency diesel generator (EDG) was removed from service while the "B" EDG was inoperable to perform a maintenance outage. The 
licensee's 10 CFR 50.59 evaluation did not properly consider whether this activity increased the likelihood of the occurrence of malfunction of the 
emergency power supply to the spent fuel pool cooling system. This activity was considered to be of very low risk since all fuel was located in the 
spent fuel pool and the time to boil following a loss of cooling was over twelve hours, temporary EDGs and non-electric powered inventory sources 
were available and the licensee implemented appropriate measures to control the risk while the plant was in this configuration. The inspector 
reviewed NRC Manual Chapter 0609, Appendix G, "Shutdown Operations Significance Determination Process," and determined that the 
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configuration described above did not exceed any of the criteria that would have required a Phase 2 analysis. Therefore, this finding was 
determined to be of very low significance (Green). The failure to properly evaluate this activity was considered to be a violation of 10 CFR 50.59 
and entered into the licensee's corrective action program. This low risk, violation is being treated as a non-cited violation consistent with the NRC's 
enforcement policy (NCV 00-08-01) (Section R13). 
Inspection Report# : 2000008(pdf)  

Significance:  Aug 19, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Post-Maintenance Testing Following ADSV Maintenance. 
The NRC identified, during post-maintenance testing on the 'C' atmospheric steam dump valve (ASDV), that the reactor operator failed to identify 
that the valve operated faster than specified. The emergency operating procedures required that the ASDVs operate properly to isolate a faulted 
steam generator (closed direction) and to provide a method for conducting a primary plant cooldown (open direction). The licensee attributed the 
valve operating problem to the improper positioning of the ASDV control switch and determined that the test procedure did not provide adequate 
guidance for performing this activity. The test procedure deficiency had the potential to mask a degraded valve operating condition. The ASDV 
operated properly during follow-up testing. This issue was considered green in the significance determination process since the actual valve 
operation was not affected by the test procedure problem. 
Inspection Report# : 2000006(pdf)  

Significance:  Jul 01, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Test Program For Monitoring The Safety Related Control Building Air Conditioning System Performance 
A formal test program had not been developed to ensure that the control building air conditioning (CBA) system would remain capable of 
performing its design safety function during plant operation. Criterion XI, "Test Control," of Appendix B to 10 CFR 50, requires, in part, that written 
test procedures be established to demonstrate that components will perform satisfactorily in-service. The failure to develop an adequate test 
program for monitoring the CBA system performance was not considered a violation since the system had been recently installed and the NUREG 
1431 specified test periodicity had not been exceeded. The NRC used the significance determination process to evaluate the risk significance of 
not developing an adequate test program for the CBA system. This issue was considered a green finding in the significnace determination process 
since it did not affect the immediate operability of the system. 
Inspection Report# : 2000005(pdf)  

Significance:  Nov 27, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - Failure to implement appropriate measures to prevent damage to the "B" emergency diesel generator during maintenance 
The NRC identified a Non-Cited Violation of Technical Specification 6.7, "Procedures and Programs," and station maintenance procedure, MA 3.3, 
"Housekeeping and Plant Material Condition," for the failure to implement appropriate caution to prevent damage to susceptible equipment 
important to safety during maintenance on the "B" emergency diesel generator on September 19, 2001. This resulted in a failure of a coupling on 
the diesel lube oil system and additional unavailability time for the associated emergency diesel generator. This finding had a credible impact on 
safety because the design of the lube oil coupling does not prevent failure from excessive pipe movement that can result from workers stepping or 
climbing on the associated pipe and no appropriate restrictions were developed to prevent such activity. Since routine work is done in the area 
associated with this piping at times when the diesel is maintained in an operable, standby condition, the failure of the lube oil coupling could have 
prevented the diesel from operating in response to emergency conditions. Although this finding affected the availability of the "B" emergency diesel 
generator, the inspectors determined that this finding was of very low safety significance because the diesel generator was already out-of-service 
for maintenance and work was in progress at the time and necessary repairs were made to the failed lube oil coupling within the allowed outage 
time in the facility technical specifications. Because this finding is of very low safety significance and it was captured in the licensee's corrective 
action program, this finding is being treated as a Non-Cited Violation consistent with Section VI.A.1 of the NRC Enforcement Policy.  
Inspection Report# : 2001010(pdf)  

Significance:  Sep 28, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - Failure to determine the cause of material deficiencies associated with the "A" RHR pump motor leads and identify and take 
corrective actions to preclude recurrence 
A non-cited violation of 10CFR50 Appendix B, Criterion XVI was issued regarding the failure to determine the cause of material deficiencies 
associated with the "A" Residual Heat Removal (RHR) pump motor leads, and identify and take corrective actions to preclude recurrence. These 
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material deficiencies included a normally torqued lug found to be finger tight and about half the strands to a motor lead found to be severed. The 
finding was determined to be of very low safety significance (Green) since these material deficiencies did not result in the loss of RHR train safety 
function, the "A" RHR pump continued to meet periodic surveillance test requirements, and the team did not identify other similar conditions on 
safety related motors. 
Inspection Report# : 2001012(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - failure to establish procedures to monitor and correct debris levels in the service water bays. 
The NRC identified a Non-Cited Violation for failure to establish appropriate procedural controls to monitor and correct debris levels in the service 
water bays. The results from an intake structure inspection during the seventh refueling outage found that the debris levels in both service water 
(SW) bays in proximity to the pumps were 2½ to 3½ feet above the SW pump suction bells. The substantial debris accumulation in the SW pump 
bay was viewed as a precursor to a significant event with a reasonable potential for common cause failure of all SW pumps. Since there was no 
actual loss of SW system function, the risk associated with this issue was determined to be of very low safety significance by the significance 
determination process. 
Inspection Report# : 2001007(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - failure to promptly identify and correct degraded EFW pump oil bubblers. 
The NRC identified a Non-Cited Violation for failure to promptly identify and correct degraded emergency feedwater pump oil bubblers. This failure 
to adequately evaluate available industry experience and maintenance identified problems could have affected operability of both emergency 
feedwater pumps. The safety significance of this finding was very low because the degraded condition did not completely block oil flow and the 
pumps had not experienced any active lubricating oil leaks in the past two years. Therefore, the pumps would have been capable of performing 
their safety function. 
Inspection Report# : 2001007(pdf)  

Significance:  Apr 25, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - Design Control Failure Associated with Inputs in RWST Level Calculation 
The NRC identified two design input errors in engineering calculations which led to non-conservative results associated with a plant design change 
and an instrument setpoint. A design input error for refueling water storage tank (RWST) level used in a pump performance calculation resulted in 
the use of non-conservative emergency core cooling system pump flow rates to support design change DCR 00-013, "Manual Transfer to Cold Leg 
Recirculation." Also, the failure to include a loop uncertainty allowance for the RWST contained volume water level instrument resulted in a non-
conservative alarm setpoint. These design input errors were a violation of 10 CFR 50, Appendix B, Criterion III, Design Control. The issue was a 
non-cited violation and was entered into the licensee's corrective action program. The conditions associated with this violation were determined to 
be of very low safety significance since compensating margins existed and, when applied to the calculation results, provided assurance of system 
functionality. 
Inspection Report# : 2001004(pdf)  

Barrier Integrity 

Significance:  Dec 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Install Components Inside the Containment per the Applicable Drawing 
One finding was identified involving the installation of permanent structures inside the containment that did not meet the required separation 
distance to the containment liner as specified in structural drawing 101417. This specification required a separation of 0.5 inch be maintained 
between the containment liner and permanently installed structures located inside the containment. The inspector evaluated this finding using 
Appendix A (Phase 1) of the significance determination process and determined that the event was of very low significance (Green) since the issue 
did not involve an actual open pathway in the physical integrity of the containment. Criteria X of Appendix B, to 10 CFR 50, requires, in part, that a 
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program for the inspection of activities affecting quality be estalbished an executed to verify conformance with documented instructions, procedures 
and drawings. Contrary to the above, the licensee failed to ensure that structural components located inside the containment were properly 
installed per structural drawing 101417. This is a violation of 10 CFR 50, Appendix B. This low risk violation has been entered into the licensee's 
corrective action program under condition report 00-13771 and is being treated as a non-cited violation consistent with the NRC enforcement 
policy. (Section R20) (NCV 00-09-01) 
Inspection Report# : 2000009(pdf)  

Significance:  May 19, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
NCV - Failure to Properly Implement Refueling Procedures Resulted in a Thimble Plug not Installed in the Reactor Core 
Technical Specification 6.7.1.a requires that written procedures shall be implemented covering the activities described in Appendix A of Regulatory 
Guide 1.33, Rev.2. Regulatory Guide 1.33 requires procedures for refueling and core alternations. Contrary to the above, on November 28,2000, 
the refueling senior reactor operator failed to properly verify the component type (thimble plug) in fuel assembly J53 and therefore failed to 
implement Procedure RS0721, "Refueling Administrative Control," rev.2, Chg.4. This failure resulted in a thimble plug not installed in the reactor 
core as required during the last refueling outage. Licensee Identified Non-cited Violation 
Inspection Report# : 2001006(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Miscellaneous 

Significance: N/A Mar 23, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Degrading Trend in Problem Identificcation & Resolution Program 
Problem identification and resolution issues were identified in both the initiating event and mitigating system cornerstones. The root causes 
associated with the partial loss of the offsite lines and the failure of the turbine driven emergency feedwater pump stemmed from inadequacies in 
the corrective action process and untimely incorporation of vendor technical information into plant procedures. In another event in November 2000, 
failure of emergency diesel generator "B" was a result of deficiencies in the corrective action process as well as failure to incorporate industry 
operating experience into the testing program 
Inspection Report# : 2001005(pdf)  

Significance: N/A Sep 15, 2000 
Identified By: NRC 
Item Type: FIN Finding 
PIR Team Summary 
The NRC concluded that significant conditions adverse to safety were properly identified and captured in the condition report program. A recently 
implemented electronic condition reporting system along with additional computer workstations provided for use by the non-office staff, promoted 
easy access for the reporting of safety issues. Appropriate significance and priority of problems was assigned by a team representing all major 
departments. The formal root cause analyses reviewed were found to be appropriate. Lower significance issue cause evaluation were generally 
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effective. A management review team, representing all departments, reviewed and approved all root cause evaluations and effectively screened 
the closure of condition reports that were significant conditions adverse to quality. Corrective actions for identified issues were commensurate with 
the safety significance of the issues. The corrections were sensitive to the necessity for reliable equipment performance. The extent of condition, 
generic applicability for significant conditions adverse to safety were properly considered and implemented. Corrective actions were generally 
effective in preventing recurrence. However, Seabrook has identified several repetitive and lingering minor problems for which corrective actions 
have not been fully effective. For example, human performance issues included tagging errors and unannounced emergency drill attendance. 
Seabrook maintained a separate engineering staff overseen by Nuclear Oversight that provided a broad review of both internal and external 
industry events. Appropriate awareness of significant industry operating experience was evident. Operating experience information was distributed 
and utilized by appropriate departments. An effective nuclear oversight audit and plant performance assessment program was complimented by a 
large number of departmental self-assessments of good quality. Assignment of departmental self-assessments was generally well focused. The 
NRC did not identify any indications of staff reluctance to bring forward safety issues. 
Inspection Report# : 2000010(pdf)  

Significance: N/A Sep 28, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Adequate Identification and Resolution of Problems but Areas for Improvement Identified 
The NRC concluded that, based on the samples reviewed, the overall implementaion of the corrective action program at Seabrook Station was 
acceptable. The licensee was identifying problems at an appropriate level and entering them into their corrective action program. The backlog of 
corrective actions appeared to be appropriately managed, and the actions taken for the identified problems were generally adequate to correct the 
problem and prevent recurrence. The licensee's evaluation of problems were generally of adequate depth to identify the causes and appropriately 
broad to address the extent of conditions However, some examples were identified in which problems were not thoroughly evaluated to determine 
the cause or appropriately broad to address the extent of condition. One example, involving residual heat removal motor material deficiencies, was 
determined to be a Green finding. Additionally, as identified during NRC Special Inspections 50-443/00-011 and 01-005, the failures to evaluate 
problems in sufficient detail contributed to the failures of the B emergency diesel generator and turbine driven emergency feed pump. 
Inspection Report# : 2001012(pdf)  

Last modified : March 28, 2002 
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Seabrook 1 

Initiating Events 

Significance:  Mar 23, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Failure to take Effective Corrective Actions on 345Kv Bushing Affected Offsite Power 
Failure to take appropriate actions to address a 1997 event involving the 345 KV bushing arcing and preclude a similar event from occurring in 
March 2001. Although not associated with safety-related equipment, the failure led to a plant trip. The licensee entered this deficiency into the 
corrective action system as CR 01-02115. 
Inspection Report# : 2001005(pdf)  

Significance:  Sep 30, 2000 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Operator and Maintnenace Technician Errors During Restoration of the "B" RAT. 
The "B" reserve auxiliary transformer (RAT) gounding devices were not removed prior to the restoration of Bus 2 due to the improper make-up of 
the device operating linkage and the failure to verify removal of the devices. The licensee's event team identified several causal factors related to 
this problem. This event increased the potential for a loss of off-site power (LOOP) transient but did not impact the performance of any mitigation 
systems. The inspector evaluated the event using Phase 1 of the significance determination process (SDP) and determined that the event was of 
very low significance (Green Finding) since no mitigation systems were affected. Operations procedure, OS1046.04, "345KV Operations," required 
visual verification that the grounds had been removed prior to the restoration of Bus 2. Technical Specification (TS) 6.7.1, requires, in part, that 
written procedures be established and implemented for activities covered by Appendix A of Regulatory Guide 1.33. Appendix A of Regulatory 
Guide 1.33 requires that procedures be developed for operation of the electrical system. Contrary to the above, the licensee failed to properly 
implement operations procedure OS1046.04. This is a violation of TS 6.7.1. This violation is being treated as a non-cited violation consistent with 
the NRC enforcement policy. 
Inspection Report# : 2000007(pdf)  

Significance:  Dec 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - Failure to Implement Effective Corrective Actions to Prior Control Rod Drops of Several Steps Resulted in a Reactor Trip 
The NRC identified that the licensee failed to implement effective corrective actions to prevent a control rod drop and subsequent reactor trip in 
October 2001. From May 2000 through August 2001, the licensee experienced control rods dropping several steps. The root cause performed in 
December 2000 was incorrect, corrective actions taken were narrowly focused, and subsequent actions were ineffective in preventing the reactor 
trip. The reactor trip, a transient on the plant, was a credible impact on safety. The finding was determined to be of very low safety significance 
(GREEN) since only the initiating event cornerstone was affected and the finding had no impact on mitigating systems. The failure to implement 
effective corrective actions was a Non-Cited Violation of 10 CFR 50 Appendix "B" Criterion XVI "Corrective Action." 
Inspection Report# : 2001011(pdf)  

Mitigating Systems 

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - failure to establish procedures to monitor and correct debris levels in the service water bays. 
The NRC identified a Non-Cited Violation for failure to establish appropriate procedural controls to monitor and correct debris levels in the service 
water bays. The results from an intake structure inspection during the seventh refueling outage found that the debris levels in both service water 
(SW) bays in proximity to the pumps were 2½ to 3½ feet above the SW pump suction bells. The substantial debris accumulation in the SW pump 
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bay was viewed as a precursor to a significant event with a reasonable potential for common cause failure of all SW pumps. Since there was no 
actual loss of SW system function, the risk associated with this issue was determined to be of very low safety significance by the significance 
determination process. 
Inspection Report# : 2001007(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - failure to promptly identify and correct degraded EFW pump oil bubblers. 
The NRC identified a Non-Cited Violation for failure to promptly identify and correct degraded emergency feedwater pump oil bubblers. This failure 
to adequately evaluate available industry experience and maintenance identified problems could have affected operability of both emergency 
feedwater pumps. The safety significance of this finding was very low because the degraded condition did not completely block oil flow and the 
pumps had not experienced any active lubricating oil leaks in the past two years. Therefore, the pumps would have been capable of performing 
their safety function. 
Inspection Report# : 2001007(pdf)  

Significance:  Apr 25, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - Design Control Failure Associated with Inputs in RWST Level Calculation 
The NRC identified two design input errors in engineering calculations which led to non-conservative results associated with a plant design change 
and an instrument setpoint. A design input error for refueling water storage tank (RWST) level used in a pump performance calculation resulted in 
the use of non-conservative emergency core cooling system pump flow rates to support design change DCR 00-013, "Manual Transfer to Cold Leg 
Recirculation." Also, the failure to include a loop uncertainty allowance for the RWST contained volume water level instrument resulted in a non-
conservative alarm setpoint. These design input errors were a violation of 10 CFR 50, Appendix B, Criterion III, Design Control. The issue was a 
non-cited violation and was entered into the licensee's corrective action program. The conditions associated with this violation were determined to 
be of very low safety significance since compensating margins existed and, when applied to the calculation results, provided assurance of system 
functionality. 
Inspection Report# : 2001004(pdf)  

Significance:  Mar 23, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - Failure to Evaluate and Correct Problems With the Turbine Driven Emergency Feedwater Pump 
An apparent violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," associated with the failure to evaluate significant conditions 
adverse to quality involving the turbine driven emergency feedwater pump was identified. The failure of the pump to function when called upon 
degrades the mitigating function of the emergency feedwater system. The licensee entered this issue into the corrective action system as CR 01-
02120. This violation is being treated as a non-cited violation consistent with Section VI.A.1 of the NRC Enforcement Policy, issued May 1, 2000 
Inspection Report# : 2001005(pdf)  

Significance:  Feb 17, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to properly develop an adequate operating procedure for pressurization of the standby shutdown cooling train 
The NRC identified a failure to properly develop an adequate operating procedure for pressurization of the standby shutdown cooling train, and 
failure to properly implement the maintenance procedure for adjusting the ring setting on safety-related relief valves. These findings of very low 
significance were identified by the licensee and are violations of NRC requirements which meet the criteria of Section VI of the NRC Enforcement 
Policy, NUREG-1600. 
Inspection Report# : 2001002(pdf)  

Significance:  Jan 18, 2001 
Identified By: NRC 
Item Type: VIO Violation 
Inadequate Corrective Actions Related to Degraded Conditions of Cylinder Liners to DG-1B 
White. An apparent violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," was identified by the inspectors associated with the 
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failure to evaluate significant conditions adverse to quality involving degraded components in emergency diesel generator DG-1B. Failure to 
adequately evaluate industry operating experience, identify and evaluate equipment problems, and correct deficiencies resulted in degraded 
component conditions of the emergency diesel generators that were potential causes that led to the DG-1B diesel engine failure on November 1, 
2000. These issues represented a failure by NAESCo to implement effective corrective actions for degraded components which had safety 
significance. This issue has a low to moderate safety significance, based on the results of the phase 3 SDP analysis, because emergency diesel 
generators are an important mitigating system during a loss of off-site power event. This apparent violation was subsequently converted into 
violation 50-443/00-011-01. Also contributing to the White finding was an apparent violation of 10 CFR 50, Appendix B, Criterion V, "Instructions 
Procedures, and Drawings." NAESCO failed to establish appropriate quantitative or qualitative acceptance criteria for boroscopic inspections of the 
diesel generator cylinder liners. A supplemental inspection (Inspection Report No. 50-443/00-013) was performed by the NRC to assess the 
licensee's evaluation associated with the inoperability of the "B" emergency diesel generator, which occurred on November 1, 2000. In NRC 
Special Inspection Report No. 50-443/00-011, and in a letter to Seabrook from Mr. Hubert Miller, dated June 29, 2001, the NRC identified a 
violation involving the licensee's failure to promptly identify and correct conditions adverse to quality that resulted in the "B" diesel generator failure. 
This performance issue was characterized as having low to moderate risk significance ("White") in the referenced letter. During this supplemental 
inspection performed in accordance with Inspection Procedure 95001, the inspectors determined that the licensee performed a comprehensive 
evaluation of the inoperable diesel, including a subsequent failure of the engine No. 5 main bearing, which occurred on December 3, 2000. This 
additional failure had not been previously reviewed during the NRC Special Inspection. The inoperable diesel was identified by the licensee during 
the conduct of a surveillance test involving an endurance run of 24 hours. The licensee's evaluation identified that the cause of the No. 7 piston 
liner failure was uneven thermal expansion causing the piston liner to piston skirt tolerance to diminish to the point that scoring on the liner 
occurred. This resulted in the failure of the No. 7 cylinder and the crankcase explosion. Relative to the No. 5 main bearing failure, the licensee 
determined that the most probable causes were either inadequate bearing crush during bearing installation, or a loss of bearing lubricant film during 
post-repair engine break-in runs. Relative to the performance issue identified by the NRC, the licensee determined that the primary root cause 
(which can be attributed to the inoperable "B" EDG) was that identified degraded conditions were not properly evaluated for cause, corrective 
action, and extent of condition. This issue was not limited to the diesel generator and the licensee has taken corrective actions to ensure that 
identified problems are documented in their corrective action program so that they will be properly evaluated to prevent recurrence. Due to the 
licensee's overall acceptable performance in addressing the inoperable diesel generator, 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." Based on the adequacy of the licensee's evaluations, corrective actions taken and planned, and the information contained 
in the licensee's letter dated July 27, 2001, Notice of Violation (NOV) 50-443/00-011-01 associated with the "B" emergency diesel generator failure 
has been closed. 
Inspection Report# : 2000011(pdf)  

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Develop an Adequate 10 CFR 50.59 Safety Evaluation Prior to Removing the "A" EDG From Service while the "B" EDG was 
Inoperable 
The "A" emergency diesel generator (EDG) was removed from service while the "B" EDG was inoperable to perform a maintenance outage. The 
licensee's 10 CFR 50.59 evaluation did not properly consider whether this activity increased the likelihood of the occurrence of malfunction of the 
emergency power supply to the spent fuel pool cooling system. This activity was considered to be of very low risk since all fuel was located in the 
spent fuel pool and the time to boil following a loss of cooling was over twelve hours, temporary EDGs and non-electric powered inventory sources 
were available and the licensee implemented appropriate measures to control the risk while the plant was in this configuration. The inspector 
reviewed NRC Manual Chapter 0609, Appendix G, "Shutdown Operations Significance Determination Process," and determined that the 
configuration described above did not exceed any of the criteria that would have required a Phase 2 analysis. Therefore, this finding was 
determined to be of very low significance (Green). The failure to properly evaluate this activity was considered to be a violation of 10 CFR 50.59 
and entered into the licensee's corrective action program. This low risk, violation is being treated as a non-cited violation consistent with the NRC's 
enforcement policy (NCV 00-08-01) (Section R13). 
Inspection Report# : 2000008(pdf)  

Significance:  Aug 19, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Post-Maintenance Testing Following ADSV Maintenance. 
The NRC identified, during post-maintenance testing on the 'C' atmospheric steam dump valve (ASDV), that the reactor operator failed to identify 
that the valve operated faster than specified. The emergency operating procedures required that the ASDVs operate properly to isolate a faulted 
steam generator (closed direction) and to provide a method for conducting a primary plant cooldown (open direction). The licensee attributed the 
valve operating problem to the improper positioning of the ASDV control switch and determined that the test procedure did not provide adequate 
guidance for performing this activity. The test procedure deficiency had the potential to mask a degraded valve operating condition. The ASDV 
operated properly during follow-up testing. This issue was considered green in the significance determination process since the actual valve 
operation was not affected by the test procedure problem. 
Inspection Report# : 2000006(pdf)  
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Significance:  Jul 01, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Test Program For Monitoring The Safety Related Control Building Air Conditioning System Performance 
A formal test program had not been developed to ensure that the control building air conditioning (CBA) system would remain capable of 
performing its design safety function during plant operation. Criterion XI, "Test Control," of Appendix B to 10 CFR 50, requires, in part, that written 
test procedures be established to demonstrate that components will perform satisfactorily in-service. The failure to develop an adequate test 
program for monitoring the CBA system performance was not considered a violation since the system had been recently installed and the NUREG 
1431 specified test periodicity had not been exceeded. The NRC used the significance determination process to evaluate the risk significance of 
not developing an adequate test program for the CBA system. This issue was considered a green finding in the significnace determination process 
since it did not affect the immediate operability of the system. 
Inspection Report# : 2000005(pdf)  

Significance:  Nov 27, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - Failure to implement appropriate measures to prevent damage to the "B" emergency diesel generator during maintenance 
The NRC identified a Non-Cited Violation of Technical Specification 6.7, "Procedures and Programs," and station maintenance procedure, MA 3.3, 
"Housekeeping and Plant Material Condition," for the failure to implement appropriate caution to prevent damage to susceptible equipment 
important to safety during maintenance on the "B" emergency diesel generator on September 19, 2001. This resulted in a failure of a coupling on 
the diesel lube oil system and additional unavailability time for the associated emergency diesel generator. This finding had a credible impact on 
safety because the design of the lube oil coupling does not prevent failure from excessive pipe movement that can result from workers stepping or 
climbing on the associated pipe and no appropriate restrictions were developed to prevent such activity. Since routine work is done in the area 
associated with this piping at times when the diesel is maintained in an operable, standby condition, the failure of the lube oil coupling could have 
prevented the diesel from operating in response to emergency conditions. Although this finding affected the availability of the "B" emergency diesel 
generator, the inspectors determined that this finding was of very low safety significance because the diesel generator was already out-of-service 
for maintenance and work was in progress at the time and necessary repairs were made to the failed lube oil coupling within the allowed outage 
time in the facility technical specifications. Because this finding is of very low safety significance and it was captured in the licensee's corrective 
action program, this finding is being treated as a Non-Cited Violation consistent with Section VI.A.1 of the NRC Enforcement Policy.  
Inspection Report# : 2001010(pdf)  

Significance:  Sep 28, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - Failure to determine the cause of material deficiencies associated with the "A" RHR pump motor leads and identify and take 
corrective actions to preclude recurrence 
A non-cited violation of 10CFR50 Appendix B, Criterion XVI was issued regarding the failure to determine the cause of material deficiencies 
associated with the "A" Residual Heat Removal (RHR) pump motor leads, and identify and take corrective actions to preclude recurrence. These 
material deficiencies included a normally torqued lug found to be finger tight and about half the strands to a motor lead found to be severed. The 
finding was determined to be of very low safety significance (Green) since these material deficiencies did not result in the loss of RHR train safety 
function, the "A" RHR pump continued to meet periodic surveillance test requirements, and the team did not identify other similar conditions on 
safety related motors. 
Inspection Report# : 2001012(pdf)  

Barrier Integrity 

Significance:  May 19, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
NCV - Failure to Properly Implement Refueling Procedures Resulted in a Thimble Plug not Installed in the Reactor Core 
Technical Specification 6.7.1.a requires that written procedures shall be implemented covering the activities described in Appendix A of Regulatory 
Guide 1.33, Rev.2. Regulatory Guide 1.33 requires procedures for refueling and core alternations. Contrary to the above, on November 28,2000, 
the refueling senior reactor operator failed to properly verify the component type (thimble plug) in fuel assembly J53 and therefore failed to 
implement Procedure RS0721, "Refueling Administrative Control," rev.2, Chg.4. This failure resulted in a thimble plug not installed in the reactor 
core as required during the last refueling outage. Licensee Identified Non-cited Violation 
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Inspection Report# : 2001006(pdf)  

Significance:  Dec 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Install Components Inside the Containment per the Applicable Drawing 
One finding was identified involving the installation of permanent structures inside the containment that did not meet the required separation 
distance to the containment liner as specified in structural drawing 101417. This specification required a separation of 0.5 inch be maintained 
between the containment liner and permanently installed structures located inside the containment. The inspector evaluated this finding using 
Appendix A (Phase 1) of the significance determination process and determined that the event was of very low significance (Green) since the issue 
did not involve an actual open pathway in the physical integrity of the containment. Criteria X of Appendix B, to 10 CFR 50, requires, in part, that a 
program for the inspection of activities affecting quality be estalbished an executed to verify conformance with documented instructions, procedures 
and drawings. Contrary to the above, the licensee failed to ensure that structural components located inside the containment were properly 
installed per structural drawing 101417. This is a violation of 10 CFR 50, Appendix B. This low risk violation has been entered into the licensee's 
corrective action program under condition report 00-13771 and is being treated as a non-cited violation consistent with the NRC enforcement 
policy. (Section R20) (NCV 00-09-01) 
Inspection Report# : 2000009(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Miscellaneous 

Significance: N/A Mar 23, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Degrading Trend in Problem Identificcation & Resolution Program 
Problem identification and resolution issues were identified in both the initiating event and mitigating system cornerstones. The root causes 
associated with the partial loss of the offsite lines and the failure of the turbine driven emergency feedwater pump stemmed from inadequacies in 
the corrective action process and untimely incorporation of vendor technical information into plant procedures. In another event in November 2000, 
failure of emergency diesel generator "B" was a result of deficiencies in the corrective action process as well as failure to incorporate industry 
operating experience into the testing program 
Inspection Report# : 2001005(pdf)  

Significance: N/A Sep 15, 2000 
Identified By: NRC 
Item Type: FIN Finding 
PIR Team Summary 
The NRC concluded that significant conditions adverse to safety were properly identified and captured in the condition report program. A recently 
implemented electronic condition reporting system along with additional computer workstations provided for use by the non-office staff, promoted 
easy access for the reporting of safety issues. Appropriate significance and priority of problems was assigned by a team representing all major 
departments. The formal root cause analyses reviewed were found to be appropriate. Lower significance issue cause evaluation were generally 
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effective. A management review team, representing all departments, reviewed and approved all root cause evaluations and effectively screened 
the closure of condition reports that were significant conditions adverse to quality. Corrective actions for identified issues were commensurate with 
the safety significance of the issues. The corrections were sensitive to the necessity for reliable equipment performance. The extent of condition, 
generic applicability for significant conditions adverse to safety were properly considered and implemented. Corrective actions were generally 
effective in preventing recurrence. However, Seabrook has identified several repetitive and lingering minor problems for which corrective actions 
have not been fully effective. For example, human performance issues included tagging errors and unannounced emergency drill attendance. 
Seabrook maintained a separate engineering staff overseen by Nuclear Oversight that provided a broad review of both internal and external 
industry events. Appropriate awareness of significant industry operating experience was evident. Operating experience information was distributed 
and utilized by appropriate departments. An effective nuclear oversight audit and plant performance assessment program was complimented by a 
large number of departmental self-assessments of good quality. Assignment of departmental self-assessments was generally well focused. The 
NRC did not identify any indications of staff reluctance to bring forward safety issues. 
Inspection Report# : 2000010(pdf)  

Significance: N/A Sep 28, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Adequate Identification and Resolution of Problems but Areas for Improvement Identified 
The NRC concluded that, based on the samples reviewed, the overall implementaion of the corrective action program at Seabrook Station was 
acceptable. The licensee was identifying problems at an appropriate level and entering them into their corrective action program. The backlog of 
corrective actions appeared to be appropriately managed, and the actions taken for the identified problems were generally adequate to correct the 
problem and prevent recurrence. The licensee's evaluation of problems were generally of adequate depth to identify the causes and appropriately 
broad to address the extent of conditions However, some examples were identified in which problems were not thoroughly evaluated to determine 
the cause or appropriately broad to address the extent of condition. One example, involving residual heat removal motor material deficiencies, was 
determined to be a Green finding. Additionally, as identified during NRC Special Inspections 50-443/00-011 and 01-005, the failures to evaluate 
problems in sufficient detail contributed to the failures of the B emergency diesel generator and turbine driven emergency feed pump. 
Inspection Report# : 2001012(pdf)  

Last modified : March 27, 2002 
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Seabrook 1 

Initiating Events 

Significance:  Mar 23, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Failure to take Effective Corrective Actions on 345Kv Bushing Affected Offsite Power 
Failure to take appropriate actions to address a 1997 event involving the 345 KV bushing arcing and preclude a similar event from occurring in 
March 2001. Although not associated with safety-related equipment, the failure led to a plant trip. The licensee entered this deficiency into the 
corrective action system as CR 01-02115. 
Inspection Report# : 2001005(pdf)  

Significance:  Dec 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - Failure to Implement Effective Corrective Actions to Prior Control Rod Drops of Several Steps Resulted in a Reactor Trip 
The NRC identified that the licensee failed to implement effective corrective actions to prevent a control rod drop and subsequent reactor trip in 
October 2001. From May 2000 through August 2001, the licensee experienced control rods dropping several steps. The root cause performed in 
December 2000 was incorrect, corrective actions taken were narrowly focused, and subsequent actions were ineffective in preventing the reactor 
trip. The reactor trip, a transient on the plant, was a credible impact on safety. The finding was determined to be of very low safety significance 
(GREEN) since only the initiating event cornerstone was affected and the finding had no impact on mitigating systems. The failure to implement 
effective corrective actions was a Non-Cited Violation of 10 CFR 50 Appendix "B" Criterion XVI "Corrective Action." 
Inspection Report# : 2001011(pdf)  

Significance:  Sep 30, 2000 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Operator and Maintnenace Technician Errors During Restoration of the "B" RAT. 
The "B" reserve auxiliary transformer (RAT) gounding devices were not removed prior to the restoration of Bus 2 due to the improper make-up of 
the device operating linkage and the failure to verify removal of the devices. The licensee's event team identified several causal factors related to 
this problem. This event increased the potential for a loss of off-site power (LOOP) transient but did not impact the performance of any mitigation 
systems. The inspector evaluated the event using Phase 1 of the significance determination process (SDP) and determined that the event was of 
very low significance (Green Finding) since no mitigation systems were affected. Operations procedure, OS1046.04, "345KV Operations," required 
visual verification that the grounds had been removed prior to the restoration of Bus 2. Technical Specification (TS) 6.7.1, requires, in part, that 
written procedures be established and implemented for activities covered by Appendix A of Regulatory Guide 1.33. Appendix A of Regulatory 
Guide 1.33 requires that procedures be developed for operation of the electrical system. Contrary to the above, the licensee failed to properly 
implement operations procedure OS1046.04. This is a violation of TS 6.7.1. This violation is being treated as a non-cited violation consistent with 
the NRC enforcement policy. 
Inspection Report# : 2000007(pdf)  

Mitigating Systems 

Significance:  Sep 28, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - Failure to determine the cause of material deficiencies associated with the "A" RHR pump motor leads and identify and take 
corrective actions to preclude recurrence 
A non-cited violation of 10CFR50 Appendix B, Criterion XVI was issued regarding the failure to determine the cause of material deficiencies 
associated with the "A" Residual Heat Removal (RHR) pump motor leads, and identify and take corrective actions to preclude recurrence. These 
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material deficiencies included a normally torqued lug found to be finger tight and about half the strands to a motor lead found to be severed. The 
finding was determined to be of very low safety significance (Green) since these material deficiencies did not result in the loss of RHR train safety 
function, the "A" RHR pump continued to meet periodic surveillance test requirements, and the team did not identify other similar conditions on 
safety related motors. 
Inspection Report# : 2001012(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - failure to establish procedures to monitor and correct debris levels in the service water bays. 
The NRC identified a Non-Cited Violation for failure to establish appropriate procedural controls to monitor and correct debris levels in the service 
water bays. The results from an intake structure inspection during the seventh refueling outage found that the debris levels in both service water 
(SW) bays in proximity to the pumps were 2½ to 3½ feet above the SW pump suction bells. The substantial debris accumulation in the SW pump 
bay was viewed as a precursor to a significant event with a reasonable potential for common cause failure of all SW pumps. Since there was no 
actual loss of SW system function, the risk associated with this issue was determined to be of very low safety significance by the significance 
determination process. 
Inspection Report# : 2001007(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - failure to promptly identify and correct degraded EFW pump oil bubblers. 
The NRC identified a Non-Cited Violation for failure to promptly identify and correct degraded emergency feedwater pump oil bubblers. This failure 
to adequately evaluate available industry experience and maintenance identified problems could have affected operability of both emergency 
feedwater pumps. The safety significance of this finding was very low because the degraded condition did not completely block oil flow and the 
pumps had not experienced any active lubricating oil leaks in the past two years. Therefore, the pumps would have been capable of performing 
their safety function. 
Inspection Report# : 2001007(pdf)  

Significance:  Apr 25, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - Design Control Failure Associated with Inputs in RWST Level Calculation 
The NRC identified two design input errors in engineering calculations which led to non-conservative results associated with a plant design change 
and an instrument setpoint. A design input error for refueling water storage tank (RWST) level used in a pump performance calculation resulted in 
the use of non-conservative emergency core cooling system pump flow rates to support design change DCR 00-013, "Manual Transfer to Cold Leg 
Recirculation." Also, the failure to include a loop uncertainty allowance for the RWST contained volume water level instrument resulted in a non-
conservative alarm setpoint. These design input errors were a violation of 10 CFR 50, Appendix B, Criterion III, Design Control. The issue was a 
non-cited violation and was entered into the licensee's corrective action program. The conditions associated with this violation were determined to 
be of very low safety significance since compensating margins existed and, when applied to the calculation results, provided assurance of system 
functionality. 
Inspection Report# : 2001004(pdf)  

Significance:  Mar 23, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - Failure to Evaluate and Correct Problems With the Turbine Driven Emergency Feedwater Pump 
An apparent violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," associated with the failure to evaluate significant conditions 
adverse to quality involving the turbine driven emergency feedwater pump was identified. The failure of the pump to function when called upon 
degrades the mitigating function of the emergency feedwater system. The licensee entered this issue into the corrective action system as CR 01-
02120. This violation is being treated as a non-cited violation consistent with Section VI.A.1 of the NRC Enforcement Policy, issued May 1, 2000 
Inspection Report# : 2001005(pdf)  

Significance:  Feb 17, 2001 
Identified By: Licensee 
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Item Type: NCV NonCited Violation 
Failure to properly develop an adequate operating procedure for pressurization of the standby shutdown cooling train 
The NRC identified a failure to properly develop an adequate operating procedure for pressurization of the standby shutdown cooling train, and 
failure to properly implement the maintenance procedure for adjusting the ring setting on safety-related relief valves. These findings of very low 
significance were identified by the licensee and are violations of NRC requirements which meet the criteria of Section VI of the NRC Enforcement 
Policy, NUREG-1600. 
Inspection Report# : 2001002(pdf)  

Significance:  Jan 18, 2001 
Identified By: NRC 
Item Type: VIO Violation 
Inadequate Corrective Actions Related to Degraded Conditions of Cylinder Liners to DG-1B 
White. An apparent violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," was identified by the inspectors associated with the 
failure to evaluate significant conditions adverse to quality involving degraded components in emergency diesel generator DG-1B. Failure to 
adequately evaluate industry operating experience, identify and evaluate equipment problems, and correct deficiencies resulted in degraded 
component conditions of the emergency diesel generators that were potential causes that led to the DG-1B diesel engine failure on November 1, 
2000. These issues represented a failure by NAESCo to implement effective corrective actions for degraded components which had safety 
significance. This issue has a low to moderate safety significance, based on the results of the phase 3 SDP analysis, because emergency diesel 
generators are an important mitigating system during a loss of off-site power event. This apparent violation was subsequently converted into 
violation 50-443/00-011-01. Also contributing to the White finding was an apparent violation of 10 CFR 50, Appendix B, Criterion V, "Instructions 
Procedures, and Drawings." NAESCO failed to establish appropriate quantitative or qualitative acceptance criteria for boroscopic inspections of the 
diesel generator cylinder liners. A supplemental inspection (Inspection Report No. 50-443/00-013) was performed by the NRC to assess the 
licensee's evaluation associated with the inoperability of the "B" emergency diesel generator, which occurred on November 1, 2000. In NRC 
Special Inspection Report No. 50-443/00-011, and in a letter to Seabrook from Mr. Hubert Miller, dated June 29, 2001, the NRC identified a 
violation involving the licensee's failure to promptly identify and correct conditions adverse to quality that resulted in the "B" diesel generator failure. 
This performance issue was characterized as having low to moderate risk significance ("White") in the referenced letter. During this supplemental 
inspection performed in accordance with Inspection Procedure 95001, the inspectors determined that the licensee performed a comprehensive 
evaluation of the inoperable diesel, including a subsequent failure of the engine No. 5 main bearing, which occurred on December 3, 2000. This 
additional failure had not been previously reviewed during the NRC Special Inspection. The inoperable diesel was identified by the licensee during 
the conduct of a surveillance test involving an endurance run of 24 hours. The licensee's evaluation identified that the cause of the No. 7 piston 
liner failure was uneven thermal expansion causing the piston liner to piston skirt tolerance to diminish to the point that scoring on the liner 
occurred. This resulted in the failure of the No. 7 cylinder and the crankcase explosion. Relative to the No. 5 main bearing failure, the licensee 
determined that the most probable causes were either inadequate bearing crush during bearing installation, or a loss of bearing lubricant film during 
post-repair engine break-in runs. Relative to the performance issue identified by the NRC, the licensee determined that the primary root cause 
(which can be attributed to the inoperable "B" EDG) was that identified degraded conditions were not properly evaluated for cause, corrective 
action, and extent of condition. This issue was not limited to the diesel generator and the licensee has taken corrective actions to ensure that 
identified problems are documented in their corrective action program so that they will be properly evaluated to prevent recurrence. Due to the 
licensee's overall acceptable performance in addressing the inoperable diesel generator, 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." Based on the adequacy of the licensee's evaluations, corrective actions taken and planned, and the information contained 
in the licensee's letter dated July 27, 2001, Notice of Violation (NOV) 50-443/00-011-01 associated with the "B" emergency diesel generator failure 
has been closed. 
Inspection Report# : 2000011(pdf)  

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Develop an Adequate 10 CFR 50.59 Safety Evaluation Prior to Removing the "A" EDG From Service while the "B" EDG was 
Inoperable 
The "A" emergency diesel generator (EDG) was removed from service while the "B" EDG was inoperable to perform a maintenance outage. The 
licensee's 10 CFR 50.59 evaluation did not properly consider whether this activity increased the likelihood of the occurrence of malfunction of the 
emergency power supply to the spent fuel pool cooling system. This activity was considered to be of very low risk since all fuel was located in the 
spent fuel pool and the time to boil following a loss of cooling was over twelve hours, temporary EDGs and non-electric powered inventory sources 
were available and the licensee implemented appropriate measures to control the risk while the plant was in this configuration. The inspector 
reviewed NRC Manual Chapter 0609, Appendix G, "Shutdown Operations Significance Determination Process," and determined that the 
configuration described above did not exceed any of the criteria that would have required a Phase 2 analysis. Therefore, this finding was 
determined to be of very low significance (Green). The failure to properly evaluate this activity was considered to be a violation of 10 CFR 50.59 
and entered into the licensee's corrective action program. This low risk, violation is being treated as a non-cited violation consistent with the NRC's 
enforcement policy (NCV 00-08-01) (Section R13). 
Inspection Report# : 2000008(pdf)  
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Significance:  Nov 27, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - Failure to implement appropriate measures to prevent damage to the "B" emergency diesel generator during maintenance 
The NRC identified a Non-Cited Violation of Technical Specification 6.7, "Procedures and Programs," and station maintenance procedure, MA 3.3, 
"Housekeeping and Plant Material Condition," for the failure to implement appropriate caution to prevent damage to susceptible equipment 
important to safety during maintenance on the "B" emergency diesel generator on September 19, 2001. This resulted in a failure of a coupling on 
the diesel lube oil system and additional unavailability time for the associated emergency diesel generator. This finding had a credible impact on 
safety because the design of the lube oil coupling does not prevent failure from excessive pipe movement that can result from workers stepping or 
climbing on the associated pipe and no appropriate restrictions were developed to prevent such activity. Since routine work is done in the area 
associated with this piping at times when the diesel is maintained in an operable, standby condition, the failure of the lube oil coupling could have 
prevented the diesel from operating in response to emergency conditions. Although this finding affected the availability of the "B" emergency diesel 
generator, the inspectors determined that this finding was of very low safety significance because the diesel generator was already out-of-service 
for maintenance and work was in progress at the time and necessary repairs were made to the failed lube oil coupling within the allowed outage 
time in the facility technical specifications. Because this finding is of very low safety significance and it was captured in the licensee's corrective 
action program, this finding is being treated as a Non-Cited Violation consistent with Section VI.A.1 of the NRC Enforcement Policy.  
Inspection Report# : 2001010(pdf)  

Significance:  Aug 19, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Post-Maintenance Testing Following ADSV Maintenance. 
The NRC identified, during post-maintenance testing on the 'C' atmospheric steam dump valve (ASDV), that the reactor operator failed to identify 
that the valve operated faster than specified. The emergency operating procedures required that the ASDVs operate properly to isolate a faulted 
steam generator (closed direction) and to provide a method for conducting a primary plant cooldown (open direction). The licensee attributed the 
valve operating problem to the improper positioning of the ASDV control switch and determined that the test procedure did not provide adequate 
guidance for performing this activity. The test procedure deficiency had the potential to mask a degraded valve operating condition. The ASDV 
operated properly during follow-up testing. This issue was considered green in the significance determination process since the actual valve 
operation was not affected by the test procedure problem. 
Inspection Report# : 2000006(pdf)  

Significance:  Jul 01, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Test Program For Monitoring The Safety Related Control Building Air Conditioning System Performance 
A formal test program had not been developed to ensure that the control building air conditioning (CBA) system would remain capable of 
performing its design safety function during plant operation. Criterion XI, "Test Control," of Appendix B to 10 CFR 50, requires, in part, that written 
test procedures be established to demonstrate that components will perform satisfactorily in-service. The failure to develop an adequate test 
program for monitoring the CBA system performance was not considered a violation since the system had been recently installed and the NUREG 
1431 specified test periodicity had not been exceeded. The NRC used the significance determination process to evaluate the risk significance of 
not developing an adequate test program for the CBA system. This issue was considered a green finding in the significnace determination process 
since it did not affect the immediate operability of the system. 
Inspection Report# : 2000005(pdf)  

Barrier Integrity 

Significance:  May 19, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
NCV - Failure to Properly Implement Refueling Procedures Resulted in a Thimble Plug not Installed in the Reactor Core 
Technical Specification 6.7.1.a requires that written procedures shall be implemented covering the activities described in Appendix A of Regulatory 
Guide 1.33, Rev.2. Regulatory Guide 1.33 requires procedures for refueling and core alternations. Contrary to the above, on November 28,2000, 
the refueling senior reactor operator failed to properly verify the component type (thimble plug) in fuel assembly J53 and therefore failed to 
implement Procedure RS0721, "Refueling Administrative Control," rev.2, Chg.4. This failure resulted in a thimble plug not installed in the reactor 
core as required during the last refueling outage. Licensee Identified Non-cited Violation 
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Inspection Report# : 2001006(pdf)  

Significance:  Dec 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Install Components Inside the Containment per the Applicable Drawing 
One finding was identified involving the installation of permanent structures inside the containment that did not meet the required separation 
distance to the containment liner as specified in structural drawing 101417. This specification required a separation of 0.5 inch be maintained 
between the containment liner and permanently installed structures located inside the containment. The inspector evaluated this finding using 
Appendix A (Phase 1) of the significance determination process and determined that the event was of very low significance (Green) since the issue 
did not involve an actual open pathway in the physical integrity of the containment. Criteria X of Appendix B, to 10 CFR 50, requires, in part, that a 
program for the inspection of activities affecting quality be estalbished an executed to verify conformance with documented instructions, procedures 
and drawings. Contrary to the above, the licensee failed to ensure that structural components located inside the containment were properly 
installed per structural drawing 101417. This is a violation of 10 CFR 50, Appendix B. This low risk violation has been entered into the licensee's 
corrective action program under condition report 00-13771 and is being treated as a non-cited violation consistent with the NRC enforcement 
policy. (Section R20) (NCV 00-09-01) 
Inspection Report# : 2000009(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Miscellaneous 

Significance: N/A Sep 28, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Adequate Identification and Resolution of Problems but Areas for Improvement Identified 
The NRC concluded that, based on the samples reviewed, the overall implementaion of the corrective action program at Seabrook Station was 
acceptable. The licensee was identifying problems at an appropriate level and entering them into their corrective action program. The backlog of 
corrective actions appeared to be appropriately managed, and the actions taken for the identified problems were generally adequate to correct the 
problem and prevent recurrence. The licensee's evaluation of problems were generally of adequate depth to identify the causes and appropriately 
broad to address the extent of conditions However, some examples were identified in which problems were not thoroughly evaluated to determine 
the cause or appropriately broad to address the extent of condition. One example, involving residual heat removal motor material deficiencies, was 
determined to be a Green finding. Additionally, as identified during NRC Special Inspections 50-443/00-011 and 01-005, the failures to evaluate 
problems in sufficient detail contributed to the failures of the B emergency diesel generator and turbine driven emergency feed pump. 
Inspection Report# : 2001012(pdf)  

Significance: N/A Mar 23, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Degrading Trend in Problem Identificcation & Resolution Program 
Problem identification and resolution issues were identified in both the initiating event and mitigating system cornerstones. The root causes 
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associated with the partial loss of the offsite lines and the failure of the turbine driven emergency feedwater pump stemmed from inadequacies in 
the corrective action process and untimely incorporation of vendor technical information into plant procedures. In another event in November 2000, 
failure of emergency diesel generator "B" was a result of deficiencies in the corrective action process as well as failure to incorporate industry 
operating experience into the testing program 
Inspection Report# : 2001005(pdf)  

Significance: N/A Sep 15, 2000 
Identified By: NRC 
Item Type: FIN Finding 
PIR Team Summary 
The NRC concluded that significant conditions adverse to safety were properly identified and captured in the condition report program. A recently 
implemented electronic condition reporting system along with additional computer workstations provided for use by the non-office staff, promoted 
easy access for the reporting of safety issues. Appropriate significance and priority of problems was assigned by a team representing all major 
departments. The formal root cause analyses reviewed were found to be appropriate. Lower significance issue cause evaluation were generally 
effective. A management review team, representing all departments, reviewed and approved all root cause evaluations and effectively screened 
the closure of condition reports that were significant conditions adverse to quality. Corrective actions for identified issues were commensurate with 
the safety significance of the issues. The corrections were sensitive to the necessity for reliable equipment performance. The extent of condition, 
generic applicability for significant conditions adverse to safety were properly considered and implemented. Corrective actions were generally 
effective in preventing recurrence. However, Seabrook has identified several repetitive and lingering minor problems for which corrective actions 
have not been fully effective. For example, human performance issues included tagging errors and unannounced emergency drill attendance. 
Seabrook maintained a separate engineering staff overseen by Nuclear Oversight that provided a broad review of both internal and external 
industry events. Appropriate awareness of significant industry operating experience was evident. Operating experience information was distributed 
and utilized by appropriate departments. An effective nuclear oversight audit and plant performance assessment program was complimented by a 
large number of departmental self-assessments of good quality. Assignment of departmental self-assessments was generally well focused. The 
NRC did not identify any indications of staff reluctance to bring forward safety issues. 
Inspection Report# : 2000010(pdf)  

Last modified : March 26, 2002 
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Seabrook 1 

Initiating Events 

Significance:  Dec 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - Failure to Implement Effective Corrective Actions to Prior Control Rod Drops of Several Steps Resulted in a Reactor Trip 
The NRC identified that the licensee failed to implement effective corrective actions to prevent a control rod drop and subsequent reactor trip in 
October 2001. From May 2000 through August 2001, the licensee experienced control rods dropping several steps. The root cause performed in 
December 2000 was incorrect, corrective actions taken were narrowly focused, and subsequent actions were ineffective in preventing the reactor 
trip. The reactor trip, a transient on the plant, was a credible impact on safety. The finding was determined to be of very low safety significance 
(GREEN) since only the initiating event cornerstone was affected and the finding had no impact on mitigating systems. The failure to implement 
effective corrective actions was a Non-Cited Violation of 10 CFR 50 Appendix "B" Criterion XVI "Corrective Action." 
Inspection Report# : 2001011(pdf)  

Significance:  Mar 23, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Failure to take Effective Corrective Actions on 345Kv Bushing Affected Offsite Power 
Failure to take appropriate actions to address a 1997 event involving the 345 KV bushing arcing and preclude a similar event from occurring in 
March 2001. Although not associated with safety-related equipment, the failure led to a plant trip. The licensee entered this deficiency into the 
corrective action system as CR 01-02115. 
Inspection Report# : 2001005(pdf)  

Significance:  Sep 30, 2000 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Operator and Maintnenace Technician Errors During Restoration of the "B" RAT. 
The "B" reserve auxiliary transformer (RAT) gounding devices were not removed prior to the restoration of Bus 2 due to the improper make-up of 
the device operating linkage and the failure to verify removal of the devices. The licensee's event team identified several causal factors related to 
this problem. This event increased the potential for a loss of off-site power (LOOP) transient but did not impact the performance of any mitigation 
systems. The inspector evaluated the event using Phase 1 of the significance determination process (SDP) and determined that the event was of 
very low significance (Green Finding) since no mitigation systems were affected. Operations procedure, OS1046.04, "345KV Operations," required 
visual verification that the grounds had been removed prior to the restoration of Bus 2. Technical Specification (TS) 6.7.1, requires, in part, that 
written procedures be established and implemented for activities covered by Appendix A of Regulatory Guide 1.33. Appendix A of Regulatory 
Guide 1.33 requires that procedures be developed for operation of the electrical system. Contrary to the above, the licensee failed to properly 
implement operations procedure OS1046.04. This is a violation of TS 6.7.1. This violation is being treated as a non-cited violation consistent with 
the NRC enforcement policy. 
Inspection Report# : 2000007(pdf)  

Mitigating Systems 

Significance:  Nov 27, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - Failure to implement appropriate measures to prevent damage to the "B" emergency diesel generator during maintenance 
The NRC identified a Non-Cited Violation of Technical Specification 6.7, "Procedures and Programs," and station maintenance procedure, MA 3.3, 
"Housekeeping and Plant Material Condition," for the failure to implement appropriate caution to prevent damage to susceptible equipment 
important to safety during maintenance on the "B" emergency diesel generator on September 19, 2001. This resulted in a failure of a coupling on 
the diesel lube oil system and additional unavailability time for the associated emergency diesel generator. This finding had a credible impact on 
safety because the design of the lube oil coupling does not prevent failure from excessive pipe movement that can result from workers stepping or 
climbing on the associated pipe and no appropriate restrictions were developed to prevent such activity. Since routine work is done in the area 
associated with this piping at times when the diesel is maintained in an operable, standby condition, the failure of the lube oil coupling could have 
prevented the diesel from operating in response to emergency conditions. Although this finding affected the availability of the "B" emergency diesel 
generator, the inspectors determined that this finding was of very low safety significance because the diesel generator was already out-of-service 
for maintenance and work was in progress at the time and necessary repairs were made to the failed lube oil coupling within the allowed outage 
time in the facility technical specifications. Because this finding is of very low safety significance and it was captured in the licensee's corrective 

Page 1 of 54Q/2001 Inspection Findings - Seabrook 1



action program, this finding is being treated as a Non-Cited Violation consistent with Section VI.A.1 of the NRC Enforcement Policy.  
Inspection Report# : 2001010(pdf)  

Significance:  Sep 28, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - Failure to determine the cause of material deficiencies associated with the "A" RHR pump motor leads and identify and take 
corrective actions to preclude recurrence 
A non-cited violation of 10CFR50 Appendix B, Criterion XVI was issued regarding the failure to determine the cause of material deficiencies 
associated with the "A" Residual Heat Removal (RHR) pump motor leads, and identify and take corrective actions to preclude recurrence. These 
material deficiencies included a normally torqued lug found to be finger tight and about half the strands to a motor lead found to be severed. The 
finding was determined to be of very low safety significance (Green) since these material deficiencies did not result in the loss of RHR train safety 
function, the "A" RHR pump continued to meet periodic surveillance test requirements, and the team did not identify other similar conditions on 
safety related motors. 
Inspection Report# : 2001012(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - failure to establish procedures to monitor and correct debris levels in the service water bays. 
The NRC identified a Non-Cited Violation for failure to establish appropriate procedural controls to monitor and correct debris levels in the service 
water bays. The results from an intake structure inspection during the seventh refueling outage found that the debris levels in both service water 
(SW) bays in proximity to the pumps were 2½ to 3½ feet above the SW pump suction bells. The substantial debris accumulation in the SW pump 
bay was viewed as a precursor to a significant event with a reasonable potential for common cause failure of all SW pumps. Since there was no 
actual loss of SW system function, the risk associated with this issue was determined to be of very low safety significance by the significance 
determination process. 
Inspection Report# : 2001007(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - failure to promptly identify and correct degraded EFW pump oil bubblers. 
The NRC identified a Non-Cited Violation for failure to promptly identify and correct degraded emergency feedwater pump oil bubblers. This failure 
to adequately evaluate available industry experience and maintenance identified problems could have affected operability of both emergency 
feedwater pumps. The safety significance of this finding was very low because the degraded condition did not completely block oil flow and the 
pumps had not experienced any active lubricating oil leaks in the past two years. Therefore, the pumps would have been capable of performing 
their safety function. 
Inspection Report# : 2001007(pdf)  

Significance:  Apr 25, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - Design Control Failure Associated with Inputs in RWST Level Calculation 
The NRC identified two design input errors in engineering calculations which led to non-conservative results associated with a plant design change 
and an instrument setpoint. A design input error for refueling water storage tank (RWST) level used in a pump performance calculation resulted in 
the use of non-conservative emergency core cooling system pump flow rates to support design change DCR 00-013, "Manual Transfer to Cold Leg 
Recirculation." Also, the failure to include a loop uncertainty allowance for the RWST contained volume water level instrument resulted in a non-
conservative alarm setpoint. These design input errors were a violation of 10 CFR 50, Appendix B, Criterion III, Design Control. The issue was a 
non-cited violation and was entered into the licensee's corrective action program. The conditions associated with this violation were determined to 
be of very low safety significance since compensating margins existed and, when applied to the calculation results, provided assurance of system 
functionality. 
Inspection Report# : 2001004(pdf)  

Significance:  Mar 23, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - Failure to Evaluate and Correct Problems With the Turbine Driven Emergency Feedwater Pump 
An apparent violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," associated with the failure to evaluate significant conditions 
adverse to quality involving the turbine driven emergency feedwater pump was identified. The failure of the pump to function when called upon 
degrades the mitigating function of the emergency feedwater system. The licensee entered this issue into the corrective action system as CR 01-
02120. This violation is being treated as a non-cited violation consistent with Section VI.A.1 of the NRC Enforcement Policy, issued May 1, 2000 
Inspection Report# : 2001005(pdf)  
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Significance:  Feb 17, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to properly develop an adequate operating procedure for pressurization of the standby shutdown cooling train 
The NRC identified a failure to properly develop an adequate operating procedure for pressurization of the standby shutdown cooling train, and 
failure to properly implement the maintenance procedure for adjusting the ring setting on safety-related relief valves. These findings of very low 
significance were identified by the licensee and are violations of NRC requirements which meet the criteria of Section VI of the NRC Enforcement 
Policy, NUREG-1600. 
Inspection Report# : 2001002(pdf)  

Significance:  Jan 18, 2001 
Identified By: NRC 
Item Type: VIO Violation 
Inadequate Corrective Actions Related to Degraded Conditions of Cylinder Liners to DG-1B 
White. An apparent violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," was identified by the inspectors associated with the 
failure to evaluate significant conditions adverse to quality involving degraded components in emergency diesel generator DG-1B. Failure to 
adequately evaluate industry operating experience, identify and evaluate equipment problems, and correct deficiencies resulted in degraded 
component conditions of the emergency diesel generators that were potential causes that led to the DG-1B diesel engine failure on November 1, 
2000. These issues represented a failure by NAESCo to implement effective corrective actions for degraded components which had safety 
significance. This issue has a low to moderate safety significance, based on the results of the phase 3 SDP analysis, because emergency diesel 
generators are an important mitigating system during a loss of off-site power event. This apparent violation was subsequently converted into 
violation 50-443/00-011-01. Also contributing to the White finding was an apparent violation of 10 CFR 50, Appendix B, Criterion V, "Instructions 
Procedures, and Drawings." NAESCO failed to establish appropriate quantitative or qualitative acceptance criteria for boroscopic inspections of the 
diesel generator cylinder liners. A supplemental inspection (Inspection Report No. 50-443/00-013) was performed by the NRC to assess the 
licensee's evaluation associated with the inoperability of the "B" emergency diesel generator, which occurred on November 1, 2000. In NRC 
Special Inspection Report No. 50-443/00-011, and in a letter to Seabrook from Mr. Hubert Miller, dated June 29, 2001, the NRC identified a 
violation involving the licensee's failure to promptly identify and correct conditions adverse to quality that resulted in the "B" diesel generator failure. 
This performance issue was characterized as having low to moderate risk significance ("White") in the referenced letter. During this supplemental 
inspection performed in accordance with Inspection Procedure 95001, the inspectors determined that the licensee performed a comprehensive 
evaluation of the inoperable diesel, including a subsequent failure of the engine No. 5 main bearing, which occurred on December 3, 2000. This 
additional failure had not been previously reviewed during the NRC Special Inspection. The inoperable diesel was identified by the licensee during 
the conduct of a surveillance test involving an endurance run of 24 hours. The licensee's evaluation identified that the cause of the No. 7 piston 
liner failure was uneven thermal expansion causing the piston liner to piston skirt tolerance to diminish to the point that scoring on the liner 
occurred. This resulted in the failure of the No. 7 cylinder and the crankcase explosion. Relative to the No. 5 main bearing failure, the licensee 
determined that the most probable causes were either inadequate bearing crush during bearing installation, or a loss of bearing lubricant film during 
post-repair engine break-in runs. Relative to the performance issue identified by the NRC, the licensee determined that the primary root cause 
(which can be attributed to the inoperable "B" EDG) was that identified degraded conditions were not properly evaluated for cause, corrective 
action, and extent of condition. This issue was not limited to the diesel generator and the licensee has taken corrective actions to ensure that 
identified problems are documented in their corrective action program so that they will be properly evaluated to prevent recurrence. Due to the 
licensee's overall acceptable performance in addressing the inoperable diesel generator, 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." Based on the adequacy of the licensee's evaluations, corrective actions taken and planned, and the information contained 
in the licensee's letter dated July 27, 2001, Notice of Violation (NOV) 50-443/00-011-01 associated with the "B" emergency diesel generator failure 
has been closed. 
Inspection Report# : 2000011(pdf)  

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Develop an Adequate 10 CFR 50.59 Safety Evaluation Prior to Removing the "A" EDG From Service while the "B" EDG was 
Inoperable 
The "A" emergency diesel generator (EDG) was removed from service while the "B" EDG was inoperable to perform a maintenance outage. The 
licensee's 10 CFR 50.59 evaluation did not properly consider whether this activity increased the likelihood of the occurrence of malfunction of the 
emergency power supply to the spent fuel pool cooling system. This activity was considered to be of very low risk since all fuel was located in the 
spent fuel pool and the time to boil following a loss of cooling was over twelve hours, temporary EDGs and non-electric powered inventory sources 
were available and the licensee implemented appropriate measures to control the risk while the plant was in this configuration. The inspector 
reviewed NRC Manual Chapter 0609, Appendix G, "Shutdown Operations Significance Determination Process," and determined that the 
configuration described above did not exceed any of the criteria that would have required a Phase 2 analysis. Therefore, this finding was 
determined to be of very low significance (Green). The failure to properly evaluate this activity was considered to be a violation of 10 CFR 50.59 
and entered into the licensee's corrective action program. This low risk, violation is being treated as a non-cited violation consistent with the NRC's 
enforcement policy (NCV 00-08-01) (Section R13). 
Inspection Report# : 2000008(pdf)  

Significance:  Aug 19, 2000 
Identified By: NRC 
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Item Type: NCV NonCited Violation 
Inadequate Post-Maintenance Testing Following ADSV Maintenance. 
The NRC identified, during post-maintenance testing on the 'C' atmospheric steam dump valve (ASDV), that the reactor operator failed to identify 
that the valve operated faster than specified. The emergency operating procedures required that the ASDVs operate properly to isolate a faulted 
steam generator (closed direction) and to provide a method for conducting a primary plant cooldown (open direction). The licensee attributed the 
valve operating problem to the improper positioning of the ASDV control switch and determined that the test procedure did not provide adequate 
guidance for performing this activity. The test procedure deficiency had the potential to mask a degraded valve operating condition. The ASDV 
operated properly during follow-up testing. This issue was considered green in the significance determination process since the actual valve 
operation was not affected by the test procedure problem. 
Inspection Report# : 2000006(pdf)  

Significance:  Jul 01, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Test Program For Monitoring The Safety Related Control Building Air Conditioning System Performance 
A formal test program had not been developed to ensure that the control building air conditioning (CBA) system would remain capable of 
performing its design safety function during plant operation. Criterion XI, "Test Control," of Appendix B to 10 CFR 50, requires, in part, that written 
test procedures be established to demonstrate that components will perform satisfactorily in-service. The failure to develop an adequate test 
program for monitoring the CBA system performance was not considered a violation since the system had been recently installed and the NUREG 
1431 specified test periodicity had not been exceeded. The NRC used the significance determination process to evaluate the risk significance of 
not developing an adequate test program for the CBA system. This issue was considered a green finding in the significnace determination process 
since it did not affect the immediate operability of the system. 
Inspection Report# : 2000005(pdf)  

Barrier Integrity 

Significance:  May 19, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
NCV - Failure to Properly Implement Refueling Procedures Resulted in a Thimble Plug not Installed in the Reactor Core 
Technical Specification 6.7.1.a requires that written procedures shall be implemented covering the activities described in Appendix A of Regulatory 
Guide 1.33, Rev.2. Regulatory Guide 1.33 requires procedures for refueling and core alternations. Contrary to the above, on November 28,2000, 
the refueling senior reactor operator failed to properly verify the component type (thimble plug) in fuel assembly J53 and therefore failed to 
implement Procedure RS0721, "Refueling Administrative Control," rev.2, Chg.4. This failure resulted in a thimble plug not installed in the reactor 
core as required during the last refueling outage. Licensee Identified Non-cited Violation 
Inspection Report# : 2001006(pdf)  

Significance:  Dec 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Install Components Inside the Containment per the Applicable Drawing 
One finding was identified involving the installation of permanent structures inside the containment that did not meet the required separation 
distance to the containment liner as specified in structural drawing 101417. This specification required a separation of 0.5 inch be maintained 
between the containment liner and permanently installed structures located inside the containment. The inspector evaluated this finding using 
Appendix A (Phase 1) of the significance determination process and determined that the event was of very low significance (Green) since the issue 
did not involve an actual open pathway in the physical integrity of the containment. Criteria X of Appendix B, to 10 CFR 50, requires, in part, that a 
program for the inspection of activities affecting quality be estalbished an executed to verify conformance with documented instructions, procedures 
and drawings. Contrary to the above, the licensee failed to ensure that structural components located inside the containment were properly 
installed per structural drawing 101417. This is a violation of 10 CFR 50, Appendix B. This low risk violation has been entered into the licensee's 
corrective action program under condition report 00-13771 and is being treated as a non-cited violation consistent with the NRC enforcement 
policy. (Section R20) (NCV 00-09-01) 
Inspection Report# : 2000009(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 
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Public Radiation Safety 

Physical Protection 

Miscellaneous 

Significance: N/A Sep 28, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Adequate Identification and Resolution of Problems but Areas for Improvement Identified 
The NRC concluded that, based on the samples reviewed, the overall implementaion of the corrective action program at Seabrook Station was 
acceptable. The licensee was identifying problems at an appropriate level and entering them into their corrective action program. The backlog of 
corrective actions appeared to be appropriately managed, and the actions taken for the identified problems were generally adequate to correct the 
problem and prevent recurrence. The licensee's evaluation of problems were generally of adequate depth to identify the causes and appropriately 
broad to address the extent of conditions However, some examples were identified in which problems were not thoroughly evaluated to determine 
the cause or appropriately broad to address the extent of condition. One example, involving residual heat removal motor material deficiencies, was 
determined to be a Green finding. Additionally, as identified during NRC Special Inspections 50-443/00-011 and 01-005, the failures to evaluate 
problems in sufficient detail contributed to the failures of the B emergency diesel generator and turbine driven emergency feed pump. 
Inspection Report# : 2001012(pdf)  

Significance: N/A Mar 23, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Degrading Trend in Problem Identificcation & Resolution Program 
Problem identification and resolution issues were identified in both the initiating event and mitigating system cornerstones. The root causes 
associated with the partial loss of the offsite lines and the failure of the turbine driven emergency feedwater pump stemmed from inadequacies in 
the corrective action process and untimely incorporation of vendor technical information into plant procedures. In another event in November 2000, 
failure of emergency diesel generator "B" was a result of deficiencies in the corrective action process as well as failure to incorporate industry 
operating experience into the testing program 
Inspection Report# : 2001005(pdf)  

Significance: N/A Sep 15, 2000 
Identified By: NRC 
Item Type: FIN Finding 
PIR Team Summary 
The NRC concluded that significant conditions adverse to safety were properly identified and captured in the condition report program. A recently 
implemented electronic condition reporting system along with additional computer workstations provided for use by the non-office staff, promoted 
easy access for the reporting of safety issues. Appropriate significance and priority of problems was assigned by a team representing all major 
departments. The formal root cause analyses reviewed were found to be appropriate. Lower significance issue cause evaluation were generally 
effective. A management review team, representing all departments, reviewed and approved all root cause evaluations and effectively screened 
the closure of condition reports that were significant conditions adverse to quality. Corrective actions for identified issues were commensurate with 
the safety significance of the issues. The corrections were sensitive to the necessity for reliable equipment performance. The extent of condition, 
generic applicability for significant conditions adverse to safety were properly considered and implemented. Corrective actions were generally 
effective in preventing recurrence. However, Seabrook has identified several repetitive and lingering minor problems for which corrective actions 
have not been fully effective. For example, human performance issues included tagging errors and unannounced emergency drill attendance. 
Seabrook maintained a separate engineering staff overseen by Nuclear Oversight that provided a broad review of both internal and external 
industry events. Appropriate awareness of significant industry operating experience was evident. Operating experience information was distributed 
and utilized by appropriate departments. An effective nuclear oversight audit and plant performance assessment program was complimented by a 
large number of departmental self-assessments of good quality. Assignment of departmental self-assessments was generally well focused. The 
NRC did not identify any indications of staff reluctance to bring forward safety issues. 
Inspection Report# : 2000010(pdf)  

Last modified : March 01, 2002 
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Seabrook 1 

Initiating Events 

Significance:  Dec 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - Failure to Implement Effective Corrective Actions to Prior Control Rod Drops of Several Steps Resulted in a Reactor 
Trip 
The NRC identified that the licensee failed to implement effective corrective actions to prevent a control rod drop and subsequent 
reactor trip in October 2001. From May 2000 through August 2001, the licensee experienced control rods dropping several steps. 
The root cause performed in December 2000 was incorrect, corrective actions taken were narrowly focused, and subsequent actions 
were ineffective in preventing the reactor trip. The reactor trip, a transient on the plant, was a credible impact on safety. The finding 
was determined to be of very low safety significance (GREEN) since only the initiating event cornerstone was affected and the 
finding had no impact on mitigating systems. The failure to implement effective corrective actions was a Non-Cited Violation of 10 
CFR 50 Appendix "B" Criterion XVI "Corrective Action." 
Inspection Report# : 2001011(pdf)  

Significance:  Mar 23, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Failure to take Effective Corrective Actions on 345Kv Bushing Affected Offsite Power 
Failure to take appropriate actions to address a 1997 event involving the 345 KV bushing arcing and preclude a similar event from 
occurring in March 2001. Although not associated with safety-related equipment, the failure led to a plant trip. The licensee entered 
this deficiency into the corrective action system as CR 01-02115. 
Inspection Report# : 2001005(pdf)  

Significance:  Sep 30, 2000 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Operator and Maintnenace Technician Errors During Restoration of the "B" RAT. 
The "B" reserve auxiliary transformer (RAT) gounding devices were not removed prior to the restoration of Bus 2 due to the improper 
make-up of the device operating linkage and the failure to verify removal of the devices. The licensee's event team identified several 
causal factors related to this problem. This event increased the potential for a loss of off-site power (LOOP) transient but did not 
impact the performance of any mitigation systems. The inspector evaluated the event using Phase 1 of the significance 
determination process (SDP) and determined that the event was of very low significance (Green Finding) since no mitigation 
systems were affected. Operations procedure, OS1046.04, "345KV Operations," required visual verification that the grounds had 
been removed prior to the restoration of Bus 2. Technical Specification (TS) 6.7.1, requires, in part, that written procedures be 
established and implemented for activities covered by Appendix A of Regulatory Guide 1.33. Appendix A of Regulatory Guide 1.33 
requires that procedures be developed for operation of the electrical system. Contrary to the above, the licensee failed to properly 
implement operations procedure OS1046.04. This is a violation of TS 6.7.1. This violation is being treated as a non-cited violation 
consistent with the NRC enforcement policy. 
Inspection Report# : 2000007(pdf)  

Mitigating Systems 

Significance:  Nov 27, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - Failure to implement appropriate measures to prevent damage to the "B" emergency diesel generator during 
maintenance 
The NRC identified a Non-Cited Violation of Technical Specification 6.7, "Procedures and Programs," and station maintenance 
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procedure, MA 3.3, "Housekeeping and Plant Material Condition," for the failure to implement appropriate caution to prevent damage 
to susceptible equipment important to safety during maintenance on the "B" emergency diesel generator on September 19, 2001. 
This resulted in a failure of a coupling on the diesel lube oil system and additional unavailability time for the associated emergency 
diesel generator. This finding had a credible impact on safety because the design of the lube oil coupling does not prevent failure 
from excessive pipe movement that can result from workers stepping or climbing on the associated pipe and no appropriate 
restrictions were developed to prevent such activity. Since routine work is done in the area associated with this piping at times when 
the diesel is maintained in an operable, standby condition, the failure of the lube oil coupling could have prevented the diesel from 
operating in response to emergency conditions. Although this finding affected the availability of the "B" emergency diesel generator, 
the inspectors determined that this finding was of very low safety significance because the diesel generator was already out-of-
service for maintenance and work was in progress at the time and necessary repairs were made to the failed lube oil coupling within 
the allowed outage time in the facility technical specifications. Because this finding is of very low safety significance and it was 
captured in the licensee's corrective action program, this finding is being treated as a Non-Cited Violation consistent with Section 
VI.A.1 of the NRC Enforcement Policy.  
Inspection Report# : 2001010(pdf)  

Significance:  Sep 28, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - Failure to determine the cause of material deficiencies associated with the "A" RHR pump motor leads and identify 
and take corrective actions to preclude recurrence 
A non-cited violation of 10CFR50 Appendix B, Criterion XVI was issued regarding the failure to determine the cause of material 
deficiencies associated with the "A" Residual Heat Removal (RHR) pump motor leads, and identify and take corrective actions to 
preclude recurrence. These material deficiencies included a normally torqued lug found to be finger tight and about half the strands 
to a motor lead found to be severed. The finding was determined to be of very low safety significance (Green) since these material 
deficiencies did not result in the loss of RHR train safety function, the "A" RHR pump continued to meet periodic surveillance test 
requirements, and the team did not identify other similar conditions on safety related motors. 
Inspection Report# : 2001012(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - failure to establish procedures to monitor and correct debris levels in the service water bays. 
The NRC identified a Non-Cited Violation for failure to establish appropriate procedural controls to monitor and correct debris levels 
in the service water bays. The results from an intake structure inspection during the seventh refueling outage found that the debris 
levels in both service water (SW) bays in proximity to the pumps were 2½ to 3½ feet above the SW pump suction bells. The 
substantial debris accumulation in the SW pump bay was viewed as a precursor to a significant event with a reasonable potential for 
common cause failure of all SW pumps. Since there was no actual loss of SW system function, the risk associated with this issue 
was determined to be of very low safety significance by the significance determination process. 
Inspection Report# : 2001007(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - failure to promptly identify and correct degraded EFW pump oil bubblers. 
The NRC identified a Non-Cited Violation for failure to promptly identify and correct degraded emergency feedwater pump oil 
bubblers. This failure to adequately evaluate available industry experience and maintenance identified problems could have affected 
operability of both emergency feedwater pumps. The safety significance of this finding was very low because the degraded condition 
did not completely block oil flow and the pumps had not experienced any active lubricating oil leaks in the past two years. Therefore, 
the pumps would have been capable of performing their safety function. 
Inspection Report# : 2001007(pdf)  

Significance:  Apr 25, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - Design Control Failure Associated with Inputs in RWST Level Calculation 
The NRC identified two design input errors in engineering calculations which led to non-conservative results associated with a plant 
design change and an instrument setpoint. A design input error for refueling water storage tank (RWST) level used in a pump 
performance calculation resulted in the use of non-conservative emergency core cooling system pump flow rates to support design 
change DCR 00-013, "Manual Transfer to Cold Leg Recirculation." Also, the failure to include a loop uncertainty allowance for the 
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RWST contained volume water level instrument resulted in a non-conservative alarm setpoint. These design input errors were a 
violation of 10 CFR 50, Appendix B, Criterion III, Design Control. The issue was a non-cited violation and was entered into the 
licensee's corrective action program. The conditions associated with this violation were determined to be of very low safety 
significance since compensating margins existed and, when applied to the calculation results, provided assurance of system 
functionality. 
Inspection Report# : 2001004(pdf)  

Significance:  May 25, 2002 
Identified By: NRC 
Item Type: FIN Finding 
Inadequte Implementation of Work Controls Resulted in an Unexpected Loss of Two Annunciator Panels 
GREEN. The operators unexpectedly lost two of six hard wired annunciators in the control room due to breakdowns in the work 
control process including ineffective communications and insufficient review of the work document. The annunciator panels were 
quickly returned to service. The inability to recognize the impact of work on plant equipment and specifically the annunciator system 
could lead to a more significant event. The annunciator system provides operators important information to identify and respond to 
plant transients and equipment problems. Since the annunciators were lost for a short period of time and operability of mitigating 
equipment trains was not affected, the risk associated with this issue was determined to be of very low safety significance. The 
inspectors did not identify any violations of NRC requirements. (Section 1R13.1)  
Inspection Report# : 2002003(pdf)  

Significance:  May 25, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Work Control Procedures for Work Order Changes Associated With an Emergency Diesel Generator 
GREEN. The licensee performed an unauthorized change to a work order associated with an addition of a diode to the motor-
operated potentiometer (MOP), which is part of the electrical governor control system for the "B" emergency diesel generator (EDG). 
This change did not receive the required reviews. The result was a surge on the input devices to the MOP and a subsequent aborted 
maintenance run of the EDG. Engineers, mechanics, and management reviews did not identify an additional problem caused by 
surge in the system prior to the maintenance run. The failure to follow procedures for the control of maintenance activities was a 
Non-Cited Violation of Technical Specification 6.7.1.a. Inadequate control of maintenance activities on risk significant safety-related 
equipment could lead to a more significant event and could affect the reliability and availability of mitigating equipment. Using the 
shutdown operations significance determination process, the inspectors determined the finding was of very low significance. 
(Section 1R13.2)  
Inspection Report# : 2002003(pdf)  

Significance:  Mar 23, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - Failure to Evaluate and Correct Problems With the Turbine Driven Emergency Feedwater Pump 
An apparent violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," associated with the failure to evaluate significant 
conditions adverse to quality involving the turbine driven emergency feedwater pump was identified. The failure of the pump to 
function when called upon degrades the mitigating function of the emergency feedwater system. The licensee entered this issue into 
the corrective action system as CR 01-02120. This violation is being treated as a non-cited violation consistent with Section VI.A.1 of 
the NRC Enforcement Policy, issued May 1, 2000 
Inspection Report# : 2001005(pdf)  

Significance:  Feb 17, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to properly develop an adequate operating procedure for pressurization of the standby shutdown cooling train 
The NRC identified a failure to properly develop an adequate operating procedure for pressurization of the standby shutdown 
cooling train, and failure to properly implement the maintenance procedure for adjusting the ring setting on safety-related relief 
valves. These findings of very low significance were identified by the licensee and are violations of NRC requirements which meet 
the criteria of Section VI of the NRC Enforcement Policy, NUREG-1600. 
Inspection Report# : 2001002(pdf)  

Significance:  Jan 18, 2001 
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Identified By: NRC 
Item Type: VIO Violation 
Inadequate Corrective Actions Related to Degraded Conditions of Cylinder Liners to DG-1B 
White. An apparent violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," was identified by the inspectors 
associated with the failure to evaluate significant conditions adverse to quality involving degraded components in emergency diesel 
generator DG-1B. Failure to adequately evaluate industry operating experience, identify and evaluate equipment problems, and 
correct deficiencies resulted in degraded component conditions of the emergency diesel generators that were potential causes that 
led to the DG-1B diesel engine failure on November 1, 2000. These issues represented a failure by NAESCo to implement effective 
corrective actions for degraded components which had safety significance. This issue has a low to moderate safety significance, 
based on the results of the phase 3 SDP analysis, because emergency diesel generators are an important mitigating system during 
a loss of off-site power event. This apparent violation was subsequently converted into violation 50-443/00-011-01. Also contributing 
to the White finding was an apparent violation of 10 CFR 50, Appendix B, Criterion V, "Instructions Procedures, and Drawings." 
NAESCO failed to establish appropriate quantitative or qualitative acceptance criteria for boroscopic inspections of the diesel 
generator cylinder liners. A supplemental inspection (Inspection Report No. 50-443/00-013) was performed by the NRC to assess 
the licensee's evaluation associated with the inoperability of the "B" emergency diesel generator, which occurred on November 1, 
2000. In NRC Special Inspection Report No. 50-443/00-011, and in a letter to Seabrook from Mr. Hubert Miller, dated June 29, 2001, 
the NRC identified a violation involving the licensee's failure to promptly identify and correct conditions adverse to quality that 
resulted in the "B" diesel generator failure. This performance issue was characterized as having low to moderate risk significance 
("White") in the referenced letter. During this supplemental inspection performed in accordance with Inspection Procedure 95001, 
the inspectors determined that the licensee performed a comprehensive evaluation of the inoperable diesel, including a subsequent 
failure of the engine No. 5 main bearing, which occurred on December 3, 2000. This additional failure had not been previously 
reviewed during the NRC Special Inspection. The inoperable diesel was identified by the licensee during the conduct of a 
surveillance test involving an endurance run of 24 hours. The licensee's evaluation identified that the cause of the No. 7 piston liner 
failure was uneven thermal expansion causing the piston liner to piston skirt tolerance to diminish to the point that scoring on the 
liner occurred. This resulted in the failure of the No. 7 cylinder and the crankcase explosion. Relative to the No. 5 main bearing 
failure, the licensee determined that the most probable causes were either inadequate bearing crush during bearing installation, or a 
loss of bearing lubricant film during post-repair engine break-in runs. Relative to the performance issue identified by the NRC, the 
licensee determined that the primary root cause (which can be attributed to the inoperable "B" EDG) was that identified degraded 
conditions were not properly evaluated for cause, corrective action, and extent of condition. This issue was not limited to the diesel 
generator and the licensee has taken corrective actions to ensure that identified problems are documented in their corrective action 
program so that they will be properly evaluated to prevent recurrence. Due to the licensee's overall acceptable performance in 
addressing the inoperable diesel generator, 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." 
Based on the adequacy of the licensee's evaluations, corrective actions taken and planned, and the information contained in the 
licensee's letter dated July 27, 2001, Notice of Violation (NOV) 50-443/00-011-01 associated with the "B" emergency diesel 
generator failure has been closed. 
Inspection Report# : 2000011(pdf)  

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Develop an Adequate 10 CFR 50.59 Safety Evaluation Prior to Removing the "A" EDG From Service while the "B" 
EDG was Inoperable 
The "A" emergency diesel generator (EDG) was removed from service while the "B" EDG was inoperable to perform a maintenance 
outage. The licensee's 10 CFR 50.59 evaluation did not properly consider whether this activity increased the likelihood of the 
occurrence of malfunction of the emergency power supply to the spent fuel pool cooling system. This activity was considered to be 
of very low risk since all fuel was located in the spent fuel pool and the time to boil following a loss of cooling was over twelve hours, 
temporary EDGs and non-electric powered inventory sources were available and the licensee implemented appropriate measures to 
control the risk while the plant was in this configuration. The inspector reviewed NRC Manual Chapter 0609, Appendix G, "Shutdown 
Operations Significance Determination Process," and determined that the configuration described above did not exceed any of the 
criteria that would have required a Phase 2 analysis. Therefore, this finding was determined to be of very low significance (Green). 
The failure to properly evaluate this activity was considered to be a violation of 10 CFR 50.59 and entered into the licensee's 
corrective action program. This low risk, violation is being treated as a non-cited violation consistent with the NRC's enforcement 
policy (NCV 00-08-01) (Section R13). 
Inspection Report# : 2000008(pdf)  

Significance:  Aug 19, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Post-Maintenance Testing Following ADSV Maintenance. 
The NRC identified, during post-maintenance testing on the 'C' atmospheric steam dump valve (ASDV), that the reactor operator 
failed to identify that the valve operated faster than specified. The emergency operating procedures required that the ASDVs operate 
properly to isolate a faulted steam generator (closed direction) and to provide a method for conducting a primary plant cooldown 
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(open direction). The licensee attributed the valve operating problem to the improper positioning of the ASDV control switch and 
determined that the test procedure did not provide adequate guidance for performing this activity. The test procedure deficiency had 
the potential to mask a degraded valve operating condition. The ASDV operated properly during follow-up testing. This issue was 
considered green in the significance determination process since the actual valve operation was not affected by the test procedure 
problem. 
Inspection Report# : 2000006(pdf)  

Significance:  Jul 01, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Test Program For Monitoring The Safety Related Control Building Air Conditioning System Performance 
A formal test program had not been developed to ensure that the control building air conditioning (CBA) system would remain 
capable of performing its design safety function during plant operation. Criterion XI, "Test Control," of Appendix B to 10 CFR 50, 
requires, in part, that written test procedures be established to demonstrate that components will perform satisfactorily in-service. 
The failure to develop an adequate test program for monitoring the CBA system performance was not considered a violation since 
the system had been recently installed and the NUREG 1431 specified test periodicity had not been exceeded. The NRC used the 
significance determination process to evaluate the risk significance of not developing an adequate test program for the CBA system. 
This issue was considered a green finding in the significnace determination process since it did not affect the immediate operability 
of the system. 
Inspection Report# : 2000005(pdf)  

Barrier Integrity 

Significance:  May 19, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
NCV - Failure to Properly Implement Refueling Procedures Resulted in a Thimble Plug not Installed in the Reactor Core 
Technical Specification 6.7.1.a requires that written procedures shall be implemented covering the activities described in Appendix A 
of Regulatory Guide 1.33, Rev.2. Regulatory Guide 1.33 requires procedures for refueling and core alternations. Contrary to the 
above, on November 28,2000, the refueling senior reactor operator failed to properly verify the component type (thimble plug) in fuel 
assembly J53 and therefore failed to implement Procedure RS0721, "Refueling Administrative Control," rev.2, Chg.4. This failure 
resulted in a thimble plug not installed in the reactor core as required during the last refueling outage. Licensee Identified Non-cited 
Violation 
Inspection Report# : 2001006(pdf)  

Significance:  Dec 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Install Components Inside the Containment per the Applicable Drawing 
One finding was identified involving the installation of permanent structures inside the containment that did not meet the required 
separation distance to the containment liner as specified in structural drawing 101417. This specification required a separation of 0.5 
inch be maintained between the containment liner and permanently installed structures located inside the containment. The 
inspector evaluated this finding using Appendix A (Phase 1) of the significance determination process and determined that the event 
was of very low significance (Green) since the issue did not involve an actual open pathway in the physical integrity of the 
containment. Criteria X of Appendix B, to 10 CFR 50, requires, in part, that a program for the inspection of activities affecting quality 
be estalbished an executed to verify conformance with documented instructions, procedures and drawings. Contrary to the above, 
the licensee failed to ensure that structural components located inside the containment were properly installed per structural drawing 
101417. This is a violation of 10 CFR 50, Appendix B. This low risk violation has been entered into the licensee's corrective action 
program under condition report 00-13771 and is being treated as a non-cited violation consistent with the NRC enforcement policy. 
(Section R20) (NCV 00-09-01) 
Inspection Report# : 2000009(pdf)  

Emergency Preparedness 
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Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Miscellaneous 
Significance: N/A Sep 28, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Adequate Identification and Resolution of Problems but Areas for Improvement Identified 
The NRC concluded that, based on the samples reviewed, the overall implementaion of the corrective action program at Seabrook 
Station was acceptable. The licensee was identifying problems at an appropriate level and entering them into their corrective action 
program. The backlog of corrective actions appeared to be appropriately managed, and the actions taken for the identified problems 
were generally adequate to correct the problem and prevent recurrence. The licensee's evaluation of problems were generally of 
adequate depth to identify the causes and appropriately broad to address the extent of conditions However, some examples were 
identified in which problems were not thoroughly evaluated to determine the cause or appropriately broad to address the extent of 
condition. One example, involving residual heat removal motor material deficiencies, was determined to be a Green finding. 
Additionally, as identified during NRC Special Inspections 50-443/00-011 and 01-005, the failures to evaluate problems in sufficient 
detail contributed to the failures of the B emergency diesel generator and turbine driven emergency feed pump. 
Inspection Report# : 2001012(pdf)  

Significance: N/A Mar 23, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Degrading Trend in Problem Identification & Resolution Program 
Problem identification and resolution issues were identified in both the initiating event and mitigating system cornerstones. The root 
causes associated with the partial loss of the offsite lines and the failure of the turbine driven emergency feedwater pump stemmed 
from inadequacies in the corrective action process and untimely incorporation of vendor technical information into plant procedures. 
In another event in November 2000, failure of emergency diesel generator "B" was a result of deficiencies in the corrective action 
process as well as failure to incorporate industry operating experience into the testing program 
Inspection Report# : 2001005(pdf)  

Significance: N/A Sep 15, 2000 
Identified By: NRC 
Item Type: FIN Finding 
PIR Team Summary 
The NRC concluded that significant conditions adverse to safety were properly identified and captured in the condition report 
program. A recently implemented electronic condition reporting system along with additional computer workstations provided for use 
by the non-office staff, promoted easy access for the reporting of safety issues. Appropriate significance and priority of problems 
was assigned by a team representing all major departments. The formal root cause analyses reviewed were found to be appropriate. 
Lower significance issue cause evaluation were generally effective. A management review team, representing all departments, 
reviewed and approved all root cause evaluations and effectively screened the closure of condition reports that were significant 
conditions adverse to quality. Corrective actions for identified issues were commensurate with the safety significance of the issues. 
The corrections were sensitive to the necessity for reliable equipment performance. The extent of condition, generic applicability for 
significant conditions adverse to safety were properly considered and implemented. Corrective actions were generally effective in 
preventing recurrence. However, Seabrook has identified several repetitive and lingering minor problems for which corrective actions 
have not been fully effective. For example, human performance issues included tagging errors and unannounced emergency drill 
attendance. Seabrook maintained a separate engineering staff overseen by Nuclear Oversight that provided a broad review of both 
internal and external industry events. Appropriate awareness of significant industry operating experience was evident. Operating 
experience information was distributed and utilized by appropriate departments. An effective nuclear oversight audit and plant 
performance assessment program was complimented by a large number of departmental self-assessments of good quality. 
Assignment of departmental self-assessments was generally well focused. The NRC did not identify any indications of staff 
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reluctance to bring forward safety issues. 
Inspection Report# : 2000010(pdf)  

Last modified : July 22, 2002 
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Seabrook 1 

Initiating Events 

Significance:  Dec 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - Failure to Implement Effective Corrective Actions to Prior Control Rod Drops of Several Steps Resulted 
in a Reactor Trip 
The NRC identified that the licensee failed to implement effective corrective actions to prevent a control rod drop and 
subsequent reactor trip in October 2001. From May 2000 through August 2001, the licensee experienced control rods 
dropping several steps. The root cause performed in December 2000 was incorrect, corrective actions taken were 
narrowly focused, and subsequent actions were ineffective in preventing the reactor trip. The reactor trip, a transient on 
the plant, was a credible impact on safety. The finding was determined to be of very low safety significance (GREEN) 
since only the initiating event cornerstone was affected and the finding had no impact on mitigating systems. The 
failure to implement effective corrective actions was a Non-Cited Violation of 10 CFR 50 Appendix "B" Criterion XVI 
"Corrective Action." 
Inspection Report# : 2001011(pdf)  

Significance:  Mar 23, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Failure to take Effective Corrective Actions on 345Kv Bushing Affected Offsite Power 
Failure to take appropriate actions to address a 1997 event involving the 345 KV bushing arcing and preclude a similar 
event from occurring in March 2001. Although not associated with safety-related equipment, the failure led to a plant 
trip. The licensee entered this deficiency into the corrective action system as CR 01-02115. 
Inspection Report# : 2001005(pdf)  

Significance:  Sep 30, 2000 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Operator and Maintnenace Technician Errors During Restoration of the "B" RAT. 
The "B" reserve auxiliary transformer (RAT) gounding devices were not removed prior to the restoration of Bus 2 due 
to the improper make-up of the device operating linkage and the failure to verify removal of the devices. The licensee's 
event team identified several causal factors related to this problem. This event increased the potential for a loss of off-
site power (LOOP) transient but did not impact the performance of any mitigation systems. The inspector evaluated the 
event using Phase 1 of the significance determination process (SDP) and determined that the event was of very low 
significance (Green Finding) since no mitigation systems were affected. Operations procedure, OS1046.04, "345KV 
Operations," required visual verification that the grounds had been removed prior to the restoration of Bus 2. Technical 
Specification (TS) 6.7.1, requires, in part, that written procedures be established and implemented for activities covered 
by Appendix A of Regulatory Guide 1.33. Appendix A of Regulatory Guide 1.33 requires that procedures be developed 
for operation of the electrical system. Contrary to the above, the licensee failed to properly implement operations 
procedure OS1046.04. This is a violation of TS 6.7.1. This violation is being treated as a non-cited violation consistent 
with the NRC enforcement policy.
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Inspection Report# : 2000007(pdf)  

Mitigating Systems 

Significance:  May 25, 2002 
Identified By: NRC 
Item Type: FIN Finding 
Inadequte Implementation of Work Controls Resulted in an Unexpected Loss of Two Annunciator Panels 
GREEN. The operators unexpectedly lost two of six hard wired annunciators in the control room due to breakdowns in 
the work control process including ineffective communications and insufficient review of the work document. The 
annunciator panels were quickly returned to service. The inability to recognize the impact of work on plant equipment 
and specifically the annunciator system could lead to a more significant event. The annunciator system provides 
operators important information to identify and respond to plant transients and equipment problems. Since the 
annunciators were lost for a short period of time and operability of mitigating equipment trains was not affected, the 
risk associated with this issue was determined to be of very low safety significance. The inspectors did not identify any 
violations of NRC requirements. (Section 1R13.1)  
Inspection Report# : 2002003(pdf)  

Significance:  May 25, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - Failure to Follow Work Control Procedures for Work Order Changes Associated With an Emergency 
Diesel Generator 
GREEN. The licensee performed an unauthorized change to a work order associated with an addition of a diode to the 
motor-operated potentiometer (MOP), which is part of the electrical governor control system for the "B" emergency 
diesel generator (EDG). This change did not receive the required reviews. The result was a surge on the input devices 
to the MOP and a subsequent aborted maintenance run of the EDG. Engineers, mechanics, and management reviews 
did not identify an additional problem caused by surge in the system prior to the maintenance run. The failure to follow 
procedures for the control of maintenance activities was a Non-Cited Violation of Technical Specification 6.7.1.a. 
Inadequate control of maintenance activities on risk significant safety-related equipment could lead to a more 
significant event and could affect the reliability and availability of mitigating equipment. Using the shutdown 
operations significance determination process, the inspectors determined the finding was of very low significance. 
(Section 1R13.2)  
Inspection Report# : 2002003(pdf)  

Significance:  Apr 17, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - Inadequate Corrective Actions Resulted in Air Intrusion in the "A' Emergency Diesel Generator 
Lubrication Oil System 
On April 17, 2002, following maintenance activities, the licensee experienced an air intrusion event into the "A" 
emergency diesel generator (EDG) lubrication oil system. The inspectors identified that the licensee had inadequate 
corrective actions to prevent reoccurrence of air intrusion in the EDG lubrication oil system. A prior air intrusion event 
caused the December 2000 failure of the "B' EDG. This finding affected the mitigating systems cornerstone because it 
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increased the probability for disrupting oil flow to the "A" EDG main bearings which could have resulted in failure of 
the EDG, impacting the reliability of the "A" EDG. The finding was determined to be of very low safety significance 
(GREEN), since the implementation of corrective actions for the "B" EDG failure, mitigated the overall consequence of 
the air intrusion into the "A" EDG lubrication oil system, and no actual damage to the "A" EDG occurred. The failure 
to implement effective corrective actions was a Non-Cited Violation of 10 CFR 50, Appendix "B", Criterion XVI, 
"Corrective Action." (Section 4OA2)  
Inspection Report# : 2002004(pdf)  

Significance:  Nov 27, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - Failure to Implement Appropriate Measures to Prevent Damage to the "B" Emergency Diesel Generator 
during Maintenance 
The NRC identified a Non-Cited Violation of Technical Specification 6.7, "Procedures and Programs," and station 
maintenance procedure, MA 3.3, "Housekeeping and Plant Material Condition," for the failure to implement 
appropriate caution to prevent damage to susceptible equipment important to safety during maintenance on the "B" 
emergency diesel generator on September 19, 2001. This resulted in a failure of a coupling on the diesel lube oil system 
and additional unavailability time for the associated emergency diesel generator. This finding had a credible impact on 
safety because the design of the lube oil coupling does not prevent failure from excessive pipe movement that can 
result from workers stepping or climbing on the associated pipe and no appropriate restrictions were developed to 
prevent such activity. Since routine work is done in the area associated with this piping at times when the diesel is 
maintained in an operable, standby condition, the failure of the lube oil coupling could have prevented the diesel from 
operating in response to emergency conditions. Although this finding affected the availability of the "B" emergency 
diesel generator, the inspectors determined that this finding was of very low safety significance because the diesel 
generator was already out-of-service for maintenance and work was in progress at the time and necessary repairs were 
made to the failed lube oil coupling within the allowed outage time in the facility technical specifications. Because this 
finding is of very low safety significance and it was captured in the licensee's corrective action program, this finding is 
being treated as a Non-Cited Violation consistent with Section VI.A.1 of the NRC Enforcement Policy.  
Inspection Report# : 2001010(pdf)  

Significance:  Sep 28, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - Failure to Determine the Cause of Material Deficiencies associated with the "A" RHR Pump Motor 
Leads and Identify and Take Corrective Actions to Preclude Recurrence 
A non-cited violation of 10CFR50 Appendix B, Criterion XVI was issued regarding the failure to determine the cause 
of material deficiencies associated with the "A" Residual Heat Removal (RHR) pump motor leads, and identify and 
take corrective actions to preclude recurrence. These material deficiencies included a normally torqued lug found to be 
finger tight and about half the strands to a motor lead found to be severed. The finding was determined to be of very 
low safety significance (Green) since these material deficiencies did not result in the loss of RHR train safety function, 
the "A" RHR pump continued to meet periodic surveillance test requirements, and the team did not identify other 
similar conditions on safety related motors. 
Inspection Report# : 2001012(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
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NCV - failure to establish procedures to monitor and correct debris levels in the service water bays. 
The NRC identified a Non-Cited Violation for failure to establish appropriate procedural controls to monitor and 
correct debris levels in the service water bays. The results from an intake structure inspection during the seventh 
refueling outage found that the debris levels in both service water (SW) bays in proximity to the pumps were 2½ to 3½ 
feet above the SW pump suction bells. The substantial debris accumulation in the SW pump bay was viewed as a 
precursor to a significant event with a reasonable potential for common cause failure of all SW pumps. Since there was 
no actual loss of SW system function, the risk associated with this issue was determined to be of very low safety 
significance by the significance determination process. 
Inspection Report# : 2001007(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - failure to promptly identify and correct degraded EFW pump oil bubblers. 
The NRC identified a Non-Cited Violation for failure to promptly identify and correct degraded emergency feedwater 
pump oil bubblers. This failure to adequately evaluate available industry experience and maintenance identified 
problems could have affected operability of both emergency feedwater pumps. The safety significance of this finding 
was very low because the degraded condition did not completely block oil flow and the pumps had not experienced any 
active lubricating oil leaks in the past two years. Therefore, the pumps would have been capable of performing their 
safety function. 
Inspection Report# : 2001007(pdf)  

Significance:  Apr 25, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - Design Control Failure Associated with Inputs in RWST Level Calculation 
The NRC identified two design input errors in engineering calculations which led to non-conservative results 
associated with a plant design change and an instrument setpoint. A design input error for refueling water storage tank 
(RWST) level used in a pump performance calculation resulted in the use of non-conservative emergency core cooling 
system pump flow rates to support design change DCR 00-013, "Manual Transfer to Cold Leg Recirculation." Also, the 
failure to include a loop uncertainty allowance for the RWST contained volume water level instrument resulted in a 
non-conservative alarm setpoint. These design input errors were a violation of 10 CFR 50, Appendix B, Criterion III, 
Design Control. The issue was a non-cited violation and was entered into the licensee's corrective action program. The 
conditions associated with this violation were determined to be of very low safety significance since compensating 
margins existed and, when applied to the calculation results, provided assurance of system functionality. 
Inspection Report# : 2001004(pdf)  

Significance:  Mar 23, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - Failure to Evaluate and Correct Problems With the Turbine Driven Emergency Feedwater Pump 
An apparent violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," associated with the failure to 
evaluate significant conditions adverse to quality involving the turbine driven emergency feedwater pump was 
identified. The failure of the pump to function when called upon degrades the mitigating function of the emergency 
feedwater system. The licensee entered this issue into the corrective action system as CR 01-02120. This violation is 
being treated as a non-cited violation consistent with Section VI.A.1 of the NRC Enforcement Policy, issued May 1, 
2000 
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Inspection Report# : 2001005(pdf)  

Significance:  Feb 17, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to properly develop an adequate operating procedure for pressurization of the standby shutdown 
cooling train 
The NRC identified a failure to properly develop an adequate operating procedure for pressurization of the standby 
shutdown cooling train, and failure to properly implement the maintenance procedure for adjusting the ring setting on 
safety-related relief valves. These findings of very low significance were identified by the licensee and are violations of 
NRC requirements which meet the criteria of Section VI of the NRC Enforcement Policy, NUREG-1600. 
Inspection Report# : 2001002(pdf)  

Significance:  Jan 18, 2001 
Identified By: NRC 
Item Type: VIO Violation 
Inadequate Corrective Actions Related to Degraded Conditions of Cylinder Liners to DG-1B 
White. An apparent violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," was identified by the 
inspectors associated with the failure to evaluate significant conditions adverse to quality involving degraded 
components in emergency diesel generator DG-1B. Failure to adequately evaluate industry operating experience, 
identify and evaluate equipment problems, and correct deficiencies resulted in degraded component conditions of the 
emergency diesel generators that were potential causes that led to the DG-1B diesel engine failure on November 1, 
2000. These issues represented a failure by NAESCo to implement effective corrective actions for degraded 
components which had safety significance. This issue has a low to moderate safety significance, based on the results of 
the phase 3 SDP analysis, because emergency diesel generators are an important mitigating system during a loss of off-
site power event. This apparent violation was subsequently converted into violation 50-443/00-011-01. Also 
contributing to the White finding was an apparent violation of 10 CFR 50, Appendix B, Criterion V, "Instructions 
Procedures, and Drawings." NAESCO failed to establish appropriate quantitative or qualitative acceptance criteria for 
boroscopic inspections of the diesel generator cylinder liners. A supplemental inspection (Inspection Report No. 50-
443/00-013) was performed by the NRC to assess the licensee's evaluation associated with the inoperability of the "B" 
emergency diesel generator, which occurred on November 1, 2000. In NRC Special Inspection Report No. 50-443/00-
011, and in a letter to Seabrook from Mr. Hubert Miller, dated June 29, 2001, the NRC identified a violation involving 
the licensee's failure to promptly identify and correct conditions adverse to quality that resulted in the "B" diesel 
generator failure. This performance issue was characterized as having low to moderate risk significance ("White") in 
the referenced letter. During this supplemental inspection performed in accordance with Inspection Procedure 95001, 
the inspectors determined that the licensee performed a comprehensive evaluation of the inoperable diesel, including a 
subsequent failure of the engine No. 5 main bearing, which occurred on December 3, 2000. This additional failure had 
not been previously reviewed during the NRC Special Inspection. The inoperable diesel was identified by the licensee 
during the conduct of a surveillance test involving an endurance run of 24 hours. The licensee's evaluation identified 
that the cause of the No. 7 piston liner failure was uneven thermal expansion causing the piston liner to piston skirt 
tolerance to diminish to the point that scoring on the liner occurred. This resulted in the failure of the No. 7 cylinder 
and the crankcase explosion. Relative to the No. 5 main bearing failure, the licensee determined that the most probable 
causes were either inadequate bearing crush during bearing installation, or a loss of bearing lubricant film during post-
repair engine break-in runs. Relative to the performance issue identified by the NRC, the licensee determined that the 
primary root cause (which can be attributed to the inoperable "B" EDG) was that identified degraded conditions were 
not properly evaluated for cause, corrective action, and extent of condition. This issue was not limited to the diesel 
generator and the licensee has taken corrective actions to ensure that identified problems are documented in their 
corrective action program so that they will be properly evaluated to prevent recurrence. Due to the licensee's overall 
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acceptable performance in addressing the inoperable diesel generator, 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." Based on the adequacy of the licensee's evaluations, corrective 
actions taken and planned, and the information contained in the licensee's letter dated July 27, 2001, Notice of 
Violation (NOV) 50-443/00-011-01 associated with the "B" emergency diesel generator failure has been closed. 
Inspection Report# : 2000011(pdf)  

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Develop an Adequate 10 CFR 50.59 Safety Evaluation Prior to Removing the "A" EDG From Service 
while the "B" EDG was Inoperable 
The "A" emergency diesel generator (EDG) was removed from service while the "B" EDG was inoperable to perform a 
maintenance outage. The licensee's 10 CFR 50.59 evaluation did not properly consider whether this activity increased 
the likelihood of the occurrence of malfunction of the emergency power supply to the spent fuel pool cooling system. 
This activity was considered to be of very low risk since all fuel was located in the spent fuel pool and the time to boil 
following a loss of cooling was over twelve hours, temporary EDGs and non-electric powered inventory sources were 
available and the licensee implemented appropriate measures to control the risk while the plant was in this 
configuration. The inspector reviewed NRC Manual Chapter 0609, Appendix G, "Shutdown Operations Significance 
Determination Process," and determined that the configuration described above did not exceed any of the criteria that 
would have required a Phase 2 analysis. Therefore, this finding was determined to be of very low significance (Green). 
The failure to properly evaluate this activity was considered to be a violation of 10 CFR 50.59 and entered into the 
licensee's corrective action program. This low risk, violation is being treated as a non-cited violation consistent with the 
NRC's enforcement policy (NCV 00-08-01) (Section R13). 
Inspection Report# : 2000008(pdf)  

Significance:  Aug 19, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Post-Maintenance Testing Following ADSV Maintenance. 
The NRC identified, during post-maintenance testing on the 'C' atmospheric steam dump valve (ASDV), that the 
reactor operator failed to identify that the valve operated faster than specified. The emergency operating procedures 
required that the ASDVs operate properly to isolate a faulted steam generator (closed direction) and to provide a 
method for conducting a primary plant cooldown (open direction). The licensee attributed the valve operating problem 
to the improper positioning of the ASDV control switch and determined that the test procedure did not provide 
adequate guidance for performing this activity. The test procedure deficiency had the potential to mask a degraded 
valve operating condition. The ASDV operated properly during follow-up testing. This issue was considered green in 
the significance determination process since the actual valve operation was not affected by the test procedure problem.
Inspection Report# : 2000006(pdf)  

Significance:  Jul 01, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Test Program For Monitoring The Safety Related Control Building Air Conditioning System 
Performance 
A formal test program had not been developed to ensure that the control building air conditioning (CBA) system would 
remain capable of performing its design safety function during plant operation. Criterion XI, "Test Control," of 
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Appendix B to 10 CFR 50, requires, in part, that written test procedures be established to demonstrate that components 
will perform satisfactorily in-service. The failure to develop an adequate test program for monitoring the CBA system 
performance was not considered a violation since the system had been recently installed and the NUREG 1431 
specified test periodicity had not been exceeded. The NRC used the significance determination process to evaluate the 
risk significance of not developing an adequate test program for the CBA system. This issue was considered a green 
finding in the significnace determination process since it did not affect the immediate operability of the system. 
Inspection Report# : 2000005(pdf)  

Barrier Integrity 

Significance:  May 19, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
NCV - Failure to Properly Implement Refueling Procedures Resulted in a Thimble Plug not Installed in the 
Reactor Core 
Technical Specification 6.7.1.a requires that written procedures shall be implemented covering the activities described 
in Appendix A of Regulatory Guide 1.33, Rev.2. Regulatory Guide 1.33 requires procedures for refueling and core 
alternations. Contrary to the above, on November 28,2000, the refueling senior reactor operator failed to properly 
verify the component type (thimble plug) in fuel assembly J53 and therefore failed to implement Procedure RS0721, 
"Refueling Administrative Control," rev.2, Chg.4. This failure resulted in a thimble plug not installed in the reactor 
core as required during the last refueling outage. Licensee Identified Non-cited Violation 
Inspection Report# : 2001006(pdf)  

Significance:  Dec 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Install Components Inside the Containment per the Applicable Drawing 
One finding was identified involving the installation of permanent structures inside the containment that did not meet 
the required separation distance to the containment liner as specified in structural drawing 101417. This specification 
required a separation of 0.5 inch be maintained between the containment liner and permanently installed structures 
located inside the containment. The inspector evaluated this finding using Appendix A (Phase 1) of the significance 
determination process and determined that the event was of very low significance (Green) since the issue did not 
involve an actual open pathway in the physical integrity of the containment. Criteria X of Appendix B, to 10 CFR 50, 
requires, in part, that a program for the inspection of activities affecting quality be estalbished an executed to verify 
conformance with documented instructions, procedures and drawings. Contrary to the above, the licensee failed to 
ensure that structural components located inside the containment were properly installed per structural drawing 101417. 
This is a violation of 10 CFR 50, Appendix B. This low risk violation has been entered into the licensee's corrective 
action program under condition report 00-13771 and is being treated as a non-cited violation consistent with the NRC 
enforcement policy. (Section R20) (NCV 00-09-01) 
Inspection Report# : 2000009(pdf)  

Emergency Preparedness 
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Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Miscellaneous 
Significance: N/A Sep 28, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Adequate Identification and Resolution of Problems but Areas for Improvement Identified 
The NRC concluded that, based on the samples reviewed, the overall implementaion of the corrective action program at 
Seabrook Station was acceptable. The licensee was identifying problems at an appropriate level and entering them into 
their corrective action program. The backlog of corrective actions appeared to be appropriately managed, and the 
actions taken for the identified problems were generally adequate to correct the problem and prevent recurrence. The 
licensee's evaluation of problems were generally of adequate depth to identify the causes and appropriately broad to 
address the extent of conditions However, some examples were identified in which problems were not thoroughly 
evaluated to determine the cause or appropriately broad to address the extent of condition. One example, involving 
residual heat removal motor material deficiencies, was determined to be a Green finding. Additionally, as identified 
during NRC Special Inspections 50-443/00-011 and 01-005, the failures to evaluate problems in sufficient detail 
contributed to the failures of the B emergency diesel generator and turbine driven emergency feed pump. 
Inspection Report# : 2001012(pdf)  

Significance: N/A Mar 23, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Degrading Trend in Problem Identification & Resolution Program 
Problem identification and resolution issues were identified in both the initiating event and mitigating system 
cornerstones. The root causes associated with the partial loss of the offsite lines and the failure of the turbine driven 
emergency feedwater pump stemmed from inadequacies in the corrective action process and untimely incorporation of 
vendor technical information into plant procedures. In another event in November 2000, failure of emergency diesel 
generator "B" was a result of deficiencies in the corrective action process as well as failure to incorporate industry 
operating experience into the testing program 
Inspection Report# : 2001005(pdf)  

Significance: N/A Sep 15, 2000 
Identified By: NRC 
Item Type: FIN Finding 
PIR Team Summary 
The NRC concluded that significant conditions adverse to safety were properly identified and captured in the condition 
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report program. A recently implemented electronic condition reporting system along with additional computer 
workstations provided for use by the non-office staff, promoted easy access for the reporting of safety issues. 
Appropriate significance and priority of problems was assigned by a team representing all major departments. The 
formal root cause analyses reviewed were found to be appropriate. Lower significance issue cause evaluation were 
generally effective. A management review team, representing all departments, reviewed and approved all root cause 
evaluations and effectively screened the closure of condition reports that were significant conditions adverse to quality. 
Corrective actions for identified issues were commensurate with the safety significance of the issues. The corrections 
were sensitive to the necessity for reliable equipment performance. The extent of condition, generic applicability for 
significant conditions adverse to safety were properly considered and implemented. Corrective actions were generally 
effective in preventing recurrence. However, Seabrook has identified several repetitive and lingering minor problems 
for which corrective actions have not been fully effective. For example, human performance issues included tagging 
errors and unannounced emergency drill attendance. Seabrook maintained a separate engineering staff overseen by 
Nuclear Oversight that provided a broad review of both internal and external industry events. Appropriate awareness of 
significant industry operating experience was evident. Operating experience information was distributed and utilized by 
appropriate departments. An effective nuclear oversight audit and plant performance assessment program was 
complimented by a large number of departmental self-assessments of good quality. Assignment of departmental self-
assessments was generally well focused. The NRC did not identify any indications of staff reluctance to bring forward 
safety issues. 
Inspection Report# : 2000010(pdf)  

Last modified : August 29, 2002 
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Seabrook 1 

Initiating Events 

Significance:  Dec 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - Failure to Implement Effective Corrective Actions to Prior Control Rod Drops of Several Steps Resulted 
in a Reactor Trip 
The NRC identified that the licensee failed to implement effective corrective actions to prevent a control rod drop and 
subsequent reactor trip in October 2001. From May 2000 through August 2001, the licensee experienced control rods 
dropping several steps. The root cause performed in December 2000 was incorrect, corrective actions taken were 
narrowly focused, and subsequent actions were ineffective in preventing the reactor trip. The reactor trip, a transient on 
the plant, was a credible impact on safety. The finding was determined to be of very low safety significance (GREEN) 
since only the initiating event cornerstone was affected and the finding had no impact on mitigating systems. The 
failure to implement effective corrective actions was a Non-Cited Violation of 10 CFR 50 Appendix "B" Criterion XVI 
"Corrective Action." 
Inspection Report# : 2001011(pdf)  

Significance:  Mar 23, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Failure to take Effective Corrective Actions on 345Kv Bushing Affected Offsite Power 
Failure to take appropriate actions to address a 1997 event involving the 345 KV bushing arcing and preclude a similar 
event from occurring in March 2001. Although not associated with safety-related equipment, the failure led to a plant 
trip. The licensee entered this deficiency into the corrective action system as CR 01-02115. 
Inspection Report# : 2001005(pdf)  

Significance:  Sep 30, 2000 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Operator and Maintnenace Technician Errors During Restoration of the "B" RAT. 
The "B" reserve auxiliary transformer (RAT) gounding devices were not removed prior to the restoration of Bus 2 due 
to the improper make-up of the device operating linkage and the failure to verify removal of the devices. The licensee's 
event team identified several causal factors related to this problem. This event increased the potential for a loss of off-
site power (LOOP) transient but did not impact the performance of any mitigation systems. The inspector evaluated the 
event using Phase 1 of the significance determination process (SDP) and determined that the event was of very low 
significance (Green Finding) since no mitigation systems were affected. Operations procedure, OS1046.04, "345KV 
Operations," required visual verification that the grounds had been removed prior to the restoration of Bus 2. Technical 
Specification (TS) 6.7.1, requires, in part, that written procedures be established and implemented for activities covered 
by Appendix A of Regulatory Guide 1.33. Appendix A of Regulatory Guide 1.33 requires that procedures be developed 
for operation of the electrical system. Contrary to the above, the licensee failed to properly implement operations 
procedure OS1046.04. This is a violation of TS 6.7.1. This violation is being treated as a non-cited violation consistent 
with the NRC enforcement policy. 
Inspection Report# : 2000007(pdf)  
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Mitigating Systems 

Significance:  Sep 28, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions and Extent of Condition Reviews for Two Hot Connections Found in the EDG 
Control Panel 
Green. The inspectors identified a Non-Cited Violation of 10 CFR 50, Appendix B, Criterion XVI "Corrective Action," 
in that corrective actions were not adequate for degraded electrical connections found on rectifier bank #1 for the "B" 
Emergency Diesel Generator (EDG) in October 2001. The degraded rectifier bank connections were characterized as 
"serious" by industry standards for thermography and required prompt corrective maintenance. The licensee's 
corrective actions did not adequately evaluate whether the cause was applicable to rectifier bank #2. In July 2002, 
during troubleshooting efforts for problems with the "B" EDG, two additional "serious" hot connections were 
discovered on rectifier bank #2. The finding was considered more than minor because if the finding was left 
uncorrected, the degraded connections could have degraded further and impacted the reliability of the EDG. The 
finding was determined to be of very low safety significance (Green) since the hot connections did not result in an 
actual failure of the EDG. Because the finding is of very low safety significance and the finding was captured in the 
licensee's corrective action program, this finding is being treated as a Non-Cited Violations, consistent with Section 
VI.A.1 of the NRC Enforcement Policy. (Section 1R22)  
Inspection Report# : 2002005(pdf)  

Significance:  Aug 09, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - Failure to Test "A" EDG within 24-hours of the failure of the "B" EDG as required by Techinical 
Specification 3.8.1.1, action b 
Green. A violation of Technical Specification 3.8.1.1 associated with the failure to test the "A" emergency diesel 
generator (EDG) within 24 hours of the "B" EDG being declared inoperable. The issue was entered in the corrective 
action system as CR 02-11795. This violation is being treated as a non-cited violation consistent with Section VI.A.1 of 
the NRC Enforcement Policy. The finding is more than minor since failure of the emergency diesel generator could 
affect the mitigating system cornerstone. The risk of this finding is determined to be of very low safety significance 
because the mitigating function of the EDG system was not lost since "A" EDG remained operable during the period of 
time that the "B" EDG was unavailable. 
Inspection Report# : 2002010(pdf)  

Significance:  May 25, 2002 
Identified By: NRC 
Item Type: FIN Finding 
Inadequte Implementation of Work Controls Resulted in an Unexpected Loss of Two Annunciator Panels 
GREEN. The operators unexpectedly lost two of six hard wired annunciators in the control room due to breakdowns in 
the work control process including ineffective communications and insufficient review of the work document. The 
annunciator panels were quickly returned to service. The inability to recognize the impact of work on plant equipment 
and specifically the annunciator system could lead to a more significant event. The annunciator system provides 
operators important information to identify and respond to plant transients and equipment problems. Since the 
annunciators were lost for a short period of time and operability of mitigating equipment trains was not affected, the 
risk associated with this issue was determined to be of very low safety significance. The inspectors did not identify any 
violations of NRC requirements. (Section 1R13.1)  
Inspection Report# : 2002003(pdf)  
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Significance:  May 25, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - Failure to Follow Work Control Procedures for Work Order Changes Associated With an Emergency 
Diesel Generator 
GREEN. The licensee performed an unauthorized change to a work order associated with an addition of a diode to the 
motor-operated potentiometer (MOP), which is part of the electrical governor control system for the "B" emergency 
diesel generator (EDG). This change did not receive the required reviews. The result was a surge on the input devices 
to the MOP and a subsequent aborted maintenance run of the EDG. Engineers, mechanics, and management reviews 
did not identify an additional problem caused by surge in the system prior to the maintenance run. The failure to follow 
procedures for the control of maintenance activities was a Non-Cited Violation of Technical Specification 6.7.1.a. 
Inadequate control of maintenance activities on risk significant safety-related equipment could lead to a more 
significant event and could affect the reliability and availability of mitigating equipment. Using the shutdown 
operations significance determination process, the inspectors determined the finding was of very low significance. 
(Section 1R13.2)  
Inspection Report# : 2002003(pdf)  

Significance:  Apr 17, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - Inadequate Corrective Actions Resulted in Air Intrusion in the "A' Emergency Diesel Generator 
Lubrication Oil System 
On April 17, 2002, following maintenance activities, the licensee experienced an air intrusion event into the "A" 
emergency diesel generator (EDG) lubrication oil system. The inspectors identified that the licensee had inadequate 
corrective actions to prevent reoccurrence of air intrusion in the EDG lubrication oil system. A prior air intrusion event 
caused the December 2000 failure of the "B' EDG. This finding affected the mitigating systems cornerstone because it 
increased the probability for disrupting oil flow to the "A" EDG main bearings which could have resulted in failure of 
the EDG, impacting the reliability of the "A" EDG. The finding was determined to be of very low safety significance 
(GREEN), since the air intrusion into the lubricating oil system did not result in damage to the "A" EDG. The failure to 
implement effective corrective actions was a Non-Cited Violation of 10 CFR 50, Appendix "B", Criterion XVI, 
"Corrective Action." (Section 4OA2)  
Inspection Report# : 2002004(pdf)  

Significance:  Nov 27, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - Failure to Implement Appropriate Measures to Prevent Damage to the "B" Emergency Diesel Generator 
during Maintenance 
The NRC identified a Non-Cited Violation of Technical Specification 6.7, "Procedures and Programs," and station 
maintenance procedure, MA 3.3, "Housekeeping and Plant Material Condition," for the failure to implement 
appropriate caution to prevent damage to susceptible equipment important to safety during maintenance on the "B" 
emergency diesel generator on September 19, 2001. This resulted in a failure of a coupling on the diesel lube oil system 
and additional unavailability time for the associated emergency diesel generator. This finding had a credible impact on 
safety because the design of the lube oil coupling does not prevent failure from excessive pipe movement that can 
result from workers stepping or climbing on the associated pipe and no appropriate restrictions were developed to 
prevent such activity. Since routine work is done in the area associated with this piping at times when the diesel is 
maintained in an operable, standby condition, the failure of the lube oil coupling could have prevented the diesel from 
operating in response to emergency conditions. Although this finding affected the availability of the "B" emergency 
diesel generator, the inspectors determined that this finding was of very low safety significance because the diesel 
generator was already out-of-service for maintenance and work was in progress at the time and necessary repairs were 
made to the failed lube oil coupling within the allowed outage time in the facility technical specifications. Because this 
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finding is of very low safety significance and it was captured in the licensee's corrective action program, this finding is 
being treated as a Non-Cited Violation consistent with Section VI.A.1 of the NRC Enforcement Policy.  
Inspection Report# : 2001010(pdf)  

Significance:  Oct 04, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to perform an adequate calculation of ECCS pump suction piping void migration because of 
mathematical and assumption errors. 
Green. A non-cited violation of 10 CFR Appendix B, Criterion III, "Design Control," for failure to identify calculation 
errors regarding air void acceptance criteria for emergency core cooling piping. The calculation errors resulted in an 
incorrect conclusion that air voids in charging and safety injection pump suction piping high points would not likely be 
entrained in system flow. This issue was more than minor because the incorrect conclusion could reasonably be viewed 
as a precursor to a more significant event affecting the mitigating systems cornerstone. Specifically, the void limits 
were based on engineering judgement rather than a technical assessment of charging and safety injection pump 
performance with void entrainment in the system flow. However, the issue was determined to have very low safety 
significance in accordance with Phase I of the SDP. The availability of the pumps was never affected because the 
procedural acceptance criteria limited the detectable air void volumes to a point that performance would not have been 
degraded. 
Inspection Report# : 2002011(pdf)  

Significance:  Sep 28, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - Failure to Determine the Cause of Material Deficiencies associated with the "A" RHR Pump Motor 
Leads and Identify and Take Corrective Actions to Preclude Recurrence 
A non-cited violation of 10CFR50 Appendix B, Criterion XVI was issued regarding the failure to determine the cause 
of material deficiencies associated with the "A" Residual Heat Removal (RHR) pump motor leads, and identify and 
take corrective actions to preclude recurrence. These material deficiencies included a normally torqued lug found to be 
finger tight and about half the strands to a motor lead found to be severed. The finding was determined to be of very 
low safety significance (Green) since these material deficiencies did not result in the loss of RHR train safety function, 
the "A" RHR pump continued to meet periodic surveillance test requirements, and the team did not identify other 
similar conditions on safety related motors. 
Inspection Report# : 2001012(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - failure to establish procedures to monitor and correct debris levels in the service water bays. 
The NRC identified a Non-Cited Violation for failure to establish appropriate procedural controls to monitor and 
correct debris levels in the service water bays. The results from an intake structure inspection during the seventh 
refueling outage found that the debris levels in both service water (SW) bays in proximity to the pumps were 2½ to 3½ 
feet above the SW pump suction bells. The substantial debris accumulation in the SW pump bay was viewed as a 
precursor to a significant event with a reasonable potential for common cause failure of all SW pumps. Since there was 
no actual loss of SW system function, the risk associated with this issue was determined to be of very low safety 
significance by the significance determination process. 
Inspection Report# : 2001007(pdf)  

Significance:  Jun 30, 2001 
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Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - failure to promptly identify and correct degraded EFW pump oil bubblers. 
The NRC identified a Non-Cited Violation for failure to promptly identify and correct degraded emergency feedwater 
pump oil bubblers. This failure to adequately evaluate available industry experience and maintenance identified 
problems could have affected operability of both emergency feedwater pumps. The safety significance of this finding 
was very low because the degraded condition did not completely block oil flow and the pumps had not experienced any 
active lubricating oil leaks in the past two years. Therefore, the pumps would have been capable of performing their 
safety function. 
Inspection Report# : 2001007(pdf)  

Significance:  Apr 25, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - Design Control Failure Associated with Inputs in RWST Level Calculation 
The NRC identified two design input errors in engineering calculations which led to non-conservative results 
associated with a plant design change and an instrument setpoint. A design input error for refueling water storage tank 
(RWST) level used in a pump performance calculation resulted in the use of non-conservative emergency core cooling 
system pump flow rates to support design change DCR 00-013, "Manual Transfer to Cold Leg Recirculation." Also, the 
failure to include a loop uncertainty allowance for the RWST contained volume water level instrument resulted in a 
non-conservative alarm setpoint. These design input errors were a violation of 10 CFR 50, Appendix B, Criterion III, 
Design Control. The issue was a non-cited violation and was entered into the licensee's corrective action program. The 
conditions associated with this violation were determined to be of very low safety significance since compensating 
margins existed and, when applied to the calculation results, provided assurance of system functionality. 
Inspection Report# : 2001004(pdf)  

Significance:  Mar 23, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NCV - Failure to Evaluate and Correct Problems With the Turbine Driven Emergency Feedwater Pump 
An apparent violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," associated with the failure to 
evaluate significant conditions adverse to quality involving the turbine driven emergency feedwater pump was 
identified. The failure of the pump to function when called upon degrades the mitigating function of the emergency 
feedwater system. The licensee entered this issue into the corrective action system as CR 01-02120. This violation is 
being treated as a non-cited violation consistent with Section VI.A.1 of the NRC Enforcement Policy, issued May 1, 
2000 
Inspection Report# : 2001005(pdf)  

Significance:  Feb 17, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to properly develop an adequate operating procedure for pressurization of the standby shutdown 
cooling train 
The NRC identified a failure to properly develop an adequate operating procedure for pressurization of the standby 
shutdown cooling train, and failure to properly implement the maintenance procedure for adjusting the ring setting on 
safety-related relief valves. These findings of very low significance were identified by the licensee and are violations of 
NRC requirements which meet the criteria of Section VI of the NRC Enforcement Policy, NUREG-1600. 
Inspection Report# : 2001002(pdf)  
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Significance:  Jan 18, 2001 
Identified By: NRC 
Item Type: VIO Violation 
Inadequate Corrective Actions Related to Degraded Conditions of Cylinder Liners to DG-1B 
White. An apparent violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," was identified by the 
inspectors associated with the failure to evaluate significant conditions adverse to quality involving degraded 
components in emergency diesel generator DG-1B. Failure to adequately evaluate industry operating experience, 
identify and evaluate equipment problems, and correct deficiencies resulted in degraded component conditions of the 
emergency diesel generators that were potential causes that led to the DG-1B diesel engine failure on November 1, 
2000. These issues represented a failure by NAESCo to implement effective corrective actions for degraded 
components which had safety significance. This issue has a low to moderate safety significance, based on the results of 
the phase 3 SDP analysis, because emergency diesel generators are an important mitigating system during a loss of off-
site power event. This apparent violation was subsequently converted into violation 50-443/00-011-01. Also 
contributing to the White finding was an apparent violation of 10 CFR 50, Appendix B, Criterion V, "Instructions 
Procedures, and Drawings." NAESCO failed to establish appropriate quantitative or qualitative acceptance criteria for 
boroscopic inspections of the diesel generator cylinder liners. A supplemental inspection (Inspection Report No. 50-
443/00-013) was performed by the NRC to assess the licensee's evaluation associated with the inoperability of the "B" 
emergency diesel generator, which occurred on November 1, 2000. In NRC Special Inspection Report No. 50-443/00-
011, and in a letter to Seabrook from Mr. Hubert Miller, dated June 29, 2001, the NRC identified a violation involving 
the licensee's failure to promptly identify and correct conditions adverse to quality that resulted in the "B" diesel 
generator failure. This performance issue was characterized as having low to moderate risk significance ("White") in 
the referenced letter. During this supplemental inspection performed in accordance with Inspection Procedure 95001, 
the inspectors determined that the licensee performed a comprehensive evaluation of the inoperable diesel, including a 
subsequent failure of the engine No. 5 main bearing, which occurred on December 3, 2000. This additional failure had 
not been previously reviewed during the NRC Special Inspection. The inoperable diesel was identified by the licensee 
during the conduct of a surveillance test involving an endurance run of 24 hours. The licensee's evaluation identified 
that the cause of the No. 7 piston liner failure was uneven thermal expansion causing the piston liner to piston skirt 
tolerance to diminish to the point that scoring on the liner occurred. This resulted in the failure of the No. 7 cylinder 
and the crankcase explosion. Relative to the No. 5 main bearing failure, the licensee determined that the most probable 
causes were either inadequate bearing crush during bearing installation, or a loss of bearing lubricant film during post-
repair engine break-in runs. Relative to the performance issue identified by the NRC, the licensee determined that the 
primary root cause (which can be attributed to the inoperable "B" EDG) was that identified degraded conditions were 
not properly evaluated for cause, corrective action, and extent of condition. This issue was not limited to the diesel 
generator and the licensee has taken corrective actions to ensure that identified problems are documented in their 
corrective action program so that they will be properly evaluated to prevent recurrence. Due to the licensee's overall 
acceptable performance in addressing the inoperable diesel generator, 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." Based on the adequacy of the licensee's evaluations, corrective 
actions taken and planned, and the information contained in the licensee's letter dated July 27, 2001, Notice of 
Violation (NOV) 50-443/00-011-01 associated with the "B" emergency diesel generator failure has been closed. 
Inspection Report# : 2000011(pdf)  

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Develop an Adequate 10 CFR 50.59 Safety Evaluation Prior to Removing the "A" EDG From Service 
while the "B" EDG was Inoperable 
The "A" emergency diesel generator (EDG) was removed from service while the "B" EDG was inoperable to perform a 
maintenance outage. The licensee's 10 CFR 50.59 evaluation did not properly consider whether this activity increased 
the likelihood of the occurrence of malfunction of the emergency power supply to the spent fuel pool cooling system. 
This activity was considered to be of very low risk since all fuel was located in the spent fuel pool and the time to boil 
following a loss of cooling was over twelve hours, temporary EDGs and non-electric powered inventory sources were 
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available and the licensee implemented appropriate measures to control the risk while the plant was in this 
configuration. The inspector reviewed NRC Manual Chapter 0609, Appendix G, "Shutdown Operations Significance 
Determination Process," and determined that the configuration described above did not exceed any of the criteria that 
would have required a Phase 2 analysis. Therefore, this finding was determined to be of very low significance (Green). 
The failure to properly evaluate this activity was considered to be a violation of 10 CFR 50.59 and entered into the 
licensee's corrective action program. This low risk, violation is being treated as a non-cited violation consistent with the 
NRC's enforcement policy (NCV 00-08-01) (Section R13). 
Inspection Report# : 2000008(pdf)  

Significance:  Aug 19, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Post-Maintenance Testing Following ADSV Maintenance. 
The NRC identified, during post-maintenance testing on the 'C' atmospheric steam dump valve (ASDV), that the 
reactor operator failed to identify that the valve operated faster than specified. The emergency operating procedures 
required that the ASDVs operate properly to isolate a faulted steam generator (closed direction) and to provide a 
method for conducting a primary plant cooldown (open direction). The licensee attributed the valve operating problem 
to the improper positioning of the ASDV control switch and determined that the test procedure did not provide 
adequate guidance for performing this activity. The test procedure deficiency had the potential to mask a degraded 
valve operating condition. The ASDV operated properly during follow-up testing. This issue was considered green in 
the significance determination process since the actual valve operation was not affected by the test procedure problem.
Inspection Report# : 2000006(pdf)  

Significance:  Jul 01, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Test Program For Monitoring The Safety Related Control Building Air Conditioning System 
Performance 
A formal test program had not been developed to ensure that the control building air conditioning (CBA) system would 
remain capable of performing its design safety function during plant operation. Criterion XI, "Test Control," of 
Appendix B to 10 CFR 50, requires, in part, that written test procedures be established to demonstrate that components 
will perform satisfactorily in-service. The failure to develop an adequate test program for monitoring the CBA system 
performance was not considered a violation since the system had been recently installed and the NUREG 1431 
specified test periodicity had not been exceeded. The NRC used the significance determination process to evaluate the 
risk significance of not developing an adequate test program for the CBA system. This issue was considered a green 
finding in the significnace determination process since it did not affect the immediate operability of the system. 
Inspection Report# : 2000005(pdf)  

Barrier Integrity 

Significance:  May 19, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
NCV - Failure to Properly Implement Refueling Procedures Resulted in a Thimble Plug not Installed in the 
Reactor Core 
Technical Specification 6.7.1.a requires that written procedures shall be implemented covering the activities described 
in Appendix A of Regulatory Guide 1.33, Rev.2. Regulatory Guide 1.33 requires procedures for refueling and core 
alternations. Contrary to the above, on November 28,2000, the refueling senior reactor operator failed to properly 
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verify the component type (thimble plug) in fuel assembly J53 and therefore failed to implement Procedure RS0721, 
"Refueling Administrative Control," rev.2, Chg.4. This failure resulted in a thimble plug not installed in the reactor 
core as required during the last refueling outage. Licensee Identified Non-cited Violation 
Inspection Report# : 2001006(pdf)  

Significance:  Dec 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Install Components Inside the Containment per the Applicable Drawing 
One finding was identified involving the installation of permanent structures inside the containment that did not meet 
the required separation distance to the containment liner as specified in structural drawing 101417. This specification 
required a separation of 0.5 inch be maintained between the containment liner and permanently installed structures 
located inside the containment. The inspector evaluated this finding using Appendix A (Phase 1) of the significance 
determination process and determined that the event was of very low significance (Green) since the issue did not 
involve an actual open pathway in the physical integrity of the containment. Criteria X of Appendix B, to 10 CFR 50, 
requires, in part, that a program for the inspection of activities affecting quality be estalbished an executed to verify 
conformance with documented instructions, procedures and drawings. Contrary to the above, the licensee failed to 
ensure that structural components located inside the containment were properly installed per structural drawing 101417. 
This is a violation of 10 CFR 50, Appendix B. This low risk violation has been entered into the licensee's corrective 
action program under condition report 00-13771 and is being treated as a non-cited violation consistent with the NRC 
enforcement policy. (Section R20) (NCV 00-09-01) 
Inspection Report# : 2000009(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Significance:  Sep 28, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Maintain Safeguards in Accordance with 10 CFR 73.55(b.1.i.) and the Licensee's Security Plan 
Green. An in-office review by Region I security specialists identified a non-cited violation of 10 CFR 73.55(b.1.i) and 
the requirements of Seabrook Physical Security Plan. On July 25, 2002, a member of the Security Response Force 
failed to respond to an intrusion alarm and was subsequently found inattentive while on duty. Failure of the response 
force member to respond to the intrusion alarm in a manner to assure conformance with the requirements of the 
Seabrook Station Physical Security Plan and Procedures was determined to have very low safety significance using the 
Interim Physical Significance Determination Process. The finding involved a vulnerability of Safeguards Systems or 
Plans, but no actual intrusion occurred and there have not been more than two similar findings in the past four quarters. 
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(Section 3PP3)  
Inspection Report# : 2002005(pdf)  

Miscellaneous 
Significance: N/A Sep 28, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Adequate Identification and Resolution of Problems but Areas for Improvement Identified 
The NRC concluded that, based on the samples reviewed, the overall implementaion of the corrective action program at 
Seabrook Station was acceptable. The licensee was identifying problems at an appropriate level and entering them into 
their corrective action program. The backlog of corrective actions appeared to be appropriately managed, and the 
actions taken for the identified problems were generally adequate to correct the problem and prevent recurrence. The 
licensee's evaluation of problems were generally of adequate depth to identify the causes and appropriately broad to 
address the extent of conditions However, some examples were identified in which problems were not thoroughly 
evaluated to determine the cause or appropriately broad to address the extent of condition. One example, involving 
residual heat removal motor material deficiencies, was determined to be a Green finding. Additionally, as identified 
during NRC Special Inspections 50-443/00-011 and 01-005, the failures to evaluate problems in sufficient detail 
contributed to the failures of the B emergency diesel generator and turbine driven emergency feed pump. 
Inspection Report# : 2001012(pdf)  

Significance: N/A Mar 23, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Degrading Trend in Problem Identification & Resolution Program 
Problem identification and resolution issues were identified in both the initiating event and mitigating system 
cornerstones. The root causes associated with the partial loss of the offsite lines and the failure of the turbine driven 
emergency feedwater pump stemmed from inadequacies in the corrective action process and untimely incorporation of 
vendor technical information into plant procedures. In another event in November 2000, failure of emergency diesel 
generator "B" was a result of deficiencies in the corrective action process as well as failure to incorporate industry 
operating experience into the testing program 
Inspection Report# : 2001005(pdf)  

Significance: N/A Sep 15, 2000 
Identified By: NRC 
Item Type: FIN Finding 
PIR Team Summary 
The NRC concluded that significant conditions adverse to safety were properly identified and captured in the condition 
report program. A recently implemented electronic condition reporting system along with additional computer 
workstations provided for use by the non-office staff, promoted easy access for the reporting of safety issues. 
Appropriate significance and priority of problems was assigned by a team representing all major departments. The 
formal root cause analyses reviewed were found to be appropriate. Lower significance issue cause evaluation were 
generally effective. A management review team, representing all departments, reviewed and approved all root cause 
evaluations and effectively screened the closure of condition reports that were significant conditions adverse to quality. 
Corrective actions for identified issues were commensurate with the safety significance of the issues. The corrections 
were sensitive to the necessity for reliable equipment performance. The extent of condition, generic applicability for 
significant conditions adverse to safety were properly considered and implemented. Corrective actions were generally 
effective in preventing recurrence. However, Seabrook has identified several repetitive and lingering minor problems 
for which corrective actions have not been fully effective. For example, human performance issues included tagging 
errors and unannounced emergency drill attendance. Seabrook maintained a separate engineering staff overseen by 
Nuclear Oversight that provided a broad review of both internal and external industry events. Appropriate awareness of 
significant industry operating experience was evident. Operating experience information was distributed and utilized by 
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appropriate departments. An effective nuclear oversight audit and plant performance assessment program was 
complimented by a large number of departmental self-assessments of good quality. Assignment of departmental self-
assessments was generally well focused. The NRC did not identify any indications of staff reluctance to bring forward 
safety issues. 
Inspection Report# : 2000010(pdf)  

Last modified : December 02, 2002 
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Seabrook 1 

Initiating Events 

Mitigating Systems 

Significance:  Oct 04, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Perform an Adequate Calculation of Emergency Core Cooling System (ECCS) Pump Suction Piping Void Migration 
because of Mathematical and Assumption Errors. 
A non-cited violation of 10 CFR Appendix B, Criterion III, "Design Control," for failure to identify calculation errors regarding air void 
acceptance criteria for emergency core cooling piping. The calculation errors resulted in an incorrect conclusion that air voids in charging and 
safety injection pump suction piping high points would not likely be entrained in system flow. This issue was more than minor because the 
incorrect conclusion could reasonably be viewed as a precursor to a more significant event affecting the mitigating systems cornerstone. 
Specifically, the void limits were based on engineering judgement rather than a technical assessment of charging and safety injection pump 
performance with void entrainment in the system flow. However, the issue was determined to have very low safety significance in accordance 
with Phase I of the SDP. The availability of the pumps was never affected because the procedural acceptance criteria limited the detectable air 
void volumes to a point that performance would not have been degraded. 
Inspection Report# : 2002011(pdf)  

Significance:  Sep 28, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions and Extent of Condition Reviews for Two Hot Connections Found in the Emergency Diesel Generator 
Control Panel 
The inspectors identified a Non-Cited Violation of 10 CFR 50, Appendix B, Criterion XVI "Corrective Action," in that corrective actions were 
not adequate for degraded electrical connections found on rectifier bank #1 for the "B" Emergency Diesel Generator (EDG) in October 2001. 
The degraded rectifier bank connections were characterized as "serious" by industry standards for thermography and required prompt 
corrective maintenance. The licensee's corrective actions did not adequately evaluate whether the cause was applicable to rectifier bank #2. In 
July 2002, during troubleshooting efforts for problems with the "B" EDG, two additional "serious" hot connections were discovered on rectifier 
bank #2. The finding was considered more than minor because if the finding was left uncorrected, the degraded connections could have 
degraded further and impacted the reliability of the EDG. The finding was determined to be of very low safety significance (Green) since the 
hot connections did not result in an actual failure of the EDG. Because the finding is of very low safety significance and the finding was 
captured in the licensee's corrective action program, this finding is being treated as a Non-Cited Violations, consistent with Section VI.A.1 of 
the NRC Enforcement Policy. 
Inspection Report# : 2002005(pdf)  

Significance:  Aug 09, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Test the "A" Emergency Diesel Generator (EDG) within 24-hours of the failure of the "B" EDG as required by Technical 
Specification 3.8.1.1, action b 
A violation of Technical Specification 3.8.1.1 associated with the failure to test the "A" emergency diesel generator (EDG) within 24 hours of 
the "B" EDG being declared inoperable. The issue was entered in the corrective action system as CR 02-11795. This violation is being treated 
as a non-cited violation consistent with Section VI.A.1 of the NRC Enforcement Policy. The finding is more than minor since failure of the 
emergency diesel generator could affect the mitigating system cornerstone. The risk of this finding is determined to be of very low safety 
significance because the mitigating function of the EDG system was not lost since "A" EDG remained operable during the period of time that 
the "B" EDG was unavailable. 
Inspection Report# : 2002010(pdf)  
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Significance:  May 25, 2002 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Implementation of Work Controls Resulted in an Unexpected Loss of Two Annunciator Panels 
The operators unexpectedly lost two of six hard wired annunciators in the control room due to breakdowns in the work control process 
including ineffective communications and insufficient review of the work document. The annunciator panels were quickly returned to service. 
The inability to recognize the impact of work on plant equipment and specifically the annunciator system could lead to a more significant 
event. The annunciator system provides operators important information to identify and respond to plant transients and equipment problems. 
Since the annunciators were lost for a short period of time and operability of mitigating equipment trains was not affected, the risk associated 
with this issue was determined to be of very low safety significance. The inspectors did not identify any violations of NRC requirements. 
Inspection Report# : 2002003(pdf)  

Significance:  May 25, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Work Control Procedures for Work Order Changes Associated With an Emergency Diesel Generator 
The licensee performed an unauthorized change to a work order associated with an addition of a diode to the motor-operated potentiometer 
(MOP), which is part of the electrical governor control system for the "B" emergency diesel generator (EDG). This change did not receive the 
required reviews. The result was a surge on the input devices to the MOP and a subsequent aborted maintenance run of the EDG. Engineers, 
mechanics, and management reviews did not identify an additional problem caused by surge in the system prior to the maintenance run. The 
failure to follow procedures for the control of maintenance activities was a Non-Cited Violation of Technical Specification 6.7.1.a. Inadequate 
control of maintenance activities on risk significant safety-related equipment could lead to a more significant event and could affect the 
reliability and availability of mitigating equipment. Using the shutdown operations significance determination process, the inspectors 
determined the finding was of very low significance. 
Inspection Report# : 2002003(pdf)  

Significance:  Apr 17, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions Resulted in Air Intrusion in the "A' Emergency Diesel Generator Lubrication Oil System 
On April 17, 2002, following maintenance activities, the licensee experienced an air intrusion event into the "A" emergency diesel generator 
(EDG) lubrication oil system. The inspectors identified that the licensee had inadequate corrective actions to prevent reoccurrence of air 
intrusion in the EDG lubrication oil system. A prior air intrusion event caused the December 2000 failure of the "B' EDG. This finding affected 
the mitigating systems cornerstone because it increased the probability for disrupting oil flow to the "A" EDG main bearings which could have 
resulted in failure of the EDG, impacting the reliability of the "A" EDG. The finding was determined to be of very low safety significance 
(GREEN), since the air intrusion into the lubricating oil system did not result in damage to the "A" EDG. The failure to implement effective 
corrective actions was a Non-Cited Violation of 10 CFR 50, Appendix "B", Criterion XVI, "Corrective Action."  
Inspection Report# : 2002004(pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 
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Physical Protection 

Significance:  Sep 28, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Maintain Safeguards in Accordance with 10 CFR 73.55(b.1.i.) and the Licensee's Security Plan (Security Officer Inattentive 
to Duty) 
An in-office review by Region I security specialists identified a non-cited violation of 10 CFR 73.55(b.1.i) and the requirements of Seabrook 
Physical Security Plan. On July 25, 2002, a member of the Security Response Force failed to respond to an intrusion alarm and was 
subsequently found inattentive while on duty. Failure of the response force member to respond to the intrusion alarm in a manner to assure 
conformance with the requirements of the Seabrook Station Physical Security Plan and Procedures was determined to have very low safety 
significance using the Interim Physical Significance Determination Process. The finding involved a vulnerability of Safeguards Systems or 
Plans, but no actual intrusion occurred and there have not been more than two similar findings in the past four quarters. 
Inspection Report# : 2002005(pdf)  

Miscellaneous 

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

Initiating Events 

Mitigating Systems 

Significance:  Mar 29, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Appropriate Action to Correct or Address a Deficiency in Accordance With Operations 
Procedures Resulting in Inoperability of the Motor Driven Emergency Feedwater Pump 
Green. The inspectors identified a Non-Cited Violation of Technical Specification 6.7.1.a, "Procedures and Programs," 
in that operators failed to take appropriate action to correct or address a deficiency (indications of an oil leak) which 
resulted in the inoperability of the motor driven emergency feedwater (MDEFW) pump. The finding was considered 
more than minor since the MDEFW pump availability was impacted. The finding was determined to be of very low 
safety significance (Green) since the total unavailability time was less than the allowed outage time in the Technical 
Specifications. Because the finding is of very low safety significance and the finding was captured in Seabrook's 
corrective action program, this finding is being treated as a Non-Cited Violation, consistent with Section VI.A.1 of the 
NRC Enforcement Policy.  
Inspection Report# : 2003002(pdf)  

Significance:  Mar 29, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Recognize and Correct the Effects of Seat Leakage Past the Steam Supply Valves to the Turbine 
Driven Emergency Feedwater Pump 
Green. The inspectors identified a Non-Cited Violation of 10 CFR 50, Appendix B, Criterion XVI "Corrective Action," 
in that corrective actions taken were not adequate in recognizing and correcting the effects of a long-standing turbine 
driven emergency feedwater (TDEFW) pump steam supply valves leakage. The inadequate compensatory corrective 
actions for this degraded condition resulted in a frozen section of the steam trap discharge piping rendering the steam 
trap inoperable in February 2003. The finding was considered more than minor because the inoperable steam trap 
challenged the operability of the TDEFW pump and could have affected the availability and reliability of the pump. 
The finding was determined to be of very low safety significance (Green) since the frozen steam trap discharge piping 
did not result in an actual failure of the TDEFW pump. Because the finding is of very low safety significance and the 
finding was captured in Seabrook's corrective action program, this finding is being treated as a Non-Cited Violation, 
consistent with Section VI.A.1 of the NRC Enforcement Policy. 
Inspection Report# : 2003002(pdf)  

Significance:  Feb 28, 2003 
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Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Test the Function of the Charging Pumps' Main Lube Oil Pumps 
The inspectors identified the licensee had not established a procedure to test or monitor the actual performance of the 
main lube oil pumps for the centrifugal charging pumps (high head injection pumps). Such proceduralized verification 
that the non safety-related auxiliary lube oil pump shuts down and the main lube oil pump provides adequate oil flow 
during charging pump operation ensures that the safety-related main lube oil pumps would perform as designed during 
events. This finding was more than minor since it was associated with the equipment performance attribute of the 
Mitigating Systems cornerstone and could affect the cornerstone objective of ensuring the availability, reliability, and 
capability of the charging pumps. The issue was considered to be of very low safety significance (Green) based on a 
Phase 1 evaluation of the Significance Determination Process (SDP) since there was indirect evidence that the lube oil 
system functioned properly and, therefore, no actual loss of safety function. The issue was determined to be a non-cited 
violation (NCV) of 10CFR 50, Appendix B, Criterion XI, Test Control.  
Inspection Report# : 2003005(pdf)  

Significance:  Feb 28, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Test a Safety-Related Design Function of the Charging Pumps Minimum Flow Bypass Line Valves 
The inspectors identified that the licensee had not established a procedure to test a safety-related design function of the 
charging pump minimum flow bypass line valves (CS-V-196 & 197). Specifically, the licensee did not test the 
automatic function of the valves to reopen to provide recirculation flow and charging pump protection at the low flow 
setpoint. This finding was more than minor since it was associated with the equipment performance attribute of the 
Mitigating Systems cornerstone and could affect the cornerstone objective of ensuring the availability, reliability, and 
capability of the charging pumps. This issue was considered to be of very low safety significance (Green) based on a 
Phase 1 evaluation of the SDP because some previous calibration data and valve stroke testing results provided 
evidence of proper valve operation, and there was no actual loss of safety function. This finding was determined to be a 
non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XI, Test Control.  
Inspection Report# : 2003005(pdf)  

Significance:  Oct 04, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Perform an Adequate Calculation of Emergency Core Cooling System (ECCS) Pump Suction Piping 
Void Migration because of Mathematical and Assumption Errors. 
A non-cited violation of 10 CFR Appendix B, Criterion III, "Design Control," for failure to identify calculation errors 
regarding air void acceptance criteria for emergency core cooling piping. The calculation errors resulted in an incorrect 
conclusion that air voids in charging and safety injection pump suction piping high points would not likely be entrained 
in system flow. This issue was more than minor because the incorrect conclusion could reasonably be viewed as a 
precursor to a more significant event affecting the mitigating systems cornerstone. Specifically, the void limits were 
based on engineering judgement rather than a technical assessment of charging and safety injection pump performance 
with void entrainment in the system flow. However, the issue was determined to have very low safety significance in 
accordance with Phase I of the SDP. The availability of the pumps was never affected because the procedural 
acceptance criteria limited the detectable air void volumes to a point that performance would not have been degraded. 
Inspection Report# : 2002011(pdf)  

Significance:  Sep 28, 2002 
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Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions and Extent of Condition Reviews for Two Hot Connections Found in the 
Emergency Diesel Generator Control Panel 
The inspectors identified a Non-Cited Violation of 10 CFR 50, Appendix B, Criterion XVI "Corrective Action," in that 
corrective actions were not adequate for degraded electrical connections found on rectifier bank #1 for the "B" 
Emergency Diesel Generator (EDG) in October 2001. The degraded rectifier bank connections were characterized as 
"serious" by industry standards for thermography and required prompt corrective maintenance. The licensee's 
corrective actions did not adequately evaluate whether the cause was applicable to rectifier bank #2. In July 2002, 
during troubleshooting efforts for problems with the "B" EDG, two additional "serious" hot connections were 
discovered on rectifier bank #2. The finding was considered more than minor because if the finding was left 
uncorrected, the degraded connections could have degraded further and impacted the reliability of the EDG. The 
finding was determined to be of very low safety significance (Green) since the hot connections did not result in an 
actual failure of the EDG. Because the finding is of very low safety significance and the finding was captured in the 
licensee's corrective action program, this finding is being treated as a Non-Cited Violations, consistent with Section 
VI.A.1 of the NRC Enforcement Policy. 
Inspection Report# : 2002005(pdf)  

Significance:  Aug 09, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Test the "A" Emergency Diesel Generator (EDG) within 24-hours of the failure of the "B" EDG as 
required by Technical Specification 3.8.1.1, action b 
A violation of Technical Specification 3.8.1.1 associated with the failure to test the "A" emergency diesel generator 
(EDG) within 24 hours of the "B" EDG being declared inoperable. The issue was entered in the corrective action 
system as CR 02-11795. This violation is being treated as a non-cited violation consistent with Section VI.A.1 of the 
NRC Enforcement Policy. The finding is more than minor since failure of the emergency diesel generator could affect 
the mitigating system cornerstone. The risk of this finding is determined to be of very low safety significance because 
the mitigating function of the EDG system was not lost since "A" EDG remained operable during the period of time 
that the "B" EDG was unavailable. 
Inspection Report# : 2002010(pdf)  

Significance:  May 25, 2002 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Implementation of Work Controls Resulted in an Unexpected Loss of Two Annunciator Panels 
The operators unexpectedly lost two of six hard wired annunciators in the control room due to breakdowns in the work 
control process including ineffective communications and insufficient review of the work document. The annunciator 
panels were quickly returned to service. The inability to recognize the impact of work on plant equipment and 
specifically the annunciator system could lead to a more significant event. The annunciator system provides operators 
important information to identify and respond to plant transients and equipment problems. Since the annunciators were 
lost for a short period of time and operability of mitigating equipment trains was not affected, the risk associated with 
this issue was determined to be of very low safety significance. The inspectors did not identify any violations of NRC 
requirements. 
Inspection Report# : 2002003(pdf)  

Significance:  May 25, 2002 
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Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Work Control Procedures for Work Order Changes Associated With an Emergency Diesel 
Generator 
The licensee performed an unauthorized change to a work order associated with an addition of a diode to the motor-
operated potentiometer (MOP), which is part of the electrical governor control system for the "B" emergency diesel 
generator (EDG). This change did not receive the required reviews. The result was a surge on the input devices to the 
MOP and a subsequent aborted maintenance run of the EDG. Engineers, mechanics, and management reviews did not 
identify an additional problem caused by surge in the system prior to the maintenance run. The failure to follow 
procedures for the control of maintenance activities was a Non-Cited Violation of Technical Specification 6.7.1.a. 
Inadequate control of maintenance activities on risk significant safety-related equipment could lead to a more 
significant event and could affect the reliability and availability of mitigating equipment. Using the shutdown 
operations significance determination process, the inspectors determined the finding was of very low significance. 
Inspection Report# : 2002003(pdf)  

Significance:  Apr 17, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions Resulted in Air Intrusion in the "A' Emergency Diesel Generator Lubrication 
Oil System 
On April 17, 2002, following maintenance activities, the licensee experienced an air intrusion event into the "A" 
emergency diesel generator (EDG) lubrication oil system. The inspectors identified that the licensee had inadequate 
corrective actions to prevent reoccurrence of air intrusion in the EDG lubrication oil system. A prior air intrusion event 
caused the December 2000 failure of the "B' EDG. This finding affected the mitigating systems cornerstone because it 
increased the probability for disrupting oil flow to the "A" EDG main bearings which could have resulted in failure of 
the EDG, impacting the reliability of the "A" EDG. The finding was determined to be of very low safety significance 
(GREEN), since the air intrusion into the lubricating oil system did not result in damage to the "A" EDG. The failure to 
implement effective corrective actions was a Non-Cited Violation of 10 CFR 50, Appendix "B", Criterion XVI, 
"Corrective Action."  
Inspection Report# : 2002004(pdf)  
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Physical Protection 

Significance:  Sep 28, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Maintain Safeguards in Accordance with 10 CFR 73.55(b.1.i.) and the Licensee's Security Plan 
(Security Officer Inattentive to Duty) 
An in-office review by Region I security specialists identified a non-cited violation of 10 CFR 73.55(b.1.i) and the 
requirements of Seabrook Physical Security Plan. On July 25, 2002, a member of the Security Response Force failed to 
respond to an intrusion alarm and was subsequently found inattentive while on duty. Failure of the response force 
member to respond to the intrusion alarm in a manner to assure conformance with the requirements of the Seabrook 
Station Physical Security Plan and Procedures was determined to have very low safety significance using the Interim 
Physical Significance Determination Process. The finding involved a vulnerability of Safeguards Systems or Plans, but 
no actual intrusion occurred and there have not been more than two similar findings in the past four quarters. 
Inspection Report# : 2002005(pdf)  

Miscellaneous 

Significance:  Mar 29, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Corrective Action 
10 CFR 50 Appendix "B", Criterion XVI "Corrective Action" requires conditions adverse to quality shall be promptly 
identified and corrected. Contrary to the above, Seabrook failed to implement timely corrective actions to address 
operators' knowledge involving inoperability of Power Operated Relief Valves (PORVs). Consequently, licensed 
operators were not fully aware the PORVs become inoperable during performance of the wide range RCS cold leg 
temperature surveillance testing. The finding was determined to be of very low safety significance because the actual 
loss of the PORVs' safety function was less than the one hour T.S. allowed outage time and it was captured in 
Seabrook's corrective action program (CR 03-00688, CR 03-00721, CR 03-02858).  
Inspection Report# : 2003002(pdf)  
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Seabrook 1 
2Q/2003 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Jun 28, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Establish a Test Program to Demonstrate Satisfactory Performance of the Enclosure Air Handling to 
Cool Safety-Related Equipment 
The inspector identified a non-cited violation of 10 CFR 50, Appendix "B," Criteria XI, "Test Control." The licensee 
failed to develop a test program for routine performance monitoring of the enclosure air handling (EAH) system, which 
is designed to maintain the area temperatures of engineered safety function equipment within design limits during 
normal and accident conditions. Such testing is required since the EAH system cools the charging pumps, safety 
injection pumps, the residual heat removal pumps and heat exchangers, and the containment spray pumps and heat 
exchangers. The finding is more 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. The inspectors determined that the finding was of very low safety significance because the EAH-
supported equipment remained operable and there was no loss of safety function. 
Inspection Report# : 2003003(pdf)  

Significance:  Jun 28, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Evaluate the Cause of the Failure of Diodes associated with Safety-Related 4kV Breakers 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix "B", Criterion XVI, "Corrective Action." 
Seabrook did not perform a cause analyses for two failures of diodes associated with 4kV safety-related breakers and in 
one case did not take corrective actions to prevent recurrence. The finding is more than minor because it affected the 
Mitigating Systems cornerstone objective of ensuring the reliability of systems that respond to initiating events to 
prevent undesirable consequences. The reliability of 4kV breakers was reduced based on the multiple failures that 
occurred and the potential for additional failures. The inspectors determined that the finding was of very low safety 
significance since the failures in 2002 and 2003 would not have resulted in loss of function for the mitigating system or 
train. 
Inspection Report# : 2003003(pdf)  

Significance:  Jun 28, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
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Failure to Properly Test the Emergency Diesel Generator in Accordance with Technical Specifications for a 
Potential Common Cause Issue 
The inspectors identified a non-cited violation of technical specification 3.8.1.1, for failure to properly test the 
redundant "B" emergency diesel generator (EDG) for a potential common cause issue on the "A" EDG. On June 10, 
Seabrook had identified a defective condition on one exhaust valve assembly of the "A" EDG, which could have 
affected operability and/or ability to perform its intended safety function. Although not characterized as a corrective 
action violation, this was the 2nd violation for TS required testing of the redundant EDG for common cause potential. 
The finding is considered more than minor because if the condition had existed on the remaining EDG and was left 
uncorrected, it could have degraded and impacted the operability and availability of the remaining EDG. The finding 
was determined to be of very low safety significance because: 1) a fully loaded operation of the "B" EDG was 
demonstrated subsequent to this finding on June 19; 2) an extent of condition evaluation was accomplished by 
Seabrook; and 3) two operability determinations were performed that found the "B" EDG to be operable. 
Inspection Report# : 2003003(pdf)  

Significance:  Mar 29, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Appropriate Action to Correct or Address a Deficiency in Accordance With Operations 
Procedures Resulting in Inoperability of the Motor Driven Emergency Feedwater Pump 
Green. The inspectors identified a NCV of Technical Specification 6.7.1.a, "Procedures and Programs," in that 
operators did not take appropriate action to correct or address a deficiency (indications of an oil leak) which resulted in 
the inoperability of the motor driven emergency feedwater (MDEFW) pump, as specified by Operation Management 
Manual 10.8. In addition, the inspectors identified that Seabrook's evaluation and corrective actions did not address all 
causes, such as the operators' action, for the inoperability of the pump. The finding was considered more than minor 
since the MDEFW pump availability was impacted. The finding was determined to be of very low safety significance 
in accordance with Phase I of the Reactor Safety SDP because the total unavailability time was less than the allowed 
outage time in the Technical Specifications. Because the finding is of very low safety significance and the finding was 
captured in Seabrook's corrective action program, this finding is being treated as a NCV, consistent with Section 
VI.A.1 of the NRC Enforcement Policy. 
Inspection Report# : 2003002(pdf)  

Significance:  Mar 29, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Recognize and Correct the Effects of Seat Leakage Past the Steam Supply Valves to the Turbine 
Driven Emergency Feedwater Pump 
Green. The inspectors identified a NCV of 10 CFR 50, Appendix B, Criterion XVI "Corrective Action," in that 
corrective actions taken were not adequate in recognizing and correcting the effects of a long-standing turbine driven 
emergency feedwater (TDEFW) pump steam supply valve leakage. The inadequate compensatory corrective actions for 
this degraded condition resulted in a frozen section of the steam trap discharge piping rendering the steam trap 
inoperable in February 2003. The finding was considered more than minor because the inoperable steam trap 
challenged the operability of the TDEFW pump and could have affected the availability and reliability of the pump. 
The finding was determined to be of very low safety significance in accordance with Phase I of the Reactor Safety SDP 
because the frozen steam trap discharge piping did not result in an actual failure of the TDEFW pump. Because the 
finding is of very low safety significance and the finding was captured in Seabrook's corrective action program, this 
finding is being treated as a NCV, consistent with Section VI.A.1 of the NRC Enforcement Policy. 
Inspection Report# : 2003002(pdf)  

Page 2 of 52Q/2003 Inspection Findings - Seabrook 1

10/08/2003file://C:\RROP\NRR\OVERSIGHT\ASSESS\SEAB1\seab1_pim.html



Significance:  Feb 28, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Test the Function of the Charging Pumps' Main Lube Oil Pumps 
The inspectors identified the licensee had not established a procedure to test or monitor the actual performance of the 
main lube oil pumps for the centrifugal charging pumps (high head injection pumps). Such proceduralized verification 
that the non safety-related auxiliary lube oil pump shuts down and the main lube oil pump provides adequate oil flow 
during charging pump operation ensures that the safety-related main lube oil pumps would perform as designed during 
events. This finding was more than minor since it was associated with the equipment performance attribute of the 
Mitigating Systems cornerstone and could affect the cornerstone objective of ensuring the availability, reliability, and 
capability of the charging pumps. The issue was considered to be of very low safety significance (Green) based on a 
Phase 1 evaluation of the Significance Determination Process (SDP) since there was indirect evidence that the lube oil 
system functioned properly and, therefore, no actual loss of safety function. The issue was determined to be a non-cited 
violation (NCV) of 10CFR 50, Appendix B, Criterion XI, Test Control.  
Inspection Report# : 2003005(pdf)  

Significance:  Feb 28, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Test a Safety-Related Design Function of the Charging Pumps Minimum Flow Bypass Line Valves 
The inspectors identified that the licensee had not established a procedure to test a safety-related design function of the 
charging pump minimum flow bypass line valves (CS-V-196 & 197). Specifically, the licensee did not test the 
automatic function of the valves to reopen to provide recirculation flow and charging pump protection at the low flow 
setpoint. This finding was more than minor since it was associated with the equipment performance attribute of the 
Mitigating Systems cornerstone and could affect the cornerstone objective of ensuring the availability, reliability, and 
capability of the charging pumps. This issue was considered to be of very low safety significance (Green) based on a 
Phase 1 evaluation of the SDP because some previous calibration data and valve stroke testing results provided 
evidence of proper valve operation, and there was no actual loss of safety function. This finding was determined to be a 
non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XI, Test Control.  
Inspection Report# : 2003005(pdf)  

Significance:  Oct 04, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Perform an Adequate Calculation of Emergency Core Cooling System (ECCS) Pump Suction Piping 
Void Migration because of Mathematical and Assumption Errors. 
A non-cited violation of 10 CFR Appendix B, Criterion III, "Design Control," for failure to identify calculation errors 
regarding air void acceptance criteria for emergency core cooling piping. The calculation errors resulted in an incorrect 
conclusion that air voids in charging and safety injection pump suction piping high points would not likely be entrained 
in system flow. This issue was more than minor because the incorrect conclusion could reasonably be viewed as a 
precursor to a more significant event affecting the mitigating systems cornerstone. Specifically, the void limits were 
based on engineering judgement rather than a technical assessment of charging and safety injection pump performance 
with void entrainment in the system flow. However, the issue was determined to have very low safety significance in 
accordance with Phase I of the SDP. The availability of the pumps was never affected because the procedural 
acceptance criteria limited the detectable air void volumes to a point that performance would not have been degraded. 
Inspection Report# : 2002011(pdf)  
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Significance:  Sep 28, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions and Extent of Condition Reviews for Two Hot Connections Found in the 
Emergency Diesel Generator Control Panel 
The inspectors identified a Non-Cited Violation of 10 CFR 50, Appendix B, Criterion XVI "Corrective Action," in that 
corrective actions were not adequate for degraded electrical connections found on rectifier bank #1 for the "B" 
Emergency Diesel Generator (EDG) in October 2001. The degraded rectifier bank connections were characterized as 
"serious" by industry standards for thermography and required prompt corrective maintenance. The licensee's 
corrective actions did not adequately evaluate whether the cause was applicable to rectifier bank #2. In July 2002, 
during troubleshooting efforts for problems with the "B" EDG, two additional "serious" hot connections were 
discovered on rectifier bank #2. The finding was considered more than minor because if the finding was left 
uncorrected, the degraded connections could have degraded further and impacted the reliability of the EDG. The 
finding was determined to be of very low safety significance (Green) since the hot connections did not result in an 
actual failure of the EDG. Because the finding is of very low safety significance and the finding was captured in the 
licensee's corrective action program, this finding is being treated as a non-cited violation, consistent with Section 
VI.A.1 of the NRC Enforcement Policy. 
Inspection Report# : 2002005(pdf)  

Significance:  Aug 09, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Test the "A" Emergency Diesel Generator (EDG) within 24-hours of the failure of the "B" EDG as 
required by Technical Specification 3.8.1.1, action b 
A violation of Technical Specification 3.8.1.1 associated with the failure to test the "A" emergency diesel generator 
(EDG) within 24 hours of the "B" EDG being declared inoperable. The issue was entered in the corrective action 
system as CR 02-11795. This violation is being treated as a non-cited violation consistent with Section VI.A.1 of the 
NRC Enforcement Policy. The finding is more than minor since failure of the emergency diesel generator could affect 
the mitigating system cornerstone. The risk of this finding is determined to be of very low safety significance because 
the mitigating function of the EDG system was not lost since "A" EDG remained operable during the period of time 
that the "B" EDG was unavailable. 
Inspection Report# : 2002010(pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Page 4 of 52Q/2003 Inspection Findings - Seabrook 1

10/08/2003file://C:\RROP\NRR\OVERSIGHT\ASSESS\SEAB1\seab1_pim.html



Public Radiation Safety 

Physical Protection 

Significance:  Sep 28, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Maintain Safeguards in Accordance with 10 CFR 73.55(b.1.i.) and the Licensee's Security Plan 
(Security Officer Inattentive to Duty) 
An in-office review by Region I security specialists identified a non-cited violation of 10 CFR 73.55(b.1.i) and the 
requirements of Seabrook Physical Security Plan. On July 25, 2002, a member of the Security Response Force failed to 
respond to an intrusion alarm and was subsequently found inattentive while on duty. Failure of the response force 
member to respond to the intrusion alarm in a manner to assure conformance with the requirements of the Seabrook 
Station Physical Security Plan and Procedures was determined to have very low safety significance using the Interim 
Physical Significance Determination Process. The finding involved a vulnerability of Safeguards Systems or Plans, but 
no actual intrusion occurred and there have not been more than two similar findings in the past four quarters. 
Inspection Report# : 2002005(pdf)  

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

Initiating Events 

Mitigating Systems 

Significance:  Jun 28, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Establish a Test Program to Demonstrate Satisfactory Performance of the Enclosure Air Handling to 
Cool Safety-Related Equipment 
The inspector identified a non-cited violation of 10 CFR 50, Appendix "B," Criteria XI, "Test Control." The licensee 
failed to develop a test program for routine performance monitoring of the enclosure air handling (EAH) system, which 
is designed to maintain the area temperatures of engineered safety function equipment within design limits during 
normal and accident conditions. Such testing is required since the EAH system cools the charging pumps, safety 
injection pumps, the residual heat removal pumps and heat exchangers, and the containment spray pumps and heat 
exchangers.  
 
The finding is more 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. 
The inspectors determined that the finding was of very low safety significance because the EAH-supported equipment 
remained operable and there was no loss of safety function. 
Inspection Report# : 2003003(pdf)  

Significance:  Jun 28, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Evaluate the Cause of the Failure of Diodes associated with Safety-Related 4kV Breakers 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix "B", Criterion XVI, "Corrective Action." 
Seabrook did not perform a cause analyses for two failures of diodes associated with 4kV safety-related breakers and in 
one case did not take corrective actions to prevent recurrence.  
 
The finding is more than minor because it affected the Mitigating Systems cornerstone objective of ensuring the 
reliability of systems that respond to initiating events to prevent undesirable consequences. The reliability of 4kV 
breakers was reduced based on the multiple failures that occurred and the potential for additional failures. The 
inspectors determined that the finding was of very low safety significance since the failures in 2002 and 2003 would 
not have resulted in loss of function for the mitigating system or train. 
Inspection Report# : 2003003(pdf)  
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Significance:  Jun 28, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Test the Emergency Diesel Generator in Accordance with Technical Specifications for a 
Potential Common Cause Issue 
The inspectors identified a non-cited violation of technical specification 3.8.1.1, for failure to properly test the 
redundant "B" emergency diesel generator (EDG) for a potential common cause issue on the "A" EDG. On June 10, 
Seabrook had identified a defective condition on one exhaust valve assembly of the "A" EDG, which could have 
affected operability and/or ability to perform its intended safety function. Although not characterized as a corrective 
action violation, this was the 2nd violation for TS required testing of the redundant EDG for common cause potential. 
 
The finding is considered more than minor because if the condition had existed on the remaining EDG and was left 
uncorrected, it could have degraded and impacted the operability and availability of the remaining EDG. The finding 
was determined to be of very low safety significance because: 1) a fully loaded operation of the "B" EDG was 
demonstrated subsequent to this finding on June 19; 2) an extent of condition evaluation was accomplished by 
Seabrook; and 3) two operability determinations were performed that found the "B" EDG to be operable. 
Inspection Report# : 2003003(pdf)  

Significance:  Mar 29, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Appropriate Action to Correct or Address a Deficiency in Accordance With Operations 
Procedures Resulting in Inoperability of the Motor Driven Emergency Feedwater Pump 
Green. The inspectors identified a NCV of Technical Specification 6.7.1.a, "Procedures and Programs," in that 
operators did not take appropriate action to correct or address a deficiency (indications of an oil leak) which resulted in 
the inoperability of the motor driven emergency feedwater (MDEFW) pump, as specified by Operation Management 
Manual 10.8. In addition, the inspectors identified that Seabrook's evaluation and corrective actions did not address all 
causes, such as the operators' action, for the inoperability of the pump.  
 
The finding was considered more than minor since the MDEFW pump availability was impacted. The finding was 
determined to be of very low safety significance in accordance with Phase I of the Reactor Safety SDP because the total 
unavailability time was less than the allowed outage time in the Technical Specifications. Because the finding is of very 
low safety significance and the finding was captured in Seabrook's corrective action program, this finding is being 
treated as a NCV, consistent with Section VI.A.1 of the NRC Enforcement Policy. 
Inspection Report# : 2003002(pdf)  

Significance:  Mar 29, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Recognize and Correct the Effects of Seat Leakage Past the Steam Supply Valves to the Turbine 
Driven Emergency Feedwater Pump 
Green. The inspectors identified a NCV of 10 CFR 50, Appendix B, Criterion XVI "Corrective Action," in that 
corrective actions taken were not adequate in recognizing and correcting the effects of a long-standing turbine driven 
emergency feedwater (TDEFW) pump steam supply valve leakage. The inadequate compensatory corrective actions for 
this degraded condition resulted in a frozen section of the steam trap discharge piping rendering the steam trap 
inoperable in February 2003.  
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The finding was considered more than minor because the inoperable steam trap challenged the operability of the 
TDEFW pump and could have affected the availability and reliability of the pump. The finding was determined to be of 
very low safety significance in accordance with Phase I of the Reactor Safety SDP because the frozen steam trap 
discharge piping did not result in an actual failure of the TDEFW pump. Because the finding is of very low safety 
significance and the finding was captured in Seabrook's corrective action program, this finding is being treated as a 
NCV, consistent with Section VI.A.1 of the NRC Enforcement Policy. 
Inspection Report# : 2003002(pdf)  

Significance:  Feb 28, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Test the Function of the Charging Pumps' Main Lube Oil Pumps 
The inspectors identified the licensee had not established a procedure to test or monitor the actual performance of the 
main lube oil pumps for the centrifugal charging pumps (high head injection pumps). Such proceduralized verification 
that the non safety-related auxiliary lube oil pump shuts down and the main lube oil pump provides adequate oil flow 
during charging pump operation ensures that the safety-related main lube oil pumps would perform as designed during 
events.  
 
This finding was more than minor since it was associated with the equipment performance attribute of the Mitigating 
Systems cornerstone and could affect the cornerstone objective of ensuring the availability, reliability, and capability of 
the charging pumps. The issue was considered to be of very low safety significance (Green) based on a Phase 1 
evaluation of the Significance Determination Process (SDP) since there was indirect evidence that the lube oil system 
functioned properly and, therefore, no actual loss of safety function. The issue was determined to be a non-cited 
violation (NCV) of 10CFR 50, Appendix B, Criterion XI, Test Control.  
 
Inspection Report# : 2003005(pdf)  

Significance:  Feb 28, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Test a Safety-Related Design Function of the Charging Pumps Minimum Flow Bypass Line Valves 
The inspectors identified that the licensee had not established a procedure to test a safety-related design function of the 
charging pump minimum flow bypass line valves (CS-V-196 & 197). Specifically, the licensee did not test the 
automatic function of the valves to reopen to provide recirculation flow and charging pump protection at the low flow 
setpoint.  
 
This finding was more than minor since it was associated with the equipment performance attribute of the Mitigating 
Systems cornerstone and could affect the cornerstone objective of ensuring the availability, reliability, and capability of 
the charging pumps. This issue was considered to be of very low safety significance (Green) based on a Phase 1 
evaluation of the SDP because some previous calibration data and valve stroke testing results provided evidence of 
proper valve operation, and there was no actual loss of safety function. This finding was determined to be a non-cited 
violation (NCV) of 10 CFR 50, Appendix B, Criterion XI, Test Control.  
 
Inspection Report# : 2003005(pdf)  

Significance:  Oct 04, 2002 
Identified By: NRC 
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Item Type: NCV NonCited Violation 
Failure to Perform an Adequate Calculation of Emergency Core Cooling System (ECCS) Pump Suction Piping 
Void Migration because of Mathematical and Assumption Errors. 
A non-cited violation of 10 CFR Appendix B, Criterion III, "Design Control," for failure to identify calculation errors 
regarding air void acceptance criteria for emergency core cooling piping.  
 
The calculation errors resulted in an incorrect conclusion that air voids in charging and safety injection pump suction 
piping high points would not likely be entrained in system flow. This issue was more than minor because the incorrect 
conclusion could reasonably be viewed as a precursor to a more significant event affecting the mitigating systems 
cornerstone. Specifically, the void limits were based on engineering judgement rather than a technical assessment of 
charging and safety injection pump performance with void entrainment in the system flow. However, the issue was 
determined to have very low safety significance in accordance with Phase I of the SDP. The availability of the pumps 
was never affected because the procedural acceptance criteria limited the detectable air void volumes to a point that 
performance would not have been degraded. 
Inspection Report# : 2002011(pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

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

Initiating Events 

Significance:  Dec 31, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Implement Procedure for RCS Draining to Mid-loop 
The inspectors identified a non-cited violation of Technical Specification 6.7.1.a, "Procedures and Programs." 
Seabrook failed to properly implement the procedure for draining the reactor coolant system to a mid-loop condition. 
Specifically, operators failed to stop draining when the deviation between level instruments did not meet procedural 
limits. This finding, which involved operators failure to implement a procedure, was associated with the cross cutting 
area of human performance.  
 
This finding is greater than minor because it affected the Initiating Events cornerstone objective to limit the likelihood 
of those events that upset plant stability and challenge critical safety functions during shutdown. The procedural limit 
was established to ensure operators had accurate level indication to prevent challenging residual heat removal pump 
performance which could upset plant stability. The finding is of very low safety significance since no actual impact on 
pumps occurred. 
Inspection Report# : 2003006(pdf)  

Mitigating Systems 

Significance:  Dec 31, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Turbine Vibration Abnormal Operating Procedure 
The inspectors identified a non-cited violation of Technical Specification 6.7.1.a, "Procedures and Programs." 
Seabrook failed to properly implement the abnormal operating procedure during high turbine vibrations. The high 
turbine vibrations occurred following replacement of the "C" low pressure turbine during the ninth refueling outage. 
This finding, which involved operators failure to implement a procedure, was associated with the cross cutting area of 
human performance.  
 
This finding is greater than minor because it affected the Mitigating Systems cornerstone objective of ensuring the 
reliability of systems that respond to initiating events to prevent undesirable consequences. The operators failure to 
properly implement abnormal operating procedures could impact the plant's ability to respond to an initiating event. 
The finding is of very low safety significance since failure to implement the procedure did not result in a loss of the 
safety function of a train or system. 
Inspection Report# : 2003006(pdf)  
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Significance:  Jun 28, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Establish a Test Program to Demonstrate Satisfactory Performance of the Enclosure Air Handling to 
Cool Safety-Related Equipment 
The inspector identified a non-cited violation of 10 CFR 50, Appendix "B," Criteria XI, "Test Control." The licensee 
failed to develop a test program for routine performance monitoring of the enclosure air handling (EAH) system, which 
is designed to maintain the area temperatures of engineered safety function equipment within design limits during 
normal and accident conditions. Such testing is required since the EAH system cools the charging pumps, safety 
injection pumps, the residual heat removal pumps and heat exchangers, and the containment spray pumps and heat 
exchangers.  
 
The finding is more 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. 
The inspectors determined that the finding was of very low safety significance because the EAH-supported equipment 
remained operable and there was no loss of safety function. 
Inspection Report# : 2003003(pdf)  

Significance:  Jun 28, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Evaluate the Cause of the Failure of Diodes associated with Safety-Related 4kV Breakers 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix "B", Criterion XVI, "Corrective Action." 
Seabrook did not perform a cause analyses for two failures of diodes associated with 4kV safety-related breakers and in 
one case did not take corrective actions to prevent recurrence.  
 
The finding is more than minor because it affected the Mitigating Systems cornerstone objective of ensuring the 
reliability of systems that respond to initiating events to prevent undesirable consequences. The reliability of 4kV 
breakers was reduced based on the multiple failures that occurred and the potential for additional failures. The 
inspectors determined that the finding was of very low safety significance since the failures in 2002 and 2003 would 
not have resulted in loss of function for the mitigating system or train. 
Inspection Report# : 2003003(pdf)  

Significance:  Jun 28, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Test the Emergency Diesel Generator in Accordance with Technical Specifications for a 
Potential Common Cause Issue 
The inspectors identified a non-cited violation of technical specification 3.8.1.1, for failure to properly test the 
redundant "B" emergency diesel generator (EDG) for a potential common cause issue on the "A" EDG. On June 10, 
Seabrook had identified a defective condition on one exhaust valve assembly of the "A" EDG, which could have 
affected operability and/or ability to perform its intended safety function. Although not characterized as a corrective 
action violation, this was the 2nd violation for TS required testing of the redundant EDG for common cause potential. 
 
The finding is considered more than minor because if the condition had existed on the remaining EDG and was left 
uncorrected, it could have degraded and impacted the operability and availability of the remaining EDG. The finding 
was determined to be of very low safety significance because: 1) a fully loaded operation of the "B" EDG was 
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demonstrated subsequent to this finding on June 19; 2) an extent of condition evaluation was accomplished by 
Seabrook; and 3) two operability determinations were performed that found the "B" EDG to be operable. 
Inspection Report# : 2003003(pdf)  

Significance:  Mar 29, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Appropriate Action to Correct or Address a Deficiency in Accordance With Operations 
Procedures Resulting in Inoperability of the Motor Driven Emergency Feedwater Pump 
The inspectors identified a NCV of Technical Specification 6.7.1.a, "Procedures and Programs," in that operators did 
not take appropriate action to correct or address a deficiency (indications of an oil leak) which resulted in the 
inoperability of the motor driven emergency feedwater (MDEFW) pump, as specified by Operation Management 
Manual 10.8. In addition, the inspectors identified that Seabrook's evaluation and corrective actions did not address all 
causes, such as the operators' action, for the inoperability of the pump.  
 
The finding was considered more than minor since the MDEFW pump availability was impacted. The finding was 
determined to be of very low safety significance in accordance with Phase I of the Reactor Safety SDP because the total 
unavailability time was less than the allowed outage time in the Technical Specifications. Because the finding is of very 
low safety significance and the finding was captured in Seabrook's corrective action program, this finding is being 
treated as a NCV, consistent with Section VI.A.1 of the NRC Enforcement Policy. 
Inspection Report# : 2003002(pdf)  

Significance:  Mar 29, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Recognize and Correct the Effects of Seat Leakage Past the Steam Supply Valves to the Turbine 
Driven Emergency Feedwater Pump 
The inspectors identified a NCV of 10 CFR 50, Appendix B, Criterion XVI "Corrective Action," in that corrective 
actions taken were not adequate in recognizing and correcting the effects of a long-standing turbine driven emergency 
feedwater (TDEFW) pump steam supply valve leakage. The inadequate compensatory corrective actions for this 
degraded condition resulted in a frozen section of the steam trap discharge piping rendering the steam trap inoperable in 
February 2003.  
 
The finding was considered more than minor because the inoperable steam trap challenged the operability of the 
TDEFW pump and could have affected the availability and reliability of the pump. The finding was determined to be of 
very low safety significance in accordance with Phase I of the Reactor Safety SDP because the frozen steam trap 
discharge piping did not result in an actual failure of the TDEFW pump. Because the finding is of very low safety 
significance and the finding was captured in Seabrook's corrective action program, this finding is being treated as a 
NCV, consistent with Section VI.A.1 of the NRC Enforcement Policy. 
Inspection Report# : 2003002(pdf)  

Significance:  Feb 28, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Test the Function of the Charging Pumps' Main Lube Oil Pumps 
The inspectors identified the licensee had not established a procedure to test or monitor the actual performance of the 
main lube oil pumps for the centrifugal charging pumps (high head injection pumps). Such proceduralized verification 
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that the non safety-related auxiliary lube oil pump shuts down and the main lube oil pump provides adequate oil flow 
during charging pump operation ensures that the safety-related main lube oil pumps would perform as designed during 
events.  
 
This finding was more than minor since it was associated with the equipment performance attribute of the Mitigating 
Systems cornerstone and could affect the cornerstone objective of ensuring the availability, reliability, and capability of 
the charging pumps. The issue was considered to be of very low safety significance (Green) based on a Phase 1 
evaluation of the Significance Determination Process (SDP) since there was indirect evidence that the lube oil system 
functioned properly and, therefore, no actual loss of safety function. The issue was determined to be a non-cited 
violation (NCV) of 10CFR 50, Appendix B, Criterion XI, Test Control.  
 
Inspection Report# : 2003005(pdf)  

Significance:  Feb 28, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Test a Safety-Related Design Function of the Charging Pumps Minimum Flow Bypass Line Valves 
The inspectors identified that the licensee had not established a procedure to test a safety-related design function of the 
charging pump minimum flow bypass line valves (CS-V-196 & 197). Specifically, the licensee did not test the 
automatic function of the valves to reopen to provide recirculation flow and charging pump protection at the low flow 
setpoint.  
 
This finding was more than minor since it was associated with the equipment performance attribute of the Mitigating 
Systems cornerstone and could affect the cornerstone objective of ensuring the availability, reliability, and capability of 
the charging pumps. This issue was considered to be of very low safety significance (Green) based on a Phase 1 
evaluation of the SDP because some previous calibration data and valve stroke testing results provided evidence of 
proper valve operation, and there was no actual loss of safety function. This finding was determined to be a non-cited 
violation (NCV) of 10 CFR 50, Appendix B, Criterion XI, Test Control.  
 
Inspection Report# : 2003005(pdf)  

Barrier Integrity 

Emergency Preparedness 

Significance:  Dec 31, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Untimely Declaration of an Unusual Event caused by a Flammable Concentration of Hydrogen in the Turbine 
Building 
The inspectors identified a non-cited violation of 10 CFR 50.54(q) and 50.47(b)(4). Seabrook failed to make a prompt 
declaration of a Notification of Unusual Event in accordance with the Seabrook Station Radiological Emergency Plan 
following a main generator hydrogen gas leak. This finding, which involved operators failure to implement a 
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procedure, was associated with the cross cutting area of human performance.  
 
The finding was determined to be greater than minor because it affected the Emergency Preparedness Cornerstone 
objective of implementing adequate measures to protect the health and safety of the public in the event of a radiological 
emergency. The finding was determined to be of very low safety significance because Seabrook failed to properly 
comply with NRC requirements while in the lowest level of the event classifications. 
Inspection Report# : 2003006(pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

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

Initiating Events 

Significance:  Dec 31, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Implement Procedure for RCS Draining to Mid-loop 
The inspectors identified a non-cited violation of Technical Specification 6.7.1.a, "Procedures and Programs." Seabrook failed to properly 
implement the procedure for draining the reactor coolant system to a mid-loop condition. Specifically, operators failed to stop draining when 
the deviation between level instruments did not meet procedural limits. This finding, which involved operators failure to implement a 
procedure, was associated with the cross cutting area of human performance.  
 
This finding is greater than minor because it affected the Initiating Events cornerstone objective to limit the likelihood of those events that 
upset plant stability and challenge critical safety functions during shutdown. The procedural limit was established to ensure operators had 
accurate level indication to prevent challenging residual heat removal pump performance which could upset plant stability. The finding is of 
very low safety significance since no actual impact on pumps occurred. 
Inspection Report# : 2003006(pdf)  

Mitigating Systems 

Significance:  Dec 31, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Turbine Vibration Abnormal Operating Procedure 
The inspectors identified a non-cited violation of Technical Specification 6.7.1.a, "Procedures and Programs." Seabrook failed to properly 
implement the abnormal operating procedure during high turbine vibrations. The high turbine vibrations occurred following replacement of the 
"C" low pressure turbine during the ninth refueling outage. This finding, which involved operators failure to implement a procedure, was 
associated with the cross cutting area of human performance.  
 
This finding is greater than minor because it affected the Mitigating Systems cornerstone objective of ensuring the reliability of systems that 
respond to initiating events to prevent undesirable consequences. The operators failure to properly implement abnormal operating procedures 
could impact the plant's ability to respond to an initiating event. The finding is of very low safety significance since failure to implement the 
procedure did not result in a loss of the safety function of a train or system. 
Inspection Report# : 2003006(pdf)  

Significance:  Jun 28, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Establish a Test Program to Demonstrate Satisfactory Performance of the Enclosure Air Handling to Cool Safety-Related 
Equipment 
The inspector identified a non-cited violation of 10 CFR 50, Appendix "B," Criteria XI, "Test Control." The licensee failed to develop a test 
program for routine performance monitoring of the enclosure air handling (EAH) system, which is designed to maintain the area temperatures 
of engineered safety function equipment within design limits during normal and accident conditions. Such testing is required since the EAH 
system cools the charging pumps, safety injection pumps, the residual heat removal pumps and heat exchangers, and the containment spray 
pumps and heat exchangers.  
 
The finding is more 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. The inspectors determined that the finding was of 
very low safety significance because the EAH-supported equipment remained operable and there was no loss of safety function. 
Inspection Report# : 2003003(pdf)  
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Significance:  Jun 28, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Evaluate the Cause of the Failure of Diodes associated with Safety-Related 4kV Breakers 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix "B", Criterion XVI, "Corrective Action." Seabrook did not perform a 
cause analyses for two failures of diodes associated with 4kV safety-related breakers and in one case did not take corrective actions to prevent 
recurrence.  
 
The finding is more than minor because it affected the Mitigating Systems cornerstone objective of ensuring the reliability of systems that 
respond to initiating events to prevent undesirable consequences. The reliability of 4kV breakers was reduced based on the multiple failures 
that occurred and the potential for additional failures. The inspectors determined that the finding was of very low safety significance since the 
failures in 2002 and 2003 would not have resulted in loss of function for the mitigating system or train. 
Inspection Report# : 2003003(pdf)  

Significance:  Jun 28, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Test the Emergency Diesel Generator in Accordance with Technical Specifications for a Potential Common Cause 
Issue 
The inspectors identified a non-cited violation of technical specification 3.8.1.1, for failure to properly test the redundant "B" emergency diesel 
generator (EDG) for a potential common cause issue on the "A" EDG. On June 10, Seabrook had identified a defective condition on one 
exhaust valve assembly of the "A" EDG, which could have affected operability and/or ability to perform its intended safety function. Although 
not characterized as a corrective action violation, this was the 2nd violation for TS required testing of the redundant EDG for common cause 
potential.  
 
The finding is considered more than minor because if the condition had existed on the remaining EDG and was left uncorrected, it could have 
degraded and impacted the operability and availability of the remaining EDG. The finding was determined to be of very low safety significance 
because: 1) a fully loaded operation of the "B" EDG was demonstrated subsequent to this finding on June 19; 2) an extent of condition 
evaluation was accomplished by Seabrook; and 3) two operability determinations were performed that found the "B" EDG to be operable. 
Inspection Report# : 2003003(pdf)  

Barrier Integrity 

Emergency Preparedness 

Significance:  Dec 31, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Untimely Declaration of an Unusual Event caused by a Flammable Concentration of Hydrogen in the Turbine Building 
The inspectors identified a non-cited violation of 10 CFR 50.54(q) and 50.47(b)(4). Seabrook failed to make a prompt declaration of a 
Notification of Unusual Event in accordance with the Seabrook Station Radiological Emergency Plan following a main generator hydrogen gas 
leak. This finding, which involved operators failure to implement a procedure, was associated with the cross cutting area of human 
performance.  
 
The finding was determined to be greater than minor because it affected the Emergency Preparedness Cornerstone objective of implementing 
adequate measures to protect the health and safety of the public in the event of a radiological emergency. The finding was determined to be of 
very low safety significance because Seabrook failed to properly comply with NRC requirements while in the lowest level of the event 
classifications. 
Inspection Report# : 2003006(pdf)  

Occupational Radiation Safety 
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Public Radiation Safety 

Physical Protection 

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

Initiating Events 
Significance: TBD Jun 26, 2004 
Identified By: NRC 
Item Type: AV Apparent Violation 
Failure to Properly Conduct a 10 CFR 50.59 Evaluation for Removal of Turbine Building Scuppers. 
The inspectors identified an apparent violation of 10 CFR 50.59 for implementing a change in the facility that resulted in a more than a minimal increase 
in the likelihood of occurrence of a malfunction of a structure, system, or component important to safety without obtaining NRC approval pursant to 10 
CFR 50.90. In 1997, Seabrook identified that turbine building scuppers had not been installed in the plant as described in the Final Safety Analysis 
Report and the NRC's Safety Evaluation Report. Seabrook failed to properly evaluate the change to the facility in accordance with 10 CFR 50.59. The 
licensee also had two additional opportunities to identify this failure in 2000.  
 
The issue affected both the Initiating Events and Mitigating System Cornerstones. The turbine building scuppers were designed to mitigate the 
consequences of a circulating water failure. The circulating water failure would create a flood in the turbine building, which if not addressed, could 
impact both offsite power sources and onsite power sources (emergency switchgear rooms). The change (removal of the scuppers) resulted in greater 
reliance on operator action to mitigate the event and thus increased the risk to more than minimal. The risk remains TBD pending a SERP. 
Inspection Report# : 2004003(pdf)  

Significance:  Dec 31, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Implement Procedure for RCS Draining to Mid-loop 
The inspectors identified a non-cited violation of Technical Specification 6.7.1.a, "Procedures and Programs." Seabrook failed to properly implement 
the procedure for draining the reactor coolant system to a mid-loop condition. Specifically, operators failed to stop draining when the deviation between 
level instruments did not meet procedural limits. This finding, which involved operators failure to implement a procedure, was associated with the cross 
cutting area of human performance.  
 
This finding is greater than minor because it affected the Initiating Events cornerstone objective to limit the likelihood of those events that upset plant 
stability and challenge critical safety functions during shutdown. The procedural limit was established to ensure operators had accurate level indication 
to prevent challenging residual heat removal pump performance which could upset plant stability. The finding is of very low safety significance since no 
actual impact on pumps occurred. 
Inspection Report# : 2003006(pdf)  

Mitigating Systems 

Significance:  Dec 31, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Turbine Vibration Abnormal Operating Procedure 
The inspectors identified a non-cited violation of Technical Specification 6.7.1.a, "Procedures and Programs." Seabrook failed to properly implement 
the abnormal operating procedure during high turbine vibrations. The high turbine vibrations occurred following replacement of the "C" low pressure 
turbine during the ninth refueling outage. This finding, which involved operators failure to implement a procedure, was associated with the cross cutting 
area of human performance.  
 
This finding is greater than minor because it affected the Mitigating Systems cornerstone objective of ensuring the reliability of systems that respond to 
initiating events to prevent undesirable consequences. The operators failure to properly implement abnormal operating procedures could impact the 
plant's ability to respond to an initiating event. The finding is of very low safety significance since failure to implement the procedure did not result in a 
loss of the safety function of a train or system. 
Inspection Report# : 2003006(pdf)  

Significance:  Jul 09, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Establish a Test Program to Demonstrate Satisfactory Performance of the Enclosure Air Handling to Cool Safety-Related 
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Equipment 
The inspector identified a non-cited violation of 10 CFR 50, Appendix "B," Criteria XI, "Test Control." The licensee failed to develop a test program for 
routine performance monitoring of the enclosure air handling (EAH) system, which is designed to maintain the area temperatures of engineered safety 
function equipment within design limits during normal and accident conditions. Such testing is required since the EAH system cools the charging 
pumps, safety injection pumps, the residual heat removal pumps and heat exchangers, and the containment spray pumps and heat exchangers.  
 
The finding is more 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. The inspectors determined that the finding was of very low safety 
significance because the EAH-supported equipment remained operable and there was no loss of safety function. 
Inspection Report# : 2003003(pdf)  

Significance:  Jul 09, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Evaluate the Cause of the Failure of Diodes associated with Safety-Related 4kV Breakers 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix "B", Criterion XVI, "Corrective Action." Seabrook did not perform a cause 
analyses for two failures of diodes associated with 4kV safety-related breakers and in one case did not take corrective actions to prevent recurrence.  
 
The finding is more than minor because it affected the Mitigating Systems cornerstone objective of ensuring the reliability of systems that respond to 
initiating events to prevent undesirable consequences. The reliability of 4kV breakers was reduced based on the multiple failures that occurred and the 
potential for additional failures. The inspectors determined that the finding was of very low safety significance since the failures in 2002 and 2003 
would not have resulted in loss of function for the mitigating system or train. 
Inspection Report# : 2003003(pdf)  

Significance:  Jul 09, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Test the Emergency Diesel Generator in Accordance with Technical Specifications for a Potential Common Cause Issue 
The inspectors identified a non-cited violation of technical specification 3.8.1.1, for failure to properly test the redundant "B" emergency diesel 
generator (EDG) for a potential common cause issue on the "A" EDG. On June 10, Seabrook had identified a defective condition on one exhaust valve 
assembly of the "A" EDG, which could have affected operability and/or ability to perform its intended safety function. Although not characterized as a 
corrective action violation, this was the 2nd violation for TS required testing of the redundant EDG for common cause potential.  
 
The finding is considered more than minor because if the condition had existed on the remaining EDG and was left uncorrected, it could have degraded 
and impacted the operability and availability of the remaining EDG. The finding was determined to be of very low safety significance because: 1) a fully 
loaded operation of the "B" EDG was demonstrated subsequent to this finding on June 19; 2) an extent of condition evaluation was accomplished by 
Seabrook; and 3) two operability determinations were performed that found the "B" EDG to be operable. 
Inspection Report# : 2003003(pdf)  

Barrier Integrity 

Emergency Preparedness 

Significance:  Dec 31, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Untimely Declaration of an Unusual Event caused by a Flammable Concentration of Hydrogen in the Turbine Building 
The inspectors identified a non-cited violation of 10 CFR 50.54(q) and 50.47(b)(4). Seabrook failed to make a prompt declaration of a Notification of 
Unusual Event in accordance with the Seabrook Station Radiological Emergency Plan following a main generator hydrogen gas leak. This finding, 
which involved operators failure to implement a procedure, was associated with the cross cutting area of human performance.  
 
The finding was determined to be greater than minor because it affected the Emergency Preparedness Cornerstone objective of implementing adequate 
measures to protect the health and safety of the public in the event of a radiological emergency. The finding was determined to be of very low safety 
significance because Seabrook failed to properly comply with NRC requirements while in the lowest level of the event classifications. 
Inspection Report# : 2003006(pdf)  
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Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 
Physical Protection information not publicly available. 

Miscellaneous 

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

Initiating Events 

Significance:  Sep 30, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to take prompt corrective actions for a trip circuit relay 
Green. The inspectors identified a non-cited violation of 10 CFR 50, Appendix B Criterion XVI "Corrective Action." Seabrook failed to 
promptly identify and correct a deficiency of a safety-related trip circuit relay. This failed safety-related trip circuit relay was identified to be 
degraded approximately 15 months before corrective actions were taken. This finding, which involved Seabrook's failure to promptly identify 
and correct a deficiency, was associated with the cross-cutting area of PI&R.  
 
This finding is more than minor because it affected the Mitigating Events cornerstone objective of ensuring the reliability of systems that 
respond to initiating events to prevent undesirable consequences. Seabrook's failure to promptly identify and correct a deficiency of a safety-
related trip circuit relay for DC Bus 11C could impact the plant's ability to respond to an initiating event. The finding is of very low 
significance since the delayed time response of the trip circuit relay did not result in an actual loss of the safety function of a train or system. 
Inspection Report# : 2004004(pdf)  

Significance:  Sep 30, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to properly implement dig safe procedure 
Green. The inspectors identified a non-cited violation of Technical Specification (TS) 6.7.1.a, "Procedures and Programs." Seabrook failed to 
properly implement their "Dig Safe" procedure which resulted in three incidents where underground utilities were damaged during site 
excavations. This finding, which involved Seabrook's failure to properly implement a procedure on multiple occasions, was associated with the 
cross-cutting areas of human performance and problem identification and resolution (PI&R).  
 
The finding was more than minor because if left uncorrected the potential exists that an underground utility could be damaged and result in an 
initiating event. The finding is of very low safety significance since the damaged utilities did not actually impact plant operations. 
Inspection Report# : 2004004(pdf)  

Significance:  Sep 30, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to prevent repetitive failures of the pressurizer level recorder 
Green. The inspectors identified a non-cited violation of 10 CFR 50, Appendix B Criterion XVI "Corrective Action." Seabrook failed to take 
adequate corrective actions following pressurizer level recorder failures on June 7, and July 27, to preclude a repeat failure on September 20, 
2004. The pressurizer level recorder was determined to have failed more than 10 times since 2002. This finding, which involved Seabrook's 
failure to take adequate corrective actions, was associated with the cross-cutting area of PI&R.  
 
This finding is more than minor because it affected the Mitigating Events cornerstone objective of ensuring the reliability of systems that 
respond to initiating events to prevent undesirable consequences. To ensure the reliability of systems, operators must take the preplanned 
manual actions that are required for safety systems to accomplish their safety function. The pressurizer level recorder is an instrument that is 
used by control room operators to take the preplanned manual actions. The finding is of very low significance since additional instrumentation 
was available to allow operators to take the appropriate preplanned manual actions. 
Inspection Report# : 2004004(pdf)  

Significance:  Jun 28, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Non-Timely Corrective Actions for Degraded Instrument Tubing Adapter to Transmitter Connecting Bolts 
Green. The inspector identified a Green, non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action" for failure to 
implement prompt corrective actions for a condition adverse to quality involving the torque of instrument tubing adapter to transmitter 
connection bolts.  
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This finding is more than minor because the licensee failed to promptly evaluate (or correct) an adverse condition that had the potential to 
result in a RCS leak. The significance of this problem was evaluated using the "Significance Determination of Reactor Inspection Findings for 
At Power Situations" (SDP) Phase I worksheet and determined to be of very low significance (Green) since a loss of the instrument bolt 
integrity would not result in a primary or secondary system loss of coolant accident (LOCA), contribute to the likelihood of a reactor trip 
combined with the loss of a mitigating equipment function and did not increase the likelihood of a fire or flood. 
Inspection Report# : 2004006(pdf)  

Significance:  Dec 31, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Implement Procedure for RCS Draining to Mid-loop 
The inspectors identified a non-cited violation of Technical Specification 6.7.1.a, "Procedures and Programs." Seabrook failed to properly 
implement the procedure for draining the reactor coolant system to a mid-loop condition. Specifically, operators failed to stop draining when 
the deviation between level instruments did not meet procedural limits. This finding, which involved operators failure to implement a 
procedure, was associated with the cross cutting area of human performance.  
 
This finding is greater than minor because it affected the Initiating Events cornerstone objective to limit the likelihood of those events that 
upset plant stability and challenge critical safety functions during shutdown. The procedural limit was established to ensure operators had 
accurate level indication to prevent challenging residual heat removal pump performance which could upset plant stability. The finding is of 
very low safety significance since no actual impact on pumps occurred. 
Inspection Report# : 2003006(pdf)  

Mitigating Systems 

Significance:  Dec 31, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Turbine Vibration Abnormal Operating Procedure 
The inspectors identified a non-cited violation of Technical Specification 6.7.1.a, "Procedures and Programs." Seabrook failed to properly 
implement the abnormal operating procedure during high turbine vibrations. The high turbine vibrations occurred following replacement of the 
"C" low pressure turbine during the ninth refueling outage. This finding, which involved operators failure to implement a procedure, was 
associated with the cross cutting area of human performance.  
 
This finding is greater than minor because it affected the Mitigating Systems cornerstone objective of ensuring the reliability of systems that 
respond to initiating events to prevent undesirable consequences. The operators failure to properly implement abnormal operating procedures 
could impact the plant's ability to respond to an initiating event. The finding is of very low safety significance since failure to implement the 
procedure did not result in a loss of the safety function of a train or system. 
Inspection Report# : 2003006(pdf)  

Barrier Integrity 

Emergency Preparedness 

Significance:  Dec 31, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Untimely Declaration of an Unusual Event caused by a Flammable Concentration of Hydrogen in the Turbine Building 
The inspectors identified a non-cited violation of 10 CFR 50.54(q) and 50.47(b)(4). Seabrook failed to make a prompt declaration of a 
Notification of Unusual Event in accordance with the Seabrook Station Radiological Emergency Plan following a main generator hydrogen gas 
leak. This finding, which involved operators failure to implement a procedure, was associated with the cross cutting area of human 
performance.  
 
The finding was determined to be greater than minor because it affected the Emergency Preparedness Cornerstone objective of implementing 
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adequate measures to protect the health and safety of the public in the event of a radiological emergency. The finding was determined to be of 
very low safety significance because Seabrook failed to properly comply with NRC requirements while in the lowest level of the event 
classifications. 
Inspection Report# : 2003006(pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

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

Initiating Events 

Significance: N/A Dec 17, 2004 
Identified By: NRC 
Item Type: FIN Finding 
Identification and Resolution of Problems 
The team determined that Seabrook was generally effective at identifying problems and placing them in the corrective action progam. Once 
entered into the system, these items were screened and prioritized in a timely manner using established criiteria, and they were properly 
evaluated commensurate with their safety significance. Overall, the evaluations reasonably identified the causes of the problem, assessed the 
extent of condition, and developed appropriate corrective actions. However, the team did identify some minor instances where problem 
evaluation could have been strengthened. Corrective actions were typically implemented in a timely manner, but the team found that in some 
cases, corrective actions were not effectively used to resolve and prevent recurrent problems. The inspectors found that Seabrook's self-
assessments and audits were self-critical and consistent with the team's observations. 
Inspection Report# : 2004008(pdf)  

Significance:  Dec 17, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Effective Corrective Action for Underground Utility and Equipment Damage During Excavation 
The team identified a non-cited violation of 10CFR 50, Appendix B, Criterion XVI, "Corrective Action," because Seabrook failed to take 
adequate corrective actions to prevent damage to underground utilities and equipment during site excavations. Following a series of issues 
where contract personnel hit buried cables and pipes while excavating, Seabrook failed to take effective corrective actions and later hit a safety-
related control building ventilation line. This finding was associated with the cross-cutting area of problem identification and resolution.  
 
This finding was more than minor because it affected the Initiating Events Cornerstone objective of limiting events that upset plant stability and 
challenge critical safety functions. Specifically, an underground utility or buried equipment could be damaged and result in an initiating event. 
The finding was determined to be of very low safety significance since it did not contribute to both an increased likelihood of a reactor trip and 
an increased likelihood that mitigating equipment would be unavailable. 
Inspection Report# : 2004008(pdf)  

Significance:  Sep 30, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Implement Dig Safe Procedure 
The inspectors identified a non-cited violation of Technical Specification (TS) 6.7.1.a, "Procedures and Programs." Seabrook failed to properly 
implement their "Dig Safe" procedure which resulted in three incidents where underground utilities were damaged during site excavations. This 
finding, which involved Seabrook's failure to properly implement a procedure on multiple occasions, was associated with the cross-cutting 
areas of human performance and problem identification and resolution (PI&R).  
 
The finding was more than minor because if left uncorrected the potential exists that an underground utility could be damaged and result in an 
initiating event. The finding is of very low safety significance since the damaged utilities did not actually impact plant operations. 
Inspection Report# : 2004004(pdf)  

Significance:  Jun 28, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Non-Timely Corrective Actions for Degraded Instrument Tubing Adapter to Transmitter Connecting Bolts 
The inspector identified a Green, non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action" for failure to implement 
prompt corrective actions for a condition adverse to quality involving the torque of instrument tubing adapter to transmitter connection bolts.  
 
This finding is more than minor because the licensee failed to promptly evaluate (or correct) an adverse condition that had the potential to 
result in a RCS leak. The significance of this problem was evaluated using the "Significance Determination of Reactor Inspection Findings for 
At Power Situations" (SDP) Phase I worksheet and determined to be of very low significance (Green) since a loss of the instrument bolt 
integrity would not result in a primary or secondary system loss of coolant accident (LOCA), contribute to the likelihood of a reactor trip 
combined with the loss of a mitigating equipment function and did not increase the likelihood of a fire or flood. 
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Inspection Report# : 2004006(pdf)  

Mitigating Systems 

Significance:  Sep 30, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Prompt Corrective Actions for a Trip Circuit Relay 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B Criterion XVI "Corrective Action." Seabrook failed to promptly 
identify and correct a deficiency of a safety-related trip circuit relay. This failed safety-related trip circuit relay was identified to be degraded 
approximately 15 months before corrective actions were taken. This finding, which involved Seabrook's failure to promptly identify and correct 
a deficiency, was associated with the cross-cutting area of PI&R.  
 
This finding is more than minor because it affected the Mitigating Events cornerstone objective of ensuring the reliability of systems that 
respond to initiating events to prevent undesirable consequences. Seabrook's failure to promptly identify and correct a deficiency of a safety-
related trip circuit relay for DC Bus 11C could impact the plant's ability to respond to an initiating event. The finding is of very low 
significance since the delayed time response of the trip circuit relay did not result in an actual loss of the safety function of a train or system. 
Inspection Report# : 2004004(pdf)  

Significance:  Sep 30, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Prevent Repetitive Failures of the Pressurizer Level Recorder 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B Criterion XVI "Corrective Action." Seabrook failed to take adequate 
corrective actions following pressurizer level recorder failures on June 7, and July 27, to preclude a repeat failure on September 20, 2004. The 
pressurizer level recorder was determined to have failed more than 10 times since 2002. This finding, which involved Seabrook's failure to take 
adequate corrective actions, was associated with the cross-cutting area of PI&R.  
 
This finding is more than minor because it affected the Mitigating Events cornerstone objective of ensuring the reliability of systems that 
respond to initiating events to prevent undesirable consequences. To ensure the reliability of systems, operators must take the preplanned 
manual actions that are required for safety systems to accomplish their safety function. The pressurizer level recorder is an instrument that is 
used by control room operators to take the preplanned manual actions. The finding is of very low significance since additional instrumentation 
was available to allow operators to take the appropriate preplanned manual actions. 
Inspection Report# : 2004004(pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 
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Physical Protection information not publicly available. 

Miscellaneous 

Last modified : March 09, 2005 

Page 3 of 34Q/2004 Inspection Findings - Seabrook 1



Seabrook 1 
1Q/2005 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Maintain 4.16 KV Breaker Maintenance Procedure 
A non-cited violation of Technical Specification (TS) 6.7.1.a, "Procedures and Programs," was self-revealed when the reserve auxiliary 
transformer supply breaker to the ‘A' emergency bus failed to remain closed on demand. The licensee failed to properly address grease 
hardening in Seabrook's 4.16 kilovolt breaker maintenance program which resulted in the failure. The breaker was inoperable from February 14 
to February 22, 2005.  
 
This finding was more than minor because it affected the Initiating Events cornerstone objective to limit the likelihood of events that upset 
plant stability due to unreliable equipment performance. The finding was determined to be of very low safety significance since, while there 
was an increase in the probability of an initiating event, it did not impact mitigating systems resulting in a total loss of safety function, reactor 
coolant system leakage, or external event initiators. 
Inspection Report# : 2005004(pdf)  

Significance:  Mar 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Comply with Technical Specification LCO Action Statement 3.8.1.1.a Electrical Distribution During On-Line Maintenance 
The inspectors identified a non-cited violation of TS 3.8.1.1, "AC [Alternating Current] Sources - Operating." In March 2005, Seabrook failed 
to properly implement TS Limiting Condition for Operation (LCO) action statement 3.8.1.1.a during a period when one of two AC power 
sources was removed from safety-related electrical bus six to support on-line maintenance of a Unit Auxiliary Transformer. Based on a 
historical review, the inspectors identified that on August 21, 2003, Seabrook had also failed to properly apply TS LCO action statement 
3.8.1.1.a and had exceeded the allowed outage time of 72 hours by approximately 12 hours.  
 
This issue was more than minor because it affected the equipment performance attribute of the Initiating Events Cornerstone and the objective 
to limit the likelihood of those events that upset plant stability. Reducing the availability of offsite power to the Class 1E electrical distribution 
system resulted in a greater likelihood that the components powered by the Class 1E electrical distribution system would not be able to perform 
the intended safety function during an event. This finding was determined to be of very low safety significance since, while there was an 
increase in the likelihood of the loss of an emergency bus, it did not impact mitigating systems resulting in a total loss of safety function, 
reactor coolant system leakage, or external event initiators.  
 
Inspection Report# : 2005004(pdf)  

Significance:  Dec 31, 2004 
Identified By: NRC 
Item Type: FIN Finding 
Untimely Corrective Maintenance Resulting in a Frozen Main Steam Transmitter Sensing Line 
The inspectors identified a finding for failure to properly classify and correct a failed heat trace circuit in a timely manner which resulted in a 
main steam header pressure transmitter failure and a potential challenge to the plant. This finding was associated with the cross-cutting area of 
problem identification and resolution in that the degraded condition was not appropriately identified, classified or corrected.  
 
This finding was more than minor because it affected the Initiating Events cornerstone objective to limit the likelihood of events that upset 
plant stability due to unreliable equipment performance. The finding is of very low safety significance since there was an increase in the 
probability of an initiating event but it did not impact mitigating systems, reactor coolant system leakage, or external event initiators. 
Inspection Report# : 2005003(pdf)  

Significance:  Dec 31, 2004 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Procedure Resulting in Unplanned Opening of a Switchyard Breaker 
The combination of an inadequate procedure and the failure of Seabrook's technicians to take appropriate actions during preventative 
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maintenance activities was a self-revealing finding. This performance deficiency resulted in an inadvertent switchyard breaker opening, 
creating a potential challenge to plant stability. This finding was associated with the cross-cutting area of human performance in that once both 
heaters were removed from service, the technicians became distracted with unrelated administrative tasks such that gas pressure decreased and 
the breaker tripped open. The issue was entered into the licensee's corrective action program (CAP) as CR 04-11141, Switchyard Breaker 163. 
 
The finding was more than minor because it affected the Initiating Events cornerstone objective to limit the likelihood of events that upset plant 
stability due to factors such as switchyard activities. This finding was determined to be of very low safety significance since there was an 
increase in the probability of an initiating event but no impact on mitigating systems, reactor coolant system leakage, or external event 
initiators.  
 
Inspection Report# : 2005003(pdf)  

Significance: N/A Dec 17, 2004 
Identified By: NRC 
Item Type: FIN Finding 
Identification and Resolution of Problems 
The team determined that Seabrook was generally effective at identifying problems and placing them in the corrective action progam. Once 
entered into the system, these items were screened and prioritized in a timely manner using established criiteria, and they were properly 
evaluated commensurate with their safety significance. Overall, the evaluations reasonably identified the causes of the problem, assessed the 
extent of condition, and developed appropriate corrective actions. However, the team did identify some minor instances where problem 
evaluation could have been strengthened. Corrective actions were typically implemented in a timely manner, but the team found that in some 
cases, corrective actions were not effectively used to resolve and prevent recurrent problems. The inspectors found that Seabrook's self-
assessments and audits were self-critical and consistent with the team's observations. 
Inspection Report# : 2004008(pdf)  

Significance:  Dec 17, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Effective Corrective Action for Underground Utility and Equipment Damage During Excavation 
The team identified a non-cited violation of 10CFR 50, Appendix B, Criterion XVI, "Corrective Action," because Seabrook failed to take 
adequate corrective actions to prevent damage to underground utilities and equipment during site excavations. Following a series of issues 
where contract personnel hit buried cables and pipes while excavating, Seabrook failed to take effective corrective actions and later hit a safety-
related control building ventilation line. This finding was associated with the cross-cutting area of problem identification and resolution.  
 
This finding was more than minor because it affected the Initiating Events Cornerstone objective of limiting events that upset plant stability and 
challenge critical safety functions. Specifically, an underground utility or buried equipment could be damaged and result in an initiating event. 
The finding was determined to be of very low safety significance since it did not contribute to both an increased likelihood of a reactor trip and 
an increased likelihood that mitigating equipment would be unavailable. 
Inspection Report# : 2004008(pdf)  

Significance:  Sep 30, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Implement Dig Safe Procedure 
The inspectors identified a non-cited violation of Technical Specification (TS) 6.7.1.a, "Procedures and Programs." Seabrook failed to properly 
implement their "Dig Safe" procedure which resulted in three incidents where underground utilities were damaged during site excavations. This 
finding, which involved Seabrook's failure to properly implement a procedure on multiple occasions, was associated with the cross-cutting 
areas of human performance and problem identification and resolution (PI&R).  
 
The finding was more than minor because if left uncorrected the potential exists that an underground utility could be damaged and result in an 
initiating event. The finding is of very low safety significance since the damaged utilities did not actually impact plant operations. 
Inspection Report# : 2004004(pdf)  

Significance:  Jun 28, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Non-Timely Corrective Actions for Degraded Instrument Tubing Adapter to Transmitter Connecting Bolts 
The inspector identified a Green, non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action" for failure to implement 
prompt corrective actions for a condition adverse to quality involving the torque of instrument tubing adapter to transmitter connection bolts.  
 
This finding is more than minor because the licensee failed to promptly evaluate (or correct) an adverse condition that had the potential to 
result in a RCS leak. The significance of this problem was evaluated using the "Significance Determination of Reactor Inspection Findings for 
At Power Situations" (SDP) Phase I worksheet and determined to be of very low significance (Green) since a loss of the instrument bolt 
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integrity would not result in a primary or secondary system loss of coolant accident (LOCA), contribute to the likelihood of a reactor trip 
combined with the loss of a mitigating equipment function and did not increase the likelihood of a fire or flood. 
Inspection Report# : 2004006(pdf)  

Mitigating Systems 

Significance:  Mar 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Implement Equipment Tagging and Isolation Procedure 
A non-cited violation of TS 6.7.1.a, "Procedures and Programs," was self-revealed when Seabrook failed to properly implement an equipment 
tagging and isolation procedure resulting in the unplanned and rapid loading of the ‘A' emergency diesel generator, an event which could have 
damaged the engine. This finding was associated with the cross-cutting area of organizational human performance since not only was the 
tagging procedure improperly implemented and licensed operators continued to load the EDG despite not having received the expected 
response; but other licensee programs, including the work control process, failed to prevent the emergency diesel generator transient.  
 
The finding was more than minor because failure to properly implement the tagging program, if left uncorrected, would result in a more safety 
significant safety concern. The finding was determined to be of very low safety significance since there was no loss of function of safety-
related equipment. 
Inspection Report# : 2005004(pdf)  

Significance:  Jan 27, 2005 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Operability Determination of the TDEFW Pump Relative to SBO 
The team identified a finding regarding the license's failure to perform an adequate operability determination for a degraded outboard thrust 
bearing on the turbine-driven emergency feedwater (TDEFW) pump. Specifically, the licensee did not identify how this bearing would have 
affected the TDEFW pump's ability to provide core cooling during a Station Blackout (SBO). As a result, the TDEFW pump operability and 
the need for corrective action were based upon a non-conservative technical basis.  
 
The finding is more than minor because it is asociated with the Mitigating Systems Cornerstone attribute of Equipment Performance and 
affected the cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to initiating events. 
Specifically, the licensee did not ensure the reliability of the TDEFW pump to perform its design function during a station blackout. This 
finding is of very low safety significance since it was a design or qualification deficiency that was confirmed not to result in a loss of function 
per Generic Letter (GL) 91-18. 
Inspection Report# : 2005002(pdf)  

Significance:  Dec 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Design Inadequacy Resulting in Potential Loss of Both Charging Pumps During a Fire 
The inspectors identified a non-cited violation of Seabrook's Facility Operating Licensee, Section 2.F, "Fire Protection." The violation involved 
a design deficiency in which a single fire could result in a loss of both charging pumps.  
 
This finding is more than minor because it affected the Mitigating System cornerstone and could impact the availability of equipment needed to 
ensure a safe shutdown of the plant during a fire. The finding was determined to be of very low safety significance based on a detailed review 
of the fire areas against Appendix F, "Fire Protection Significance Determination Process" of Manual Chapter 0609. 
Inspection Report# : 2005003(pdf)  

Significance:  Dec 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Controls on Oil Storage 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XIII, "Handling, Storage, and Shipping" when Seabrook 
personnel may have used contaminated oil in a safety-related pump due to inadequate oil storage controls. This finding was associated with the 
cross-cutting areas of human performance and problem identification and resolution in that contaminated oil was potentially added to safety-
related equipment, operability assessments were delayed, and extent-of-condition reviews were not documented.  
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This finding was more than minor because it affected the Mitigating System cornerstone and could impact the availability and reliability of 
safety-related equipment. The finding was determined to be of very low safety significance since there was no actual loss of equipment due to 
the contaminated oil. 
Inspection Report# : 2005003(pdf)  

Significance:  Sep 30, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Prompt Corrective Actions for a Trip Circuit Relay 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B Criterion XVI "Corrective Action." Seabrook failed to promptly 
identify and correct a deficiency of a safety-related trip circuit relay. This failed safety-related trip circuit relay was identified to be degraded 
approximately 15 months before corrective actions were taken. This finding, which involved Seabrook's failure to promptly identify and correct 
a deficiency, was associated with the cross-cutting area of PI&R.  
 
This finding is more than minor because it affected the Mitigating Events cornerstone objective of ensuring the reliability of systems that 
respond to initiating events to prevent undesirable consequences. Seabrook's failure to promptly identify and correct a deficiency of a safety-
related trip circuit relay for DC Bus 11C could impact the plant's ability to respond to an initiating event. The finding is of very low 
significance since the delayed time response of the trip circuit relay did not result in an actual loss of the safety function of a train or system. 
Inspection Report# : 2004004(pdf)  

Significance:  Sep 30, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Prevent Repetitive Failures of the Pressurizer Level Recorder 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B Criterion XVI "Corrective Action." Seabrook failed to take adequate 
corrective actions following pressurizer level recorder failures on June 7, and July 27, to preclude a repeat failure on September 20, 2004. The 
pressurizer level recorder was determined to have failed more than 10 times since 2002. This finding, which involved Seabrook's failure to take 
adequate corrective actions, was associated with the cross-cutting area of PI&R.  
 
This finding is more than minor because it affected the Mitigating Events cornerstone objective of ensuring the reliability of systems that 
respond to initiating events to prevent undesirable consequences. To ensure the reliability of systems, operators must take the preplanned 
manual actions that are required for safety systems to accomplish their safety function. The pressurizer level recorder is an instrument that is 
used by control room operators to take the preplanned manual actions. The finding is of very low significance since additional instrumentation 
was available to allow operators to take the appropriate preplanned manual actions. 
Inspection Report# : 2004004(pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Physical Protection information not publicly available. 
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Seabrook 1 
2Q/2005 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Maintain 4.16 KV Breaker Maintenance Procedure 
A non-cited violation of Technical Specification (TS) 6.7.1.a, "Procedures and Programs," was self-revealed when the reserve auxiliary 
transformer supply breaker to the ‘A' emergency bus failed to remain closed on demand. The licensee failed to properly address grease 
hardening in Seabrook's 4.16 kilovolt breaker maintenance program which resulted in the failure. The breaker was inoperable from February 14 
to February 22, 2005.  
 
This finding was more than minor because it affected the Initiating Events cornerstone objective to limit the likelihood of events that upset 
plant stability due to unreliable equipment performance. The finding was determined to be of very low safety significance since, while there 
was an increase in the probability of an initiating event, it did not impact mitigating systems resulting in a total loss of safety function, reactor 
coolant system leakage, or external event initiators. 
Inspection Report# : 2005004(pdf)  

Significance:  Mar 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Comply with Technical Specification LCO Action Statement 3.8.1.1.a Electrical Distribution During On-Line Maintenance 
The inspectors identified a non-cited violation of TS 3.8.1.1, "AC [Alternating Current] Sources - Operating." In March 2005, Seabrook failed 
to properly implement TS Limiting Condition for Operation (LCO) action statement 3.8.1.1.a during a period when one of two AC power 
sources was removed from safety-related electrical bus six to support on-line maintenance of a Unit Auxiliary Transformer. Based on a 
historical review, the inspectors identified that on August 21, 2003, Seabrook had also failed to properly apply TS LCO action statement 
3.8.1.1.a and had exceeded the allowed outage time of 72 hours by approximately 12 hours.  
 
This issue was more than minor because it affected the equipment performance attribute of the Initiating Events Cornerstone and the objective 
to limit the likelihood of those events that upset plant stability. Reducing the availability of offsite power to the Class 1E electrical distribution 
system resulted in a greater likelihood that the components powered by the Class 1E electrical distribution system would not be able to perform 
the intended safety function during an event. This finding was determined to be of very low safety significance since, while there was an 
increase in the likelihood of the loss of an emergency bus, it did not impact mitigating systems resulting in a total loss of safety function, 
reactor coolant system leakage, or external event initiators.  
 
Inspection Report# : 2005004(pdf)  

Significance:  Dec 31, 2004 
Identified By: NRC 
Item Type: FIN Finding 
Untimely Corrective Maintenance Resulting in a Frozen Main Steam Transmitter Sensing Line 
The inspectors identified a finding for failure to properly classify and correct a failed heat trace circuit in a timely manner which resulted in a 
main steam header pressure transmitter failure and a potential challenge to the plant. This finding was associated with the cross-cutting area of 
problem identification and resolution in that the degraded condition was not appropriately identified, classified or corrected.  
 
This finding was more than minor because it affected the Initiating Events cornerstone objective to limit the likelihood of events that upset 
plant stability due to unreliable equipment performance. The finding is of very low safety significance since there was an increase in the 
probability of an initiating event but it did not impact mitigating systems, reactor coolant system leakage, or external event initiators. 
Inspection Report# : 2005003(pdf)  

Significance:  Dec 31, 2004 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Procedure Resulting in Unplanned Opening of a Switchyard Breaker 
The combination of an inadequate procedure and the failure of Seabrook's technicians to take appropriate actions during preventative 
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maintenance activities was a self-revealing finding. This performance deficiency resulted in an inadvertent switchyard breaker opening, 
creating a potential challenge to plant stability. This finding was associated with the cross-cutting area of human performance in that once both 
heaters were removed from service, the technicians became distracted with unrelated administrative tasks such that gas pressure decreased and 
the breaker tripped open. The issue was entered into the licensee's corrective action program (CAP) as CR 04-11141, Switchyard Breaker 163. 
 
The finding was more than minor because it affected the Initiating Events cornerstone objective to limit the likelihood of events that upset plant 
stability due to factors such as switchyard activities. This finding was determined to be of very low safety significance since there was an 
increase in the probability of an initiating event but no impact on mitigating systems, reactor coolant system leakage, or external event 
initiators.  
 
Inspection Report# : 2005003(pdf)  

Significance: N/A Dec 17, 2004 
Identified By: NRC 
Item Type: FIN Finding 
Identification and Resolution of Problems 
The team determined that Seabrook was generally effective at identifying problems and placing them in the corrective action progam. Once 
entered into the system, these items were screened and prioritized in a timely manner using established criiteria, and they were properly 
evaluated commensurate with their safety significance. Overall, the evaluations reasonably identified the causes of the problem, assessed the 
extent of condition, and developed appropriate corrective actions. However, the team did identify some minor instances where problem 
evaluation could have been strengthened. Corrective actions were typically implemented in a timely manner, but the team found that in some 
cases, corrective actions were not effectively used to resolve and prevent recurrent problems. The inspectors found that Seabrook's self-
assessments and audits were self-critical and consistent with the team's observations. 
Inspection Report# : 2004008(pdf)  

Significance:  Dec 17, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Effective Corrective Action for Underground Utility and Equipment Damage During Excavation 
The team identified a non-cited violation of 10CFR 50, Appendix B, Criterion XVI, "Corrective Action," because Seabrook failed to take 
adequate corrective actions to prevent damage to underground utilities and equipment during site excavations. Following a series of issues 
where contract personnel hit buried cables and pipes while excavating, Seabrook failed to take effective corrective actions and later hit a safety-
related control building ventilation line. This finding was associated with the cross-cutting area of problem identification and resolution.  
 
This finding was more than minor because it affected the Initiating Events Cornerstone objective of limiting events that upset plant stability and 
challenge critical safety functions. Specifically, an underground utility or buried equipment could be damaged and result in an initiating event. 
The finding was determined to be of very low safety significance since it did not contribute to both an increased likelihood of a reactor trip and 
an increased likelihood that mitigating equipment would be unavailable. 
Inspection Report# : 2004008(pdf)  

Significance:  Sep 30, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Implement Dig Safe Procedure 
The inspectors identified a non-cited violation of Technical Specification (TS) 6.7.1.a, "Procedures and Programs." Seabrook failed to properly 
implement their "Dig Safe" procedure which resulted in three incidents where underground utilities were damaged during site excavations. This 
finding, which involved Seabrook's failure to properly implement a procedure on multiple occasions, was associated with the cross-cutting 
areas of human performance and problem identification and resolution (PI&R).  
 
The finding was more than minor because if left uncorrected the potential exists that an underground utility could be damaged and result in an 
initiating event. The finding is of very low safety significance since the damaged utilities did not actually impact plant operations. 
Inspection Report# : 2004004(pdf)  

Mitigating Systems 

Significance:  Mar 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Implement Equipment Tagging and Isolation Procedure
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A non-cited violation of TS 6.7.1.a, "Procedures and Programs," was self-revealed when Seabrook failed to properly implement an equipment 
tagging and isolation procedure resulting in the unplanned and rapid loading of the ‘A' emergency diesel generator, an event which could have 
damaged the engine. This finding was associated with the cross-cutting area of organizational human performance since not only was the 
tagging procedure improperly implemented and licensed operators continued to load the EDG despite not having received the expected 
response; but other licensee programs, including the work control process, failed to prevent the emergency diesel generator transient.  
 
The finding was more than minor because failure to properly implement the tagging program, if left uncorrected, would result in a more safety 
significant safety concern. The finding was determined to be of very low safety significance since there was no loss of function of safety-
related equipment. 
Inspection Report# : 2005004(pdf)  

Significance:  Jan 27, 2005 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Operability Determination of the TDEFW Pump Relative to SBO 
The team identified a finding regarding the license's failure to perform an adequate operability determination for a degraded outboard thrust 
bearing on the turbine-driven emergency feedwater (TDEFW) pump. Specifically, the licensee did not identify how this bearing would have 
affected the TDEFW pump's ability to provide core cooling during a Station Blackout (SBO). As a result, the TDEFW pump operability and 
the need for corrective action were based upon a non-conservative technical basis.  
 
The finding is more than minor because it is asociated with the Mitigating Systems Cornerstone attribute of Equipment Performance and 
affected the cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to initiating events. 
Specifically, the licensee did not ensure the reliability of the TDEFW pump to perform its design function during a station blackout. This 
finding is of very low safety significance since it was a design or qualification deficiency that was confirmed not to result in a loss of function 
per Generic Letter (GL) 91-18. 
Inspection Report# : 2005002(pdf)  

Significance:  Dec 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Design Inadequacy Resulting in Potential Loss of Both Charging Pumps During a Fire 
The inspectors identified a non-cited violation of Seabrook's Facility Operating Licensee, Section 2.F, "Fire Protection." The violation involved 
a design deficiency in which a single fire could result in a loss of both charging pumps.  
 
This finding is more than minor because it affected the Mitigating System cornerstone and could impact the availability of equipment needed to 
ensure a safe shutdown of the plant during a fire. The finding was determined to be of very low safety significance based on a detailed review 
of the fire areas against Appendix F, "Fire Protection Significance Determination Process" of Manual Chapter 0609. 
Inspection Report# : 2005003(pdf)  

Significance:  Dec 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Controls on Oil Storage 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XIII, "Handling, Storage, and Shipping" when Seabrook 
personnel may have used contaminated oil in a safety-related pump due to inadequate oil storage controls. This finding was associated with the 
cross-cutting areas of human performance and problem identification and resolution in that contaminated oil was potentially added to safety-
related equipment, operability assessments were delayed, and extent-of-condition reviews were not documented.  
 
This finding was more than minor because it affected the Mitigating System cornerstone and could impact the availability and reliability of 
safety-related equipment. The finding was determined to be of very low safety significance since there was no actual loss of equipment due to 
the contaminated oil. 
Inspection Report# : 2005003(pdf)  

Significance:  Sep 30, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Prompt Corrective Actions for a Trip Circuit Relay 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B Criterion XVI "Corrective Action." Seabrook failed to promptly 
identify and correct a deficiency of a safety-related trip circuit relay. This failed safety-related trip circuit relay was identified to be degraded 
approximately 15 months before corrective actions were taken. This finding, which involved Seabrook's failure to promptly identify and correct 
a deficiency, was associated with the cross-cutting area of PI&R. 
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This finding is more than minor because it affected the Mitigating Events cornerstone objective of ensuring the reliability of systems that 
respond to initiating events to prevent undesirable consequences. Seabrook's failure to promptly identify and correct a deficiency of a safety-
related trip circuit relay for DC Bus 11C could impact the plant's ability to respond to an initiating event. The finding is of very low 
significance since the delayed time response of the trip circuit relay did not result in an actual loss of the safety function of a train or system. 
Inspection Report# : 2004004(pdf)  

Significance:  Sep 30, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Prevent Repetitive Failures of the Pressurizer Level Recorder 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B Criterion XVI "Corrective Action." Seabrook failed to take adequate 
corrective actions following pressurizer level recorder failures on June 7, and July 27, to preclude a repeat failure on September 20, 2004. The 
pressurizer level recorder was determined to have failed more than 10 times since 2002. This finding, which involved Seabrook's failure to take 
adequate corrective actions, was associated with the cross-cutting area of PI&R.  
 
This finding is more than minor because it affected the Mitigating Events cornerstone objective of ensuring the reliability of systems that 
respond to initiating events to prevent undesirable consequences. To ensure the reliability of systems, operators must take the preplanned 
manual actions that are required for safety systems to accomplish their safety function. The pressurizer level recorder is an instrument that is 
used by control room operators to take the preplanned manual actions. The finding is of very low significance since additional instrumentation 
was available to allow operators to take the appropriate preplanned manual actions. 
Inspection Report# : 2004004(pdf)  

Barrier Integrity 

Significance:  Jun 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Untimely Identification of Failed Emergency Power Sequencer Card 
Green. A non-cited violation of 10 CFR 50, Appendix B, "Corrective Action" revealed itself when the "B" containment building spray pump 
failed to start during surveillance testing. From April 24 to June 20, 2005, Seabrook did not identify that the emergency power sequencer card 
for the "B" containment building spray pump was in an inoperable condition such that the spray pump would not have automatically started 
during a high containment pressure actuation signal. This finding was associated with the cross-cutting area of problem identification and 
resolution in that the failed card was not identified for approximately 60 days despite opportunities both inside and outside the control room to 
have identified the deficiencies.  
 
The finding was more than minor because it affected the Barrier Integrity cornerstone objective to provide reasonable assurance that the 
containment design barrier would remain intact to protect the public and was associated with the attribute of equipment performance. The 
failure of the "B" containment spray pump to start impacted one of two containment pressure suppression components. The finding was 
determined to be of very low safety significance since the containment building spray system failure did not impact core damage probability or 
large early release frequency. 
Inspection Report# : 2005005(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 
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Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

Last modified : August 24, 2005 

Page 5 of 52Q/2005 Inspection Findings - Seabrook 1



Seabrook 1 
3Q/2005 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Maintain 4.16 KV Breaker Maintenance Procedure 
A non-cited violation of Technical Specification (TS) 6.7.1.a, "Procedures and Programs," was self-revealed when the reserve auxiliary 
transformer supply breaker to the ‘A' emergency bus failed to remain closed on demand. The licensee failed to properly address grease 
hardening in Seabrook's 4.16 kilovolt breaker maintenance program which resulted in the failure. The breaker was inoperable from February 14 
to February 22, 2005.  
 
This finding was more than minor because it affected the Initiating Events cornerstone objective to limit the likelihood of events that upset 
plant stability due to unreliable equipment performance. The finding was determined to be of very low safety significance since, while there 
was an increase in the probability of an initiating event, it did not impact mitigating systems resulting in a total loss of safety function, reactor 
coolant system leakage, or external event initiators. 
Inspection Report# : 2005004(pdf)  

Significance:  Mar 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Comply with Technical Specification LCO Action Statement 3.8.1.1.a Electrical Distribution During On-Line Maintenance 
The inspectors identified a non-cited violation of TS 3.8.1.1, "AC [Alternating Current] Sources - Operating." In March 2005, Seabrook failed 
to properly implement TS Limiting Condition for Operation (LCO) action statement 3.8.1.1.a during a period when one of two AC power 
sources was removed from safety-related electrical bus six to support on-line maintenance of a Unit Auxiliary Transformer. Based on a 
historical review, the inspectors identified that on August 21, 2003, Seabrook had also failed to properly apply TS LCO action statement 
3.8.1.1.a and had exceeded the allowed outage time of 72 hours by approximately 12 hours.  
 
This issue was more than minor because it affected the equipment performance attribute of the Initiating Events Cornerstone and the objective 
to limit the likelihood of those events that upset plant stability. Reducing the availability of offsite power to the Class 1E electrical distribution 
system resulted in a greater likelihood that the components powered by the Class 1E electrical distribution system would not be able to perform 
the intended safety function during an event. This finding was determined to be of very low safety significance since, while there was an 
increase in the likelihood of the loss of an emergency bus, it did not impact mitigating systems resulting in a total loss of safety function, 
reactor coolant system leakage, or external event initiators.  
 
Inspection Report# : 2005004(pdf)  

Significance:  Dec 31, 2004 
Identified By: NRC 
Item Type: FIN Finding 
Untimely Corrective Maintenance Resulting in a Frozen Main Steam Transmitter Sensing Line 
The inspectors identified a finding for failure to properly classify and correct a failed heat trace circuit in a timely manner which resulted in a 
main steam header pressure transmitter failure and a potential challenge to the plant. This finding was associated with the cross-cutting area of 
problem identification and resolution in that the degraded condition was not appropriately identified, classified or corrected.  
 
This finding was more than minor because it affected the Initiating Events cornerstone objective to limit the likelihood of events that upset 
plant stability due to unreliable equipment performance. The finding is of very low safety significance since there was an increase in the 
probability of an initiating event but it did not impact mitigating systems, reactor coolant system leakage, or external event initiators. 
Inspection Report# : 2005003(pdf)  

Significance:  Dec 31, 2004 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Procedure Resulting in Unplanned Opening of a Switchyard Breaker 
The combination of an inadequate procedure and the failure of Seabrook's technicians to take appropriate actions during preventative 
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maintenance activities was a self-revealing finding. This performance deficiency resulted in an inadvertent switchyard breaker opening, 
creating a potential challenge to plant stability. This finding was associated with the cross-cutting area of human performance in that once both 
heaters were removed from service, the technicians became distracted with unrelated administrative tasks such that gas pressure decreased and 
the breaker tripped open. The issue was entered into the licensee's corrective action program (CAP) as CR 04-11141, Switchyard Breaker 163. 
 
The finding was more than minor because it affected the Initiating Events cornerstone objective to limit the likelihood of events that upset plant 
stability due to factors such as switchyard activities. This finding was determined to be of very low safety significance since there was an 
increase in the probability of an initiating event but no impact on mitigating systems, reactor coolant system leakage, or external event 
initiators.  
 
Inspection Report# : 2005003(pdf)  

Significance:  Dec 17, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Effective Corrective Action for Underground Utility and Equipment Damage During Excavation 
The team identified a non-cited violation of 10CFR 50, Appendix B, Criterion XVI, "Corrective Action," because Seabrook failed to take 
adequate corrective actions to prevent damage to underground utilities and equipment during site excavations. Following a series of issues 
where contract personnel hit buried cables and pipes while excavating, Seabrook failed to take effective corrective actions and later hit a safety-
related control building ventilation line. This finding was associated with the cross-cutting area of problem identification and resolution.  
 
This finding was more than minor because it affected the Initiating Events Cornerstone objective of limiting events that upset plant stability and 
challenge critical safety functions. Specifically, an underground utility or buried equipment could be damaged and result in an initiating event. 
The finding was determined to be of very low safety significance since it did not contribute to both an increased likelihood of a reactor trip and 
an increased likelihood that mitigating equipment would be unavailable. 
Inspection Report# : 2004008(pdf)  

Significance: N/A Dec 17, 2004 
Identified By: NRC 
Item Type: FIN Finding 
Identification and Resolution of Problems 
The team determined that Seabrook was generally effective at identifying problems and placing them in the corrective action progam. Once 
entered into the system, these items were screened and prioritized in a timely manner using established criiteria, and they were properly 
evaluated commensurate with their safety significance. Overall, the evaluations reasonably identified the causes of the problem, assessed the 
extent of condition, and developed appropriate corrective actions. However, the team did identify some minor instances where problem 
evaluation could have been strengthened. Corrective actions were typically implemented in a timely manner, but the team found that in some 
cases, corrective actions were not effectively used to resolve and prevent recurrent problems. The inspectors found that Seabrook's self-
assessments and audits were self-critical and consistent with the team's observations. 
Inspection Report# : 2004008(pdf)  

Mitigating Systems 

Significance:  Jul 29, 2005 
Identified By: NRC 
Item Type: FIN Finding 
Time Critical Operator Actions Not Included in the Safe Shutdown Analysis 
The team identified a finding regarding the adequacy of the licensee’s post-fire safe shutdown analysis. Specifically, the analysis was found to 
be incomplete in that it did not specify the time available for the implementation of safe shutdown procedure actions necessary to restore 
mitigating systems to operation following their loss due to a fire. These actions include timely restoration of reactor coolant system makeup, 
reactor coolant pump seal cooling and feedwater flow to the steam generators to ensure safe shutdown performance goals would be met during 
a post-fire safe shutdown. Additionally, time lines or validations had not been performed to establish the time necessary to perform time critical 
portions of the safe shutdown procedures.  
 
The finding is more than minor because it is associated with the Mitigating Systems Cornerstone attribute of design control and affected the 
cornerstone objective of ensuring the availability, reliability and capability of systems that respond to initiating events. Specifically, the safe 
shutdown analysis did not ensure the availability and capability of credited safe shutdown systems was sufficient to ensure post-fire 
performance goals would be met. The finding was found to represent a low degradation, and as such was of very low safety significance in 
accordance with the Fire Protection Significance Determination Process (NRC Inspection Manual Chapter 609, Appendix F). Specifically, 
timed walkdowns of procedures performed during the inspection indicated that, while plant parameters may not always be maintained within 
the safe shutdown goals, they would not deviate by an amount that would place the plant in an unrecoverable condition. The walkdown results 
were evaluated against estimated times available from related accident analyses, probabilistic risk assessment (PRA) studies and information 
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from plants of similar designs. 
Inspection Report# : 2005008(pdf)  

Significance:  Mar 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Implement Equipment Tagging and Isolation Procedure 
A non-cited violation of TS 6.7.1.a, "Procedures and Programs," was self-revealed when Seabrook failed to properly implement an equipment 
tagging and isolation procedure resulting in the unplanned and rapid loading of the ‘A' emergency diesel generator, an event which could have 
damaged the engine. This finding was associated with the cross-cutting area of organizational human performance since not only was the 
tagging procedure improperly implemented and licensed operators continued to load the EDG despite not having received the expected 
response; but other licensee programs, including the work control process, failed to prevent the emergency diesel generator transient.  
 
The finding was more than minor because failure to properly implement the tagging program, if left uncorrected, would result in a more safety 
significant safety concern. The finding was determined to be of very low safety significance since there was no loss of function of safety-
related equipment. 
Inspection Report# : 2005004(pdf)  

Significance:  Jan 27, 2005 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Operability Determination of the TDEFW Pump Relative to SBO 
The team identified a finding regarding the license's failure to perform an adequate operability determination for a degraded outboard thrust 
bearing on the turbine-driven emergency feedwater (TDEFW) pump. Specifically, the licensee did not identify how this bearing would have 
affected the TDEFW pump's ability to provide core cooling during a Station Blackout (SBO). As a result, the TDEFW pump operability and 
the need for corrective action were based upon a non-conservative technical basis.  
 
The finding is more than minor because it is asociated with the Mitigating Systems Cornerstone attribute of Equipment Performance and 
affected the cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to initiating events. 
Specifically, the licensee did not ensure the reliability of the TDEFW pump to perform its design function during a station blackout. This 
finding is of very low safety significance since it was a design or qualification deficiency that was confirmed not to result in a loss of function 
per Generic Letter (GL) 91-18. 
Inspection Report# : 2005002(pdf)  

Significance:  Dec 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Design Inadequacy Resulting in Potential Loss of Both Charging Pumps During a Fire 
The inspectors identified a non-cited violation of Seabrook's Facility Operating Licensee, Section 2.F, "Fire Protection." The violation involved 
a design deficiency in which a single fire could result in a loss of both charging pumps.  
 
This finding is more than minor because it affected the Mitigating System cornerstone and could impact the availability of equipment needed to 
ensure a safe shutdown of the plant during a fire. The finding was determined to be of very low safety significance based on a detailed review 
of the fire areas against Appendix F, "Fire Protection Significance Determination Process" of Manual Chapter 0609. 
Inspection Report# : 2005003(pdf)  

Significance:  Dec 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Controls on Oil Storage 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XIII, "Handling, Storage, and Shipping" when Seabrook 
personnel may have used contaminated oil in a safety-related pump due to inadequate oil storage controls. This finding was associated with the 
cross-cutting areas of human performance and problem identification and resolution in that contaminated oil was potentially added to safety-
related equipment, operability assessments were delayed, and extent-of-condition reviews were not documented.  
 
This finding was more than minor because it affected the Mitigating System cornerstone and could impact the availability and reliability of 
safety-related equipment. The finding was determined to be of very low safety significance since there was no actual loss of equipment due to 
the contaminated oil. 
Inspection Report# : 2005003(pdf)  
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Barrier Integrity 

Significance:  Jun 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Untimely Identification of Failed Emergency Power Sequencer Card 
Green. A non-cited violation of 10 CFR 50, Appendix B, "Corrective Action" revealed itself when the "B" containment building spray pump 
failed to start during surveillance testing. From April 24 to June 20, 2005, Seabrook did not identify that the emergency power sequencer card 
for the "B" containment building spray pump was in an inoperable condition such that the spray pump would not have automatically started 
during a high containment pressure actuation signal. This finding was associated with the cross-cutting area of problem identification and 
resolution in that the failed card was not identified for approximately 60 days despite opportunities both inside and outside the control room to 
have identified the deficiencies.  
 
The finding was more than minor because it affected the Barrier Integrity cornerstone objective to provide reasonable assurance that the 
containment design barrier would remain intact to protect the public and was associated with the attribute of equipment performance. The 
failure of the "B" containment spray pump to start impacted one of two containment pressure suppression components. The finding was 
determined to be of very low safety significance since the containment building spray system failure did not impact core damage probability or 
large early release frequency. 
Inspection Report# : 2005005(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

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

Initiating Events 

Significance:  Mar 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Maintain 4.16 KV Breaker Maintenance Procedure 
A non-cited violation of Technical Specification (TS) 6.7.1.a, "Procedures and Programs," was self-revealed when the reserve auxiliary 
transformer supply breaker to the ‘A' emergency bus failed to remain closed on demand. The licensee failed to properly address grease 
hardening in Seabrook's 4.16 kilovolt breaker maintenance program which resulted in the failure. The breaker was inoperable from February 14 
to February 22, 2005.  
 
This finding was more than minor because it affected the Initiating Events cornerstone objective to limit the likelihood of events that upset 
plant stability due to unreliable equipment performance. The finding was determined to be of very low safety significance since, while there 
was an increase in the probability of an initiating event, it did not impact mitigating systems resulting in a total loss of safety function, reactor 
coolant system leakage, or external event initiators. 
Inspection Report# : 2005004(pdf)  

Significance:  Mar 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Comply with Technical Specification LCO Action Statement 3.8.1.1.a Electrical Distribution During On-Line Maintenance 
The inspectors identified a non-cited violation of TS 3.8.1.1, "AC [Alternating Current] Sources - Operating." In March 2005, Seabrook failed 
to properly implement TS Limiting Condition for Operation (LCO) action statement 3.8.1.1.a during a period when one of two AC power 
sources was removed from safety-related electrical bus six to support on-line maintenance of a Unit Auxiliary Transformer. Based on a 
historical review, the inspectors identified that on August 21, 2003, Seabrook had also failed to properly apply TS LCO action statement 
3.8.1.1.a and had exceeded the allowed outage time of 72 hours by approximately 12 hours.  
 
This issue was more than minor because it affected the equipment performance attribute of the Initiating Events Cornerstone and the objective 
to limit the likelihood of those events that upset plant stability. Reducing the availability of offsite power to the Class 1E electrical distribution 
system resulted in a greater likelihood that the components powered by the Class 1E electrical distribution system would not be able to perform 
the intended safety function during an event. This finding was determined to be of very low safety significance since, while there was an 
increase in the likelihood of the loss of an emergency bus, it did not impact mitigating systems resulting in a total loss of safety function, 
reactor coolant system leakage, or external event initiators.  
 
Inspection Report# : 2005004(pdf)  

Mitigating Systems 

Significance:  Jul 29, 2005 
Identified By: NRC 
Item Type: FIN Finding 
Time Critical Operator Actions Not Included in the Safe Shutdown Analysis 
The team identified a finding regarding the adequacy of the licensee’s post-fire safe shutdown analysis. Specifically, the analysis was found to 
be incomplete in that it did not specify the time available for the implementation of safe shutdown procedure actions necessary to restore 
mitigating systems to operation following their loss due to a fire. These actions include timely restoration of reactor coolant system makeup, 
reactor coolant pump seal cooling and feedwater flow to the steam generators to ensure safe shutdown performance goals would be met during 
a post-fire safe shutdown. Additionally, time lines or validations had not been performed to establish the time necessary to perform time critical 
portions of the safe shutdown procedures.  
 
The finding is more than minor because it is associated with the Mitigating Systems Cornerstone attribute of design control and affected the 
cornerstone objective of ensuring the availability, reliability and capability of systems that respond to initiating events. Specifically, the safe 
shutdown analysis did not ensure the availability and capability of credited safe shutdown systems was sufficient to ensure post-fire 
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performance goals would be met. The finding was found to represent a low degradation, and as such was of very low safety significance in 
accordance with the Fire Protection Significance Determination Process (NRC Inspection Manual Chapter 609, Appendix F). Specifically, 
timed walkdowns of procedures performed during the inspection indicated that, while plant parameters may not always be maintained within 
the safe shutdown goals, they would not deviate by an amount that would place the plant in an unrecoverable condition. The walkdown results 
were evaluated against estimated times available from related accident analyses, probabilistic risk assessment (PRA) studies and information 
from plants of similar designs. 
Inspection Report# : 2005008(pdf)  

Significance:  Mar 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Implement Equipment Tagging and Isolation Procedure 
A non-cited violation of TS 6.7.1.a, "Procedures and Programs," was self-revealed when Seabrook failed to properly implement an equipment 
tagging and isolation procedure resulting in the unplanned and rapid loading of the ‘A' emergency diesel generator, an event which could have 
damaged the engine. This finding was associated with the cross-cutting area of organizational human performance since not only was the 
tagging procedure improperly implemented and licensed operators continued to load the EDG despite not having received the expected 
response; but other licensee programs, including the work control process, failed to prevent the emergency diesel generator transient.  
 
The finding was more than minor because failure to properly implement the tagging program, if left uncorrected, would result in a more safety 
significant safety concern. The finding was determined to be of very low safety significance since there was no loss of function of safety-
related equipment. 
Inspection Report# : 2005004(pdf)  

Significance:  Jan 27, 2005 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Operability Determination of the TDEFW Pump Relative to SBO 
The team identified a finding regarding the license's failure to perform an adequate operability determination for a degraded outboard thrust 
bearing on the turbine-driven emergency feedwater (TDEFW) pump. Specifically, the licensee did not identify how this bearing would have 
affected the TDEFW pump's ability to provide core cooling during a Station Blackout (SBO). As a result, the TDEFW pump operability and 
the need for corrective action were based upon a non-conservative technical basis.  
 
The finding is more than minor because it is asociated with the Mitigating Systems Cornerstone attribute of Equipment Performance and 
affected the cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to initiating events. 
Specifically, the licensee did not ensure the reliability of the TDEFW pump to perform its design function during a station blackout. This 
finding is of very low safety significance since it was a design or qualification deficiency that was confirmed not to result in a loss of function 
per Generic Letter (GL) 91-18. 
Inspection Report# : 2005002(pdf)  

Barrier Integrity 

Significance:  Dec 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions Result in Repeat Failure of a Solenoid Valve 
The inspectors identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action." In May 2005, Seabrook 
experienced a failure of the "A" control room exhaust fan damper solenoid valve. Corrective actions completed in 2002 and 2003 to previous 
solenoid failures including the "B" control room exhaust fan damper solenoid valve in 2001 were ineffective in preventing the May 2005 
failure. Seabrook has since taken corrective action to fully evaluate the extent-of-condition and to replace or evaluate susceptible solenoid 
valves. This finding was associated with the cross cutting area of problem identification and resolution in that Seabrook did not implement 
effective corrective actions to previous failures and did not properly identify the cause of the 2005 failure.  
 
The finding is more than minor because it affected the Barrier Integrity cornerstone objective to provide reasonable assurance that physical 
design barriers are maintained including the radiological barrier function of the control room. The failure of the "A" train control room exhaust 
fan damper solenoid valve to close during testing impacted one of two dampers which isolates the control room. The finding is determined to 
be of very low safety significance (Green) since the redundant train provides the same function to isolate the control room and manual actions 
were also available to mitigate any control room conditions. 
Inspection Report# : 2005011(pdf)  
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Significance:  Jun 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Untimely Identification of Failed Emergency Power Sequencer Card 
A non-cited violation of 10 CFR 50, Appendix B, "Corrective Action" revealed itself when the "B" containment building spray pump failed to 
start during surveillance testing. From April 24 to June 20, 2005, Seabrook did not identify that the emergency power sequencer card for the 
"B" containment building spray pump was in an inoperable condition such that the spray pump would not have automatically started during a 
high containment pressure actuation signal. This finding was associated with the cross-cutting area of problem identification and resolution in 
that the failed card was not identified for approximately 60 days despite opportunities both inside and outside the control room to have 
identified the deficiencies.  
 
The finding was more than minor because it affected the Barrier Integrity cornerstone objective to provide reasonable assurance that the 
containment design barrier would remain intact to protect the public and was associated with the attribute of equipment performance. The 
failure of the "B" containment spray pump to start impacted one of two containment pressure suppression components. The finding was 
determined to be of very low safety significance since the containment building spray system failure did not impact core damage probability or 
large early release frequency. 
Inspection Report# : 2005005(pdf)  

Emergency Preparedness 

Significance:  Dec 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to include Procedural Guidance for Issuing a PAR from the Control Room following Certain Postulated Events 
The inspectors identified a non-cited violation associated with 10 CFR 50.54(q). For a general emergency (GE) initiated by certain postulated 
events, Seabrook developed a procedure that directed that a notification be made to the offsite agencies from the control room without a 
protective action recommendation (PAR). Seabrook has implemented corrective actions and revised this procedure, as well as, instituted a 
process to review non-EP procedure changes to assess their impact upon the emergency plan.  
 
The finding is more than minor because it is associated with the EP cornerstone attributes of procedure quality and offsite EP. It impacted the 
cornerstone objective of ensuring that Seabrook is capable of implementing adequate measures to protect the public in that PARs would not 
have been readily provided to offsite agencies for an GE initiated by some postulated events. This issue was determined not to impact a 
planning standard function because Seabrook's emergency plan and implementing procedures adequately addressed PARs for all events. 
Additionally, this issue had been discussed with the appropriate offsite agencies prior to implementation of the revised procedure. Therefore, 
this finding is determined to be of very low safety significance (Green). 
Inspection Report# : 2005011(pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

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

Initiating Events 

Mitigating Systems 

Significance:  Feb 01, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inappropriate 10CFR50.59 Safety Evaluation Screen 
The inspectors identified a Severity Level IV non-cited violation of 10 CFR 50.59; “Changes, Tests, and Experiments.” Specifically, Seabrook 
adversely changed the bases of Technical Specification (TS) 3.4.10, “Structural Integrity,” to make it applicable to only the reactor coolant 
system pressure boundary piping, and not all American Society of Mechanical Engineers (ASME) code class piping. This, in effect, changed 
the intent of TS 3.4.10 without a license amendment. Following identification of this issue, Seabrook entered the issue into their corrective 
action program as condition report 06-03108.  
 
This finding was addressed using traditional enforcement since it potentially impacted or impeded the regulatory process in that Seabrook used 
the 10 CFR 50.59 process to change the intent of an existing TS. This is contrary to the regulatory process that allows licensees to make 
changes without a license amendment provided that licensees comply with the 10 CFR 50.59 process. The finding is more than minor because 
there was a reasonable likelihood that the change would have required Commission review and approval prior to implementation. The finding 
is of very low safety significance because it did not require a quantitative assessment based on the shutdown risk mitigation capability of other 
available equipment. 
Inspection Report# : 2006002(pdf)  

Significance:  Jan 05, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify and Correct Degraded Component Cooling Water Flow to Safety-Related Components 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action." In January 2006, the inspectors 
identified degraded component cooling water flow to the residual heat removal pump seal cooler and the enclosure air handling cooler. 
Although the flows were determined to be below design basis values, additional engineering analysis demonstrated the degraded flow would 
not result in inoperability of the systems. Seabrook completed immediate actions to adjust the component cooling water flow to the safety-
related components. This finding was associated with the cross-cutting area of problem identification and resolution in that operators 
performing routine tours in the areas of the flow indicators and system engineers recording flows during quarterly walkdowns did not identify 
that the flow was degraded for eight months.  
 
The finding is more than minor because it affected the Mitigating System cornerstone objective to ensure the availability, reliability, and 
capability of systems that respond to an initiating event. The attribute of equipment performance was impacted by the degraded component 
cooling water flow. The finding is determined to be of very low safety significance (Green) since it did not result in loss of safety function of 
the equipment and it did not impact external initiating events. 
Inspection Report# : 2006002(pdf)  

Significance:  Dec 07, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions Result in a Repeat Failure of the "B" EDG 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action." In December of 2005, Seabrook 
experienced a failure of the "B" emergency diesel generator (EDG) due to a voltage excursion. Corrective actions completed in April and May 
of 2005, to a previous voltage excursion were ineffective in preventing the December 2005 failure. Seabrook has since taken additional 
corrective actions to prevent additional failures of the "B" EDG including replacement of selected components. This finding was associated 
with the cross-cutting area of problem identification and resolution in that Seabrook did not assure adequate corrective actions were taken to 
preclude repetition of the "B" EDG failure.  
 
The finding is more than minor because it affected the Mitigating Systems cornerstone attribute of equipment performance and affected the 
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cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to initiating events. The failure to the "B" 
EDG affected one of the two EDGs which maintain power following the initiating event of a loss of offsite power. The finding is determined to 
be of very low safety significance (Green) since the EDG was inoperable for a short period of time due to the intermittent nature of the failure.
Inspection Report# : 2006002(pdf)  

Significance:  Jul 29, 2005 
Identified By: NRC 
Item Type: FIN Finding 
Time Critical Operator Actions Not Included in the Safe Shutdown Analysis 
The team identified a finding regarding the adequacy of the licensee’s post-fire safe shutdown analysis. Specifically, the analysis was found to 
be incomplete in that it did not specify the time available for the implementation of safe shutdown procedure actions necessary to restore 
mitigating systems to operation following their loss due to a fire. These actions include timely restoration of reactor coolant system makeup, 
reactor coolant pump seal cooling and feedwater flow to the steam generators to ensure safe shutdown performance goals would be met during 
a post-fire safe shutdown. Additionally, time lines or validations had not been performed to establish the time necessary to perform time critical 
portions of the safe shutdown procedures.  
 
The finding is more than minor because it is associated with the Mitigating Systems Cornerstone attribute of design control and affected the 
cornerstone objective of ensuring the availability, reliability and capability of systems that respond to initiating events. Specifically, the safe 
shutdown analysis did not ensure the availability and capability of credited safe shutdown systems was sufficient to ensure post-fire 
performance goals would be met. The finding was found to represent a low degradation, and as such was of very low safety significance in 
accordance with the Fire Protection Significance Determination Process (NRC Inspection Manual Chapter 609, Appendix F). Specifically, 
timed walkdowns of procedures performed during the inspection indicated that, while plant parameters may not always be maintained within 
the safe shutdown goals, they would not deviate by an amount that would place the plant in an unrecoverable condition. The walkdown results 
were evaluated against estimated times available from related accident analyses, probabilistic risk assessment (PRA) studies and information 
from plants of similar designs. 
Inspection Report# : 2005008(pdf)  

Barrier Integrity 

Significance:  Dec 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions Result in Repeat Failure of a Solenoid Valve 
The inspectors identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action." In May 2005, Seabrook 
experienced a failure of the "A" control room exhaust fan damper solenoid valve. Corrective actions completed in 2002 and 2003 to previous 
solenoid failures including the "B" control room exhaust fan damper solenoid valve in 2001 were ineffective in preventing the May 2005 
failure. Seabrook has since taken corrective action to fully evaluate the extent-of-condition and to replace or evaluate susceptible solenoid 
valves. This finding was associated with the cross cutting area of problem identification and resolution in that Seabrook did not implement 
effective corrective actions to previous failures and did not properly identify the cause of the 2005 failure.  
 
The finding is more than minor because it affected the Barrier Integrity cornerstone objective to provide reasonable assurance that physical 
design barriers are maintained including the radiological barrier function of the control room. The failure of the "A" train control room exhaust 
fan damper solenoid valve to close during testing impacted one of two dampers which isolates the control room. The finding is determined to 
be of very low safety significance (Green) since the redundant train provides the same function to isolate the control room and manual actions 
were also available to mitigate any control room conditions. 
Inspection Report# : 2005011(pdf)  

Significance:  Jun 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Untimely Identification of Failed Emergency Power Sequencer Card 
A non-cited violation of 10 CFR 50, Appendix B, "Corrective Action" revealed itself when the "B" containment building spray pump failed to 
start during surveillance testing. From April 24 to June 20, 2005, Seabrook did not identify that the emergency power sequencer card for the 
"B" containment building spray pump was in an inoperable condition such that the spray pump would not have automatically started during a 
high containment pressure actuation signal. This finding was associated with the cross-cutting area of problem identification and resolution in 
that the failed card was not identified for approximately 60 days despite opportunities both inside and outside the control room to have 
identified the deficiencies.  
 
The finding was more than minor because it affected the Barrier Integrity cornerstone objective to provide reasonable assurance that the 
containment design barrier would remain intact to protect the public and was associated with the attribute of equipment performance. The 
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failure of the "B" containment spray pump to start impacted one of two containment pressure suppression components. The finding was 
determined to be of very low safety significance since the containment building spray system failure did not impact core damage probability or 
large early release frequency. 
Inspection Report# : 2005005(pdf)  

Emergency Preparedness 

Significance:  Dec 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to include Procedural Guidance for Issuing a PAR from the Control Room following Certain Postulated Events 
The inspectors identified a non-cited violation associated with 10 CFR 50.54(q). For a general emergency (GE) initiated by certain postulated 
events, Seabrook developed a procedure that directed that a notification be made to the offsite agencies from the control room without a 
protective action recommendation (PAR). Seabrook has implemented corrective actions and revised this procedure, as well as, instituted a 
process to review non-EP procedure changes to assess their impact upon the emergency plan.  
 
The finding is more than minor because it is associated with the EP cornerstone attributes of procedure quality and offsite EP. It impacted the 
cornerstone objective of ensuring that Seabrook is capable of implementing adequate measures to protect the public in that PARs would not 
have been readily provided to offsite agencies for an GE initiated by some postulated events. This issue was determined not to impact a 
planning standard function because Seabrook's emergency plan and implementing procedures adequately addressed PARs for all events. 
Additionally, this issue had been discussed with the appropriate offsite agencies prior to implementation of the revised procedure. Therefore, 
this finding is determined to be of very low safety significance (Green). 
Inspection Report# : 2005011(pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

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

Initiating Events 

Significance:  Jun 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Comply with TS 3.8.2.1 when a Battery Charger was not Supplying the "B" Bus 
The inspectors identified a non-cited violation of Technical Specification (TS) 3.8.2.1, "DC (Direct Current) Sources - Operating." On June 21, 
2006, the battery charger supply breaker was incorrectly opened due to a maintenance technician error. This removed the required full capacity 
battery charger from the 125 volt DC "B" Bus. The operators failed to properly evaluate the control room alarms on the evening of June 21, and did 
not recognize the degraded condition of their 125 volt DC "B" Bus for the next 12 hours. A new operating crew recognized the condition and 
determined that the plant was in a two hour TS shutdown action statement. Seabrook had been in a condition requiring the plant to enter TS action 
statement 3.8.2.1 from approximately 7:00 p.m. on June21, 2006, until 6:20 a.m. the next morning without entering the action statement.  
 
The finding was more than minor because it affected the Initiating Events cornerstone objective to limit the likelihood of events that upset plant 
stability due to unreliable equipment performance. This finding was determined to be of very low safety significance (Green) since there had been 
an increase in the probability of an initiating event without an impact on mitigating systems, reactor coolant system leakage, or external event 
initiators. This finding was associated with the cross-cutting area of human performance and the aspect of using human error prevention techniques 
since maintenance technicians opened the wrong breaker and the operators on two shifts did not identify and take the appropriate actions following 
the opening of the supply breaker from the battery charger to the 125 volt DC "B" Bus. 
Inspection Report# : 2006003(pdf)  

Mitigating Systems 

Significance:  Jun 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Untimely Corrective Actions for Degraded Floor Drains 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action" in that Seabrook did not promptly 
identify and correct degraded cable spreading room floor hydrostatic barriers. Seabrook identified the degraded barriers following water leakage 
into the essential switchgear room from an inadvertent cable spreading room deluge system actuation on February 5, 2006. However, following the 
actuation, Seabrook did not properly evaluate and implement timely compensatory measures for the degraded hydrostatic barrier to protect the 
essential switchgear rooms. The inspectors concluded that Seabrook had multiple opportunities including internal and external operating experience 
to identify the degraded barriers.  
 
The finding was more than minor because it affected the Mitigating System cornerstone attribute of Protection Against External Factors such as 
flood hazards and affected the cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to initiating 
events. Based on a detailed evaluation of the location and condition of the degraded barriers, the finding was determined to be of very low safety 
significance (Green) since the flooding-related finding would not cause a plant trip or degrade two or more trains of safety systems. This finding 
was associated with the cross-cutting area of problem identification and resolution in that Seabrook failed to thoroughly evaluate the degraded 
hydrostatic barriers in the cable spreading room. 
Inspection Report# : 2006003(pdf)  

Significance:  Jun 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Untimely Identification and Evaluation of Degraded Hydrostatic Barriers 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action" in that Seabrook did not take timely 
corrective actions for clogged drains that support safety-related systems. In 2006, Seabrook completed an inspection of the Emergency Feedwater 
Pump House drains and discovered three floor drains and two of five hub drains clogged with debris. Seabrook had multiple opportunities to 
identify and correct the issue including: a 2000 Condition Report which identified that Seabrook had no inspection program for their drains; the 
initial drain inspections, some of which identified partially clogged drains; and in 2005 when the inspectors identified that the inspection program 
was not risk or safety-related prioritized. The inspectors concluded that Seabrook did not inspect and remediate their drains which support safety-
related systems in a timely manner.  
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The finding was more than minor because it affected the Mitigating Systems 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) since the flooding- related finding would not cause a plant trip or degrade two or more trains of safety systems. This finding was associated 
with the cross-cutting area of problem identification and resolution in that Seabrook did not take appropriate corrective actions in a timely manner 
for the degraded floor drain systems in the plant. 
Inspection Report# : 2006003(pdf)  

Significance:  Mar 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inappropriate 10CFR50.59 Safety Evaluation Screen 
The inspectors identified a Severity Level IV non-cited violation of 10 CFR 50.59; “Changes, Tests, and Experiments.” Specifically, Seabrook 
adversely changed the bases of Technical Specification (TS) 3.4.10, “Structural Integrity,” to make it applicable to only the reactor coolant system 
pressure boundary piping, and not all American Society of Mechanical Engineers (ASME) code class piping. This, in effect, changed the intent of 
TS 3.4.10 without a license amendment. Following identification of this issue, Seabrook entered the issue into their corrective action program as 
condition report 06-03108.  
 
This finding was addressed using traditional enforcement since it potentially impacted or impeded the regulatory process in that Seabrook used the 
10 CFR 50.59 process to change the intent of an existing TS. This is contrary to the regulatory process that allows licensees to make changes 
without a license amendment provided that licensees comply with the 10 CFR 50.59 process. The finding is more than minor because there was a 
reasonable likelihood that the change would have required Commission review and approval prior to implementation. The finding is of very low 
safety significance because it did not require a quantitative assessment based on the shutdown risk mitigation capability of other available 
equipment. 
Inspection Report# : 2006002(pdf)  

Significance:  Mar 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify and Correct Degraded Component Cooling Water Flow to Safety-Related Components 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action." In January 2006, the inspectors 
identified degraded component cooling water flow to the residual heat removal pump seal cooler and the enclosure air handling cooler. Although 
the flows were determined to be below design basis values, additional engineering analysis demonstrated the degraded flow would not result in 
inoperability of the systems. Seabrook completed immediate actions to adjust the component cooling water flow to the safety-related components. 
This finding was associated with the cross-cutting area of problem identification and resolution in that operators performing routine tours in the 
areas of the flow indicators and system engineers recording flows during quarterly walkdowns did not identify that the flow was degraded for eight 
months.  
 
The finding is more than minor because it affected the Mitigating System cornerstone objective to ensure the availability, reliability, and capability 
of systems that respond to an initiating event. The attribute of equipment performance was impacted by the degraded component cooling water 
flow. The finding is determined to be of very low safety significance (Green) since it did not result in loss of safety function of the equipment and it 
did not impact external initiating events. 
Inspection Report# : 2006002(pdf)  

Significance:  Mar 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions Result in a Repeat Failure of the "B" EDG 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action." In December of 2005, Seabrook 
experienced a failure of the "B" emergency diesel generator (EDG) due to a voltage excursion. Corrective actions completed in April and May of 
2005, to a previous voltage excursion were ineffective in preventing the December 2005 failure. Seabrook has since taken additional corrective 
actions to prevent additional failures of the "B" EDG including replacement of selected components. This finding was associated with the cross-
cutting area of problem identification and resolution in that Seabrook did not assure adequate corrective actions were taken to preclude repetition of 
the "B" EDG failure.  
 
The finding is more than minor because it affected the Mitigating Systems cornerstone attribute of equipment performance and affected the 
cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to initiating events. The failure to the "B" EDG 
affected one of the two EDGs which maintain power following the initiating event of a loss of offsite power. The finding is determined to be of very 
low safety significance (Green) since the EDG was inoperable for a short period of time due to the intermittent nature of the failure. 
Inspection Report# : 2006002(pdf)  

Significance:  Jul 29, 2005 
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Identified By: NRC 
Item Type: FIN Finding 
Time Critical Operator Actions Not Included in the Safe Shutdown Analysis 
The team identified a finding regarding the adequacy of the licensee’s post-fire safe shutdown analysis. Specifically, the analysis was found to be 
incomplete in that it did not specify the time available for the implementation of safe shutdown procedure actions necessary to restore mitigating 
systems to operation following their loss due to a fire. These actions include timely restoration of reactor coolant system makeup, reactor coolant 
pump seal cooling and feedwater flow to the steam generators to ensure safe shutdown performance goals would be met during a post-fire safe 
shutdown. Additionally, time lines or validations had not been performed to establish the time necessary to perform time critical portions of the safe 
shutdown procedures.  
 
The finding is more than minor because it is associated with the Mitigating Systems Cornerstone attribute of design control and affected the 
cornerstone objective of ensuring the availability, reliability and capability of systems that respond to initiating events. Specifically, the safe 
shutdown analysis did not ensure the availability and capability of credited safe shutdown systems was sufficient to ensure post-fire performance 
goals would be met. The finding was found to represent a low degradation, and as such was of very low safety significance in accordance with the 
Fire Protection Significance Determination Process (NRC Inspection Manual Chapter 609, Appendix F). Specifically, timed walkdowns of 
procedures performed during the inspection indicated that, while plant parameters may not always be maintained within the safe shutdown goals, 
they would not deviate by an amount that would place the plant in an unrecoverable condition. The walkdown results were evaluated against 
estimated times available from related accident analyses, probabilistic risk assessment (PRA) studies and information from plants of similar designs.
Inspection Report# : 2005008(pdf)  

Barrier Integrity 

Significance:  Dec 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions Result in Repeat Failure of a Solenoid Valve 
The inspectors identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action." In May 2005, Seabrook 
experienced a failure of the "A" control room exhaust fan damper solenoid valve. Corrective actions completed in 2002 and 2003 to previous 
solenoid failures including the "B" control room exhaust fan damper solenoid valve in 2001 were ineffective in preventing the May 2005 failure. 
Seabrook has since taken corrective action to fully evaluate the extent-of-condition and to replace or evaluate susceptible solenoid valves. This 
finding was associated with the cross cutting area of problem identification and resolution in that Seabrook did not implement effective corrective 
actions to previous failures and did not properly identify the cause of the 2005 failure.  
 
The finding is more than minor because it affected the Barrier Integrity cornerstone objective to provide reasonable assurance that physical design 
barriers are maintained including the radiological barrier function of the control room. The failure of the "A" train control room exhaust fan damper 
solenoid valve to close during testing impacted one of two dampers which isolates the control room. The finding is determined to be of very low 
safety significance (Green) since the redundant train provides the same function to isolate the control room and manual actions were also available 
to mitigate any control room conditions. 
Inspection Report# : 2005011(pdf)  

Emergency Preparedness 

Significance:  Dec 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to include Procedural Guidance for Issuing a PAR from the Control Room following Certain Postulated Events 
The inspectors identified a non-cited violation associated with 10 CFR 50.54(q). For a general emergency (GE) initiated by certain postulated 
events, Seabrook developed a procedure that directed that a notification be made to the offsite agencies from the control room without a protective 
action recommendation (PAR). Seabrook has implemented corrective actions and revised this procedure, as well as, instituted a process to review 
non-EP procedure changes to assess their impact upon the emergency plan.  
 
The finding is more than minor because it is associated with the EP cornerstone attributes of procedure quality and offsite EP. It impacted the 
cornerstone objective of ensuring that Seabrook is capable of implementing adequate measures to protect the public in that PARs would not have 
been readily provided to offsite agencies for an GE initiated by some postulated events. This issue was determined not to impact a planning standard 
function because Seabrook's emergency plan and implementing procedures adequately addressed PARs for all events. Additionally, this issue had 
been discussed with the appropriate offsite agencies prior to implementation of the revised procedure. Therefore, this finding is determined to be of 
very low safety significance (Green). 
Inspection Report# : 2005011(pdf)  
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Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 
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Seabrook 1 
3Q/2006 Plant Inspection Findings 

Initiating Events 

Significance:  Jun 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Comply with TS 3.8.2.1 when a Battery Charger was not Supplying the "B" Bus 
The inspectors identified a non-cited violation of Technical Specification (TS) 3.8.2.1, "DC (Direct Current) Sources - 
Operating." On June 21, 2006, the battery charger supply breaker was incorrectly opened due to a maintenance technician 
error. This removed the required full capacity battery charger from the 125 volt DC "B" Bus. The operators failed to 
properly evaluate the control room alarms on the evening of June 21, and did not recognize the degraded condition of their 
125 volt DC "B" Bus for the next 12 hours. A new operating crew recognized the condition and determined that the plant 
was in a two hour TS shutdown action statement. Seabrook had been in a condition requiring the plant to enter TS action 
statement 3.8.2.1 from approximately 7:00 p.m. on June21, 2006, until 6:20 a.m. the next morning without entering the 
action statement.  
 
The finding was more than minor because it affected the Initiating Events cornerstone objective to limit the likelihood of 
events that upset plant stability due to unreliable equipment performance. This finding was determined to be of very low 
safety significance (Green) since there had been an increase in the probability of an initiating event without an impact on 
mitigating systems, reactor coolant system leakage, or external event initiators. This finding was associated with the cross-
cutting area of human performance and the aspect of using human error prevention techniques since maintenance 
technicians opened the wrong breaker and the operators on two shifts did not identify and take the appropriate actions 
following the opening of the supply breaker from the battery charger to the 125 volt DC "B" Bus. 
Inspection Report# : 2006003(pdf)  

Mitigating Systems 

Significance:  Sep 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inoperable Main Steam isolation Valve for Greater than Technical Specification Allowed Outage Time 
A Green self-revealing non-cited violation of Technical Specification (TS) 3.7.1.5, "Main Steam Line Isolation Valves" 
was identified by the inspectors. On June 30, 2006, operators received a control room alarm associated with a main steam 
isolation valve (MSIV). Subsequent troubleshooting identified a failed valve control module which affected operability of 
the MSIV. Seabrook determined that one MSIV was inoperable for approximately 20 hours which was greater than the 4 
hour TS allowed outage time. The extended inoperability time was caused, in-part, by improperly assessing the initial 
operability of the MSIV.  
The finding was more than minor because it affected the Mitigating Systems cornerstone objective to ensure the availability 
of systems that respond to initiating events to prevent undesirable consequences. The finding was determined to be of very 
low safety significance (Green) since it did not result in the loss of a safety function and it did not impact external initiating 
events. This finding has a cross-cutting aspect in the area of human performance because Seabrook did not properly assess 
the available information and follow procedural requirements though a conservative decision-making process for 
operability of the MSIV.  
 
 
Inspection Report# : 2006004(pdf)  
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Significance:  Jun 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Untimely Corrective Actions for Degraded Floor Drains 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action" in that 
Seabrook did not promptly identify and correct degraded cable spreading room floor hydrostatic barriers. Seabrook 
identified the degraded barriers following water leakage into the essential switchgear room from an inadvertent cable 
spreading room deluge system actuation on February 5, 2006. However, following the actuation, Seabrook did not properly 
evaluate and implement timely compensatory measures for the degraded hydrostatic barrier to protect the essential 
switchgear rooms. The inspectors concluded that Seabrook had multiple opportunities including internal and external 
operating experience to identify the degraded barriers.  
 
The finding was more than minor because it affected the Mitigating System cornerstone attribute of Protection Against 
External Factors such as flood hazards and affected the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events. Based on a detailed evaluation of the location and condition of the 
degraded barriers, the finding was determined to be of very low safety significance (Green) since the flooding-related 
finding would not cause a plant trip or degrade two or more trains of safety systems. This finding was associated with the 
cross-cutting area of problem identification and resolution in that Seabrook failed to thoroughly evaluate the degraded 
hydrostatic barriers in the cable spreading room. 
Inspection Report# : 2006003(pdf)  

Significance:  Jun 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Untimely Identification and Evaluation of Degraded Hydrostatic Barriers 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action" in that 
Seabrook did not take timely corrective actions for clogged drains that support safety-related systems. In 2006, Seabrook 
completed an inspection of the Emergency Feedwater Pump House drains and discovered three floor drains and two of five 
hub drains clogged with debris. Seabrook had multiple opportunities to identify and correct the issue including: a 2000 
Condition Report which identified that Seabrook had no inspection program for their drains; the initial drain inspections, 
some of which identified partially clogged drains; and in 2005 when the inspectors identified that the inspection program 
was not risk or safety-related prioritized. The inspectors concluded that Seabrook did not inspect and remediate their drains 
which support safety-related systems in a timely manner.  
 
The finding was more than minor because it affected the Mitigating Systems 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) since the flooding- related finding would not cause a plant trip or degrade two 
or more trains of safety systems. This finding was associated with the cross-cutting area of problem identification and 
resolution in that Seabrook did not take appropriate corrective actions in a timely manner for the degraded floor drain 
systems in the plant. 
Inspection Report# : 2006003(pdf)  

Significance:  Mar 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inappropriate 10CFR50.59 Safety Evaluation Screen 
The inspectors identified a Severity Level IV non-cited violation of 10 CFR 50.59; “Changes, Tests, and Experiments.” 
Specifically, Seabrook adversely changed the bases of Technical Specification (TS) 3.4.10, “Structural Integrity,” to make 
it applicable to only the reactor coolant system pressure boundary piping, and not all American Society of Mechanical 
Engineers (ASME) code class piping. This, in effect, changed the intent of TS 3.4.10 without a license amendment. 
Following identification of this issue, Seabrook entered the issue into their corrective action program as condition report 
06-03108.  
 
This finding was addressed using traditional enforcement since it potentially impacted or impeded the regulatory process in 
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that Seabrook used the 10 CFR 50.59 process to change the intent of an existing TS. This is contrary to the regulatory 
process that allows licensees to make changes without a license amendment provided that licensees comply with the 10 
CFR 50.59 process. The finding is more than minor because there was a reasonable likelihood that the change would have 
required Commission review and approval prior to implementation. The finding is of very low safety significance because 
it did not require a quantitative assessment based on the shutdown risk mitigation capability of other available equipment. 
Inspection Report# : 2006002(pdf)  

Significance:  Mar 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify and Correct Degraded Component Cooling Water Flow to Safety-Related Components 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action." In January 
2006, the inspectors identified degraded component cooling water flow to the residual heat removal pump seal cooler and 
the enclosure air handling cooler. Although the flows were determined to be below design basis values, additional 
engineering analysis demonstrated the degraded flow would not result in inoperability of the systems. Seabrook completed 
immediate actions to adjust the component cooling water flow to the safety-related components. This finding was 
associated with the cross-cutting area of problem identification and resolution in that operators performing routine tours in 
the areas of the flow indicators and system engineers recording flows during quarterly walkdowns did not identify that the 
flow was degraded for eight months.  
 
The finding is more than minor because it affected the Mitigating System cornerstone objective to ensure the availability, 
reliability, and capability of systems that respond to an initiating event. The attribute of equipment performance was 
impacted by the degraded component cooling water flow. The finding is determined to be of very low safety significance 
(Green) since it did not result in loss of safety function of the equipment and it did not impact external initiating events. 
Inspection Report# : 2006002(pdf)  

Significance:  Mar 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions Result in a Repeat Failure of the "B" EDG 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action." In 
December of 2005, Seabrook experienced a failure of the "B" emergency diesel generator (EDG) due to a voltage 
excursion. Corrective actions completed in April and May of 2005, to a previous voltage excursion were ineffective in 
preventing the December 2005 failure. Seabrook has since taken additional corrective actions to prevent additional failures 
of the "B" EDG including replacement of selected components. This finding was associated with the cross-cutting area of 
problem identification and resolution in that Seabrook did not assure adequate corrective actions were taken to preclude 
repetition of the "B" EDG failure.  
 
The finding is more than minor because it affected the Mitigating Systems cornerstone attribute of equipment performance 
and affected the cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to 
initiating events. The failure to the "B" EDG affected one of the two EDGs which maintain power following the initiating 
event of a loss of offsite power. The finding is determined to be of very low safety significance (Green) since the EDG was 
inoperable for a short period of time due to the intermittent nature of the failure. 
Inspection Report# : 2006002(pdf)  

Barrier Integrity 

Significance:  Dec 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions Result in Repeat Failure of a Solenoid Valve
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The inspectors identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action." In 
May 2005, Seabrook experienced a failure of the "A" control room exhaust fan damper solenoid valve. Corrective actions 
completed in 2002 and 2003 to previous solenoid failures including the "B" control room exhaust fan damper solenoid 
valve in 2001 were ineffective in preventing the May 2005 failure. Seabrook has since taken corrective action to fully 
evaluate the extent-of-condition and to replace or evaluate susceptible solenoid valves. This finding was associated with the 
cross cutting area of problem identification and resolution in that Seabrook did not implement effective corrective actions 
to previous failures and did not properly identify the cause of the 2005 failure.  
 
The finding is more than minor because it affected the Barrier Integrity cornerstone objective to provide reasonable 
assurance that physical design barriers are maintained including the radiological barrier function of the control room. The 
failure of the "A" train control room exhaust fan damper solenoid valve to close during testing impacted one of two 
dampers which isolates the control room. The finding is determined to be of very low safety significance (Green) since the 
redundant train provides the same function to isolate the control room and manual actions were also available to mitigate 
any control room conditions. 
Inspection Report# : 2005011(pdf)  

Emergency Preparedness 

Significance:  Dec 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to include Procedural Guidance for Issuing a PAR from the Control Room following Certain Postulated 
Events 
The inspectors identified a non-cited violation associated with 10 CFR 50.54(q). For a general emergency (GE) initiated by 
certain postulated events, Seabrook developed a procedure that directed that a notification be made to the offsite agencies 
from the control room without a protective action recommendation (PAR). Seabrook has implemented corrective actions 
and revised this procedure, as well as, instituted a process to review non-EP procedure changes to assess their impact upon 
the emergency plan.  
 
The finding is more than minor because it is associated with the EP cornerstone attributes of procedure quality and offsite 
EP. It impacted the cornerstone objective of ensuring that Seabrook is capable of implementing adequate measures to 
protect the public in that PARs would not have been readily provided to offsite agencies for an GE initiated by some 
postulated events. This issue was determined not to impact a planning standard function because Seabrook's emergency 
plan and implementing procedures adequately addressed PARs for all events. Additionally, this issue had been discussed 
with the appropriate offsite agencies prior to implementation of the revised procedure. Therefore, this finding is determined 
to be of very low safety significance (Green). 
Inspection Report# : 2005011(pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 
Physical Protection information not publicly available. 
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Seabrook 1 
4Q/2006 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 07, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
10 CFR 50, Appendix B, “Corrective Actions,” Failure to Promptly Identify Incorrect Analysis Assumptions Used 
for an Inadvertent ECCS Initiation at-power Event 10 CFR 50, Appendix B, “Corrective 
The inspectors identified a NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” in that FPL failed to 
promptly identify a condition adverse to quality associated with incorrect design assumptions used for the licensing basis in 
the station’s stretch power uprate. Specifically, the station failed to promptly identify a discrepancy between emergency 
operating procedures (EOPs) implementation and the assumed emergency core cooling system (ECCS) termination criteria 
that had been used for a power uprate “interim design analysis” for an inadvertent SI actuation event. Consequently, FPL 
operated outside the “interim analysis” basis accepted per an NRC Safety Evaluation Report (SER) and challenged 
conclusions documented in that credited interim design basis. FPL entered this issue into their corrective action program 
and additional evaluation by the station determined that the issue remained bounded by original plant design basis 
conclusions and did not meet NRC reportability thresholds during this “interim analysis” time period.  
 
This finding was more than minor because it was associated with the design control attribute of the initiating events 
cornerstone and impacted the cornerstone objective of limiting the likelihood of those events that upset plant stability and 
challenge critical safety functions. The finding is also similar to the more than minor examples in MC 0612, Appendix E, 
examples 3.j and 3.k. Inspectors evaluated this finding using Phase 1 of IMC 0609, Appendix A, “Significance 
Determination of Reactor Inspection Findings for At-Power Situations,” and determined the finding to be of very low 
safety significance because it; did not affect loss of coolant accident initiators; did not contribute to both the likelihood of a 
reactor trip and the likelihood that mitigation equipment or functions would not be available; and did not increase the 
likelihood of an external event. 
Inspection Report# : 2006006 (pdf)  

Significance:  Jun 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Comply with TS 3.8.2.1 when a Battery Charger was not Supplying the "B" Bus 
The inspectors identified a non-cited violation of Technical Specification (TS) 3.8.2.1, "DC (Direct Current) Sources - 
Operating." On June 21, 2006, the battery charger supply breaker was incorrectly opened due to a maintenance technician 
error. This removed the required full capacity battery charger from the 125 volt DC "B" Bus. The operators failed to 
properly evaluate the control room alarms on the evening of June 21, and did not recognize the degraded condition of their 
125 volt DC "B" Bus for the next 12 hours. A new operating crew recognized the condition and determined that the plant 
was in a two hour TS shutdown action statement. Seabrook had been in a condition requiring the plant to enter TS action 
statement 3.8.2.1 from approximately 7:00 p.m. on June 21, 2006, until 6:20 a.m. the next morning without entering the 
action statement.  
 
The finding was more than minor because it affected the Initiating Events cornerstone objective to limit the likelihood of 
events that upset plant stability due to unreliable equipment performance. This finding was determined to be of very low 
safety significance (Green) since there had been an increase in the probability of an initiating event without an impact on 
mitigating systems, reactor coolant system leakage, or external event initiators. This finding was associated with the cross-
cutting area of human performance and the aspect of using human error prevention techniques since maintenance 
technicians opened the wrong breaker and the operators on two shifts did not identify and take the appropriate actions 
following the opening of the supply breaker from the battery charger to the 125 volt DC "B" Bus. 
Inspection Report# : 2006003 (pdf)  
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Mitigating Systems 

Significance:  Dec 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Controls of a Heavy Load Lift over the Reactor Vessel 
The inspectors identified a non-cited violation of Technical Specification 6.7.1.a, “Procedures and Programs.” On October 
11, 2006, Seabrook failed to adequately establish and implement procedural controls for a heavy load lift, which resulted in 
a reactor coolant floor plug passing over an open, partially fueled reactor vessel.  
 
The finding was more than minor because it could be reasonably viewed as a precursor to a significant event because a 
portion of the heavy load traveled over the reactor vessel that contained irradiated fuel and the reactor vessel head was 
removed for refueling activities. This finding was not suitable for a significance determination process evaluation, but has 
been reviewed by NRC management and was determined to be a finding of very low safety significance (Green). This 
finding has a cross-cutting aspect in the area of human performance (sub-category resources) because Seabrook did not 
have complete and accurate procedural controls to assure safety of the heavy load lift. 
Inspection Report# : 2006005 (pdf)  

Significance:  Sep 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inoperable Main Steam isolation Valve for Greater than Technical Specification Allowed Outage Time 
A Green self-revealing non-cited violation of Technical Specification (TS) 3.7.1.5, "Main Steam Line Isolation Valves" 
was identified by the inspectors. On June 30, 2006, operators received a control room alarm associated with a main steam 
isolation valve (MSIV). Subsequent troubleshooting identified a failed valve control module which affected operability of 
the MSIV. Seabrook determined that one MSIV was inoperable for approximately 20 hours which was greater than the 4 
hour TS allowed outage time. The extended inoperability time was caused, in-part, by improperly assessing the initial 
operability of the MSIV.  
 
The finding was more than minor because it affected the Mitigating Systems cornerstone objective to ensure the availability 
of systems that respond to initiating events to prevent undesirable consequences. The finding was determined to be of very 
low safety significance (Green) since it did not result in the loss of a safety function and it did not impact external initiating 
events. This finding has a cross-cutting aspect in the area of human performance because Seabrook did not properly assess 
the available information and follow procedural requirements though a conservative decision-making process for 
operability of the MSIV.  
 
 
Inspection Report# : 2006004 (pdf)  

Significance:  Jun 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Untimely Corrective Actions for Degraded Floor Drains 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action" in that 
Seabrook did not promptly identify and correct degraded cable spreading room floor hydrostatic barriers. Seabrook 
identified the degraded barriers following water leakage into the essential switchgear room from an inadvertent cable 
spreading room deluge system actuation on February 5, 2006. However, following the actuation, Seabrook did not properly 
evaluate and implement timely compensatory measures for the degraded hydrostatic barrier to protect the essential 
switchgear rooms. The inspectors concluded that Seabrook had multiple opportunities including internal and external 
operating experience to identify the degraded barriers.  
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The finding was more than minor because it affected the Mitigating System cornerstone attribute of Protection Against 
External Factors such as flood hazards and affected the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events. Based on a detailed evaluation of the location and condition of the 
degraded barriers, the finding was determined to be of very low safety significance (Green) since the flooding-related 
finding would not cause a plant trip or degrade two or more trains of safety systems. This finding was associated with the 
cross-cutting area of problem identification and resolution in that Seabrook failed to thoroughly evaluate the degraded 
hydrostatic barriers in the cable spreading room. 
Inspection Report# : 2006003 (pdf)  

Significance:  Jun 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Untimely Identification and Evaluation of Degraded Hydrostatic Barriers 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action" in that 
Seabrook did not take timely corrective actions for clogged drains that support safety-related systems. In 2006, Seabrook 
completed an inspection of the Emergency Feedwater Pump House drains and discovered three floor drains and two of five 
hub drains clogged with debris. Seabrook had multiple opportunities to identify and correct the issue including: a 2000 
Condition Report which identified that Seabrook had no inspection program for their drains; the initial drain inspections, 
some of which identified partially clogged drains; and in 2005 when the inspectors identified that the inspection program 
was not risk or safety-related prioritized. The inspectors concluded that Seabrook did not inspect and remediate their drains 
which support safety-related systems in a timely manner.  
 
The finding was more than minor because it affected the Mitigating Systems 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) since the flooding- related finding would not cause a plant trip or degrade two 
or more trains of safety systems. This finding was associated with the cross-cutting area of problem identification and 
resolution in that Seabrook did not take appropriate corrective actions in a timely manner for the degraded floor drain 
systems in the plant. 
Inspection Report# : 2006003 (pdf)  

Significance:  Mar 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inappropriate 10 CFR 50.59 Safety Evaluation Screen 
The inspectors identified a Severity Level IV non-cited violation of 10 CFR 50.59; “Changes, Tests, and Experiments.” 
Specifically, Seabrook adversely changed the bases of Technical Specification (TS) 3.4.10, “Structural Integrity,” to make 
it applicable to only the reactor coolant system pressure boundary piping, and not all American Society of Mechanical 
Engineers (ASME) code class piping. This, in effect, changed the intent of TS 3.4.10 without a license amendment. 
Following identification of this issue, Seabrook entered the issue into their corrective action program as condition report 
06-03108.  
 
This finding was addressed using traditional enforcement since it potentially impacted or impeded the regulatory process in 
that Seabrook used the 10 CFR 50.59 process to change the intent of an existing TS. This is contrary to the regulatory 
process that allows licensees to make changes without a license amendment provided that licensees comply with the 10 
CFR 50.59 process. The finding is more than minor because there was a reasonable likelihood that the change would have 
required Commission review and approval prior to implementation. The finding is of very low safety significance because 
it did not require a quantitative assessment based on the shutdown risk mitigation capability of other available equipment. 
Inspection Report# : 2006002 (pdf)  

Significance:  Mar 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify and Correct Degraded Component Cooling Water Flow to Safety-Related Components 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action." In January 
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2006, the inspectors identified degraded component cooling water flow to the residual heat removal pump seal cooler and 
the enclosure air handling cooler. Although the flows were determined to be below design basis values, additional 
engineering analysis demonstrated the degraded flow would not result in inoperability of the systems. Seabrook completed 
immediate actions to adjust the component cooling water flow to the safety-related components. This finding was 
associated with the cross-cutting area of problem identification and resolution in that operators performing routine tours in 
the areas of the flow indicators and system engineers recording flows during quarterly walkdowns did not identify that the 
flow was degraded for eight months.  
 
The finding is more than minor because it affected the Mitigating System cornerstone objective to ensure the availability, 
reliability, and capability of systems that respond to an initiating event. The attribute of equipment performance was 
impacted by the degraded component cooling water flow. The finding is determined to be of very low safety significance 
(Green) since it did not result in loss of safety function of the equipment and it did not impact external initiating events. 
Inspection Report# : 2006002 (pdf)  

Significance:  Mar 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions Result in a Repeat Failure of the "B" EDG 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action." In 
December of 2005, Seabrook experienced a failure of the "B" emergency diesel generator (EDG) due to a voltage 
excursion. Corrective actions completed in April and May of 2005, to a previous voltage excursion were ineffective in 
preventing the December 2005 failure. Seabrook has since taken additional corrective actions to prevent additional failures 
of the "B" EDG including replacement of selected components. This finding was associated with the cross-cutting area of 
problem identification and resolution in that Seabrook did not assure adequate corrective actions were taken to preclude 
repetition of the "B" EDG failure.  
 
The finding is more than minor because it affected the Mitigating Systems cornerstone attribute of equipment performance 
and affected the cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to 
initiating events. The failure to the "B" EDG affected one of the two EDGs which maintain power following the initiating 
event of a loss of offsite power. The finding is determined to be of very low safety significance (Green) since the EDG was 
inoperable for a short period of time due to the intermittent nature of the failure. 
Inspection Report# : 2006002 (pdf)  

Barrier Integrity 

Significance:  Dec 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedural Compliance Results in Inadvertent Dilution during Shutdown 
A self-revealing non-cited violation of Technical Specification 6.7.1.a, “Procedures and Programs” was identified by the 
inspectors. On October 25, 2006, during a cold shutdown, operators inadvertently performed a 500-gallon dilution instead 
of a planned blended makeup to the reactor coolant system. Seabrook determined the root cause of this event was a loss of 
configuration control of the boric acid storage system due to a lack of procedure use in accordance with established 
standards. This resulted in isolating the normal flow path from the boric acid storage system for boric acid additions and 
blended makeups.  
 
The finding is more than minor because if left uncorrected it would become a more significant safety concern. Specifically, 
if the dilution occurred while the plan was online, this would have resulted in a more significant reactivity change and 
potential overpower condition. The finding was determined to be of very low safety significance (Green) since the 
reactivity change did not result in exceeding the Technical Specification shutdown margin requirements. This finding has a 
cross-cutting aspect in the area of human performance (sub-category work practices) because personnel did not follow 
procedural compliance standards. 
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Inspection Report# : 2006005 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 
Physical Protection information not publicly available. 

Miscellaneous 
Significance: N/A Dec 07, 2006 
Identified By: NRC 
Item Type: FIN Finding 
Problem Identification and Resolution 
The team concluded that the implementation of the corrective action program (CAP) at Seabrook was generally effective. 
The team determined that Seabrook station had a low threshold for identifying problems and entering them in the corrective 
action program. Once entered into the system, items were screened and prioritized in a timely manner using established 
criteria. The station properly evaluated items entered into the corrective action program commensurate with their safety 
significance. Corrective actions addressed the identified causes and were typically implemented in a timely manner based 
upon significance. The team observed that the station was generally effective in reviewing and applying operating 
experience information from industry. Overall, FPL audits and assessments that were reviewed were critical, and 
appropriate actions were taken to address identified issues. On the basis of interviews conducted during the inspection, the 
team found station employees at the site expressed the willingness and freedom to enter safety concerns into the CAP.  
 
Inspectors identified one Green NCV during this inspection. The NCV was associated with a failure to promptly identify a 
condition adverse to quality associated with analysis assumptions credited by the station an inadvertent safety injection (SI) 
event. 
Inspection Report# : 2006006 (pdf)  
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Seabrook 1 
1Q/2007 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 07, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
10 CFR 50, Appendix B, “Corrective Actions,” Failure to Promptly Identify Incorrect Analysis Assumptions Used 
for an Inadvertent ECCS Initiation at-power Event 10 CFR 50, Appendix B, “Corrective 
The inspectors identified a NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” in that FPL failed to 
promptly identify a condition adverse to quality associated with incorrect design assumptions used for the licensing basis in 
the station’s stretch power uprate. Specifically, the station failed to promptly identify a discrepancy between emergency 
operating procedures (EOPs) implementation and the assumed emergency core cooling system (ECCS) termination criteria 
that had been used for a power uprate “interim design analysis” for an inadvertent SI actuation event. Consequently, FPL 
operated outside the “interim analysis” basis accepted per an NRC Safety Evaluation Report (SER) and challenged 
conclusions documented in that credited interim design basis. FPL entered this issue into their corrective action program 
and additional evaluation by the station determined that the issue remained bounded by original plant design basis 
conclusions and did not meet NRC reportability thresholds during this “interim analysis” time period.  
 
This finding was more than minor because it was associated with the design control attribute of the initiating events 
cornerstone and impacted the cornerstone objective of limiting the likelihood of those events that upset plant stability and 
challenge critical safety functions. The finding is also similar to the more than minor examples in MC 0612, Appendix E, 
examples 3.j and 3.k. Inspectors evaluated this finding using Phase 1 of IMC 0609, Appendix A, “Significance 
Determination of Reactor Inspection Findings for At-Power Situations,” and determined the finding to be of very low 
safety significance because it; did not affect loss of coolant accident initiators; did not contribute to both the likelihood of a 
reactor trip and the likelihood that mitigation equipment or functions would not be available; and did not increase the 
likelihood of an external event. 
Inspection Report# : 2006006 (pdf)  

Significance:  Jun 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Comply with TS 3.8.2.1 when a Battery Charger was not Supplying the "B" Bus 
The inspectors identified a non-cited violation of Technical Specification (TS) 3.8.2.1, "DC (Direct Current) Sources - 
Operating." On June 21, 2006, the battery charger supply breaker was incorrectly opened due to a maintenance technician 
error. This removed the required full capacity battery charger from the 125 volt DC "B" Bus. The operators failed to 
properly evaluate the control room alarms on the evening of June 21, and did not recognize the degraded condition of their 
125 volt DC "B" Bus for the next 12 hours. A new operating crew recognized the condition and determined that the plant 
was in a two hour TS shutdown action statement. Seabrook had been in a condition requiring the plant to enter TS action 
statement 3.8.2.1 from approximately 7:00 p.m. on June 21, 2006, until 6:20 a.m. the next morning without entering the 
action statement.  
 
The finding was more than minor because it affected the Initiating Events cornerstone objective to limit the likelihood of 
events that upset plant stability due to unreliable equipment performance. This finding was determined to be of very low 
safety significance (Green) since there had been an increase in the probability of an initiating event without an impact on 
mitigating systems, reactor coolant system leakage, or external event initiators. This finding was associated with the cross-
cutting area of human performance and the aspect of using human error prevention techniques since maintenance 
technicians opened the wrong breaker and the operators on two shifts did not identify and take the appropriate actions 
following the opening of the supply breaker from the battery charger to the 125 volt DC "B" Bus. 
Inspection Report# : 2006003 (pdf)  



Mitigating Systems 

Significance:  Jan 11, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective actions Result in a Repeat Failure of the "B" EDG 
The inspectors identified a Green non-cited violation (NCV) for the licensee's failure to comply with 10 CFR 50, Appendix 
B, Criteria XVI, Corrective Action. The analyses of previous "B" emergency diesel generator (EDG) voltage regulator 
failures were inadequate in that they failed to identify corrective actions to prevent recurrence. Specifically, as a result of 
the inadequate evaluation of the cause for the December 7, 2005 event, the "B" EDG voltage regulator failed and resulted 
in a generator overvoltage condition during a surveillance test on August 31, 2006. The licensee entered the issue in their 
corrective action program, performed a root cause evaluation and implemented voltage regulator hardware changes to 
prevent recurrence of the overvoltage condition.  
 
The finding is more than minor because the voltage regulator failure affected the Mitigating Systems Cornerstone attribute 
of Equipment Perrformance and affected the cornerstone objective of ensuring the availability, reliability, and capability of 
systems that respond to initiating events. The function of the EDG is to provide alternating current power to safety systems 
following a loss of offsite power event. The finding was determined to be of very low safety significance since the EDG 
was inoperable for a short period of time and the failures were intermittent in nature. The finding has a cross-cutting aspect 
in the area of problem identification and resolution (sub-category evaluation) in that Seabrook failed to perform adequate 
analyses of previous events and as a result did not identify appropriate actions to prevent recurrence. 
Inspection Report# : 2006016 (pdf)  

Significance:  Dec 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Controls of a Heavy Load Lift over the Reactor Vessel 
The inspectors identified a non-cited violation of Technical Specification 6.7.1.a, “Procedures and Programs.” On October 
11, 2006, Seabrook failed to adequately establish and implement procedural controls for a heavy load lift, which resulted in 
a reactor coolant floor plug passing over an open, partially fueled reactor vessel.  
 
The finding was more than minor because it could be reasonably viewed as a precursor to a significant event because a 
portion of the heavy load traveled over the reactor vessel that contained irradiated fuel and the reactor vessel head was 
removed for refueling activities. This finding was not suitable for a significance determination process evaluation, but has 
been reviewed by NRC management and was determined to be a finding of very low safety significance (Green). This 
finding has a cross-cutting aspect in the area of human performance (sub-category resources) because Seabrook did not 
have complete and accurate procedural controls to assure safety of the heavy load lift. 
Inspection Report# : 2006005 (pdf)  

Significance:  Sep 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inoperable Main Steam isolation Valve for Greater than Technical Specification Allowed Outage Time 
A Green self-revealing non-cited violation of Technical Specification (TS) 3.7.1.5, "Main Steam Line Isolation Valves" 
was identified by the inspectors. On June 30, 2006, operators received a control room alarm associated with a main steam 
isolation valve (MSIV). Subsequent troubleshooting identified a failed valve control module which affected operability of 
the MSIV. Seabrook determined that one MSIV was inoperable for approximately 20 hours which was greater than the 4 
hour TS allowed outage time. The extended inoperability time was caused, in-part, by improperly assessing the initial 
operability of the MSIV.  
 
The finding was more than minor because it affected the Mitigating Systems cornerstone objective to ensure the 
availability of systems that respond to initiating events to prevent undesirable consequences. The finding was determined to 



be of very low safety significance (Green) since it did not result in the loss of a safety function and it did not impact 
external initiating events. This finding has a cross-cutting aspect in the area of human performance because Seabrook did 
not properly assess the available information and follow procedural requirements though a conservative decision-making 
process for operability of the MSIV.  
 
 
Inspection Report# : 2006004 (pdf)  

Significance:  Jun 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Untimely Corrective Actions for Degraded Floor Drains 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action" in that 
Seabrook did not promptly identify and correct degraded cable spreading room floor hydrostatic barriers. Seabrook 
identified the degraded barriers following water leakage into the essential switchgear room from an inadvertent cable 
spreading room deluge system actuation on February 5, 2006. However, following the actuation, Seabrook did not properly 
evaluate and implement timely compensatory measures for the degraded hydrostatic barrier to protect the essential 
switchgear rooms. The inspectors concluded that Seabrook had multiple opportunities including internal and external 
operating experience to identify the degraded barriers.  
 
The finding was more than minor because it affected the Mitigating System cornerstone attribute of Protection Against 
External Factors such as flood hazards and affected the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events. Based on a detailed evaluation of the location and condition of the 
degraded barriers, the finding was determined to be of very low safety significance (Green) since the flooding-related 
finding would not cause a plant trip or degrade two or more trains of safety systems. This finding was associated with the 
cross-cutting area of problem identification and resolution in that Seabrook failed to thoroughly evaluate the degraded 
hydrostatic barriers in the cable spreading room. 
Inspection Report# : 2006003 (pdf)  

Significance:  Jun 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Untimely Identification and Evaluation of Degraded Hydrostatic Barriers 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action" in that 
Seabrook did not take timely corrective actions for clogged drains that support safety-related systems. In 2006, Seabrook 
completed an inspection of the Emergency Feedwater Pump House drains and discovered three floor drains and two of five 
hub drains clogged with debris. Seabrook had multiple opportunities to identify and correct the issue including: a 2000 
Condition Report which identified that Seabrook had no inspection program for their drains; the initial drain inspections, 
some of which identified partially clogged drains; and in 2005 when the inspectors identified that the inspection program 
was not risk or safety-related prioritized. The inspectors concluded that Seabrook did not inspect and remediate their drains 
which support safety-related systems in a timely manner.  
 
The finding was more than minor because it affected the Mitigating Systems 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) since the flooding- related finding would not cause a plant 
trip or degrade two or more trains of safety systems. This finding was associated with the cross-cutting area of problem 
identification and resolution in that Seabrook did not take appropriate corrective actions in a timely manner for the 
degraded floor drain systems in the plant. 
Inspection Report# : 2006003 (pdf)  

Barrier Integrity 



Significance:  Dec 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedural Compliance Results in Inadvertent Dilution during Shutdown 
A self-revealing non-cited violation of Technical Specification 6.7.1.a, “Procedures and Programs” was identified by the 
inspectors. On October 25, 2006, during a cold shutdown, operators inadvertently performed a 500-gallon dilution instead 
of a planned blended makeup to the reactor coolant system. Seabrook determined the root cause of this event was a loss of 
configuration control of the boric acid storage system due to a lack of procedure use in accordance with established 
standards. This resulted in isolating the normal flow path from the boric acid storage system for boric acid additions and 
blended makeups.  
 
The finding is more than minor because if left uncorrected it would become a more significant safety concern. Specifically, 
if the dilution occurred while the plan was online, this would have resulted in a more significant reactivity change and 
potential overpower condition. The finding was determined to be of very low safety significance (Green) since the 
reactivity change did not result in exceeding the Technical Specification shutdown margin requirements. This finding has a 
cross-cutting aspect in the area of human performance (sub-category work practices) because personnel did not follow 
procedural compliance standards. 
Inspection Report# : 2006005 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 
Physical Protection information not publicly available. 

Miscellaneous 
Significance: N/A Dec 07, 2006 
Identified By: NRC 
Item Type: FIN Finding 
Problem Identification and Resolution 
The team concluded that the implementation of the corrective action program (CAP) at Seabrook was generally effective. 
The team determined that Seabrook station had a low threshold for identifying problems and entering them in the corrective 
action program. Once entered into the system, items were screened and prioritized in a timely manner using established 
criteria. The station properly evaluated items entered into the corrective action program commensurate with their safety 
significance. Corrective actions addressed the identified causes and were typically implemented in a timely manner based 
upon significance. The team observed that the station was generally effective in reviewing and applying operating 
experience information from industry. Overall, FPL audits and assessments that were reviewed were critical, and 
appropriate actions were taken to address identified issues. On the basis of interviews conducted during the inspection, the 
team found station employees at the site expressed the willingness and freedom to enter safety concerns into the CAP. 



 
Inspectors identified one Green NCV during this inspection. The NCV was associated with a failure to promptly identify a 
condition adverse to quality associated with analysis assumptions credited by the station an inadvertent safety injection (SI) 
event. 
Inspection Report# : 2006006 (pdf)  
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Seabrook 1 
2Q/2007 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 07, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
10 CFR 50, Appendix B, “Corrective Actions,” Failure to Promptly Identify Incorrect Analysis Assumptions 
Used for an Inadvertent ECCS Initiation at-power Event 10 CFR 50, Appendix B, “Corrective 
The inspectors identified a NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” in that FPL failed to 
promptly identify a condition adverse to quality associated with incorrect design assumptions used for the licensing 
basis in the station’s stretch power uprate. Specifically, the station failed to promptly identify a discrepancy between 
emergency operating procedures (EOPs) implementation and the assumed emergency core cooling system (ECCS) 
termination criteria that had been used for a power uprate “interim design analysis” for an inadvertent SI actuation 
event. Consequently, FPL operated outside the “interim analysis” basis accepted per an NRC Safety Evaluation 
Report (SER) and challenged conclusions documented in that credited interim design basis. FPL entered this issue 
into their corrective action program and additional evaluation by the station determined that the issue remained 
bounded by original plant design basis conclusions and did not meet NRC reportability thresholds during this “interim 
analysis” time period.  
 
This finding was more than minor because it was associated with the design control attribute of the initiating events 
cornerstone and impacted the cornerstone objective of limiting the likelihood of those events that upset plant stability 
and challenge critical safety functions. The finding is also similar to the more than minor examples in MC 0612, 
Appendix E, examples 3.j and 3.k. Inspectors evaluated this finding using Phase 1 of IMC 0609, Appendix A, 
“Significance Determination of Reactor Inspection Findings for At-Power Situations,” and determined the finding to 
be of very low safety significance because it; did not affect loss of coolant accident initiators; did not contribute to 
both the likelihood of a reactor trip and the likelihood that mitigation equipment or functions would not be available; 
and did not increase the likelihood of an external event. 
Inspection Report# : 2006006 (pdf)  

Mitigating Systems 

Significance:  Apr 27, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate RWST level uncertainty analysis 
The team identified a finding of very low safety significance involving a non-cited violation of 10CFR50, Appendix 
B, Criteria III, Design Control. Specifically, the instrument uncertainty calculation for the refueling water storage tank 
(RWST) level instruments took credit for instrument temperature compensation; however, the instruments were not 
temperature compensated. Additional inaccuracies associated with the bulk temperature mismatch and air pressure 
differences resulted in a non-conservative RWST level error. In response, FPL implemented a compensatory action to 
maintain adequate margin to the Technical Specification (TS) limit until engineering modified the level measurement 
to include temperature compensation.  
 
The finding is more than minor because it is associated with the design control attribute of the Mitigating Systems 
cornerstone objective of ensuring availability, reliability and capability of systems that respond to initiating events to 
prevent undesirable consequences. This finding was determined to be of very low significance, based on Phase 1 of 
the SDP, because it did not result in the loss of RWST operability. 
Inspection Report# : 2007006 (pdf)  



Significance:  Apr 27, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Non-conservative TDEFWP steam admission valve stroke time test acceptance criteria 
The team identified a finding of very low safety significance involving a non-cited violation of 10 CFR 50, Appendix 
B, Criterion XI, Test Control. The team determined that FPL did not ensure that the turbine driven emergency 
feedwater pump (TDEFWP) steam admission valve, MS-V-395, inservice test (IST) procedures had acceptance 
criteria that incorporated the limits from applicable design documents. Specifically, the design basis stroke time of 
MS-V-395 was not correctly stated in the IST program so that the valve stroked faster than the design basis 
requirement, but was still considered operable per IST requirements. Following identification of the issue, FPL 
declared the TDEFWP inoperable, entered the applicable TS, restored the valve stroke time to within its design basis 
range, and entered the issue into the corrective action program (CAP) for resolution.  
 
The finding is more than minor, because it is associated with the procedural quality attribute of the Mitigating 
Systems cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to 
initiating events to prevent undesirable consequences. This finding was determined to be of very low significance, 
based on Phase 1 of the SDP, because it did not result in the loss of a safety function. 
Inspection Report# : 2007006 (pdf)  

Significance:  Mar 31, 2007 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Evaluation of a Deficiency with the Alternate Cooling Water System to the Charging Pumps 
The inspectors identified a finding for Seabrook failing to adequately evaluate and take corrective actions to ensure 
the ability of alternate water sources to provide cooling to the charging pump lube oil coolers. Seabrook did not 
perform confirmatory tests or develop an engineering basis for acceptability of the system following initiation of 
condition reports in 2004 and 2005, which documented concerns with the testing and ability of the alternate cooling 
water system to perform its Updated Final Safety Analysis Report function. In October 2006, the alternate cooling 
system failed to function due to rust buildup on the discharge check valves which prevented the valves from opening. 
This did not violate NRC regulations because the alternate cooling system is not safety-related.  
 
This finding was more than minor because it affected the Mitigating Systems cornerstone attribute of equipment 
performance and the objective to ensure the reliability of systems that respond to initiating events to prevent 
undesirable consequences. The risk significance was determined through a detailed assessment. The finding was 
determined to be of very low safety significance (Green) since the inability to implement alternate cooling water 
would not increase the chance of core damage. The finding has a cross-cutting aspect in the area of problem 
identification and resolution because Seabrook did not properly evaluate a known deficiency associated with the 
alternate cooling water system. 
Inspection Report# : 2007002 (pdf)  

Significance:  Jan 11, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective actions Result in a Repeat Failure of the "B" EDG 
The inspectors identified a Green non-cited violation (NCV) for the licensee's failure to comply with 10 CFR 50, 
Appendix B, Criteria XVI, Corrective Action. The analyses of previous "B" emergency diesel generator (EDG) 
voltage regulator failures were inadequate in that they failed to identify corrective actions to prevent recurrence. 
Specifically, as a result of the inadequate evaluation of the cause for the December 7, 2005 event, the "B" EDG 
voltage regulator failed and resulted in a generator overvoltage condition during a surveillance test on August 31, 
2006. The licensee entered the issue in their corrective action program, performed a root cause evaluation and 
implemented voltage regulator hardware changes to prevent recurrence of the overvoltage condition.  
 
The finding is more than minor because the voltage regulator failure affected the Mitigating Systems Cornerstone 
attribute of Equipment Perrformance and affected the cornerstone objective of ensuring the availability, reliability, 
and capability of systems that respond to initiating events. The function of the EDG is to provide alternating current 



power to safety systems following a loss of offsite power event. The finding was determined to be of very low safety 
significance since the EDG was inoperable for a short period of time and the failures were intermittent in nature. The 
finding has a cross-cutting aspect in the area of problem identification and resolution (sub-category evaluation) in that 
Seabrook failed to perform adequate analyses of previous events and as a result did not identify appropriate actions to 
prevent recurrence. 
Inspection Report# : 2006016 (pdf)  

Significance:  Dec 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Controls of a Heavy Load Lift over the Reactor Vessel 
The inspectors identified a non-cited violation of Technical Specification 6.7.1.a, “Procedures and Programs.” On 
October 11, 2006, Seabrook failed to adequately establish and implement procedural controls for a heavy load lift, 
which resulted in a reactor coolant floor plug passing over an open, partially fueled reactor vessel.  
 
The finding was more than minor because it could be reasonably viewed as a precursor to a significant event because 
a portion of the heavy load traveled over the reactor vessel that contained irradiated fuel and the reactor vessel head 
was removed for refueling activities. This finding was not suitable for a significance determination process evaluation, 
but has been reviewed by NRC management and was determined to be a finding of very low safety significance 
(Green). This finding has a cross-cutting aspect in the area of human performance (sub-category resources) because 
Seabrook did not have complete and accurate procedural controls to assure safety of the heavy load lift. 
Inspection Report# : 2006005 (pdf)  

Significance:  Sep 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inoperable Main Steam isolation Valve for Greater than Technical Specification Allowed Outage Time 
A Green self-revealing non-cited violation of Technical Specification (TS) 3.7.1.5, "Main Steam Line Isolation 
Valves" was identified by the inspectors. On June 30, 2006, operators received a control room alarm associated with a 
main steam isolation valve (MSIV). Subsequent troubleshooting identified a failed valve control module which 
affected operability of the MSIV. Seabrook determined that one MSIV was inoperable for approximately 20 hours 
which was greater than the 4 hour TS allowed outage time. The extended inoperability time was caused, in-part, by 
improperly assessing the initial operability of the MSIV.  
 
The finding was more than minor because it affected the Mitigating Systems cornerstone objective to ensure the 
availability of systems that respond to initiating events to prevent undesirable consequences. The finding was 
determined to be of very low safety significance (Green) since it did not result in the loss of a safety function and it 
did not impact external initiating events. This finding has a cross-cutting aspect in the area of human performance 
because Seabrook did not properly assess the available information and follow procedural requirements though a 
conservative decision-making process for operability of the MSIV.  
 
 
Inspection Report# : 2006004 (pdf)  

Barrier Integrity 

Significance:  Dec 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedural Compliance Results in Inadvertent Dilution during Shutdown 
A self-revealing non-cited violation of Technical Specification 6.7.1.a, “Procedures and Programs” was identified by 
the inspectors. On October 25, 2006, during a cold shutdown, operators inadvertently performed a 500-gallon dilution 



instead of a planned blended makeup to the reactor coolant system. Seabrook determined the root cause of this event 
was a loss of configuration control of the boric acid storage system due to a lack of procedure use in accordance with 
established standards. This resulted in isolating the normal flow path from the boric acid storage system for boric acid 
additions and blended makeups.  
 
The finding is more than minor because if left uncorrected it would become a more significant safety concern. 
Specifically, if the dilution occurred while the plan was online, this would have resulted in a more significant 
reactivity change and potential overpower condition. The finding was determined to be of very low safety significance 
(Green) since the reactivity change did not result in exceeding the Technical Specification shutdown margin 
requirements. This finding has a cross-cutting aspect in the area of human performance (sub-category work practices) 
because personnel did not follow procedural compliance standards. 
Inspection Report# : 2006005 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

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

Miscellaneous 
Significance: N/A Dec 07, 2006 
Identified By: NRC 
Item Type: FIN Finding 
Problem Identification and Resolution 
The team concluded that the implementation of the corrective action program (CAP) at Seabrook was generally 
effective. The team determined that Seabrook station had a low threshold for identifying problems and entering them 
in the corrective action program. Once entered into the system, items were screened and prioritized in a timely manner 
using established criteria. The station properly evaluated items entered into the corrective action program 
commensurate with their safety significance. Corrective actions addressed the identified causes and were typically 
implemented in a timely manner based upon significance. The team observed that the station was generally effective 
in reviewing and applying operating experience information from industry. Overall, FPL audits and assessments that 
were reviewed were critical, and appropriate actions were taken to address identified issues. On the basis of interviews 
conducted during the inspection, the team found station employees at the site expressed the willingness and freedom 
to enter safety concerns into the CAP.  
 
Inspectors identified one Green NCV during this inspection. The NCV was associated with a failure to promptly 
identify a condition adverse to quality associated with analysis assumptions credited by the station an inadvertent 
safety injection (SI) event. 



Inspection Report# : 2006006 (pdf)  

Last modified : August 24, 2007 



Seabrook 1 
3Q/2007 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 07, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
10 CFR 50, Appendix B, “Corrective Actions,” Failure to Promptly Identify Incorrect Analysis Assumptions 
Used for an Inadvertent ECCS Initiation at-power Event 10 CFR 50, Appendix B, “Corrective 
The inspectors identified a NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” in that FPL failed to 
promptly identify a condition adverse to quality associated with incorrect design assumptions used for the licensing 
basis in the station’s stretch power uprate. Specifically, the station failed to promptly identify a discrepancy between 
emergency operating procedures (EOPs) implementation and the assumed emergency core cooling system (ECCS) 
termination criteria that had been used for a power uprate “interim design analysis” for an inadvertent SI actuation 
event. Consequently, FPL operated outside the “interim analysis” basis accepted per an NRC Safety Evaluation 
Report (SER) and challenged conclusions documented in that credited interim design basis. FPL entered this issue 
into their corrective action program and additional evaluation by the station determined that the issue remained 
bounded by original plant design basis conclusions and did not meet NRC reportability thresholds during this “interim 
analysis” time period.  
 
This finding was more than minor because it was associated with the design control attribute of the initiating events 
cornerstone and impacted the cornerstone objective of limiting the likelihood of those events that upset plant stability 
and challenge critical safety functions. The finding is also similar to the more than minor examples in MC 0612, 
Appendix E, examples 3.j and 3.k. Inspectors evaluated this finding using Phase 1 of IMC 0609, Appendix A, 
“Significance Determination of Reactor Inspection Findings for At-Power Situations,” and determined the finding to 
be of very low safety significance because it; did not affect loss of coolant accident initiators; did not contribute to 
both the likelihood of a reactor trip and the likelihood that mitigation equipment or functions would not be available; 
and did not increase the likelihood of an external event. 
Inspection Report# : 2006006 (pdf)  

Mitigating Systems 

Significance:  Apr 27, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate RWST level uncertainty analysis 
The team identified a finding of very low safety significance involving a non-cited violation of 10CFR50, Appendix 
B, Criteria III, Design Control. Specifically, the instrument uncertainty calculation for the refueling water storage tank 
(RWST) level instruments took credit for instrument temperature compensation; however, the instruments were not 
temperature compensated. Additional inaccuracies associated with the bulk temperature mismatch and air pressure 
differences resulted in a non-conservative RWST level error. In response, FPL implemented a compensatory action to 
maintain adequate margin to the Technical Specification (TS) limit until engineering modified the level measurement 
to include temperature compensation.  
 
The finding is more than minor because it is associated with the design control attribute of the Mitigating Systems 
cornerstone objective of ensuring availability, reliability and capability of systems that respond to initiating events to 
prevent undesirable consequences. This finding was determined to be of very low significance, based on Phase 1 of 
the SDP, because it did not result in the loss of RWST operability. 
Inspection Report# : 2007006 (pdf)  



Significance:  Apr 27, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Non-conservative TDEFWP steam admission valve stroke time test acceptance criteria 
The team identified a finding of very low safety significance involving a non-cited violation of 10 CFR 50, Appendix 
B, Criterion XI, Test Control. The team determined that FPL did not ensure that the turbine driven emergency 
feedwater pump (TDEFWP) steam admission valve, MS-V-395, inservice test (IST) procedures had acceptance 
criteria that incorporated the limits from applicable design documents. Specifically, the design basis stroke time of 
MS-V-395 was not correctly stated in the IST program so that the valve stroked faster than the design basis 
requirement, but was still considered operable per IST requirements. Following identification of the issue, FPL 
declared the TDEFWP inoperable, entered the applicable TS, restored the valve stroke time to within its design basis 
range, and entered the issue into the corrective action program (CAP) for resolution.  
 
The finding is more than minor, because it is associated with the procedural quality attribute of the Mitigating 
Systems cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to 
initiating events to prevent undesirable consequences. This finding was determined to be of very low significance, 
based on Phase 1 of the SDP, because it did not result in the loss of a safety function. 
Inspection Report# : 2007006 (pdf)  

Significance:  Mar 31, 2007 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Evaluation of a Deficiency with the Alternate Cooling Water System to the Charging Pumps 
The inspectors identified a finding for Seabrook failing to adequately evaluate and take corrective actions to ensure 
the ability of alternate water sources to provide cooling to the charging pump lube oil coolers. Seabrook did not 
perform confirmatory tests or develop an engineering basis for acceptability of the system following initiation of 
condition reports in 2004 and 2005, which documented concerns with the testing and ability of the alternate cooling 
water system to perform its Updated Final Safety Analysis Report function. In October 2006, the alternate cooling 
system failed to function due to rust buildup on the discharge check valves which prevented the valves from opening. 
This did not violate NRC regulations because the alternate cooling system is not safety-related.  
 
This finding was more than minor because it affected the Mitigating Systems cornerstone attribute of equipment 
performance and the objective to ensure the reliability of systems that respond to initiating events to prevent 
undesirable consequences. The risk significance was determined through a detailed assessment. The finding was 
determined to be of very low safety significance (Green) since the inability to implement alternate cooling water 
would not increase the chance of core damage. The finding has a cross-cutting aspect in the area of problem 
identification and resolution because Seabrook did not properly evaluate a known deficiency associated with the 
alternate cooling water system. 
Inspection Report# : 2007002 (pdf)  

Significance:  Jan 11, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective actions Result in a Repeat Failure of the "B" EDG 
The inspectors identified a Green non-cited violation (NCV) for the licensee's failure to comply with 10 CFR 50, 
Appendix B, Criteria XVI, Corrective Action. The analyses of previous "B" emergency diesel generator (EDG) 
voltage regulator failures were inadequate in that they failed to identify corrective actions to prevent recurrence. 
Specifically, as a result of the inadequate evaluation of the cause for the December 7, 2005 event, the "B" EDG 
voltage regulator failed and resulted in a generator overvoltage condition during a surveillance test on August 31, 
2006. The licensee entered the issue in their corrective action program, performed a root cause evaluation and 
implemented voltage regulator hardware changes to prevent recurrence of the overvoltage condition.  
 
The finding is more than minor because the voltage regulator failure affected the Mitigating Systems Cornerstone 
attribute of Equipment Perrformance and affected the cornerstone objective of ensuring the availability, reliability, 
and capability of systems that respond to initiating events. The function of the EDG is to provide alternating current 



power to safety systems following a loss of offsite power event. The finding was determined to be of very low safety 
significance since the EDG was inoperable for a short period of time and the failures were intermittent in nature. The 
finding has a cross-cutting aspect in the area of problem identification and resolution (sub-category evaluation) in that 
Seabrook failed to perform adequate analyses of previous events and as a result did not identify appropriate actions to 
prevent recurrence. 
Inspection Report# : 2006016 (pdf)  

Significance:  Dec 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Controls of a Heavy Load Lift over the Reactor Vessel 
The inspectors identified a non-cited violation of Technical Specification 6.7.1.a, “Procedures and Programs.” On 
October 11, 2006, Seabrook failed to adequately establish and implement procedural controls for a heavy load lift, 
which resulted in a reactor coolant floor plug passing over an open, partially fueled reactor vessel.  
 
The finding was more than minor because it could be reasonably viewed as a precursor to a significant event because 
a portion of the heavy load traveled over the reactor vessel that contained irradiated fuel and the reactor vessel head 
was removed for refueling activities. This finding was not suitable for a significance determination process evaluation, 
but has been reviewed by NRC management and was determined to be a finding of very low safety significance 
(Green). This finding has a cross-cutting aspect in the area of human performance (sub-category resources) because 
Seabrook did not have complete and accurate procedural controls to assure safety of the heavy load lift. 
Inspection Report# : 2006005 (pdf)  

Barrier Integrity 

Significance:  Dec 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedural Compliance Results in Inadvertent Dilution during Shutdown 
A self-revealing non-cited violation of Technical Specification 6.7.1.a, “Procedures and Programs” was identified by 
the inspectors. On October 25, 2006, during a cold shutdown, operators inadvertently performed a 500-gallon dilution 
instead of a planned blended makeup to the reactor coolant system. Seabrook determined the root cause of this event 
was a loss of configuration control of the boric acid storage system due to a lack of procedure use in accordance with 
established standards. This resulted in isolating the normal flow path from the boric acid storage system for boric acid 
additions and blended makeups.  
 
The finding is more than minor because if left uncorrected it would become a more significant safety concern. 
Specifically, if the dilution occurred while the plan was online, this would have resulted in a more significant 
reactivity change and potential overpower condition. The finding was determined to be of very low safety significance 
(Green) since the reactivity change did not result in exceeding the Technical Specification shutdown margin 
requirements. This finding has a cross-cutting aspect in the area of human performance (sub-category work practices) 
because personnel did not follow procedural compliance standards. 
Inspection Report# : 2006005 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 



Public Radiation Safety 

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

Miscellaneous 
Significance: N/A Dec 07, 2006 
Identified By: NRC 
Item Type: FIN Finding 
Problem Identification and Resolution 
The team concluded that the implementation of the corrective action program (CAP) at Seabrook was generally 
effective. The team determined that Seabrook station had a low threshold for identifying problems and entering them 
in the corrective action program. Once entered into the system, items were screened and prioritized in a timely manner 
using established criteria. The station properly evaluated items entered into the corrective action program 
commensurate with their safety significance. Corrective actions addressed the identified causes and were typically 
implemented in a timely manner based upon significance. The team observed that the station was generally effective 
in reviewing and applying operating experience information from industry. Overall, FPL audits and assessments that 
were reviewed were critical, and appropriate actions were taken to address identified issues. On the basis of interviews 
conducted during the inspection, the team found station employees at the site expressed the willingness and freedom 
to enter safety concerns into the CAP.  
 
Inspectors identified one Green NCV during this inspection. The NCV was associated with a failure to promptly 
identify a condition adverse to quality associated with analysis assumptions credited by the station an inadvertent 
safety injection (SI) event. 
Inspection Report# : 2006006 (pdf)  

Last modified : December 07, 2007 



Seabrook 1 
4Q/2007 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Apr 27, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate RWST level uncertainty analysis 
The team identified a finding of very low safety significance involving a non-cited violation of 10CFR50, Appendix 
B, Criteria III, Design Control. Specifically, the instrument uncertainty calculation for the refueling water storage tank 
(RWST) level instruments took credit for instrument temperature compensation; however, the instruments were not 
temperature compensated. Additional inaccuracies associated with the bulk temperature mismatch and air pressure 
differences resulted in a non-conservative RWST level error. In response, FPL implemented a compensatory action to 
maintain adequate margin to the Technical Specification (TS) limit until engineering modified the level measurement 
to include temperature compensation.  
 
The finding is more than minor because it is associated with the design control attribute of the Mitigating Systems 
cornerstone objective of ensuring availability, reliability and capability of systems that respond to initiating events to 
prevent undesirable consequences. This finding was determined to be of very low significance, based on Phase 1 of 
the SDP, because it did not result in the loss of RWST operability. 
Inspection Report# : 2007006 (pdf)  

Significance:  Apr 27, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Non-conservative TDEFWP steam admission valve stroke time test acceptance criteria 
The team identified a finding of very low safety significance involving a non-cited violation of 10 CFR 50, Appendix 
B, Criterion XI, Test Control. The team determined that FPL did not ensure that the turbine driven emergency 
feedwater pump (TDEFWP) steam admission valve, MS-V-395, inservice test (IST) procedures had acceptance 
criteria that incorporated the limits from applicable design documents. Specifically, the design basis stroke time of 
MS-V-395 was not correctly stated in the IST program so that the valve stroked faster than the design basis 
requirement, but was still considered operable per IST requirements. Following identification of the issue, FPL 
declared the TDEFWP inoperable, entered the applicable TS, restored the valve stroke time to within its design basis 
range, and entered the issue into the corrective action program (CAP) for resolution.  
 
The finding is more than minor, because it is associated with the procedural quality attribute of the Mitigating 
Systems cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to 
initiating events to prevent undesirable consequences. This finding was determined to be of very low significance, 
based on Phase 1 of the SDP, because it did not result in the loss of a safety function. 
Inspection Report# : 2007006 (pdf)  

Significance:  Mar 31, 2007 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Evaluation of a Deficiency with the Alternate Cooling Water System to the Charging Pumps 
The inspectors identified a finding for Seabrook failing to adequately evaluate and take corrective actions to ensure 



the ability of alternate water sources to provide cooling to the charging pump lube oil coolers. Seabrook did not 
perform confirmatory tests or develop an engineering basis for acceptability of the system following initiation of 
condition reports in 2004 and 2005, which documented concerns with the testing and ability of the alternate cooling 
water system to perform its Updated Final Safety Analysis Report function. In October 2006, the alternate cooling 
system failed to function due to rust buildup on the discharge check valves which prevented the valves from opening. 
This did not violate NRC regulations because the alternate cooling system is not safety-related.  
 
This finding was more than minor because it affected the Mitigating Systems cornerstone attribute of equipment 
performance and the objective to ensure the reliability of systems that respond to initiating events to prevent 
undesirable consequences. The risk significance was determined through a detailed assessment. The finding was 
determined to be of very low safety significance (Green) since the inability to implement alternate cooling water 
would not increase the chance of core damage. The finding has a cross-cutting aspect in the area of problem 
identification and resolution because Seabrook did not properly evaluate a known deficiency associated with the 
alternate cooling water system. 
Inspection Report# : 2007002 (pdf)  

Significance:  Jan 11, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective actions Result in a Repeat Failure of the "B" EDG 
The inspectors identified a Green non-cited violation (NCV) for the licensee's failure to comply with 10 CFR 50, 
Appendix B, Criteria XVI, Corrective Action. The analyses of previous "B" emergency diesel generator (EDG) 
voltage regulator failures were inadequate in that they failed to identify corrective actions to prevent recurrence. 
Specifically, as a result of the inadequate evaluation of the cause for the December 7, 2005 event, the "B" EDG 
voltage regulator failed and resulted in a generator overvoltage condition during a surveillance test on August 31, 
2006. The licensee entered the issue in their corrective action program, performed a root cause evaluation and 
implemented voltage regulator hardware changes to prevent recurrence of the overvoltage condition.  
 
The finding is more than minor because the voltage regulator failure affected the Mitigating Systems Cornerstone 
attribute of Equipment Perrformance and affected the cornerstone objective of ensuring the availability, reliability, 
and capability of systems that respond to initiating events. The function of the EDG is to provide alternating current 
power to safety systems following a loss of offsite power event. The finding was determined to be of very low safety 
significance since the EDG was inoperable for a short period of time and the failures were intermittent in nature. The 
finding has a cross-cutting aspect in the area of problem identification and resolution (sub-category evaluation) in that 
Seabrook failed to perform adequate analyses of previous events and as a result did not identify appropriate actions to 
prevent recurrence. 
Inspection Report# : 2006016 (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 : February 04, 2008 



Seabrook 1 
1Q/2008 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Dec 31, 2007 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Enclosure Building Air Handling Fan Failed Due to Failure to Implement Procedure to Torque Cable 
Connections 
A self-revealing, non-cited violation of Technical Specifications 6.7.1.a was identified for a failure to implement 
written procedures governing safety-related activities. Specifically, the requirement of maintenance procedure 
LX0557.04 to torque breaker electrical connections to 21 inch-pounds was not met during maintenance in 2006 on 
Enclosure Building Air Handling (EAH) Fan 180A. As a result, the breaker’s ‘C’ lead had become loose causing the 
breaker to trip on over-current when the fan was started on December 13, 2007. The finding had a cross-cutting aspect 
in the area of human performance under work practices because personnel did not follow procedures.  
 
This finding was more than minor because it affected the Mitigating Systems cornerstone attribute of equipment 
performance and the objective to ensure the reliability of systems that respond to initiating events to prevent 
undesirable consequences. Also, the inadequate workmanship resulted in an actual failure to a safety-related support 
system. The finding was determined to be of very low significance (Green) using the SDP Phase 1 assessment because 
the finding did not represent a loss of system safety function. The mitigating system remained operable despite the 
loss of the EAH 180 A since the EAH 180 B fan was placed into service, and EAH 180A was restored to operable 
within allowed technical specification outage time for a single train. The issue was entered into the corrective action 
program as Condition Report 07-15832.  
 
Inspection Report# : 2007005 (pdf)  

Significance:  Dec 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Evaluation of the Low Strength Bolts in the Residual Heat Removal System 
The inspectors identified a non-cited violation of 10CFR50, Appendix B, Criterion XVI associated with FPL’s failure 
to identify a condition adverse to quality related to bolts in the safety-related residual heat removal (RHR) system. 
FPL had previously recognized the need to revise Piping Specification 248-1 governing the use of low strength 
bolting in certain safety-related piping applications. FPL had previously found that the use of low strength bolting in 
certain safety systems was acceptable based on past engineering evaluations and calculations. Engineering evaluations 
supporting an Operability Determination dated November 2, 2007, relied on engineering judgments and past 
evaluations to conclude that the continued use of low strength bolts was acceptable. In response to NRC requests for 
information to demonstrate bolt stresses were acceptable, FPL identified errors in the calculations supporting 1987 
engineering evaluations. FPL completed additional calculations which showed that the bolt stresses on two flanges in 
the B train of the residual heat removal system were above the ASME code allowable stresses, but below the yield 
stresses.  
 
This finding was more than minor because it affected the Mitigating Systems cornerstone attribute of equipment 
performance and the objective to ensure the reliability of systems that respond to initiating events to prevent 
undesirable consequences. The finding was determined to be of very low safety significance (Green) using the SDP 
Phase 1 assessment, since the RHR piping remained operable, but degraded with the low strength bolts installed. The 
FPL review process and evaluations, absent the inspection by the NRC, was insufficient to identify a condition 



adverse to quality related to the RHR system. FPL’s past process for resolving issues related the Specification 248-1 
and the acceptability of the continued use of low strength bolts was inadequate for assuring compliance with the 
licensing basis. FPL entered this issue into the corrective action program as Condition Report 07-14282.  
 
Inspection Report# : 2007005 (pdf)  

Significance:  Apr 27, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate RWST level uncertainty analysis 
The team identified a finding of very low safety significance involving a non-cited violation of 10CFR50, Appendix 
B, Criteria III, Design Control. Specifically, the instrument uncertainty calculation for the refueling water storage tank 
(RWST) level instruments took credit for instrument temperature compensation; however, the instruments were not 
temperature compensated. Additional inaccuracies associated with the bulk temperature mismatch and air pressure 
differences resulted in a non-conservative RWST level error. In response, FPL implemented a compensatory action to 
maintain adequate margin to the Technical Specification (TS) limit until engineering modified the level measurement 
to include temperature compensation.  
 
The finding is more than minor because it is associated with the design control attribute of the Mitigating Systems 
cornerstone objective of ensuring availability, reliability and capability of systems that respond to initiating events to 
prevent undesirable consequences. This finding was determined to be of very low significance, based on Phase 1 of 
the SDP, because it did not result in the loss of RWST operability. 
Inspection Report# : 2007006 (pdf)  

Significance:  Apr 27, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Non-conservative TDEFWP steam admission valve stroke time test acceptance criteria 
The team identified a finding of very low safety significance involving a non-cited violation of 10 CFR 50, Appendix 
B, Criterion XI, Test Control. The team determined that FPL did not ensure that the turbine driven emergency 
feedwater pump (TDEFWP) steam admission valve, MS-V-395, inservice test (IST) procedures had acceptance 
criteria that incorporated the limits from applicable design documents. Specifically, the design basis stroke time of 
MS-V-395 was not correctly stated in the IST program so that the valve stroked faster than the design basis 
requirement, but was still considered operable per IST requirements. Following identification of the issue, FPL 
declared the TDEFWP inoperable, entered the applicable TS, restored the valve stroke time to within its design basis 
range, and entered the issue into the corrective action program (CAP) for resolution.  
 
The finding is more than minor, because it is associated with the procedural quality attribute of the Mitigating 
Systems cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to 
initiating events to prevent undesirable consequences. This finding was determined to be of very low significance, 
based on Phase 1 of the SDP, because it did not result in the loss of a safety function. 
Inspection Report# : 2007006 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 



Public Radiation Safety 

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

Miscellaneous 
Last modified : June 05, 2008 



Seabrook 1 
2Q/2008 Plant Inspection Findings 

Initiating Events 

Significance:  Jun 30, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Follow Tagging Procedure Caused Inadvertant Drain of 200 Gallons From RCS 
A self-revealing non-cited violation of Technical Specification 6.7.1.a was identified for the failure to implement 
written procedures governing safety-related activities. Specifically, on April 20, 2008, FPLE failed to implement 
tagging and configuration control procedures, resulting in the loss of configuration control during shutdown 
operations when flow was established through a partially disassembled charging system valve. This resulted in a 200 
gallon leak of reactor cavity water onto the floor of the Primary Auxiliary Building (PAB). The letdown flow path was 
established while work was in progress on valve CS-V-299. A clearance boundary was modified with the incorrect 
assumption that CS-V-299 was intact.  
 
This finding was more than minor because it was associated with the configuration control attribute of the Initiating 
Events cornerstone and adversely affected the cornerstone objective to limit the likelihood of plant events that upset 
plant stability and challenge critical safety functions during shutdown as well as power operations. Specifically, the 
loss of configuration control in the charging system unintentionally drained 200 gallons from the reactor cavity, which 
affected the shutdown critical safety function of maintaining adequate reactor inventory, and caused an uncontrolled 
leak of radioactively contaminated water to a work area. The finding was determined to be of very low safety 
significance (Green) using the SDP Appendix G assessment, since the finding did not result in a loss of control of 
shutdown operations and adequate mitigation capabilities remained available.  
 
The finding has a cross-cutting aspect in the area of human performance, work control, since FPL Energy did not plan 
and coordinate work activities consistent with nuclear safety (H.3(b)). Specifically, FPLE revised a clearance tagging 
boundary without verifying the status of affected work activities in accordance with site procedures.  
 
Inspection Report# : 2008003 (pdf)  

Significance:  Jun 30, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions to Prevent Recurrance of Mispositioned Stow-Operated Valves Caused 
Inadvertant Drain of 2000 Gallons From RCS 
A self-revealing non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Actions,” was identified 
because FPLE did not implement corrective actions to prevent recurrence of mispositioned valves caused by difficult 
to operate stow-operator reach rods. Specifically, on April 20, 2008, a mispositioned (partially open), stow-operated 
filter drain valve, CS-V-1190, resulted in the inadvertent draining of 2000 gallons of water from the reactor cavity 
while operators placed the reactor letdown system into service. The drain valve was partially open because it was 
difficult to operate when positioned with its stow-operator. The mispositioning of a stow-operated valve in a safety 
system was a repeat occurrence of a similar event in October 2007.  
 
This finding was more than minor because it was associated with the configuration control attribute of the Initiating 
Events cornerstone and adversely affected the cornerstone objective to limit the likelihood of plant events that upset 
plant stability and challenge critical safety functions during shutdown as well as power operations. Specifically, the 
loss of configuration control in the charging system unintentionally drained 2000 gallons from the reactor cavity, 
which affected the shutdown critical safety function of maintaining adequate reactor inventory. The finding was 
determined to be of very low safety significance (Green) using the SDP Phase 1 assessment, since the finding did not 
result in a loss of control of shutdown operations and adequate mitigation capabilities remained available.  
 



The finding has a cross-cutting aspect in the area of problem identification and resolution because FPL Energy 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 FPL Energy did not take adequate corrective actions to assure the 
correct positioning of stow-operated safety system valves and thereby prevent recurrence of a significant condition 
adverse to quality. 
Inspection Report# : 2008003 (pdf)  

Mitigating Systems 

Significance:  Dec 31, 2007 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Enclosure Building Air Handling Fan Failed Due to Failure to Implement Procedure to Torque Cable 
Connections 
A self-revealing, non-cited violation of Technical Specifications 6.7.1.a was identified for a failure to implement 
written procedures governing safety-related activities. Specifically, the requirement of maintenance procedure 
LX0557.04 to torque breaker electrical connections to 21 inch-pounds was not met during maintenance in 2006 on 
Enclosure Building Air Handling (EAH) Fan 180A. As a result, the breaker’s ‘C’ lead had become loose causing the 
breaker to trip on over-current when the fan was started on December 13, 2007. The finding had a cross-cutting aspect 
in the area of human performance under work practices because personnel did not follow procedures (H.4(b)).  
 
This finding was more than minor because it affected the Mitigating Systems cornerstone attribute of equipment 
performance and the objective to ensure the reliability of systems that respond to initiating events to prevent 
undesirable consequences. Also, the inadequate workmanship resulted in an actual failure to a safety-related support 
system. The finding was determined to be of very low significance (Green) using the SDP Phase 1 assessment because 
the finding did not represent a loss of system safety function. The mitigating system remained operable despite the 
loss of the EAH 180 A since the EAH 180 B fan was placed into service, and EAH 180A was restored to operable 
within allowed technical specification outage time for a single train. The issue was entered into the corrective action 
program as Condition Report 07-15832.  
 
Inspection Report# : 2007005 (pdf)  

Significance:  Dec 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Evaluation of the Low Strength Bolts in the Residual Heat Removal System 
The inspectors identified a non-cited violation of 10CFR50, Appendix B, Criterion XVI associated with FPL’s failure 
to identify a condition adverse to quality related to bolts in the safety-related residual heat removal (RHR) system. 
FPL had previously recognized the need to revise Piping Specification 248-1 governing the use of low strength 
bolting in certain safety-related piping applications. FPL had previously found that the use of low strength bolting in 
certain safety systems was acceptable based on past engineering evaluations and calculations. Engineering evaluations 
supporting an Operability Determination dated November 2, 2007, relied on engineering judgments and past 
evaluations to conclude that the continued use of low strength bolts was acceptable. In response to NRC requests for 
information to demonstrate bolt stresses were acceptable, FPL identified errors in the calculations supporting 1987 
engineering evaluations. FPL completed additional calculations which showed that the bolt stresses on two flanges in 
the B train of the residual heat removal system were above the ASME code allowable stresses, but below the yield 
stresses.  
 
This finding was more than minor because it affected the Mitigating Systems cornerstone attribute of equipment 
performance and the objective to ensure the reliability of systems that respond to initiating events to prevent 
undesirable consequences. The finding was determined to be of very low safety significance (Green) using the SDP 
Phase 1 assessment, since the RHR piping remained operable, but degraded with the low strength bolts installed. The 
FPL review process and evaluations, absent the inspection by the NRC, was insufficient to identify a condition 
adverse to quality related to the RHR system. FPL’s past process for resolving issues related the Specification 248-1 



and the acceptability of the continued use of low strength bolts was inadequate for assuring compliance with the 
licensing basis. FPL entered this issue into the corrective action program as Condition Report 07-14282.  
 
Inspection Report# : 2007005 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Jun 30, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Control a High Radiation Area as a Locked High Radiation Area. 
A self-revealing non cited violation of Technical Specification 6.11.2 was identified. Specifically, on May 1, 2008, 
FPLE failed to identify and control an existing high radiation area with dose rates greater than 1000 millirems per 
hour in the reactor containment building. A worker was exposed to higher than expected radiation levels of 
approximately 2,270 mrems per hour. The worker received a dose of 4 millirem.  
 
The finding is more than minor because it is associated with the occupational radiation safety cornerstone attribute of 
exposure control and affected the cornerstone objective, because not controlling the locked high radiation areas could 
increase personal exposure. The finding was determined to be of very low safety significance (Green) using the SDP 
assessment because it did not involve ALARA planning and controls, an overexposure, a substantial potential for 
overexposure, or an impaired ability to assess dose.  
 
The finding had a cross-cutting aspect in the area of human performance, work control, because FPLE did not 
adequately assess changing area dose rates caused by operating activities, and thus did not adequately plan a work 
task with due consideration of the actual radiological conditions at the job site (H.3(a)).  
 
Inspection Report# : 2008003 (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 



Seabrook 1 
3Q/2008 Plant Inspection Findings 

Initiating Events 

Significance:  Jun 30, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Follow Tagging Procedure Caused Inadvertant Drain of 200 Gallons From RCS 
A self-revealing non-cited violation of Technical Specification 6.7.1.a was identified for the failure to implement written procedures 
governing safety-related activities. Specifically, on April 20, 2008, FPLE failed to implement tagging and configuration control procedures, 
resulting in the loss of configuration control during shutdown operations when flow was established through a partially disassembled charging 
system valve. This resulted in a 200 gallon leak of reactor cavity water onto the floor of the Primary Auxiliary Building (PAB). The letdown 
flow path was established while work was in progress on valve CS-V-299. A clearance boundary was modified with the incorrect assumption 
that CS-V-299 was intact.  
 
This finding was more than minor because it was associated with the configuration control attribute of the Initiating Events cornerstone and 
adversely affected the cornerstone objective to limit the likelihood of plant events that upset plant stability and challenge critical safety 
functions during shutdown as well as power operations. Specifically, the loss of configuration control in the charging system unintentionally 
drained 200 gallons from the reactor cavity, which affected the shutdown critical safety function of maintaining adequate reactor inventory, 
and caused an uncontrolled leak of radioactively contaminated water to a work area. The finding was determined to be of very low safety 
significance (Green) using the SDP Appendix G assessment, since the finding did not result in a loss of control of shutdown operations and 
adequate mitigation capabilities remained available.  
 
The finding has a cross-cutting aspect in the area of human performance, work control, since FPL Energy did not plan and coordinate work 
activities consistent with nuclear safety (H.3(b)). Specifically, FPLE revised a clearance tagging boundary without verifying the status of 
affected work activities in accordance with site procedures.  
 
Inspection Report# : 2008003 (pdf)  

Significance:  Jun 30, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions to Prevent Recurrance of Mispositioned Stow-Operated Valves Caused Inadvertant Drain of 2000 
Gallons From RCS 
A self-revealing non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Actions,” was identified because FPLE did not 
implement corrective actions to prevent recurrence of mispositioned valves caused by difficult to operate stow-operator reach rods. 
Specifically, on April 20, 2008, a mispositioned (partially open), stow-operated filter drain valve, CS-V-1190, resulted in the inadvertent 
draining of 2000 gallons of water from the reactor cavity while operators placed the reactor letdown system into service. The drain valve was 
partially open because it was difficult to operate when positioned with its stow-operator. The mispositioning of a stow-operated valve in a 
safety system was a repeat occurrence of a similar event in October 2007.  
 
This finding was more than minor because it was associated with the configuration control attribute of the Initiating Events cornerstone and 
adversely affected the cornerstone objective to limit the likelihood of plant events that upset plant stability and challenge critical safety 
functions during shutdown as well as power operations. Specifically, the loss of configuration control in the charging system unintentionally 
drained 2000 gallons from the reactor cavity, which affected the shutdown critical safety function of maintaining adequate reactor inventory. 
The finding was determined to be of very low safety significance (Green) using the SDP Phase 1 assessment, since the finding did not result 
in a loss of control of shutdown operations and adequate mitigation capabilities remained available.  
 
The finding has a cross-cutting aspect in the area of problem identification and resolution because FPL Energy 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 FPL Energy did not take adequate corrective actions to assure the correct positioning of stow-operated safety system valves and 
thereby prevent recurrence of a significant condition adverse to quality. 
Inspection Report# : 2008003 (pdf)  

Mitigating Systems 



Significance:  Dec 31, 2007 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Enclosure Building Air Handling Fan Failed Due to Failure to Implement Procedure to Torque Cable Connections 
A self-revealing, non-cited violation of Technical Specifications 6.7.1.a was identified for a failure to implement written procedures 
governing safety-related activities. Specifically, the requirement of maintenance procedure LX0557.04 to torque breaker electrical 
connections to 21 inch-pounds was not met during maintenance in 2006 on Enclosure Building Air Handling (EAH) Fan 180A. As a result, 
the breaker’s ‘C’ lead had become loose causing the breaker to trip on over-current when the fan was started on December 13, 2007. The 
finding had a cross-cutting aspect in the area of human performance under work practices because personnel did not follow procedures (H.4
(b)).  
 
This finding was more than minor because it affected the Mitigating Systems cornerstone attribute of equipment performance and the 
objective to ensure the reliability of systems that respond to initiating events to prevent undesirable consequences. Also, the inadequate 
workmanship resulted in an actual failure to a safety-related support system. The finding was determined to be of very low significance 
(Green) using the SDP Phase 1 assessment because the finding did not represent a loss of system safety function. The mitigating system 
remained operable despite the loss of the EAH 180 A since the EAH 180 B fan was placed into service, and EAH 180A was restored to 
operable within allowed technical specification outage time for a single train. The issue was entered into the corrective action program as 
Condition Report 07-15832.  
 
Inspection Report# : 2007005 (pdf)  

Significance:  Dec 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Evaluation of the Low Strength Bolts in the Residual Heat Removal System 
The inspectors identified a non-cited violation of 10CFR50, Appendix B, Criterion XVI associated with FPL’s failure to identify a condition 
adverse to quality related to bolts in the safety-related residual heat removal (RHR) system. FPL had previously recognized the need to revise 
Piping Specification 248-1 governing the use of low strength bolting in certain safety-related piping applications. FPL had previously found 
that the use of low strength bolting in certain safety systems was acceptable based on past engineering evaluations and calculations. 
Engineering evaluations supporting an Operability Determination dated November 2, 2007, relied on engineering judgments and past 
evaluations to conclude that the continued use of low strength bolts was acceptable. In response to NRC requests for information to 
demonstrate bolt stresses were acceptable, FPL identified errors in the calculations supporting 1987 engineering evaluations. FPL completed 
additional calculations which showed that the bolt stresses on two flanges in the B train of the residual heat removal system were above the 
ASME code allowable stresses, but below the yield stresses.  
 
This finding was more than minor because it affected the Mitigating Systems cornerstone attribute of equipment performance and the 
objective to ensure the reliability of systems that respond to initiating events to prevent undesirable consequences. The finding was 
determined to be of very low safety significance (Green) using the SDP Phase 1 assessment, since the RHR piping remained operable, but 
degraded with the low strength bolts installed. The FPL review process and evaluations, absent the inspection by the NRC, was insufficient to 
identify a condition adverse to quality related to the RHR system. FPL’s past process for resolving issues related the Specification 248-1 and 
the acceptability of the continued use of low strength bolts was inadequate for assuring compliance with the licensing basis. FPL entered this 
issue into the corrective action program as Condition Report 07-14282.  
 
Inspection Report# : 2007005 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Jun 30, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 



Failure to Control a High Radiation Area as a Locked High Radiation Area. 
A self-revealing non cited violation of Technical Specification 6.11.2 was identified. Specifically, on May 1, 2008, FPLE failed to identify 
and control an existing high radiation area with dose rates greater than 1000 millirems per hour in the reactor containment building. A worker 
was exposed to higher than expected radiation levels of approximately 2,270 mrems per hour. The worker received a dose of 4 millirem.  
 
The finding is more than minor because it is associated with the occupational radiation safety cornerstone attribute of exposure control and 
affected the cornerstone objective, because not controlling the locked high radiation areas could increase personal exposure. The finding was 
determined to be of very low safety significance (Green) using the SDP assessment because it did not involve ALARA planning and controls, 
an overexposure, a substantial potential for overexposure, or an impaired ability to assess dose.  
 
The finding had a cross-cutting aspect in the area of human performance, work control, because FPLE did not adequately assess changing 
area dose rates caused by operating activities, and thus did not adequately plan a work task with due consideration of the actual radiological 
conditions at the job site (H.3(a)).  
 
Inspection Report# : 2008003 (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 : November 26, 2008 



Seabrook 1 
4Q/2008 Plant Inspection Findings 

Initiating Events 

Significance:  Jun 30, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Follow Tagging Procedure Caused Inadvertant Drain of 200 Gallons From RCS 
A self-revealing non-cited violation of Technical Specification 6.7.1.a was identified for the failure to implement 
written procedures governing safety-related activities. Specifically, on April 20, 2008, FPLE failed to implement 
tagging and configuration control procedures, resulting in the loss of configuration control during shutdown 
operations when flow was established through a partially disassembled charging system valve. This resulted in a 200 
gallon leak of reactor cavity water onto the floor of the Primary Auxiliary Building (PAB). The letdown flow path was 
established while work was in progress on valve CS-V-299. A clearance boundary was modified with the incorrect 
assumption that CS-V-299 was intact.  
 
This finding was more than minor because it was associated with the configuration control attribute of the Initiating 
Events cornerstone and adversely affected the cornerstone objective to limit the likelihood of plant events that upset 
plant stability and challenge critical safety functions during shutdown as well as power operations. Specifically, the 
loss of configuration control in the charging system unintentionally drained 200 gallons from the reactor cavity, which 
affected the shutdown critical safety function of maintaining adequate reactor inventory, and caused an uncontrolled 
leak of radioactively contaminated water to a work area. The finding was determined to be of very low safety 
significance (Green) using the SDP Appendix G assessment, since the finding did not result in a loss of control of 
shutdown operations and adequate mitigation capabilities remained available.  
 
The finding has a cross-cutting aspect in the area of human performance, work control, since FPL Energy did not plan 
and coordinate work activities consistent with nuclear safety (H.3(b)). Specifically, FPLE revised a clearance tagging 
boundary without verifying the status of affected work activities in accordance with site procedures.  
 
Inspection Report# : 2008003 (pdf)  

Significance:  Jun 30, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions to Prevent Recurrance of Mispositioned Stow-Operated Valves Caused 
Inadvertant Drain of 2000 Gallons From RCS 
A self-revealing non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Actions,” was identified 
because FPLE did not implement corrective actions to prevent recurrence of mispositioned valves caused by difficult 
to operate stow-operator reach rods. Specifically, on April 20, 2008, a mispositioned (partially open), stow-operated 
filter drain valve, CS-V-1190, resulted in the inadvertent draining of 2000 gallons of water from the reactor cavity 
while operators placed the reactor letdown system into service. The drain valve was partially open because it was 
difficult to operate when positioned with its stow-operator. The mispositioning of a stow-operated valve in a safety 
system was a repeat occurrence of a similar event in October 2007.  
 
This finding was more than minor because it was associated with the configuration control attribute of the Initiating 
Events cornerstone and adversely affected the cornerstone objective to limit the likelihood of plant events that upset 
plant stability and challenge critical safety functions during shutdown as well as power operations. Specifically, the 
loss of configuration control in the charging system unintentionally drained 2000 gallons from the reactor cavity, 
which affected the shutdown critical safety function of maintaining adequate reactor inventory. The finding was 
determined to be of very low safety significance (Green) using the SDP Phase 1 assessment, since the finding did not 



result in a loss of control of shutdown operations and adequate mitigation capabilities remained available.  
 
The finding has a cross-cutting aspect in the area of problem identification and resolution because FPL Energy 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 FPL Energy did not take adequate corrective actions to assure the 
correct positioning of stow-operated safety system valves and thereby prevent recurrence of a significant condition 
adverse to quality. 
Inspection Report# : 2008003 (pdf)  

Mitigating Systems 

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Jun 30, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Control a High Radiation Area as a Locked High Radiation Area. 
A self-revealing non cited violation of Technical Specification 6.11.2 was identified. Specifically, on May 1, 2008, 
FPLE failed to identify and control an existing high radiation area with dose rates greater than 1000 millirems per 
hour in the reactor containment building. A worker was exposed to higher than expected radiation levels of 
approximately 2,270 mrems per hour. The worker received a dose of 4 millirem.  
 
The finding is more than minor because it is associated with the occupational radiation safety cornerstone attribute of 
exposure control and affected the cornerstone objective, because not controlling the locked high radiation areas could 
increase personal exposure. The finding was determined to be of very low safety significance (Green) using the SDP 
assessment because it did not involve ALARA planning and controls, an overexposure, a substantial potential for 
overexposure, or an impaired ability to assess dose.  
 
The finding had a cross-cutting aspect in the area of human performance, work control, because FPLE did not 
adequately assess changing area dose rates caused by operating activities, and thus did not adequately plan a work 
task with due consideration of the actual radiological conditions at the job site (H.3(a)).  
 
Inspection Report# : 2008003 (pdf)  

Public Radiation Safety 



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

Miscellaneous 
Significance: N/A Dec 05, 2008 
Identified By: NRC 
Item Type: FIN Finding 
Identification and Resolution of Problems 
The inspectors concluded that FPLE was effective in identifying, evaluating, and resolving problems. Seabrook 
personnel generally identified problems and entered them into the Corrective Action Program (CAP) at a low 
threshold, and had taken actions to address previous NRC findings. The inspectors determined that FPLE 
appropriately screened issues for operability and reportability, and prioritized issues commensurate with the safety 
significance of the problems. Causal analyses appropriately considered extent of condition, generic issues, and 
previous occurrences. The inspectors determined that corrective actions addressed the identified causes and were 
typically implemented in a timely manner. However, the inspectors noted several examples of minor material 
condition issues that had not been identified by FPLE. Corrective actions were initiated for all issues identified by the 
NRC inspectors.  
 
FPLE’s audits and self-assessments were generally thorough and probing. The inspectors concluded that FPLE 
adequately identified, reviewed, and applied relevant industry operating experience. Based on interviews, observations 
of plant activities, and reviews of the CAP and the Employees Concerns Program (ECP), the inspectors determined 
that site personnel were willing to raise safety issues and to document them in the CAP. 
Inspection Report# : 2008009 (pdf)  

Significance: N/A Oct 31, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Conduct an Adequate Dry Run 
The NRC identified a violation of Condition 8.b of the CoC for not performing a fully effective pre-operational 
demonstration of the welding of the inner top cover of the dry shielded canister (DSC). Specifically, the equipment 
configuration during the initial processing of spent fuel included a shield bell that was not installed during the pre 
operational demonstration. In addition, significant differences in the personnel used to complete the welding activities 
were observed between the pre-operational demonstration and the initial spent fuel processing activities. This led to a 
delay in completing the processing of the initial DSC. The finding was determined to be a Severity Level IV violation 
consistent with Supplement I.D.3 of the NRC=s Enforcement Policy. However, the finding was dispositioned as a 
Non-cited Violation (NCV), consistent with Section VI.A.1 of the NRC=s Enforcement Policy. 
Inspection Report# : 2008006 (pdf)  

Last modified : April 07, 2009 



Seabrook 1 
1Q/2009 Plant Inspection Findings 

Initiating Events 

Significance:  Jun 30, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Follow Tagging Procedure Caused Inadvertant Drain of 200 Gallons From RCS 
A self-revealing non-cited violation of Technical Specification 6.7.1.a was identified for the failure to implement 
written procedures governing safety-related activities. Specifically, on April 20, 2008, FPLE failed to implement 
tagging and configuration control procedures, resulting in the loss of configuration control during shutdown 
operations when flow was established through a partially disassembled charging system valve. This resulted in a 200 
gallon leak of reactor cavity water onto the floor of the Primary Auxiliary Building (PAB). The letdown flow path was 
established while work was in progress on valve CS-V-299. A clearance boundary was modified with the incorrect 
assumption that CS-V-299 was intact.  
 
This finding was more than minor because it was associated with the configuration control attribute of the Initiating 
Events cornerstone and adversely affected the cornerstone objective to limit the likelihood of plant events that upset 
plant stability and challenge critical safety functions during shutdown as well as power operations. Specifically, the 
loss of configuration control in the charging system unintentionally drained 200 gallons from the reactor cavity, which 
affected the shutdown critical safety function of maintaining adequate reactor inventory, and caused an uncontrolled 
leak of radioactively contaminated water to a work area. The finding was determined to be of very low safety 
significance (Green) using the SDP Appendix G assessment, since the finding did not result in a loss of control of 
shutdown operations and adequate mitigation capabilities remained available.  
 
The finding has a cross-cutting aspect in the area of human performance, work control, since FPL Energy did not plan 
and coordinate work activities consistent with nuclear safety (H.3(b)). Specifically, FPLE revised a clearance tagging 
boundary without verifying the status of affected work activities in accordance with site procedures.  
 
Inspection Report# : 2008003 (pdf)  

Significance:  Jun 30, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions to Prevent Recurrance of Mispositioned Stow-Operated Valves Caused 
Inadvertant Drain of 2000 Gallons From RCS 
A self-revealing non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Actions,” was identified 
because FPLE did not implement corrective actions to prevent recurrence of mispositioned valves caused by difficult 
to operate stow-operator reach rods. Specifically, on April 20, 2008, a mispositioned (partially open), stow-operated 
filter drain valve, CS-V-1190, resulted in the inadvertent draining of 2000 gallons of water from the reactor cavity 
while operators placed the reactor letdown system into service. The drain valve was partially open because it was 
difficult to operate when positioned with its stow-operator. The mispositioning of a stow-operated valve in a safety 
system was a repeat occurrence of a similar event in October 2007.  
 
This finding was more than minor because it was associated with the configuration control attribute of the Initiating 
Events cornerstone and adversely affected the cornerstone objective to limit the likelihood of plant events that upset 
plant stability and challenge critical safety functions during shutdown as well as power operations. Specifically, the 
loss of configuration control in the charging system unintentionally drained 2000 gallons from the reactor cavity, 
which affected the shutdown critical safety function of maintaining adequate reactor inventory. The finding was 
determined to be of very low safety significance (Green) using the SDP Phase 1 assessment, since the finding did not 



result in a loss of control of shutdown operations and adequate mitigation capabilities remained available.  
 
The finding has a cross-cutting aspect in the area of problem identification and resolution because FPL Energy 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 FPL Energy did not take adequate corrective actions to assure the 
correct positioning of stow-operated safety system valves and thereby prevent recurrence of a significant condition 
adverse to quality. 
Inspection Report# : 2008003 (pdf)  

Mitigating Systems 

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Jun 30, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Control a High Radiation Area as a Locked High Radiation Area. 
A self-revealing non cited violation of Technical Specification 6.11.2 was identified. Specifically, on May 1, 2008, 
FPLE failed to identify and control an existing high radiation area with dose rates greater than 1000 millirems per 
hour in the reactor containment building. A worker was exposed to higher than expected radiation levels of 
approximately 2,270 mrems per hour. The worker received a dose of 4 millirem.  
 
The finding is more than minor because it is associated with the occupational radiation safety cornerstone attribute of 
exposure control and affected the cornerstone objective, because not controlling the locked high radiation areas could 
increase personal exposure. The finding was determined to be of very low safety significance (Green) using the SDP 
assessment because it did not involve ALARA planning and controls, an overexposure, a substantial potential for 
overexposure, or an impaired ability to assess dose.  
 
The finding had a cross-cutting aspect in the area of human performance, work control, because FPLE did not 
adequately assess changing area dose rates caused by operating activities, and thus did not adequately plan a work 
task with due consideration of the actual radiological conditions at the job site (H.3(a)).  
 
Inspection Report# : 2008003 (pdf)  

Public Radiation Safety 



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

Miscellaneous 
Significance: N/A Dec 05, 2008 
Identified By: NRC 
Item Type: FIN Finding 
Identification and Resolution of Problems 
The inspectors concluded that FPLE was effective in identifying, evaluating, and resolving problems. Seabrook 
personnel generally identified problems and entered them into the Corrective Action Program (CAP) at a low 
threshold, and had taken actions to address previous NRC findings. The inspectors determined that FPLE 
appropriately screened issues for operability and reportability, and prioritized issues commensurate with the safety 
significance of the problems. Causal analyses appropriately considered extent of condition, generic issues, and 
previous occurrences. The inspectors determined that corrective actions addressed the identified causes and were 
typically implemented in a timely manner. However, the inspectors noted several examples of minor material 
condition issues that had not been identified by FPLE. Corrective actions were initiated for all issues identified by the 
NRC inspectors.  
 
FPLE’s audits and self-assessments were generally thorough and probing. The inspectors concluded that FPLE 
adequately identified, reviewed, and applied relevant industry operating experience. Based on interviews, observations 
of plant activities, and reviews of the CAP and the Employees Concerns Program (ECP), the inspectors determined 
that site personnel were willing to raise safety issues and to document them in the CAP. 
Inspection Report# : 2008009 (pdf)  

Significance: N/A Oct 31, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Conduct an Adequate Dry Run 
The NRC identified a violation of Condition 8.b of the CoC for not performing a fully effective pre-operational 
demonstration of the welding of the inner top cover of the dry shielded canister (DSC). Specifically, the equipment 
configuration during the initial processing of spent fuel included a shield bell that was not installed during the pre 
operational demonstration. In addition, significant differences in the personnel used to complete the welding activities 
were observed between the pre-operational demonstration and the initial spent fuel processing activities. This led to a 
delay in completing the processing of the initial DSC. The finding was determined to be a Severity Level IV violation 
consistent with Supplement I.D.3 of the NRC=s Enforcement Policy. However, the finding was dispositioned as a 
Non-cited Violation (NCV), consistent with Section VI.A.1 of the NRC=s Enforcement Policy. 
Inspection Report# : 2008006 (pdf)  

Last modified : May 28, 2009 



Seabrook 1 
2Q/2009 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

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

Miscellaneous 
Significance: N/A Dec 05, 2008 
Identified By: NRC 
Item Type: FIN Finding 
Identification and Resolution of Problems 
The inspectors concluded that FPLE was effective in identifying, evaluating, and resolving problems. Seabrook 
personnel generally identified problems and entered them into the Corrective Action Program (CAP) at a low 
threshold, and had taken actions to address previous NRC findings. The inspectors determined that FPLE 
appropriately screened issues for operability and reportability, and prioritized issues commensurate with the safety 
significance of the problems. Causal analyses appropriately considered extent of condition, generic issues, and 
previous occurrences. The inspectors determined that corrective actions addressed the identified causes and were 
typically implemented in a timely manner. However, the inspectors noted several examples of minor material 
condition issues that had not been identified by FPLE. Corrective actions were initiated for all issues identified by the 



NRC inspectors.  
 
FPLE’s audits and self-assessments were generally thorough and probing. The inspectors concluded that FPLE 
adequately identified, reviewed, and applied relevant industry operating experience. Based on interviews, observations 
of plant activities, and reviews of the CAP and the Employees Concerns Program (ECP), the inspectors determined 
that site personnel were willing to raise safety issues and to document them in the CAP. 
Inspection Report# : 2008009 (pdf)  

Significance: N/A Oct 31, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Conduct an Adequate Dry Run 
The NRC identified a violation of Condition 8.b of the CoC for not performing a fully effective pre-operational 
demonstration of the welding of the inner top cover of the dry shielded canister (DSC). Specifically, the equipment 
configuration during the initial processing of spent fuel included a shield bell that was not installed during the pre 
operational demonstration. In addition, significant differences in the personnel used to complete the welding activities 
were observed between the pre-operational demonstration and the initial spent fuel processing activities. This led to a 
delay in completing the processing of the initial DSC. The finding was determined to be a Severity Level IV violation 
consistent with Supplement I.D.3 of the NRC=s Enforcement Policy. However, the finding was dispositioned as a 
Non-cited Violation (NCV), consistent with Section VI.A.1 of the NRC=s Enforcement Policy. 
Inspection Report# : 2008006 (pdf)  

Last modified : August 31, 2009 



Seabrook 1 
3Q/2009 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Sep 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to verify that ultimate heat sink isolation valves do not leak in excess of design basis assumptions. 
(Section 1R07) 
The NRC identified a non-cited violation of 10 CFR 50 Appendix-B Criteria III, Design Control, for the failure to 
verify that service water (SW) isolation valve leakage was within design assumptions for ultimate heat sink (UHS) 
water inventory. Specifically, the NextEra had not verified by analysis or test that the American Society of 
Mechanical Engineers (ASME) Class 3 boundary isolation valves, for the safety-related SW piping, provided an 
adequate leak tight boundary to ensure that the design minimum volume of water would remain in the UHS at the end 
of a seven-day period with no make-up. Following the identification, NextEra placed the issue into the corrective 
action program and performed an assessment, which concluded there was reasonable assurance the UHS cooling 
tower could perform its safety function.  
 
The finding was more than minor because, if left uncorrected, the performance deficiency would have the potential to 
lead to a more significant safety concern. Specifically, during a loss of normal ocean water cooling, a leak on the non-
safety SW piping could result in a significant loss of inventory from the UHS over a seven-day period. In addition, 
this finding adversely affected the reliability objective of the protection against external events attribute under the 
Mitigating Systems Cornerstone. The inspectors determined the finding was of very low safety significance because it 
was a design deficiency confirmed not to result in a loss of operability or functionality. This finding did not have a 
cross-cutting aspect because it was not representative of current licensee performance. When NextEra modified the 
valve seats in the early 1990's, they did not verify the modified design by either analysis or test. The valves in 
question have not been reworked or internally inspected since they were modified. Therefore, the inspectors 
concluded that this was not reflective of current performance.  
 
Inspection Report# : 2009004 (pdf)  

Significance:  Aug 28, 2009 
Identified By: NRC 
Item Type: FIN Finding 
White Finding-The failure to establish adequate design control measures to modify a cooling water flange on 
the B emergency diesel generator (EDG) 
A self-revealing apparent violation of 10 CFR 50, Appendix B, Criterion III, Design Control was identified following 
a review of the identified causes for the failure of the B EDG jacket water cooling system on February 25, 2009. 
Specifically, NextEra’s failure to adequately control design changes implemented on the B EDG jacket water cooling 
system in January 2009 led to the failure of the gasket on flange JTR005 in the B EDG jacket water cooling system on 
February 25.  
 
The inspectors determined that this finding is more than minor because it is associated with the design control 
attribute of the Mitigating Systems Cornerstone and affects the cornerstone objective to ensure the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. 
Specifically, design modification 08MSE11, intended to address flange JTR005 alignment and change the flange 



gasket design was inadequate and resulted in inoperability of the B EDG. In accordance with IMC 0609, 
“Significance Determination Process,” a Phase 3 risk analysis was performed and determined that the calculated delta 
CDF for the finding was 2.27E-6, which represents a low to moderate safety significance or White finding. The cause 
of the finding is related to the corrective action component of the cross-cutting area of problem identification and 
resolution because NextEra  
did not thoroughly evaluate problems in a timely manner such that resolutions address causes (P.1(c)). Specifically, 
NextEra did not adequately evaluate deficient conditions when addressing B EDG cooling water flange leaks, failed to 
adequately use readily available internal operating experience, and failed to adequately evaluate and correct the 
impact of engine vibrations on flange JTR005 integrity, contributing to a subsequent failure of the flange. (1R18)  
 
 
Inspection Report# : 2009007 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

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

Miscellaneous 
Significance: N/A Dec 05, 2008 
Identified By: NRC 
Item Type: FIN Finding 
Identification and Resolution of Problems 
The inspectors concluded that FPLE was effective in identifying, evaluating, and resolving problems. Seabrook 
personnel generally identified problems and entered them into the Corrective Action Program (CAP) at a low 
threshold, and had taken actions to address previous NRC findings. The inspectors determined that FPLE 
appropriately screened issues for operability and reportability, and prioritized issues commensurate with the safety 
significance of the problems. Causal analyses appropriately considered extent of condition, generic issues, and 
previous occurrences. The inspectors determined that corrective actions addressed the identified causes and were 
typically implemented in a timely manner. However, the inspectors noted several examples of minor material 
condition issues that had not been identified by FPLE. Corrective actions were initiated for all issues identified by the 
NRC inspectors.  



 
FPLE’s audits and self-assessments were generally thorough and probing. The inspectors concluded that FPLE 
adequately identified, reviewed, and applied relevant industry operating experience. Based on interviews, observations 
of plant activities, and reviews of the CAP and the Employees Concerns Program (ECP), the inspectors determined 
that site personnel were willing to raise safety issues and to document them in the CAP. 
Inspection Report# : 2008009 (pdf)  

Significance: N/A Oct 31, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Conduct an Adequate Dry Run 
The NRC identified a violation of Condition 8.b of the CoC for not performing a fully effective pre-operational 
demonstration of the welding of the inner top cover of the dry shielded canister (DSC). Specifically, the equipment 
configuration during the initial processing of spent fuel included a shield bell that was not installed during the pre 
operational demonstration. In addition, significant differences in the personnel used to complete the welding activities 
were observed between the pre-operational demonstration and the initial spent fuel processing activities. This led to a 
delay in completing the processing of the initial DSC. The finding was determined to be a Severity Level IV violation 
consistent with Supplement I.D.3 of the NRC=s Enforcement Policy. However, the finding was dispositioned as a 
Non-cited Violation (NCV), consistent with Section VI.A.1 of the NRC=s Enforcement Policy. 
Inspection Report# : 2008006 (pdf)  

Last modified : December 10, 2009 



Seabrook 1 
4Q/2009 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Sep 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to verify that ultimate heat sink isolation valves do not leak in excess of design basis assumptions. 
(Section 1R07) 
The NRC identified a non-cited violation of 10 CFR 50 Appendix-B Criteria III, Design Control, for the failure to 
verify that service water (SW) isolation valve leakage was within design assumptions for ultimate heat sink (UHS) 
water inventory. Specifically, the NextEra had not verified by analysis or test that the American Society of 
Mechanical Engineers (ASME) Class 3 boundary isolation valves, for the safety-related SW piping, provided an 
adequate leak tight boundary to ensure that the design minimum volume of water would remain in the UHS at the end 
of a seven-day period with no make-up. Following the identification, NextEra placed the issue into the corrective 
action program and performed an assessment, which concluded there was reasonable assurance the UHS cooling 
tower could perform its safety function.  
 
The finding was more than minor because, if left uncorrected, the performance deficiency would have the potential to 
lead to a more significant safety concern. Specifically, during a loss of normal ocean water cooling, a leak on the non-
safety SW piping could result in a significant loss of inventory from the UHS over a seven-day period. In addition, 
this finding adversely affected the reliability objective of the protection against external events attribute under the 
Mitigating Systems Cornerstone. The inspectors determined the finding was of very low safety significance because it 
was a design deficiency confirmed not to result in a loss of operability or functionality. This finding did not have a 
cross-cutting aspect because it was not representative of current licensee performance. When NextEra modified the 
valve seats in the early 1990's, they did not verify the modified design by either analysis or test. The valves in 
question have not been reworked or internally inspected since they were modified. Therefore, the inspectors 
concluded that this was not reflective of current performance.  
 
Inspection Report# : 2009004 (pdf)  

Significance:  Aug 28, 2009 
Identified By: NRC 
Item Type: VIO Violation 
White Finding-The failure to establish adequate design control measures to modify a cooling water flange on 
the B emergency diesel generator (EDG) 
A self-revealing apparent violation of 10 CFR 50, Appendix B, Criterion III, Design Control was identified following 
a review of the identified causes for the failure of the B EDG jacket water cooling system on February 25, 2009. 
Specifically, NextEra’s failure to adequately control design changes implemented on the B EDG jacket water cooling 
system in January 2009 led to the failure of the gasket on flange JTR005 in the B EDG jacket water cooling system on 
February 25.  
 
The inspectors determined that this finding is more than minor because it is associated with the design control 
attribute of the Mitigating Systems Cornerstone and affects the cornerstone objective to ensure the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. 
Specifically, design modification 08MSE11, intended to address flange JTR005 alignment and change the flange 



gasket design was inadequate and resulted in inoperability of the B EDG. In accordance with IMC 0609, 
“Significance Determination Process,” a Phase 3 risk analysis was performed and determined that the calculated delta 
CDF for the finding was 2.27E-6, which represents a low to moderate safety significance or White finding. The cause 
of the finding is related to the corrective action component of the cross-cutting area of problem identification and 
resolution because NextEra did not thoroughly evaluate problems in a timely manner such that resolutions address 
causes (P.1(c)). Specifically, NextEra did not adequately evaluate deficient conditions when addressing B EDG 
cooling water flange leaks, failed to adequately use readily available internal operating experience, and failed to 
adequately evaluate and correct the impact of engine vibrations on flange JTR005 integrity, contributing to a 
subsequent failure of the flange. (1R18)  
 
 
Inspection Report# : 2009007 (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 



Seabrook 1 
1Q/2010 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Sep 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to verify that ultimate heat sink isolation valves do not leak in excess of design basis assumptions. 
(Section 1R07) 
The NRC identified a non-cited violation of 10 CFR 50 Appendix-B Criteria III, Design Control, for the failure to 
verify that service water (SW) isolation valve leakage was within design assumptions for ultimate heat sink (UHS) 
water inventory. Specifically, the NextEra had not verified by analysis or test that the American Society of 
Mechanical Engineers (ASME) Class 3 boundary isolation valves, for the safety-related SW piping, provided an 
adequate leak tight boundary to ensure that the design minimum volume of water would remain in the UHS at the end 
of a seven-day period with no make-up. Following the identification, NextEra placed the issue into the corrective 
action program and performed an assessment, which concluded there was reasonable assurance the UHS cooling 
tower could perform its safety function.  
 
The finding was more than minor because, if left uncorrected, the performance deficiency would have the potential to 
lead to a more significant safety concern. Specifically, during a loss of normal ocean water cooling, a leak on the non-
safety SW piping could result in a significant loss of inventory from the UHS over a seven-day period. In addition, 
this finding adversely affected the reliability objective of the protection against external events attribute under the 
Mitigating Systems Cornerstone. The inspectors determined the finding was of very low safety significance because it 
was a design deficiency confirmed not to result in a loss of operability or functionality. This finding did not have a 
cross-cutting aspect because it was not representative of current licensee performance. When NextEra modified the 
valve seats in the early 1990's, they did not verify the modified design by either analysis or test. The valves in 
question have not been reworked or internally inspected since they were modified. Therefore, the inspectors 
concluded that this was not reflective of current performance.  
 
Inspection Report# : 2009004 (pdf)  

Significance:  Aug 28, 2009 
Identified By: NRC 
Item Type: VIO Violation 
White Finding-The failure to establish adequate design control measures to modify a cooling water flange on 
the B emergency diesel generator (EDG) 
A self-revealing apparent violation of 10 CFR 50, Appendix B, Criterion III, Design Control was identified following 
a review of the identified causes for the failure of the B EDG jacket water cooling system on February 25, 2009. 
Specifically, NextEra’s failure to adequately control design changes implemented on the B EDG jacket water cooling 
system in January 2009 led to the failure of the gasket on flange JTR005 in the B EDG jacket water cooling system on 
February 25.  
 
The inspectors determined that this finding is more than minor because it is associated with the design control 
attribute of the Mitigating Systems Cornerstone and affects the cornerstone objective to ensure the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. 
Specifically, design modification 08MSE11, intended to address flange JTR005 alignment and change the flange 



gasket design was inadequate and resulted in inoperability of the B EDG. In accordance with IMC 0609, 
“Significance Determination Process,” a Phase 3 risk analysis was performed and determined that the calculated delta 
CDF for the finding was 2.27E-6, which represents a low to moderate safety significance or White finding. The cause 
of the finding is related to the corrective action component of the cross-cutting area of problem identification and 
resolution because NextEra did not thoroughly evaluate problems in a timely manner such that resolutions address 
causes (P.1(c)). Specifically, NextEra did not adequately evaluate deficient conditions when addressing B EDG 
cooling water flange leaks, failed to adequately use readily available internal operating experience, and failed to 
adequately evaluate and correct the impact of engine vibrations on flange JTR005 integrity, contributing to a 
subsequent failure of the flange. (1R18)  
 
 
Inspection Report# : 2009007 (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 : May 26, 2010 



Seabrook 1 
2Q/2010 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  May 20, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Test ECCS (RHR-SI) Valve Interlocks 
Green. The team identified a finding of very low safety significance involving a non-cited violation of 10 CFR 50, 
Appendix B, Criterion XI, “Test Control,” in that, NextEra did not assure that all testing required to demonstrate that 
structures, systems, and components will perform satisfactorily in service were identified and performed in 
accordance with written test procedures. Specifically, the team determined that interlocks between emergency core 
cooling system valves were not properly tested to demonstrate that the associated valves will perform satisfactorily in 
service. In response, NextEra entered the issue into the corrective action program and implemented acceptable interim 
actions to ensure operability.  
 
The finding is more than minor because it is associated with the design control attribute of the Mitigating Systems 
Cornerstone and affected the cornerstone objective of ensuring the availability, reliability, and capability of systems 
that respond to initiating events to prevent undesirable consequences. The team determined the finding was of very 
low safety significance (Green) because it was 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 did not have a cross-cutting aspect because the most significant contributor of the 
performance deficiency was not reflective of current licensee performance. 
Inspection Report# : 2010006 (pdf)  

Significance:  May 20, 2010 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Take Timely Corrective Action for Battery Sizing Calculations for SBO Loads 
•Green. The team identified a finding of very low safety significance for NextEra’s failure to take effective or timely 
corrective actions regarding the battery sizing calculation for safety related battery loading under station blackout 
(SBO) conditions. Specifically, although NextEra identified that the SBO battery sizing calculation had significant 
errors, no action was taken to either formally revise the calculation or ensure it was not used. The team also identified 
additional errors in the existing calculation. In response, NextEra entered the issue into the corrective action program, 
performed analysis, and confirmed there were no existing operability issues.  
 
The finding is more than minor because it is associated with the design control attribute of the Mitigating Systems 
Cornerstone and affected the cornerstone objective of ensuring the availability, reliability, and capability of systems 
that respond to initiating events to prevent undesirable consequences. The team determined the finding was of very 
low safety significance (Green) because it was 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.  
Enforcement action did not apply because the performance deficiency did not involve a violation of regulatory 
requirements. This finding has a cross-cutting aspect in the area of Problem Identification and Resolution, Corrective 
Action Program Component, because NextEra did not take appropriate corrective actions to address safety issues in a 
timely manner. Specifically, NextEra did not take action to either formally revise the SBO battery sizing calculation 



or to ensure that it was not used since identifying deficiencies approximately four years ago. (IMC 0310, Aspect P.1
(d))  
 
Inspection Report# : 2010006 (pdf)  

Significance:  Apr 15, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate instructions to install test equipment caused the A EDG to be inoperable  
A self-revealing non-cited violation of Technical Specification 6.7.1, Procedures and Programs, was identified related 
to the failure of the A EDG during a maintenance run per EC145293 on April 15, 2010. Specifically, NextEra did not 
provide adequate work instructions to control temporary test equipment attached to the EDG. This led to the failure of 
the jacket water cooling system that required operators to shutdown the engine, resulting in unplanned unavailability 
for the A EDG. The leak was promptly repaired and the EDG restored to a functional status on April 17, 2010. The 
issue was entered into the corrective action program as condition report 221321.  
 
The finding is more than minor because it is associated with the work control attribute of the Mitigating Systems 
cornerstone and it adversely affected the cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. Specifically, the inadequate work 
instructions intended to flow balance the A EDG coolant system during an instrumented run, resulted in unplanned 
extended unavailability of the A EDG. The inspectors performed a Phase 1 Significance Determination Process (SDP) 
screening, in accordance with NRC Inspection Manual Chapter (IMC) 0609, Attachment 4, and determined the issue 
was of very low safety significance because the finding was not a design or qualification deficiency, did not result in 
an actual loss of safety function, and was not potentially risk significant for external events. The finding had a cross-
cutting aspect in the area of human performance - resources [H.2.c] because the work instructions were not adequate 
to assure temporary test equipment was properly installed.  
 
Inspection Report# : 2010003 (pdf)  

Significance:  Sep 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to verify that ultimate heat sink isolation valves do not leak in excess of design basis assumptions. 
(Section 1R07) 
The NRC identified a non-cited violation of 10 CFR 50 Appendix-B Criteria III, Design Control, for the failure to 
verify that service water (SW) isolation valve leakage was within design assumptions for ultimate heat sink (UHS) 
water inventory. Specifically, the NextEra had not verified by analysis or test that the American Society of 
Mechanical Engineers (ASME) Class 3 boundary isolation valves, for the safety-related SW piping, provided an 
adequate leak tight boundary to ensure that the design minimum volume of water would remain in the UHS at the end 
of a seven-day period with no make-up. Following the identification, NextEra placed the issue into the corrective 
action program and performed an assessment, which concluded there was reasonable assurance the UHS cooling 
tower could perform its safety function.  
 
The finding was more than minor because, if left uncorrected, the performance deficiency would have the potential to 
lead to a more significant safety concern. Specifically, during a loss of normal ocean water cooling, a leak on the non-
safety SW piping could result in a significant loss of inventory from the UHS over a seven-day period. In addition, 
this finding adversely affected the reliability objective of the protection against external events attribute under the 
Mitigating Systems Cornerstone. The inspectors determined the finding was of very low safety significance because it 
was a design deficiency confirmed not to result in a loss of operability or functionality. This finding did not have a 
cross-cutting aspect because it was not representative of current licensee performance. When NextEra modified the 
valve seats in the early 1990's, they did not verify the modified design by either analysis or test. The valves in 
question have not been reworked or internally inspected since they were modified. Therefore, the inspectors 
concluded that this was not reflective of current performance.  
 
Inspection Report# : 2009004 (pdf)  



Significance:  Aug 28, 2009 
Identified By: NRC 
Item Type: VIO Violation 
White Finding-The failure to establish adequate design control measures to modify a cooling water flange on 
the B emergency diesel generator (EDG) 
A self-revealing apparent violation of 10 CFR 50, Appendix B, Criterion III, Design Control was identified following 
a review of the identified causes for the failure of the B EDG jacket water cooling system on February 25, 2009. 
Specifically, NextEra’s failure to adequately control design changes implemented on the B EDG jacket water cooling 
system in January 2009 led to the failure of the gasket on flange JTR005 in the B EDG jacket water cooling system on 
February 25.  
 
The inspectors determined that this finding is more than minor because it is associated with the design control 
attribute of the Mitigating Systems Cornerstone and affects the cornerstone objective to ensure the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. 
Specifically, design modification 08MSE11, intended to address flange JTR005 alignment and change the flange 
gasket design was inadequate and resulted in inoperability of the B EDG. In accordance with IMC 0609, 
“Significance Determination Process,” a Phase 3 risk analysis was performed and determined that the calculated delta 
CDF for the finding was 2.27E-6, which represents a low to moderate safety significance or White finding. The cause 
of the finding is related to the corrective action component of the cross-cutting area of problem identification and 
resolution because NextEra did not thoroughly evaluate problems in a timely manner such that resolutions address 
causes (P.1(c)). Specifically, NextEra did not adequately evaluate deficient conditions when addressing B EDG 
cooling water flange leaks, failed to adequately use readily available internal operating experience, and failed to 
adequately evaluate and correct the impact of engine vibrations on flange JTR005 integrity, contributing to a 
subsequent failure of the flange. (1R18)  
 
 
Inspection Report# : 2009007 (pdf)  
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provided to a possible adversary. Therefore, the cover letters to security inspection reports may be viewed. 
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Seabrook 1 
3Q/2010 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  May 20, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Test ECCS (RHR-SI) Valve Interlocks 
Green. The team identified a finding of very low safety significance involving a non-cited violation of 10 CFR 50, 
Appendix B, Criterion XI, “Test Control,” in that, NextEra did not assure that all testing required to demonstrate that 
structures, systems, and components will perform satisfactorily in service were identified and performed in 
accordance with written test procedures. Specifically, the team determined that interlocks between emergency core 
cooling system valves were not properly tested to demonstrate that the associated valves will perform satisfactorily in 
service. In response, NextEra entered the issue into the corrective action program and implemented acceptable interim 
actions to ensure operability.  
 
The finding is more than minor because it is associated with the design control attribute of the Mitigating Systems 
Cornerstone and affected the cornerstone objective of ensuring the availability, reliability, and capability of systems 
that respond to initiating events to prevent undesirable consequences. The team determined the finding was of very 
low safety significance (Green) because it was 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 did not have a cross-cutting aspect because the most significant contributor of the 
performance deficiency was not reflective of current licensee performance. 
Inspection Report# : 2010006 (pdf)  

Significance:  May 20, 2010 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Take Timely Corrective Action for Battery Sizing Calculations for SBO Loads 
•Green. The team identified a finding of very low safety significance for NextEra’s failure to take effective or timely 
corrective actions regarding the battery sizing calculation for safety related battery loading under station blackout 
(SBO) conditions. Specifically, although NextEra identified that the SBO battery sizing calculation had significant 
errors, no action was taken to either formally revise the calculation or ensure it was not used. The team also identified 
additional errors in the existing calculation. In response, NextEra entered the issue into the corrective action program, 
performed analysis, and confirmed there were no existing operability issues.  
 
The finding is more than minor because it is associated with the design control attribute of the Mitigating Systems 
Cornerstone and affected the cornerstone objective of ensuring the availability, reliability, and capability of systems 
that respond to initiating events to prevent undesirable consequences. The team determined the finding was of very 
low safety significance (Green) because it was 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.  
Enforcement action did not apply because the performance deficiency did not involve a violation of regulatory 
requirements. This finding has a cross-cutting aspect in the area of Problem Identification and Resolution, Corrective 
Action Program Component, because NextEra did not take appropriate corrective actions to address safety issues in a 
timely manner. Specifically, NextEra did not take action to either formally revise the SBO battery sizing calculation 



or to ensure that it was not used since identifying deficiencies approximately four years ago. (IMC 0310, Aspect P.1
(d))  
 
Inspection Report# : 2010006 (pdf)  

Significance:  Apr 15, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate instructions to install test equipment caused the A EDG to be inoperable  
A self-revealing non-cited violation of Technical Specification 6.7.1, Procedures and Programs, was identified related 
to the failure of the A EDG during a maintenance run per EC145293 on April 15, 2010. Specifically, NextEra did not 
provide adequate work instructions to control temporary test equipment attached to the EDG. This led to the failure of 
the jacket water cooling system that required operators to shutdown the engine, resulting in unplanned unavailability 
for the A EDG. The leak was promptly repaired and the EDG restored to a functional status on April 17, 2010. The 
issue was entered into the corrective action program as condition report 221321.  
 
The finding is more than minor because it is associated with the work control attribute of the Mitigating Systems 
cornerstone and it adversely affected the cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. Specifically, the inadequate work 
instructions intended to flow balance the A EDG coolant system during an instrumented run, resulted in unplanned 
extended unavailability of the A EDG. The inspectors performed a Phase 1 Significance Determination Process (SDP) 
screening, in accordance with NRC Inspection Manual Chapter (IMC) 0609, Attachment 4, and determined the issue 
was of very low safety significance because the finding was not a design or qualification deficiency, did not result in 
an actual loss of safety function, and was not potentially risk significant for external events. The finding had a cross-
cutting aspect in the area of human performance - resources [H.2.c] because the work instructions were not adequate 
to assure temporary test equipment was properly installed.  
 
Inspection Report# : 2010003 (pdf)  
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Seabrook 1 
4Q/2010 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  May 20, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Test ECCS (RHR-SI) Valve Interlocks 
Green. The team identified a finding of very low safety significance involving a non-cited violation of 10 CFR 50, 
Appendix B, Criterion XI, “Test Control,” in that, NextEra did not assure that all testing required to demonstrate that 
structures, systems, and components will perform satisfactorily in service were identified and performed in 
accordance with written test procedures. Specifically, the team determined that interlocks between emergency core 
cooling system valves were not properly tested to demonstrate that the associated valves will perform satisfactorily in 
service. In response, NextEra entered the issue into the corrective action program and implemented acceptable interim 
actions to ensure operability.  
 
The finding is more than minor because it is associated with the design control attribute of the Mitigating Systems 
Cornerstone and affected the cornerstone objective of ensuring the availability, reliability, and capability of systems 
that respond to initiating events to prevent undesirable consequences. The team determined the finding was of very 
low safety significance (Green) because it was 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 did not have a cross-cutting aspect because the most significant contributor of the 
performance deficiency was not reflective of current licensee performance. 
Inspection Report# : 2010006 (pdf)  

Significance:  May 20, 2010 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Take Timely Corrective Action for Battery Sizing Calculations for SBO Loads 
The team identified a finding of very low safety significance for NextEra’s failure to take effective or timely 
corrective actions regarding the battery sizing calculation for safety related battery loading under station blackout 
(SBO) conditions. Specifically, although NextEra identified that the SBO battery sizing calculation had significant 
errors, no action was taken to either formally revise the calculation or ensure it was not used. The team also identified 
additional errors in the existing calculation. In response, NextEra entered the issue into the corrective action program, 
performed analysis, and confirmed there were no existing operability issues.  
 
The finding is more than minor because it is associated with the design control attribute of the Mitigating Systems 
Cornerstone and affected the cornerstone objective of ensuring the availability, reliability, and capability of systems 
that respond to initiating events to prevent undesirable consequences. The team determined the finding was of very 
low safety significance (Green) because it was not a design or qualification deficiency, did not represent a loss of 
system safety function, and did not screen as potentially risk significant due to a seismic, flooding, or severe weather 
initiating event. This finding has a cross-cutting aspect in the area of Problem Identification and Resolution, 
Corrective Action (P.1(d)), because NextEra did not take appropriate corrective actions to address safety issues in a 
timely manner. Specifically, NextEra did not take action to either formally revise the SBO battery sizing calculation 
or to ensure that it was not used since identifying deficiencies approximately four years ago.  
 



Inspection Report# : 2010006 (pdf)  

Significance:  Apr 15, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate instructions to install test equipment caused the A EDG to be inoperable  
A self-revealing non-cited violation of Technical Specification 6.7.1, Procedures and Programs, was identified related 
to the failure of the A EDG during a maintenance run per EC145293 on April 15, 2010. Specifically, NextEra did not 
provide adequate work instructions to control temporary test equipment attached to the EDG. This led to the failure of 
the jacket water cooling system that required operators to shutdown the engine, resulting in unplanned unavailability 
for the A EDG. The leak was promptly repaired and the EDG restored to a functional status on April 17, 2010. The 
issue was entered into the corrective action program as condition report 221321.  
 
The finding is more than minor because it is associated with the work control attribute of the Mitigating Systems 
cornerstone and it adversely affected the cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. Specifically, the inadequate work 
instructions intended to flow balance the A EDG coolant system during an instrumented run, resulted in unplanned 
extended unavailability of the A EDG. The inspectors determined the issue was of very low safety significance 
because the finding was not a design or qualification deficiency, did not result in an actual loss of safety function, and 
was not potentially risk significant for external events. The finding had a cross-cutting aspect in the area of human 
performance - resources [H.2.c] because the work instructions were not adequate to assure temporary test equipment 
was properly installed.  
 
Inspection Report# : 2010003 (pdf)  
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Although the NRC is actively overseeing the Security cornerstone, the Commission has decided that certain findings 
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provided to a possible adversary. Therefore, the cover letters to security inspection reports may be viewed. 
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Significance: N/A Oct 01, 2010 
Identified By: NRC 
Item Type: FIN Finding 
Seabrook Biennial PI&R Inspection Summary 
The inspectors concluded that problems were, in general, properly identified, evaluated, and resolved within the 
corrective action program (CAP). NextEra personnel identified problems at a low threshold and entered them into the 
CAP. The inspectors determined that NextEra personnel screened issues appropriately for operability and 
reportability, and prioritized issues commensurate with the safety significance of the problems. Root and apparent 
cause analyses appropriately considered extent of condition, generic issues, and previous occurrences. The inspectors 
determined that corrective actions addressed the identified causes and were typically implemented in a timely manner. 
However, the inspectors also identified a number of minor performance deficiencies that involved a lack of adherence 
to the procedures used to perform root cause analyses.  
 
NextEra’s audits and self-assessments reviewed by the inspectors were adequate to determine programmatic 
weaknesses and deficiencies. Additionally, the inspectors concluded that NextEra, in general, identified, reviewed, 
and applied relevant industry operating experience (OE) to the Seabrook Station. However, the inspectors also 
identified minor performance deficiencies that involved lack of adherence to the procedures that implemented the self 
assessment on OE programs. Based on interviews, observations of plant activities, and reviews of the CAP and the 
Employees Concerns Program (ECP), the inspectors did not identify any concerns with site personnel willingness to 
raise safety issues, nor did the inspectors identify conditions that could have had a negative impact on the site’s safety 
conscious work environment (SCWE). 
Inspection Report# : 2010008 (pdf)  

Last modified : March 03, 2011 



Seabrook 1 
1Q/2011 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Mar 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Monitor Condition of Control Building per 10CFR50.65(a)(1) 
Inspectors identified a non-cited violation of 10 CFR 50.65(a)(1) because NextEra did not adequately monitor the 
condition of an in-scope structure under the Maintenance Rule (MR). Specifically, NextEra did not evaluate the 
results of their periodic inspections of the condition of the Control Building (CB) to determine the extent and rate of 
degradation to the structure. Further, in August 2010 after NextEra identified CB concrete strength degradation that 
called into question the effectiveness of that structures preventative maintenance program, NextEra did not classify 
the CB as MR (a)(1). NextEra entered the degraded structural concrete issue into its corrective action program to 
address the extent of condition and establish a mitigation strategy (ARs 574120 and 581434) for all in-scope 
structures. NextEra also initiated AR 1636419 to complete the evaluation for placing the CB into (a)(1) status.  
 
This performance deficiency is more than minor because if left uncorrected, the condition could have resulted in the 
loss of function for the CB structure due to degrading concrete material properties of structures and systems designed 
to mitigate design basis events. The finding had very low safety significance because despite degraded concrete 
conditions and loss of design margin, the CB structure remained operable. The inspectors performed a Phase 1 
Significance Determination Process (SDP) screening, in accordance with NRC Inspection Manual Chapter (IMC) 
0609, Attachment 4, and determined the issue was of very low safety significance (Green) because the finding was not 
a design or qualification deficiency, did not result in an actual loss of safety function, was not a loss of barrier 
function, and was not potentially risk significant for external events. This finding had a cross-cutting aspect in the area 
of problem identification and resolution, evaluation (P.1(c)) because NextEra did not ensure issues adverse to quality 
potentially impacting nuclear safety were promptly identified and evaluated. Specifically, NextEra did not thoroughly 
evaluate indications of concrete degradation for the CB to determine the extent and rate of degradation to the 
structure, and once concrete degradation due to alkali-silica-reaction (ASR) distress was identified, NextEra did not 
evaluate the issue within the context of the MR program to assure the condition of structures was controlled to 
maintain design margins.  
 
Inspection Report# : 2011002 (pdf)  

Significance:  Mar 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Classify and Monitor the Ocean Transition Structures as In-Scope per 10CFR50.65(b)(2) 
Inspectors identified a non-cited violation of 10 CFR 50.65(b)(2) because NextEra did not include certain Seabrook 
buildings as in-scope structures under the MR program. Specifically, NextEra did not classify the intake transition 
structure (ITS) and the discharge transition structure (DTS) as in-scope structures in the MR database, and as a result 
did not include them in the periodic inspections completed under the structures monitoring program per PEG04 from 
1995 to 2009. NextEra initiated a MR scoping screening worksheet per procedure NAP 415 and upon consideration of 
the design basis information concluded both transition structures should be in-scope per 10 CFR 50.65(a)(1). The 
NAP 415 scoping results were accepted by the MR Expert Panel on March 15, 2011. NextEra initiated CR 1629504 to 
enter the issue into the Corrective Action Program (CAP) and determine the extent of condition.  



 
The performance deficiency is more than minor because if left uncorrected, given the indications of ASR identified in 
these concrete structures, not monitoring the ITS and DTS structures for degradation could result in the loss of 
function of structures supporting systems used to mitigate design basis events, used in the emergency operating 
procedures, or whose loss could result in a reactor trip. The inspectors performed a Phase 1 Significance 
Determination Process (SDP) screening, in accordance with NRC Inspection Manual Chapter (IMC) 0609, 
Attachment 4, and determined the issue was of very low safety significance (Green) because the finding was not a 
design or qualification deficiency, did not result in an actual loss of safety function, was not a loss of barrier function, 
and was not potentially risk significant for external events. This finding did not have a cross cutting aspect because the 
most significant contributor to the performance deficiency was not reflective of current licensee performance. 
Inspection Report# : 2011002 (pdf)  

Significance:  May 20, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Test ECCS (RHR-SI) Valve Interlocks 
Green. The team identified a finding of very low safety significance involving a non-cited violation of 10 CFR 50, 
Appendix B, Criterion XI, “Test Control,” in that, NextEra did not assure that all testing required to demonstrate that 
structures, systems, and components will perform satisfactorily in service were identified and performed in 
accordance with written test procedures. Specifically, the team determined that interlocks between emergency core 
cooling system valves were not properly tested to demonstrate that the associated valves will perform satisfactorily in 
service. In response, NextEra entered the issue into the corrective action program and implemented acceptable interim 
actions to ensure operability.  
 
The finding is more than minor because it is associated with the design control attribute of the Mitigating Systems 
Cornerstone and affected the cornerstone objective of ensuring the availability, reliability, and capability of systems 
that respond to initiating events to prevent undesirable consequences. The team determined the finding was of very 
low safety significance (Green) because it was 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 did not have a cross-cutting aspect because the most significant contributor of the 
performance deficiency was not reflective of current licensee performance. 
Inspection Report# : 2010006 (pdf)  

Significance:  May 20, 2010 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Take Timely Corrective Action for Battery Sizing Calculations for SBO Loads 
The team identified a finding of very low safety significance for NextEra’s failure to take effective or timely 
corrective actions regarding the battery sizing calculation for safety related battery loading under station blackout 
(SBO) conditions. Specifically, although NextEra identified that the SBO battery sizing calculation had significant 
errors, no action was taken to either formally revise the calculation or ensure it was not used. The team also identified 
additional errors in the existing calculation. In response, NextEra entered the issue into the corrective action program, 
performed analysis, and confirmed there were no existing operability issues.  
 
The finding is more than minor because it is associated with the design control attribute of the Mitigating Systems 
Cornerstone and affected the cornerstone objective of ensuring the availability, reliability, and capability of systems 
that respond to initiating events to prevent undesirable consequences. The team determined the finding was of very 
low safety significance (Green) because it was not a design or qualification deficiency, did not represent a loss of 
system safety function, and did not screen as potentially risk significant due to a seismic, flooding, or severe weather 
initiating event. This finding has a cross-cutting aspect in the area of Problem Identification and Resolution, 
Corrective Action (P.1(d)), because NextEra did not take appropriate corrective actions to address safety issues in a 
timely manner. Specifically, NextEra did not take action to either formally revise the SBO battery sizing calculation 
or to ensure that it was not used since identifying deficiencies approximately four years ago.  
 
Inspection Report# : 2010006 (pdf)  



Significance:  Apr 15, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate instructions to install test equipment caused the A EDG to be inoperable  
A self-revealing non-cited violation of Technical Specification 6.7.1, Procedures and Programs, was identified related 
to the failure of the A EDG during a maintenance run per EC145293 on April 15, 2010. Specifically, NextEra did not 
provide adequate work instructions to control temporary test equipment attached to the EDG. This led to the failure of 
the jacket water cooling system that required operators to shutdown the engine, resulting in unplanned unavailability 
for the A EDG. The leak was promptly repaired and the EDG restored to a functional status on April 17, 2010. The 
issue was entered into the corrective action program as condition report 221321.  
 
The finding is more than minor because it is associated with the work control attribute of the Mitigating Systems 
cornerstone and it adversely affected the cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. Specifically, the inadequate work 
instructions intended to flow balance the A EDG coolant system during an instrumented run, resulted in unplanned 
extended unavailability of the A EDG. The inspectors determined the issue was of very low safety significance 
because the finding was not a design or qualification deficiency, did not result in an actual loss of safety function, and 
was not potentially risk significant for external events. The finding had a cross-cutting aspect in the area of human 
performance - resources [H.2.c] because the work instructions were not adequate to assure temporary test equipment 
was properly installed.  
 
Inspection Report# : 2010003 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

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

Miscellaneous 
Significance: N/A Oct 01, 2010 
Identified By: NRC 



Item Type: FIN Finding 
Seabrook Biennial PI&R Inspection Summary 
The inspectors concluded that problems were, in general, properly identified, evaluated, and resolved within the 
corrective action program (CAP). NextEra personnel identified problems at a low threshold and entered them into the 
CAP. The inspectors determined that NextEra personnel screened issues appropriately for operability and 
reportability, and prioritized issues commensurate with the safety significance of the problems. Root and apparent 
cause analyses appropriately considered extent of condition, generic issues, and previous occurrences. The inspectors 
determined that corrective actions addressed the identified causes and were typically implemented in a timely manner. 
However, the inspectors also identified a number of minor performance deficiencies that involved a lack of adherence 
to the procedures used to perform root cause analyses.  
 
NextEra’s audits and self-assessments reviewed by the inspectors were adequate to determine programmatic 
weaknesses and deficiencies. Additionally, the inspectors concluded that NextEra, in general, identified, reviewed, 
and applied relevant industry operating experience (OE) to the Seabrook Station. However, the inspectors also 
identified minor performance deficiencies that involved lack of adherence to the procedures that implemented the self 
assessment on OE programs. Based on interviews, observations of plant activities, and reviews of the CAP and the 
Employees Concerns Program (ECP), the inspectors did not identify any concerns with site personnel willingness to 
raise safety issues, nor did the inspectors identify conditions that could have had a negative impact on the site’s safety 
conscious work environment (SCWE). 
Inspection Report# : 2010008 (pdf)  

Last modified : June 07, 2011 



Seabrook 1 
2Q/2011 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Control of Combustible Materials 
Green. The inspectors identified a non-cited violation (NCV) of Technical Specification (TS) 6.7.1.h, which requires 
that written procedures be established, implemented and maintained for the fire protection program. Contrary to TS 
6.7.1.f, the inspectors identified combustible materials which were not controlled per fire protection procedure FP 2.2. 
Specifically, (i) combustible materials were stored within three feet of an energized sample panel in the primary 
auxiliary building room PB404, a PRA risk significant area; and, (ii) combustible materials in excess of the 
permissible amounts were stored in waste process building area WB505. The inspectors identified materials stored in 
WB505 in excess of FP 2.2 limits on three occasions. Collectively, the NRC observations indicate a weakness on the 
programmatic control of combustible materials. Seabrook entered this performance deficiency into their corrective 
action program.  
 
The failure to properly implement procedure FP 2.2 was more than minor because, if left uncorrected, inadequate 
control of combustibles could affect the Mitigating Systems cornerstone objective to assure external factors (fires) do 
not impact the availability and reliability of systems which mitigate events. The inspectors assessed the finding using 
Appendix F of the Significance Determination Process (SDP). The finding is of very low safety significance resulting 
in a Degradation Rating of Low, which screens to Green in the fire protection SDP. This finding has a cross-cutting 
aspect in Human Performance, Work Practices [H.4(b)] because Seabrook personnel did not follow procedures for the 
control of transient combustibles. (Section 1R05)  
 
Inspection Report# : 2011003 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Untimely Operability Determination for Degraded Concrete Structures Housing Safety-Related Equipment 
The inspectors identified a non-cited violation (NCV) of Technical Specification (TS) 6.7.1.a, that requires written 
procedures be established, implemented and maintained, including administrative procedures that define authorities 
and responsibilities for safe operation. NextEra identified a degraded and nonconforming condition related to reduced 
modulus of elasticity for buildings housing safety related equipment on June 16, 2011, but did not complete an 
operability determination until EC250348 was issued on June 28, 2011 (AR1664399). The delayed entry into the OD 
process for either issue was contrary to Section 4.3 of EN-AA-203-1001 that requires an operability determinations be 
completed in a time frame commensurate with the safety significance of the issue (in most cases within 8 hours) and 
consider all plant conditions.  
 
The finding was more than minor because a reasonable doubt of operability for the affected concrete structures existed 
until further engineering evaluations were completed to demonstrate the structures and systems that they housed 
would remain functional under design and licensing basis conditions. The finding affected the Mitigating Systems 
cornerstone objective to ensure the availability, reliability and capability of systems that respond to initiating events in 
order to prevent core damage. The issue was evaluated using IMC 0609, “Significance Determination Process” (SDP), 



and was determined to be of very low safety significance (Green) because the finding was not a design or qualification 
deficiency, did not result in an actual loss of safety function, was not a loss of a barrier function, and was not 
potentially risk significant for external events. The finding had a cross cutting aspect in the area of problem 
identification and resolution, P.1(a), because NextEra did not enter identified degraded concrete conditions for several 
site buildings into the corrective actions process in a timely manner that would have ensured the shift manager 
completed timely operability evaluations for the affected structures.  
 
Inspection Report# : 2011003 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Indequate Operability Determination for Reduced EDG HX Cooling Water Flow 
The inspectors identified a non-cited violation (NCV) of Technical Specification (TS) 6.7.1.a, which requires that 
written procedures be established, implemented and maintained, including administrative procedures that define 
authorities and responsibilities for safe operation. NextEra identified a degraded and nonconforming condition related 
to degraded service water flow to the B EDG HX on June 28, 2011, but did not fully evaluate the reduced flow under 
all plant conditions as required by NextEra procedure EN-AA-203-1001.  
 
The performance deficiency was more than minor because a reasonable doubt of operability existed until further 
engineering evaluations were completed to demonstrate adequate service water flow to the B EDG HX existed and the 
B EDG remained functional under design and licensing basis conditions. The finding affected the Mitigating Systems 
cornerstone objective to ensure the availability, reliability and capability of systems that respond to initiating events in 
order to prevent core damage. The issue was evaluated using IMC 0609, “Significance Determination Process” (SDP), 
and was determined to be of very low safety significance (Green) because the finding was not a design or qualification 
deficiency, did not result in an actual loss of safety function, was not a loss of a barrier function, and was not 
potentially risk significant for external events. The finding had a cross cutting aspect in the area of problem 
identification and resolution, P.1(c), because NextEra personnel did not adequately implement the OD process to 
ensure that the impact of the reduced EDG HX SW flow was fully evaluated under all operating conditions so timely 
and appropriate corrective action was completed.  
 
Inspection Report# : 2011003 (pdf)  

Significance:  Mar 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Monitor Condition of Control Building per 10CFR50.65(a)(1) 
Inspectors identified a non-cited violation of 10 CFR 50.65(a)(1) because NextEra did not adequately monitor the 
condition of an in-scope structure under the Maintenance Rule (MR). Specifically, NextEra did not evaluate the 
results of their periodic inspections of the condition of the Control Building (CB) to determine the extent and rate of 
degradation to the structure. Further, in August 2010 after NextEra identified CB concrete strength degradation that 
called into question the effectiveness of that structures preventative maintenance program, NextEra did not classify 
the CB as MR (a)(1). NextEra entered the degraded structural concrete issue into its corrective action program to 
address the extent of condition and establish a mitigation strategy (ARs 574120 and 581434) for all in-scope 
structures. NextEra also initiated AR 1636419 to complete the evaluation for placing the CB into (a)(1) status.  
 
This performance deficiency is more than minor because if left uncorrected, the condition could have resulted in the 
loss of function for the CB structure due to degrading concrete material properties of structures and systems designed 
to mitigate design basis events. The finding had very low safety significance because despite degraded concrete 
conditions and loss of design margin, the CB structure remained operable. The inspectors performed a Phase 1 
Significance Determination Process (SDP) screening, in accordance with NRC Inspection Manual Chapter (IMC) 
0609, Attachment 4, and determined the issue was of very low safety significance (Green) because the finding was not 
a design or qualification deficiency, did not result in an actual loss of safety function, was not a loss of barrier 
function, and was not potentially risk significant for external events. This finding had a cross-cutting aspect in the area 
of problem identification and resolution, evaluation (P.1(c)) because NextEra did not ensure issues adverse to quality 



potentially impacting nuclear safety were promptly identified and evaluated. Specifically, NextEra did not thoroughly 
evaluate indications of concrete degradation for the CB to determine the extent and rate of degradation to the 
structure, and once concrete degradation due to alkali-silica-reaction (ASR) distress was identified, NextEra did not 
evaluate the issue within the context of the MR program to assure the condition of structures was controlled to 
maintain design margins.  
 
Inspection Report# : 2011002 (pdf)  

Significance:  Mar 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Classify and Monitor the Ocean Transition Structures as In-Scope per 10CFR50.65(b)(2) 
Inspectors identified a non-cited violation of 10 CFR 50.65(b)(2) because NextEra did not include certain Seabrook 
buildings as in-scope structures under the MR program. Specifically, NextEra did not classify the intake transition 
structure (ITS) and the discharge transition structure (DTS) as in-scope structures in the MR database, and as a result 
did not include them in the periodic inspections completed under the structures monitoring program per PEG04 from 
1995 to 2009. NextEra initiated a MR scoping screening worksheet per procedure NAP 415 and upon consideration of 
the design basis information concluded both transition structures should be in-scope per 10 CFR 50.65(a)(1). The 
NAP 415 scoping results were accepted by the MR Expert Panel on March 15, 2011. NextEra initiated CR 1629504 to 
enter the issue into the Corrective Action Program (CAP) and determine the extent of condition.  
 
The performance deficiency is more than minor because if left uncorrected, given the indications of ASR identified in 
these concrete structures, not monitoring the ITS and DTS structures for degradation could result in the loss of 
function of structures supporting systems used to mitigate design basis events, used in the emergency operating 
procedures, or whose loss could result in a reactor trip. The inspectors performed a Phase 1 Significance 
Determination Process (SDP) screening, in accordance with NRC Inspection Manual Chapter (IMC) 0609, 
Attachment 4, and determined the issue was of very low safety significance (Green) because the finding was not a 
design or qualification deficiency, did not result in an actual loss of safety function, was not a loss of barrier function, 
and was not potentially risk significant for external events. This finding did not have a cross cutting aspect because the 
most significant contributor to the performance deficiency was not reflective of current licensee performance. 
Inspection Report# : 2011002 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 
Although the NRC is actively overseeing the Security cornerstone, the Commission has decided that certain findings 
pertaining to security cornerstone will not be publicly available to ensure that potentially useful information is not 



provided to a possible adversary. Therefore, the cover letters to security inspection reports may be viewed.

Miscellaneous 
Significance: N/A Oct 01, 2010 
Identified By: NRC 
Item Type: FIN Finding 
Seabrook Biennial PI&R Inspection Summary 
The inspectors concluded that problems were, in general, properly identified, evaluated, and resolved within the 
corrective action program (CAP). NextEra personnel identified problems at a low threshold and entered them into the 
CAP. The inspectors determined that NextEra personnel screened issues appropriately for operability and 
reportability, and prioritized issues commensurate with the safety significance of the problems. Root and apparent 
cause analyses appropriately considered extent of condition, generic issues, and previous occurrences. The inspectors 
determined that corrective actions addressed the identified causes and were typically implemented in a timely manner. 
However, the inspectors also identified a number of minor performance deficiencies that involved a lack of adherence 
to the procedures used to perform root cause analyses.  
 
NextEra’s audits and self-assessments reviewed by the inspectors were adequate to determine programmatic 
weaknesses and deficiencies. Additionally, the inspectors concluded that NextEra, in general, identified, reviewed, 
and applied relevant industry operating experience (OE) to the Seabrook Station. However, the inspectors also 
identified minor performance deficiencies that involved lack of adherence to the procedures that implemented the self 
assessment on OE programs. Based on interviews, observations of plant activities, and reviews of the CAP and the 
Employees Concerns Program (ECP), the inspectors did not identify any concerns with site personnel willingness to 
raise safety issues, nor did the inspectors identify conditions that could have had a negative impact on the site’s safety 
conscious work environment (SCWE). 
Inspection Report# : 2010008 (pdf)  
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Seabrook 1 
3Q/2011 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Functionality Assessment for Fire Protection System 
The inspectors identified a non-cited violation (NCV) of Technical Specification (TS)  
6.7.1.a that requires written procedures be established and implemented, including  
administrative procedures that define authorities and responsibilities for safe operation.  
Specifically, NextEra identified a degraded condition in the fire protection system on July 15,  
2011, but did not properly or thoroughly evaluate the fire protection system performance as  
required by NextEra procedure EN-AA-203-1001. As corrective action, NextEra completed an  
operability evaluation that identified degraded fire protection system performance under certain  
operating conditions for which NextEra implemented administrative controls that would prevent  
the degraded Performance  
 
The performance deficiency was more than minor because a reasonable doubt of operability existed until further 
engineering evaluations were completed to demonstrate adequate fire system performance under design basis 
conditions. The finding affected the Mitigating Systems cornerstone objective to ensure the availability, reliability and 
capability of systems that respond to initiating events in order to prevent core damage. The issue was evaluated using 
Appendix F of IMC 0609, “Significance Determination Process” (SDP), and was determined to be of very low safety 
significance (Green) because the finding had minimal impact on fire system performance. The finding had a cross 
cutting aspect in the area of problem identification and resolution, P.1(c), because NextEra personnel did not 
adequately implement the operability determination process to ensure that fire system performance was thoroughly 
evaluated for operability to assure timely and appropriate corrective actions were completed. 
Inspection Report# : 2011004 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Control of Combustible Materials 
Green. The inspectors identified a non-cited violation (NCV) of Technical Specification (TS) 6.7.1.h, which requires 
that written procedures be established, implemented and maintained for the fire protection program. Contrary to TS 
6.7.1.f, the inspectors identified combustible materials which were not controlled per fire protection procedure FP 2.2. 
Specifically, (i) combustible materials were stored within three feet of an energized sample panel in the primary 
auxiliary building room PB404, a PRA risk significant area; and, (ii) combustible materials in excess of the 
permissible amounts were stored in waste process building area WB505. The inspectors identified materials stored in 
WB505 in excess of FP 2.2 limits on three occasions. Collectively, the NRC observations indicate a weakness on the 
programmatic control of combustible materials. Seabrook entered this performance deficiency into their corrective 
action program.  
 
The failure to properly implement procedure FP 2.2 was more than minor because, if left uncorrected, inadequate 
control of combustibles could affect the Mitigating Systems cornerstone objective to assure external factors (fires) do 
not impact the availability and reliability of systems which mitigate events. The inspectors assessed the finding using 



Appendix F of the Significance Determination Process (SDP). The finding is of very low safety significance resulting 
in a Degradation Rating of Low, which screens to Green in the fire protection SDP. This finding has a cross-cutting 
aspect in Human Performance, Work Practices [H.4(b)] because Seabrook personnel did not follow procedures for the 
control of transient combustibles. (Section 1R05)  
 
Inspection Report# : 2011003 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Untimely Operability Determination for Degraded Concrete Structures Housing Safety-Related Equipment 
The inspectors identified a non-cited violation (NCV) of Technical Specification (TS) 6.7.1.a, that requires written 
procedures be established, implemented and maintained, including administrative procedures that define authorities 
and responsibilities for safe operation. NextEra identified a degraded and nonconforming condition related to reduced 
modulus of elasticity for buildings housing safety related equipment on June 16, 2011, but did not complete an 
operability determination until EC250348 was issued on June 28, 2011 (AR1664399). The delayed entry into the OD 
process for either issue was contrary to Section 4.3 of EN-AA-203-1001 that requires an operability determinations be 
completed in a time frame commensurate with the safety significance of the issue (in most cases within 8 hours) and 
consider all plant conditions.  
 
The finding was more than minor because a reasonable doubt of operability for the affected concrete structures existed 
until further engineering evaluations were completed to demonstrate the structures and systems that they housed 
would remain functional under design and licensing basis conditions. The finding affected the Mitigating Systems 
cornerstone objective to ensure the availability, reliability and capability of systems that respond to initiating events in 
order to prevent core damage. The issue was evaluated using IMC 0609, “Significance Determination Process” (SDP), 
and was determined to be of very low safety significance (Green) because the finding was not a design or qualification 
deficiency, did not result in an actual loss of safety function, was not a loss of a barrier function, and was not 
potentially risk significant for external events. The finding had a cross cutting aspect in the area of problem 
identification and resolution, P.1(a), because NextEra did not enter identified degraded concrete conditions for several 
site buildings into the corrective actions process in a timely manner that would have ensured the shift manager 
completed timely operability evaluations for the affected structures.  
 
Inspection Report# : 2011003 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Indequate Operability Determination for Reduced EDG HX Cooling Water Flow 
The inspectors identified a non-cited violation (NCV) of Technical Specification (TS) 6.7.1.a, which requires that 
written procedures be established, implemented and maintained, including administrative procedures that define 
authorities and responsibilities for safe operation. NextEra identified a degraded and nonconforming condition related 
to degraded service water flow to the B EDG HX on June 28, 2011, but did not fully evaluate the reduced flow under 
all plant conditions as required by NextEra procedure EN-AA-203-1001.  
 
The performance deficiency was more than minor because a reasonable doubt of operability existed until further 
engineering evaluations were completed to demonstrate adequate service water flow to the B EDG HX existed and the 
B EDG remained functional under design and licensing basis conditions. The finding affected the Mitigating Systems 
cornerstone objective to ensure the availability, reliability and capability of systems that respond to initiating events in 
order to prevent core damage. The issue was evaluated using IMC 0609, “Significance Determination Process” (SDP), 
and was determined to be of very low safety significance (Green) because the finding was not a design or qualification 
deficiency, did not result in an actual loss of safety function, was not a loss of a barrier function, and was not 
potentially risk significant for external events. The finding had a cross cutting aspect in the area of problem 
identification and resolution, P.1(c), because NextEra personnel did not adequately implement the OD process to 
ensure that the impact of the reduced EDG HX SW flow was fully evaluated under all operating conditions so timely 
and appropriate corrective action was completed. 



 
Inspection Report# : 2011003 (pdf)  

Significance:  Mar 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Monitor Condition of Control Building per 10CFR50.65(a)(1) 
Inspectors identified a non-cited violation of 10 CFR 50.65(a)(1) because NextEra did not adequately monitor the 
condition of an in-scope structure under the Maintenance Rule (MR). Specifically, NextEra did not evaluate the 
results of their periodic inspections of the condition of the Control Building (CB) to determine the extent and rate of 
degradation to the structure. Further, in August 2010 after NextEra identified CB concrete strength degradation that 
called into question the effectiveness of that structures preventative maintenance program, NextEra did not classify 
the CB as MR (a)(1). NextEra entered the degraded structural concrete issue into its corrective action program to 
address the extent of condition and establish a mitigation strategy (ARs 574120 and 581434) for all in-scope 
structures. NextEra also initiated AR 1636419 to complete the evaluation for placing the CB into (a)(1) status.  
 
This performance deficiency is more than minor because if left uncorrected, the condition could have resulted in the 
loss of function for the CB structure due to degrading concrete material properties of structures and systems designed 
to mitigate design basis events. The finding had very low safety significance because despite degraded concrete 
conditions and loss of design margin, the CB structure remained operable. The inspectors performed a Phase 1 
Significance Determination Process (SDP) screening, in accordance with NRC Inspection Manual Chapter (IMC) 
0609, Attachment 4, and determined the issue was of very low safety significance (Green) because the finding was not 
a design or qualification deficiency, did not result in an actual loss of safety function, was not a loss of barrier 
function, and was not potentially risk significant for external events. This finding had a cross-cutting aspect in the area 
of problem identification and resolution, evaluation (P.1(c)) because NextEra did not ensure issues adverse to quality 
potentially impacting nuclear safety were promptly identified and evaluated. Specifically, NextEra did not thoroughly 
evaluate indications of concrete degradation for the CB to determine the extent and rate of degradation to the 
structure, and once concrete degradation due to alkali-silica-reaction (ASR) distress was identified, NextEra did not 
evaluate the issue within the context of the MR program to assure the condition of structures was controlled to 
maintain design margins.  
 
Inspection Report# : 2011002 (pdf)  

Significance:  Mar 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Classify and Monitor the Ocean Transition Structures as In-Scope per 10CFR50.65(b)(2) 
Inspectors identified a non-cited violation of 10 CFR 50.65(b)(2) because NextEra did not include certain Seabrook 
buildings as in-scope structures under the MR program. Specifically, NextEra did not classify the intake transition 
structure (ITS) and the discharge transition structure (DTS) as in-scope structures in the MR database, and as a result 
did not include them in the periodic inspections completed under the structures monitoring program per PEG04 from 
1995 to 2009. NextEra initiated a MR scoping screening worksheet per procedure NAP 415 and upon consideration of 
the design basis information concluded both transition structures should be in-scope per 10 CFR 50.65(a)(1). The 
NAP 415 scoping results were accepted by the MR Expert Panel on March 15, 2011. NextEra initiated CR 1629504 to 
enter the issue into the Corrective Action Program (CAP) and determine the extent of condition.  
 
The performance deficiency is more than minor because if left uncorrected, given the indications of ASR identified in 
these concrete structures, not monitoring the ITS and DTS structures for degradation could result in the loss of 
function of structures supporting systems used to mitigate design basis events, used in the emergency operating 
procedures, or whose loss could result in a reactor trip. The inspectors performed a Phase 1 Significance 
Determination Process (SDP) screening, in accordance with NRC Inspection Manual Chapter (IMC) 0609, 
Attachment 4, and determined the issue was of very low safety significance (Green) because the finding was not a 
design or qualification deficiency, did not result in an actual loss of safety function, was not a loss of barrier function, 
and was not potentially risk significant for external events. This finding did not have a cross cutting aspect because the 
most significant contributor to the performance deficiency was not reflective of current licensee performance.



Inspection Report# : 2011002 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

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

Miscellaneous 
Significance: N/A Oct 01, 2010 
Identified By: NRC 
Item Type: FIN Finding 
Seabrook Biennial PI&R Inspection Summary 
The inspectors concluded that problems were, in general, properly identified, evaluated, and resolved within the 
corrective action program (CAP). NextEra personnel identified problems at a low threshold and entered them into the 
CAP. The inspectors determined that NextEra personnel screened issues appropriately for operability and 
reportability, and prioritized issues commensurate with the safety significance of the problems. Root and apparent 
cause analyses appropriately considered extent of condition, generic issues, and previous occurrences. The inspectors 
determined that corrective actions addressed the identified causes and were typically implemented in a timely manner. 
However, the inspectors also identified a number of minor performance deficiencies that involved a lack of adherence 
to the procedures used to perform root cause analyses.  
 
NextEra’s audits and self-assessments reviewed by the inspectors were adequate to determine programmatic 
weaknesses and deficiencies. Additionally, the inspectors concluded that NextEra, in general, identified, reviewed, 
and applied relevant industry operating experience (OE) to the Seabrook Station. However, the inspectors also 
identified minor performance deficiencies that involved lack of adherence to the procedures that implemented the self 
assessment on OE programs. Based on interviews, observations of plant activities, and reviews of the CAP and the 
Employees Concerns Program (ECP), the inspectors did not identify any concerns with site personnel willingness to 
raise safety issues, nor did the inspectors identify conditions that could have had a negative impact on the site’s safety 
conscious work environment (SCWE). 
Inspection Report# : 2010008 (pdf)  

Last modified : January 04, 2012 



Seabrook 1 
4Q/2011 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 31, 2011 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Reactor Trip Caused by Inadequate Condensate Pump Restoration 
A self-revealing finding was identified regarding the improper maintenance restoration of a condensate pump resulted 
in a reactor trip. NextEra workers aligned the B condensate pump for service following maintenance without first 
venting air from the pump casing in accordance with the system operating procedure. The finding is greater than 
minor because it is associated with the equipment performance attribute of the Initiating Events cornerstone, and 
because it adversely affects the cornerstone objective of limiting the likelihood of events that upset plant stability and 
challenge critical safety functions during power operations. The inspectors conducted a Phase 1 SDP screening in 
accordance with IMC 0609 and determined that the finding is of very low safety significance. The finding has a cross-
cutting aspect in the area of human performance because NextEra did not ensure that adequate procedures and work 
packages were available (H.2.c). Specifically, neither the work package nor tagout used to restore the condensate 
pump to service vented the pump casing, and as a result, air from the pump entered the condensate-feedwater train 
causing a reactor trip when the “A” main feedwater pump tripped on low suction pressure. 
Inspection Report# : 2011005 (pdf)  

Mitigating Systems 

Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Functionality Assessment for Fire Protection System 
The inspectors identified a non-cited violation (NCV) of Technical Specification (TS)  
6.7.1.a that requires written procedures be established and implemented, including  
administrative procedures that define authorities and responsibilities for safe operation.  
Specifically, NextEra identified a degraded condition in the fire protection system on July 15,  
2011, but did not properly or thoroughly evaluate the fire protection system performance as  
required by NextEra procedure EN-AA-203-1001. As corrective action, NextEra completed an  
operability evaluation that identified degraded fire protection system performance under certain  
operating conditions for which NextEra implemented administrative controls that would prevent  
the degraded Performance  
 
The performance deficiency was more than minor because a reasonable doubt of operability existed until further 
engineering evaluations were completed to demonstrate adequate fire system performance under design basis 
conditions. The finding affected the Mitigating Systems cornerstone objective to ensure the availability, reliability and 
capability of systems that respond to initiating events in order to prevent core damage. The issue was evaluated using 
Appendix F of IMC 0609, “Significance Determination Process” (SDP), and was determined to be of very low safety 
significance (Green) because the finding had minimal impact on fire system performance. The finding had a cross 
cutting aspect in the area of problem identification and resolution, P.1(c), because NextEra personnel did not 
adequately implement the operability determination process to ensure that fire system performance was thoroughly 
evaluated for operability to assure timely and appropriate corrective actions were completed. 
Inspection Report# : 2011004 (pdf)  



Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Control of Combustible Materials 
Green. The inspectors identified a non-cited violation (NCV) of Technical Specification (TS) 6.7.1.h, which requires 
that written procedures be established, implemented and maintained for the fire protection program. Contrary to TS 
6.7.1.f, the inspectors identified combustible materials which were not controlled per fire protection procedure FP 2.2. 
Specifically, (i) combustible materials were stored within three feet of an energized sample panel in the primary 
auxiliary building room PB404, a PRA risk significant area; and, (ii) combustible materials in excess of the 
permissible amounts were stored in waste process building area WB505. The inspectors identified materials stored in 
WB505 in excess of FP 2.2 limits on three occasions. Collectively, the NRC observations indicate a weakness on the 
programmatic control of combustible materials. Seabrook entered this performance deficiency into their corrective 
action program.  
 
The failure to properly implement procedure FP 2.2 was more than minor because, if left uncorrected, inadequate 
control of combustibles could affect the Mitigating Systems cornerstone objective to assure external factors (fires) do 
not impact the availability and reliability of systems which mitigate events. The inspectors assessed the finding using 
Appendix F of the Significance Determination Process (SDP). The finding is of very low safety significance resulting 
in a Degradation Rating of Low, which screens to Green in the fire protection SDP. This finding has a cross-cutting 
aspect in Human Performance, Work Practices [H.4(b)] because Seabrook personnel did not follow procedures for the 
control of transient combustibles. (Section 1R05)  
 
Inspection Report# : 2011003 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Untimely Operability Determination for Degraded Concrete Structures Housing Safety-Related Equipment 
The inspectors identified a non-cited violation (NCV) of Technical Specification (TS) 6.7.1.a, that requires written 
procedures be established, implemented and maintained, including administrative procedures that define authorities 
and responsibilities for safe operation. NextEra identified a degraded and nonconforming condition related to reduced 
modulus of elasticity for buildings housing safety related equipment on June 16, 2011, but did not complete an 
operability determination until EC250348 was issued on June 28, 2011 (AR1664399). The delayed entry into the OD 
process for either issue was contrary to Section 4.3 of EN-AA-203-1001 that requires an operability determinations be 
completed in a time frame commensurate with the safety significance of the issue (in most cases within 8 hours) and 
consider all plant conditions.  
 
The finding was more than minor because a reasonable doubt of operability for the affected concrete structures existed 
until further engineering evaluations were completed to demonstrate the structures and systems that they housed 
would remain functional under design and licensing basis conditions. The finding affected the Mitigating Systems 
cornerstone objective to ensure the availability, reliability and capability of systems that respond to initiating events in 
order to prevent core damage. The issue was evaluated using IMC 0609, “Significance Determination Process” (SDP), 
and was determined to be of very low safety significance (Green) because the finding was not a design or qualification 
deficiency, did not result in an actual loss of safety function, was not a loss of a barrier function, and was not 
potentially risk significant for external events. The finding had a cross cutting aspect in the area of problem 
identification and resolution, P.1(a), because NextEra did not enter identified degraded concrete conditions for several 
site buildings into the corrective actions process in a timely manner that would have ensured the shift manager 
completed timely operability evaluations for the affected structures.  
 
Inspection Report# : 2011003 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 



Indequate Operability Determination for Reduced EDG HX Cooling Water Flow 
The inspectors identified a non-cited violation (NCV) of Technical Specification (TS) 6.7.1.a, which requires that 
written procedures be established, implemented and maintained, including administrative procedures that define 
authorities and responsibilities for safe operation. NextEra identified a degraded and nonconforming condition related 
to degraded service water flow to the B EDG HX on June 28, 2011, but did not fully evaluate the reduced flow under 
all plant conditions as required by NextEra procedure EN-AA-203-1001.  
 
The performance deficiency was more than minor because a reasonable doubt of operability existed until further 
engineering evaluations were completed to demonstrate adequate service water flow to the B EDG HX existed and the 
B EDG remained functional under design and licensing basis conditions. The finding affected the Mitigating Systems 
cornerstone objective to ensure the availability, reliability and capability of systems that respond to initiating events in 
order to prevent core damage. The issue was evaluated using IMC 0609, “Significance Determination Process” (SDP), 
and was determined to be of very low safety significance (Green) because the finding was not a design or qualification 
deficiency, did not result in an actual loss of safety function, was not a loss of a barrier function, and was not 
potentially risk significant for external events. The finding had a cross cutting aspect in the area of problem 
identification and resolution, P.1(c), because NextEra personnel did not adequately implement the OD process to 
ensure that the impact of the reduced EDG HX SW flow was fully evaluated under all operating conditions so timely 
and appropriate corrective action was completed.  
 
Inspection Report# : 2011003 (pdf)  

Significance:  Mar 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Monitor Condition of Control Building per 10CFR50.65(a)(1) 
Inspectors identified a non-cited violation of 10 CFR 50.65(a)(1) because NextEra did not adequately monitor the 
condition of an in-scope structure under the Maintenance Rule (MR). Specifically, NextEra did not evaluate the 
results of their periodic inspections of the condition of the Control Building (CB) to determine the extent and rate of 
degradation to the structure. Further, in August 2010 after NextEra identified CB concrete strength degradation that 
called into question the effectiveness of that structures preventative maintenance program, NextEra did not classify 
the CB as MR (a)(1). NextEra entered the degraded structural concrete issue into its corrective action program to 
address the extent of condition and establish a mitigation strategy (ARs 574120 and 581434) for all in-scope 
structures. NextEra also initiated AR 1636419 to complete the evaluation for placing the CB into (a)(1) status.  
 
This performance deficiency is more than minor because if left uncorrected, the condition could have resulted in the 
loss of function for the CB structure due to degrading concrete material properties of structures and systems designed 
to mitigate design basis events. The finding had very low safety significance because despite degraded concrete 
conditions and loss of design margin, the CB structure remained operable. The inspectors performed a Phase 1 
Significance Determination Process (SDP) screening, in accordance with NRC Inspection Manual Chapter (IMC) 
0609, Attachment 4, and determined the issue was of very low safety significance (Green) because the finding was not 
a design or qualification deficiency, did not result in an actual loss of safety function, was not a loss of barrier 
function, and was not potentially risk significant for external events. This finding had a cross-cutting aspect in the area 
of problem identification and resolution, evaluation (P.1(c)) because NextEra did not ensure issues adverse to quality 
potentially impacting nuclear safety were promptly identified and evaluated. Specifically, NextEra did not thoroughly 
evaluate indications of concrete degradation for the CB to determine the extent and rate of degradation to the 
structure, and once concrete degradation due to alkali-silica-reaction (ASR) distress was identified, NextEra did not 
evaluate the issue within the context of the MR program to assure the condition of structures was controlled to 
maintain design margins.  
 
Inspection Report# : 2011002 (pdf)  

Significance:  Mar 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Classify and Monitor the Ocean Transition Structures as In-Scope per 10CFR50.65(b)(2)



Inspectors identified a non-cited violation of 10 CFR 50.65(b)(2) because NextEra did not include certain Seabrook 
buildings as in-scope structures under the MR program. Specifically, NextEra did not classify the intake transition 
structure (ITS) and the discharge transition structure (DTS) as in-scope structures in the MR database, and as a result 
did not include them in the periodic inspections completed under the structures monitoring program per PEG04 from 
1995 to 2009. NextEra initiated a MR scoping screening worksheet per procedure NAP 415 and upon consideration of 
the design basis information concluded both transition structures should be in-scope per 10 CFR 50.65(a)(1). The 
NAP 415 scoping results were accepted by the MR Expert Panel on March 15, 2011. NextEra initiated CR 1629504 to 
enter the issue into the Corrective Action Program (CAP) and determine the extent of condition.  
 
The performance deficiency is more than minor because if left uncorrected, given the indications of ASR identified in 
these concrete structures, not monitoring the ITS and DTS structures for degradation could result in the loss of 
function of structures supporting systems used to mitigate design basis events, used in the emergency operating 
procedures, or whose loss could result in a reactor trip. The inspectors performed a Phase 1 Significance 
Determination Process (SDP) screening, in accordance with NRC Inspection Manual Chapter (IMC) 0609, 
Attachment 4, and determined the issue was of very low safety significance (Green) because the finding was not a 
design or qualification deficiency, did not result in an actual loss of safety function, was not a loss of barrier function, 
and was not potentially risk significant for external events. This finding did not have a cross cutting aspect because the 
most significant contributor to the performance deficiency was not reflective of current licensee performance. 
Inspection Report# : 2011002 (pdf)  
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Seabrook 1 
1Q/2012 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 31, 2011 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Reactor Trip Caused by Inadequate Condensate Pump Restoration 
A self-revealing finding was identified regarding the improper maintenance restoration of a condensate pump resulted 
in a reactor trip. NextEra workers aligned the B condensate pump for service following maintenance without first 
venting air from the pump casing in accordance with the system operating procedure. The finding is greater than 
minor because it is associated with the equipment performance attribute of the Initiating Events cornerstone, and 
because it adversely affects the cornerstone objective of limiting the likelihood of events that upset plant stability and 
challenge critical safety functions during power operations. The inspectors conducted a Phase 1 SDP screening in 
accordance with IMC 0609 and determined that the finding is of very low safety significance. The finding has a cross-
cutting aspect in the area of human performance because NextEra did not ensure that adequate procedures and work 
packages were available (H.2.c). Specifically, neither the work package nor tagout used to restore the condensate 
pump to service vented the pump casing, and as a result, air from the pump entered the condensate-feedwater train 
causing a reactor trip when the “A” main feedwater pump tripped on low suction pressure. 
Inspection Report# : 2011005 (pdf)  

Mitigating Systems 

Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Functionality Assessment for Fire Protection System 
The inspectors identified a non-cited violation (NCV) of Technical Specification (TS)  
6.7.1.a that requires written procedures be established and implemented, including  
administrative procedures that define authorities and responsibilities for safe operation.  
Specifically, NextEra identified a degraded condition in the fire protection system on July 15,  
2011, but did not properly or thoroughly evaluate the fire protection system performance as  
required by NextEra procedure EN-AA-203-1001. As corrective action, NextEra completed an  
operability evaluation that identified degraded fire protection system performance under certain  
operating conditions for which NextEra implemented administrative controls that would prevent  
the degraded Performance  
 
The performance deficiency was more than minor because a reasonable doubt of operability existed until further 
engineering evaluations were completed to demonstrate adequate fire system performance under design basis 
conditions. The finding affected the Mitigating Systems cornerstone objective to ensure the availability, reliability and 
capability of systems that respond to initiating events in order to prevent core damage. The issue was evaluated using 
Appendix F of IMC 0609, “Significance Determination Process” (SDP), and was determined to be of very low safety 
significance (Green) because the finding had minimal impact on fire system performance. The finding had a cross 
cutting aspect in the area of problem identification and resolution, P.1(c), because NextEra personnel did not 
adequately implement the operability determination process to ensure that fire system performance was thoroughly 
evaluated for operability to assure timely and appropriate corrective actions were completed. 
Inspection Report# : 2011004 (pdf)  



Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Control of Combustible Materials 
Green. The inspectors identified a non-cited violation (NCV) of Technical Specification (TS) 6.7.1.h, which requires 
that written procedures be established, implemented and maintained for the fire protection program. Contrary to TS 
6.7.1.f, the inspectors identified combustible materials which were not controlled per fire protection procedure FP 2.2. 
Specifically, (i) combustible materials were stored within three feet of an energized sample panel in the primary 
auxiliary building room PB404, a PRA risk significant area; and, (ii) combustible materials in excess of the 
permissible amounts were stored in waste process building area WB505. The inspectors identified materials stored in 
WB505 in excess of FP 2.2 limits on three occasions. Collectively, the NRC observations indicate a weakness on the 
programmatic control of combustible materials. Seabrook entered this performance deficiency into their corrective 
action program.  
 
The failure to properly implement procedure FP 2.2 was more than minor because, if left uncorrected, inadequate 
control of combustibles could affect the Mitigating Systems cornerstone objective to assure external factors (fires) do 
not impact the availability and reliability of systems which mitigate events. The inspectors assessed the finding using 
Appendix F of the Significance Determination Process (SDP). The finding is of very low safety significance resulting 
in a Degradation Rating of Low, which screens to Green in the fire protection SDP. This finding has a cross-cutting 
aspect in Human Performance, Work Practices [H.4(b)] because Seabrook personnel did not follow procedures for the 
control of transient combustibles. (Section 1R05)  
 
Inspection Report# : 2011003 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Untimely Operability Determination for Degraded Concrete Structures Housing Safety-Related Equipment 
The inspectors identified a non-cited violation (NCV) of Technical Specification (TS) 6.7.1.a, that requires written 
procedures be established, implemented and maintained, including administrative procedures that define authorities 
and responsibilities for safe operation. NextEra identified a degraded and nonconforming condition related to reduced 
modulus of elasticity for buildings housing safety related equipment on June 16, 2011, but did not complete an 
operability determination until EC250348 was issued on June 28, 2011 (AR1664399). The delayed entry into the OD 
process for either issue was contrary to Section 4.3 of EN-AA-203-1001 that requires an operability determinations be 
completed in a time frame commensurate with the safety significance of the issue (in most cases within 8 hours) and 
consider all plant conditions.  
 
The finding was more than minor because a reasonable doubt of operability for the affected concrete structures existed 
until further engineering evaluations were completed to demonstrate the structures and systems that they housed 
would remain functional under design and licensing basis conditions. The finding affected the Mitigating Systems 
cornerstone objective to ensure the availability, reliability and capability of systems that respond to initiating events in 
order to prevent core damage. The issue was evaluated using IMC 0609, “Significance Determination Process” (SDP), 
and was determined to be of very low safety significance (Green) because the finding was not a design or qualification 
deficiency, did not result in an actual loss of safety function, was not a loss of a barrier function, and was not 
potentially risk significant for external events. The finding had a cross cutting aspect in the area of problem 
identification and resolution, P.1(a), because NextEra did not enter identified degraded concrete conditions for several 
site buildings into the corrective actions process in a timely manner that would have ensured the shift manager 
completed timely operability evaluations for the affected structures.  
 
Inspection Report# : 2011003 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 



Indequate Operability Determination for Reduced EDG HX Cooling Water Flow 
The inspectors identified a non-cited violation (NCV) of Technical Specification (TS) 6.7.1.a, which requires that 
written procedures be established, implemented and maintained, including administrative procedures that define 
authorities and responsibilities for safe operation. NextEra identified a degraded and nonconforming condition related 
to degraded service water flow to the B EDG HX on June 28, 2011, but did not fully evaluate the reduced flow under 
all plant conditions as required by NextEra procedure EN-AA-203-1001.  
 
The performance deficiency was more than minor because a reasonable doubt of operability existed until further 
engineering evaluations were completed to demonstrate adequate service water flow to the B EDG HX existed and the 
B EDG remained functional under design and licensing basis conditions. The finding affected the Mitigating Systems 
cornerstone objective to ensure the availability, reliability and capability of systems that respond to initiating events in 
order to prevent core damage. The issue was evaluated using IMC 0609, “Significance Determination Process” (SDP), 
and was determined to be of very low safety significance (Green) because the finding was not a design or qualification 
deficiency, did not result in an actual loss of safety function, was not a loss of a barrier function, and was not 
potentially risk significant for external events. The finding had a cross cutting aspect in the area of problem 
identification and resolution, P.1(c), because NextEra personnel did not adequately implement the OD process to 
ensure that the impact of the reduced EDG HX SW flow was fully evaluated under all operating conditions so timely 
and appropriate corrective action was completed.  
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Seabrook 1 
2Q/2012 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 31, 2011 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Reactor Trip Caused by Inadequate Condensate Pump Restoration 
A self-revealing finding was identified regarding the improper maintenance restoration of a condensate pump resulted 
in a reactor trip. NextEra workers aligned the B condensate pump for service following maintenance without first 
venting air from the pump casing in accordance with the system operating procedure. The finding is greater than 
minor because it is associated with the equipment performance attribute of the Initiating Events cornerstone, and 
because it adversely affects the cornerstone objective of limiting the likelihood of events that upset plant stability and 
challenge critical safety functions during power operations. The inspectors conducted a Phase 1 SDP screening in 
accordance with IMC 0609 and determined that the finding is of very low safety significance. The finding has a cross-
cutting aspect in the area of human performance because NextEra did not ensure that adequate procedures and work 
packages were available (H.2.c). Specifically, neither the work package nor tagout used to restore the condensate 
pump to service vented the pump casing, and as a result, air from the pump entered the condensate-feedwater train 
causing a reactor trip when the “A” main feedwater pump tripped on low suction pressure. 
Inspection Report# : 2011005 (pdf)  

Mitigating Systems 

Significance:  Jan 20, 2012 
Identified By: NRC 
Item Type: FIN Finding 
lnadequate Operability Determination for Degraded Concrete Structures Housing Safety-Related Equipment 
The inspectors identified a finding in that NextEra failed to fully evaluate potential structural and seismic response 
impacts in accordance with the requirements in NextEra procedure EN-AA-1001 after identifying a degraded and 
nonconforming condition related to degraded conditions for some safety related structures due to Alkali-Silica 
Reaction (ASR). Specifically, the evaluation did not consider the following effects due to changed properties of 
concrete, as reflected in reduced values of the modulus of elasticity as measured directly from concrete core samples: 
1) building natural frequency in the dynamic response; 2) performance of anchorages and embedment of systems and 
components attached to the structures; and, 3) shear strength or capacity of affected structures and the 
dynamic/flexural response especially those buildings without corresponding shear reinforcement.  
 
The failure to conduct adequate prompt operability determinations per procedure EN-AA-203-1001 for degraded and 
nonconforming conditions associated with ASR was a performance deficiency relative to a self imposed standard. 
Specifically, the prompt operability determinations conducted following the identification of ASR in safety-related 
structures did not completely analyze the effects of the reduced modulus of elasticity on the dynamic and flexural 
response of the structures to seismic events for certain conditions. This performance deficiency was associated with 
the design control aspect of the Mitigating Systems cornerstone; and, based on a comparison to Example 3.i of 
Appendix E of IMC 0612, it was determined to be more than minor. Specifically, the failure to conduct adequate 
operability determinations adversely affected the Mitigating Systems cornerstone objective to ensure the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences because it 
required an additional evaluation to confirm that the design bases was met. The issue was evaluated using IMC 0609, 
"significance Determination Process," and was determined to be of very low safety significance (Green). Specifically, 



when evaluated under IMC 0609, Attachment 4, the performance deficiency was a design or qualification deficiency 
confirmed not to result in an actual loss of safety function. The finding had a cross cutting aspect in the area of 
problem identification and resolution, P.1(c), related to ensuring that issues potentially impacting nuclear safety are 
thoroughly evaluated. Specifically, NextEra did not fully evaluate conditions adverse to quality, including evaluating 
the effects of the reduced concrete modulus of elasticity for impact on operability of the affected structures. 
Inspection Report# : 2011010 (pdf)  

Significance: N/A Jan 20, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Complete a 50.59 Screen for EC272057 
The inspectors identified a Severity Level lV non-cited violation (NCV) of Title 10 of the Code of Federal 
Regulations (10 CFR) 50.59(dX1), "Changes, Tests, and Experiments," because NextEra did not adequately evaluate a 
"use-as-is" determination, resulting in a defacto design change, for certain ASR impacted safety related structures. 
Specifically, NextEra did not complete a 10 CFR 50.59 evaluation, to ensure that the identified reduction in concrete 
modulus of elasticity did not present a more than minimal increase in the likelihood of the occurrence of a 
malfunction of a structure, system, or component (SSC) important to safety previously evaluated in the updated safety 
analysis report (USAR) prior to implementing changes to the facility as described in the engineering change 
EC272057 issued on April 25,2011.  
 
The failure to evaluate changes to the facility as described in EC272057 was contrary to 10 CFR 50.59(d)(1) and was 
a performance deficiency warranting a significance evaluation in accordance with the NRC Enforcement Manual for 
Traditional Enforcement and IMC 0612, "Power Reactor Inspection Reports," Appendix B, "lssue Disposition 
Screening." The violation was determined to be more than minor in accordance with IMC 0612, “Power Reactor 
Inspection Reports," Appendix B, "lssue Screening," because it could not reasonably be determined that the changes 
would not have ultimately required prior NRC approval. In accordance with Section 6.1.d.2 of the NRC Enforcement 
Policy, this violation is categorized as Severity Level lV because the resulting changes were evaluated by the SDP as 
having very low safety significance (Green), because it was a design or qualification deficiency confirmed not to 
result in an actual loss of safety function and because further evaluation determined that the structures remained 
operable despite the degraded modulus condition. The finding had a cross cutting aspect in the area of human 
performance work practices, H.4(b), because NextEra personnel did not follow procedures. Specifically, NextEra 
personnel did not follow the requirements of Section 5.2.2 of the 5059 Resource Manual when preparing the 50.59 
screen for EC272057. 
Inspection Report# : 2011010 (pdf)  

Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Functionality Assessment for Fire Protection System 
The inspectors identified a non-cited violation (NCV) of Technical Specification (TS)  
6.7.1.a that requires written procedures be established and implemented, including  
administrative procedures that define authorities and responsibilities for safe operation.  
Specifically, NextEra identified a degraded condition in the fire protection system on July 15,  
2011, but did not properly or thoroughly evaluate the fire protection system performance as  
required by NextEra procedure EN-AA-203-1001. As corrective action, NextEra completed an  
operability evaluation that identified degraded fire protection system performance under certain  
operating conditions for which NextEra implemented administrative controls that would prevent  
the degraded Performance  
 
The performance deficiency was more than minor because a reasonable doubt of operability existed until further 
engineering evaluations were completed to demonstrate adequate fire system performance under design basis 
conditions. The finding affected the Mitigating Systems cornerstone objective to ensure the availability, reliability and 
capability of systems that respond to initiating events in order to prevent core damage. The issue was evaluated using 
Appendix F of IMC 0609, “Significance Determination Process” (SDP), and was determined to be of very low safety 
significance (Green) because the finding had minimal impact on fire system performance. The finding had a cross 



cutting aspect in the area of problem identification and resolution, P.1(c), because NextEra personnel did not 
adequately implement the operability determination process to ensure that fire system performance was thoroughly 
evaluated for operability to assure timely and appropriate corrective actions were completed. 
Inspection Report# : 2011004 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Significance:  Apr 19, 2012 
Identified By: NRC 
Item Type: AV Apparent Violation 
Failure of Exercise Critique to Identify an RSPS Weakness as a DEP PI Opportunity Failure  
The NRC identified an apparent violation (AV) for the licensee’s exercise critique process not properly identifying a 
weakness associated with a risk-significant planning standard (RSPS) that was determined to be a Drill/Exercise 
Performance (DEP) Performance Indicator (PI) opportunity failure during a full-scale exercise. The AV is associated 
with emergency preparedness planning standards 10 CFR 50.47(b)(14) and 10 CFR 50.47(b)(5) and the requirements 
of Section IV.F.2.g of Appendix E to 10 CFR Part 50. This finding was entered into the licensee’s corrective action 
program.  
 
The failure of NextEra to identify the exercise weakness related to an incorrect protective action recommendation 
(PAR) during their exercise critique was a performance deficiency that was reasonably within NextEra’s ability to 
foresee and prevent. The finding is more than minor because it is associated with the emergency response organization 
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. This finding was determined to potentially have greater-than-Green safety significance 
because the licensee’s exercise critique process did not properly identify a weakness associated with a RSPS that was 
determined to be a DEP PI opportunity failure during a biennial full-participation exercise. The finding is related to 
the cross-cutting area of Problem Identification and Resolution, Corrective Action Program, in that NextEra personnel 
did not identify a RSPS issue completely, accurately, and in a timely manner commensurate with the safety 
significance [P.1(a)]. Specifically, during the biennial full-participation exercise evaluation Next Era failed to identify 
a weakness. 
Inspection Report# : 2012503 (pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

Security 
Although the Security Cornerstone is included in the Reactor Oversight Process assessment program, the Commission 
has decided that specific information related to findings and performance indicators pertaining to the Security 
Cornerstone will not be publicly available to ensure that security information is not provided to a possible adversary. 



Other than the fact that a finding or performance indicator is Green or Greater-Than-Green, security related 
information will not be displayed on the public web page. Therefore, the cover letters to security inspection reports 
may be viewed. 

Miscellaneous 
Last modified : September 12, 2012 



Seabrook 1 
3Q/2012 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 31, 2011 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Reactor Trip Caused by Inadequate Condensate Pump Restoration 
A self-revealing finding was identified regarding the improper maintenance restoration of a condensate pump resulted 
in a reactor trip. NextEra workers aligned the B condensate pump for service following maintenance without first 
venting air from the pump casing in accordance with the system operating procedure. The finding is greater than 
minor because it is associated with the equipment performance attribute of the Initiating Events cornerstone, and 
because it adversely affects the cornerstone objective of limiting the likelihood of events that upset plant stability and 
challenge critical safety functions during power operations. The inspectors conducted a Phase 1 SDP screening in 
accordance with IMC 0609 and determined that the finding is of very low safety significance. The finding has a cross-
cutting aspect in the area of human performance because NextEra did not ensure that adequate procedures and work 
packages were available (H.2.c). Specifically, neither the work package nor tagout used to restore the condensate 
pump to service vented the pump casing, and as a result, air from the pump entered the condensate-feedwater train 
causing a reactor trip when the “A” main feedwater pump tripped on low suction pressure. 
Inspection Report# : 2011005 (pdf)  

Mitigating Systems 

Significance:  Jan 20, 2012 
Identified By: NRC 
Item Type: FIN Finding 
lnadequate Operability Determination for Degraded Concrete Structures Housing Safety-Related Equipment 
The inspectors identified a finding in that NextEra failed to fully evaluate potential structural and seismic response 
impacts in accordance with the requirements in NextEra procedure EN-AA-1001 after identifying a degraded and 
nonconforming condition related to degraded conditions for some safety related structures due to Alkali-Silica 
Reaction (ASR). Specifically, the evaluation did not consider the following effects due to changed properties of 
concrete, as reflected in reduced values of the modulus of elasticity as measured directly from concrete core samples: 
1) building natural frequency in the dynamic response; 2) performance of anchorages and embedment of systems and 
components attached to the structures; and, 3) shear strength or capacity of affected structures and the 
dynamic/flexural response especially those buildings without corresponding shear reinforcement.  
 
The failure to conduct adequate prompt operability determinations per procedure EN-AA-203-1001 for degraded and 
nonconforming conditions associated with ASR was a performance deficiency relative to a self imposed standard. 
Specifically, the prompt operability determinations conducted following the identification of ASR in safety-related 
structures did not completely analyze the effects of the reduced modulus of elasticity on the dynamic and flexural 
response of the structures to seismic events for certain conditions. This performance deficiency was associated with 
the design control aspect of the Mitigating Systems cornerstone; and, based on a comparison to Example 3.i of 
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Appendix E of IMC 0612, it was determined to be more than minor. Specifically, the failure to conduct adequate 
operability determinations adversely affected the Mitigating Systems cornerstone objective to ensure the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences because it 
required an additional evaluation to confirm that the design bases was met. The issue was evaluated using IMC 0609, 
"significance Determination Process," and was determined to be of very low safety significance (Green). Specifically, 
when evaluated under IMC 0609, Attachment 4, the performance deficiency was a design or qualification deficiency 
confirmed not to result in an actual loss of safety function. The finding had a cross cutting aspect in the area of 
problem identification and resolution, P.1(c), related to ensuring that issues potentially impacting nuclear safety are 
thoroughly evaluated. Specifically, NextEra did not fully evaluate conditions adverse to quality, including evaluating 
the effects of the reduced concrete modulus of elasticity for impact on operability of the affected structures. 
Inspection Report# : 2011010 (pdf)  

Significance: N/A Jan 20, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Complete a 50.59 Screen for EC272057 
The inspectors identified a Severity Level lV non-cited violation (NCV) of Title 10 of the Code of Federal 
Regulations (10 CFR) 50.59(dX1), "Changes, Tests, and Experiments," because NextEra did not adequately evaluate a 
"use-as-is" determination, resulting in a defacto design change, for certain ASR impacted safety related structures. 
Specifically, NextEra did not complete a 10 CFR 50.59 evaluation, to ensure that the identified reduction in concrete 
modulus of elasticity did not present a more than minimal increase in the likelihood of the occurrence of a 
malfunction of a structure, system, or component (SSC) important to safety previously evaluated in the updated safety 
analysis report (USAR) prior to implementing changes to the facility as described in the engineering change 
EC272057 issued on April 25,2011.  
 
The failure to evaluate changes to the facility as described in EC272057 was contrary to 10 CFR 50.59(d)(1) and was 
a performance deficiency warranting a significance evaluation in accordance with the NRC Enforcement Manual for 
Traditional Enforcement and IMC 0612, "Power Reactor Inspection Reports," Appendix B, "lssue Disposition 
Screening." The violation was determined to be more than minor in accordance with IMC 0612, “Power Reactor 
Inspection Reports," Appendix B, "lssue Screening," because it could not reasonably be determined that the changes 
would not have ultimately required prior NRC approval. In accordance with Section 6.1.d.2 of the NRC Enforcement 
Policy, this violation is categorized as Severity Level lV because the resulting changes were evaluated by the SDP as 
having very low safety significance (Green), because it was a design or qualification deficiency confirmed not to 
result in an actual loss of safety function and because further evaluation determined that the structures remained 
operable despite the degraded modulus condition. The finding had a cross cutting aspect in the area of human 
performance work practices, H.4(b), because NextEra personnel did not follow procedures. Specifically, NextEra 
personnel did not follow the requirements of Section 5.2.2 of the 5059 Resource Manual when preparing the 50.59 
screen for EC272057. 
Inspection Report# : 2011010 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Significance:  Apr 19, 2012 
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Identified By: NRC 
Item Type: AV Apparent Violation 
Failure of Exercise Critique to Identify an RSPS Weakness as a DEP PI Opportunity Failure  
The NRC identified an apparent violation (AV) for the licensee’s exercise critique process not properly identifying a 
weakness associated with a risk-significant planning standard (RSPS) that was determined to be a Drill/Exercise 
Performance (DEP) Performance Indicator (PI) opportunity failure during a full-scale exercise. The AV is associated 
with emergency preparedness planning standards 10 CFR 50.47(b)(14) and 10 CFR 50.47(b)(5) and the requirements 
of Section IV.F.2.g of Appendix E to 10 CFR Part 50. This finding was entered into the licensee’s corrective action 
program.  
 
The failure of NextEra to identify the exercise weakness related to an incorrect protective action recommendation 
(PAR) during their exercise critique was a performance deficiency that was reasonably within NextEra’s ability to 
foresee and prevent. The finding is more than minor because it is associated with the emergency response organization 
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. This finding was determined to potentially have greater-than-Green safety significance 
because the licensee’s exercise critique process did not properly identify a weakness associated with a RSPS that was 
determined to be a DEP PI opportunity failure during a biennial full-participation exercise. The finding is related to 
the cross-cutting area of Problem Identification and Resolution, Corrective Action Program, in that NextEra personnel 
did not identify a RSPS issue completely, accurately, and in a timely manner commensurate with the safety 
significance [P.1(a)]. Specifically, during the biennial full-participation exercise evaluation Next Era failed to identify 
a weakness. 
Inspection Report# : 2012503 (pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

Security 

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

Miscellaneous 

Last modified : November 30, 2012 
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Seabrook 1 
4Q/2012 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 31, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Correct a Condition Adverse to Quality for the L-5 FICI Connection 
A self revealing, non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Actions,” was 
identified because the high pressure Swagelok fitting for the L-5 fixed in-core detection instrument failed and caused 
an unisolable reactor coolant leak. Specifically, NextEra did not implement timely and effective corrective actions to 
address a degraded Swagelok fitting associated with the L5 in-core instrument connection that was identified as a 
condition adverse to quality in 2006. As a result, the fitting continued to degrade and failed on October 21, 2012. 
NextEra entered this into their corrective action program as AR 01815351 and implemented immediate corrective 
actions to cut the connection for the L-5 instrument, as well as two others showing signs of leakage, and capped the 
tubes prior to recommencing start-up.  
 
The inspectors determined that the performance deficiency was more than minor because it was associated with the 
Equipment Performance attribute of the Initiating Events cornerstone and adversely affected the cornerstone’s 
objective to limit the likelihood of events that upset plant stability and challenge critical safety functions during 
shutdown as well as power operations. Additionally it is similar to example 4.d of Inspection Manual (IMC) 0612, 
Appendix E, because this was a failure to implement a corrective action that did have a safety impact, because the 
fitting failed and caused a 4 gpm non-isolable leak from the reactor coolant system. The inspectors evaluated the 
finding using IMC 0609, Attachment A, because the operational impact occurred after the residual heat removal pump 
was secured for start-up. The inspectors determined that the finding was of very low safety significance (Green) 
because the deficiency would not result in exceeding the small loss of coolant accident (LOCA) leak rate and would 
not have affected other systems used to mitigate a LOCA. This finding has a cross-cutting aspect in the area of Human 
Performance, Resources, because actions were not taken to maintain long term plant safety by minimization of long-
standing equipment issues. Specifically, NextEra did not manage the ongoing degradation of the L-5 in-core 
instrument connection fitting connection while long term corrective actions were implemented. 
Inspection Report# : 2012005 (pdf)  

Significance:  Dec 31, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Adequately Implement Procedure Led to Reactor Coolant System Leakage from Pressurizer Safety 
Valve Flange 
A self-revealing, non-cited violation of technical specification 6.7.1, “Procedures and Programs,” was identified after 
the control room received a high discharge temperature alarm for pressurizer relief valve RC-V-116 while 
pressurizing the reactor coolant system during start-up preparations on October 21, 2012. Specifically, NextEra 
personnel did not properly implement maintenance procedure MS0519.17, “Crosby Pressurizer Mechanical Safety 
Valve Removal and Installation.” This led to the reactor coolant system leakage past the RC-V-116 flange gasket that 
caused the high discharge temperature alarm. NextEra entered this into their corrective action program as AR1815307 
and implemented immediate corrective actions to retorque the bolts and replace the gasket on RC-V-116.  
 
The performance deficiency was determined to be more than minor because it was associated with the human 
performance attribute of the Initiating Events cornerstone and adversely affected the cornerstone objective to limit the 
likelihood of events that upset plant stability and challenge critical safety functions during shutdown as well as power 
operations. Specifically, because NextEra personnel did not properly implement procedure MS0519.17, eight bolts on 
the inlet flange of pressurizer RC-V-116 were not adequately torqued. This resulted in reactor coolant system leakage 
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during preparations for reactor start-up on October 21, 2012, and required NextEra operators to return the plant to cold 
shutdown. Additionally, this was similar to more-than-minor example 2.e in IMC 0612, Appendix E, because the 
procedure non-compliance resulted in a negative safety consequence in that it impacted the ability of the flange to 
perform its function to prevent reactor coolant system leakage. The inspectors evaluated the finding using IMC 0609, 
Attachment A, because the operational impact occurred after the residual heat removal pump was secured for start-up. 
The inspectors determined that the finding was of very low safety significance (Green) because the deficiency would 
not result in exceeding the small loss of coolant accident (LOCA) leak rate and would not have affected other systems 
used to mitigate a LOCA. This finding has a cross-cutting aspect in the area of Human Performance, work practices, 
because personnel did not follow the procedures. Specifically, when tensioning the bolts on the pressurizer relief valve 
RC-V-116 inlet flange, NextEra personnel did not verify there was a gap for eight of the twelve bolts on the inlet 
flange of the valve as required by maintenance procedure MS0519.17. 
Inspection Report# : 2012005 (pdf)  

Mitigating Systems 

Significance:  Sep 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Scaffold Installed with Insufficient Separation to Safety-Related Equipment 
The inspectors identified an NCV of 10 CFR 50, Appendix B, Criterion V, “Procedures,” because NextEra did not 
ensure that adequate separation was maintained between temporary scaffolding and safety-related equipment. 
Specifically, the inspectors identified numerous scaffolds installed in the plant with less than the minimum standoff 
distance to safety-related equipment specified in NextEra procedures and no engineering evaluation to support the 
deviation. NextEra entered this NCV into their CAP as CR 1804255.  
 
This performance deficiency was considered more than minor because it affected the protection against external 
factors 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, NextEra 
routinely did not evaluate scaffold installations when insufficient separation to safety-related equipment was provided. 
Additionally, it was similar to example 4.a in IMC 0612, Appendix E, “Examples of Minor Issues,” which states that 
the issue of failing to appropriately evaluate scaffold installation as required by procedures is more than minor if the 
licensee routinely failed to perform engineering evaluations. The issue was evaluated in accordance with IMC 0609, 
Appendix A, “The Significance Determination Process for Findings At-Power” and determined to be of very low 
safety significance (Green) since it did not involve the loss or degradation of equipment or function specifically 
designed to mitigate a seismic event. This finding is related to the cross-cutting area of Human Performance - Work 
Practices because NextEra personnel did not follow scaffold installation procedures when they routinely installed 
scaffold within one-half inch of safety-related equipment without an engineering evaluation. 
Inspection Report# : 2012004 (pdf)  

Significance:  Jan 20, 2012 
Identified By: NRC 
Item Type: FIN Finding 
lnadequate Operability Determination for Degraded Concrete Structures Housing Safety-Related Equipment 
The inspectors identified a finding in that NextEra failed to fully evaluate potential structural and seismic response 
impacts in accordance with the requirements in NextEra procedure EN-AA-1001 after identifying a degraded and 
nonconforming condition related to degraded conditions for some safety related structures due to Alkali-Silica 
Reaction (ASR). Specifically, the evaluation did not consider the following effects due to changed properties of 
concrete, as reflected in reduced values of the modulus of elasticity as measured directly from concrete core samples: 
1) building natural frequency in the dynamic response; 2) performance of anchorages and embedment of systems and 
components attached to the structures; and, 3) shear strength or capacity of affected structures and the 
dynamic/flexural response especially those buildings without corresponding shear reinforcement.  
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The failure to conduct adequate prompt operability determinations per procedure EN-AA-203-1001 for degraded and 
nonconforming conditions associated with ASR was a performance deficiency relative to a self imposed standard. 
Specifically, the prompt operability determinations conducted following the identification of ASR in safety-related 
structures did not completely analyze the effects of the reduced modulus of elasticity on the dynamic and flexural 
response of the structures to seismic events for certain conditions. This performance deficiency was associated with 
the design control aspect of the Mitigating Systems cornerstone; and, based on a comparison to Example 3.i of 
Appendix E of IMC 0612, it was determined to be more than minor. Specifically, the failure to conduct adequate 
operability determinations adversely affected the Mitigating Systems cornerstone objective to ensure the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences because it 
required an additional evaluation to confirm that the design bases was met. The issue was evaluated using IMC 0609, 
"significance Determination Process," and was determined to be of very low safety significance (Green). Specifically, 
when evaluated under IMC 0609, Attachment 4, the performance deficiency was a design or qualification deficiency 
confirmed not to result in an actual loss of safety function. The finding had a cross cutting aspect in the area of 
problem identification and resolution, related to ensuring that issues potentially impacting nuclear safety are 
thoroughly evaluated. Specifically, NextEra did not fully evaluate conditions adverse to quality, including evaluating 
the effects of the reduced concrete modulus of elasticity for impact on operability of the affected structures. 
Inspection Report# : 2011010 (pdf)  

Significance: N/A Jan 20, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Complete a 50.59 Screen for EC272057 
The inspectors identified a Severity Level lV non-cited violation (NCV) of Title 10 of the Code of Federal 
Regulations (10 CFR) 50.59(dX1), "Changes, Tests, and Experiments," because NextEra did not adequately evaluate a 
"use-as-is" determination, resulting in a defacto design change, for certain ASR impacted safety related structures. 
Specifically, NextEra did not complete a 10 CFR 50.59 evaluation, to ensure that the identified reduction in concrete 
modulus of elasticity did not present a more than minimal increase in the likelihood of the occurrence of a 
malfunction of a structure, system, or component (SSC) important to safety previously evaluated in the updated safety 
analysis report (USAR) prior to implementing changes to the facility as described in the engineering change 
EC272057 issued on April 25, 2011.  
 
The failure to evaluate changes to the facility as described in EC272057 was contrary to 10 CFR 50.59(d)(1) and was 
a performance deficiency warranting a significance evaluation in accordance with the NRC Enforcement Manual for 
Traditional Enforcement and IMC 0612, "Power Reactor Inspection Reports," Appendix B, "lssue Disposition 
Screening." The violation was determined to be more than minor in accordance with IMC 0612, “Power Reactor 
Inspection Reports," Appendix B, "lssue Screening," because it could not reasonably be determined that the changes 
would not have ultimately required prior NRC approval. In accordance with Section 6.1.d.2 of the NRC Enforcement 
Policy, this violation is categorized as Severity Level lV because the resulting changes were evaluated by the SDP as 
having very low safety significance (Green), because it was a design or qualification deficiency confirmed not to 
result in an actual loss of safety function and because further evaluation determined that the structures remained 
operable despite the degraded modulus condition. The finding had a cross cutting aspect in the area of human 
performance work practices, because NextEra personnel did not follow procedures. Specifically, NextEra personnel 
did not follow the requirements of Section 5.2.2 of the 5059 Resource Manual when preparing the 50.59 screen for 
EC272057. 
Inspection Report# : 2011010 (pdf)  

Barrier Integrity 

Significance:  May 07, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate 10 CFR 50.59 Evaluation 
The team identified a Severity Level IV non-cited violation of 10 CFR 50.59 in that NextEra made changes to an 
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analysis listed in the Technical Specifications (TS) without obtaining a license amendment. The team found that prior 
to replacing incore probe detectors used to determine neutron and gamma flux in the core NextEra added two 
correction factors to the S3FINC code in order to adjust the signals produced by the detectors. The changes were made 
under the 10 CFR 50.59 process. The team also found that a third correction factor had been applied in 2002 to 
address a divergence between the measured and predicted flux levels. In this case the changes were made without 
using the 10 CFR 50.59 process. The team’s review determined that in 1992 the licensee had evaluated the 
methodology used to convert the detector signal to a flux map via YAEC-1855PA, Seabrook Station Unit 1 Fixed 
Incore Detector System Analysis. This analysis had been submitted to the NRC as part of License Amendment 
Request 92-14. The NRC had evaluated and approved the analysis in a Safety Evaluation associated with License 
Amendment 27. The analysis was then listed in Section 6.8.1.6.b.10 of the TS. The team determined that the changes 
impacted the analysis and assumptions used as the basis for the conclusions reached in the NRC Safety Evaluation. 
Following identification of the issue, NextEra entered the issue into the corrective action program, performed an 
operability assessment, and planned to correct the discrepancy between the license and plant configuration.  
 
The team determined that the failure to perform an assessment of the changes made to the plant in 2002 and that the 
incorrect conclusion reached in the 2010 10 CFR 50.59 evaluation constituted a performance deficiency. Because the 
issue impacted the ability of the NRC to perform its regulatory function, traditional enforcement was used to 
disposition the violation. The issue was considered more than minor because the changes involved a change to the TS, 
and the NRC review and approval was required prior to implementing. The team used IMC 0609, Attachment 4, 
“Phase 1 – Initial Screening and Characterization of Findings,” to evaluate the risk significance of the issue. The team 
determined the issue adversely impacted the Barrier Integrity Cornerstone and had very low safety significance 
(Green) per Table 4a in the Phase 1 screening because it only potentially impacted the fuel barrier. (Section 
1R17.2.7.b)  
 
 
Inspection Report# : 2012007 (pdf)  

Emergency Preparedness 

Significance:  Sep 30, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Process Necessary for Notification of OROs during an Emergency Declaration 
A self-revealing NCV of 10 CFR 50.47(b)(5) and the requirements of Section lV.D.3 of Appendix E to 10 CFR 50 
was identified on June 13, 2012, because NextEra did not notify the state of Massachusetts within 15 minutes of 
declaring an emergency at the Seabrook Station. Specifically, the inspectors determined that NextEra did not maintain 
the site’s off-site notification process in a manner that ensured that the RSPS function described by 10 CFR 50.47(b)
(5) could be met with the multiple equipment malfunctions that occurred between June 12 and June 14, 2012. The 
issue was entered into NextEra’s corrective action program as CR 1775909.  
 
The performance deficiency was considered more than minor because it was associated with the Emergency 
Preparedness (EP) cornerstone attributes of Procedure Quality and 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, EP equipment was not treated as 
equipment important to safety and thus marginal equipment performance with regard to the NAS was tolerated, and 
the notification process implementing procedure was cumbersome such that it did ensure timely notification when 
presented with equipment failures. The inspectors assessed the issue, related to the notification process, using the 
Emergency Preparedness Significance Determination Process (Appendix B to IMC 0609) and determined the finding 
to be of very low safety significance (Green). This finding is related to the cross-cutting area of Problem Identification 
and Resolution - CAP because NextEra did not consistently enter issues with communications equipment necessary 
for EP purposes into the station’s CAP such that immediate corrective actions could be taken to ensure the RSPS 
function was met. 
Inspection Report# : 2012004 (pdf)  
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Significance:  Apr 19, 2012 
Identified By: NRC 
Item Type: AV Apparent Violation 
Failure of Exercise Critique to Identify an RSPS Weakness as a DEP PI Opportunity Failure  
The NRC identified an apparent violation (AV) for the licensee’s exercise critique process not properly identifying a 
weakness associated with a risk-significant planning standard (RSPS) that was determined to be a Drill/Exercise 
Performance (DEP) Performance Indicator (PI) opportunity failure during a full-scale exercise. The AV is associated 
with emergency preparedness planning standards 10 CFR 50.47(b)(14) and 10 CFR 50.47(b)(5) and the requirements 
of Section IV.F.2.g of Appendix E to 10 CFR Part 50. This finding was entered into the licensee’s corrective action 
program.  
 
The failure of NextEra to identify the exercise weakness related to an incorrect protective action recommendation 
(PAR) during their exercise critique was a performance deficiency that was reasonably within NextEra’s ability to 
foresee and prevent. The finding is more than minor because it is associated with the emergency response organization 
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. This finding was determined to potentially have greater-than-Green safety significance 
because the licensee’s exercise critique process did not properly identify a weakness associated with a RSPS that was 
determined to be a DEP PI opportunity failure during a biennial full-participation exercise. The finding is related to 
the cross-cutting area of Problem Identification and Resolution, Corrective Action Program, in that NextEra personnel 
did not identify a RSPS issue completely, accurately, and in a timely manner commensurate with the safety 
significance. Specifically, during the biennial full-participation exercise evaluation Next Era failed to identify a 
weakness. 
Inspection Report# : 2012503 (pdf)  

Occupational Radiation Safety 

Significance:  Sep 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Calibration of Respirator Fit Test Equipment 
Inspectors identified an NCV of Technical Specification (TS) 6.7.1.a, “Procedures and Programs,” which requires that 
written procedures be established and implemented, to include administrative procedures, which includes radiation 
protection procedures. Specifically, procedure HD 0965.10, “Respirator Fit Testing Using TSI Portacount Plus,” 
Revision 10, did not specify a calibration frequency requirement for the respirator fit test equipment. The equipment 
vendor recommended annual calibration frequency, which was exceeded by over two years, and the current as-found 
condition of the specified equipment when tested was found out of calibration. This issue was entered into NextEra’s 
CAP as CR 1785134.  
 
This performance deficiency was determined to be more than minor, because it was associated with program and 
process attribute of the Occupational Radiation Safety cornerstone and affected its 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 respirator fit testing was being used to certify respirator protection factors 
of workers which were relied upon to provide protection of workers due to airborne radioactivity during the previous 
refueling outage. Additionally, it was similar to example 6.b in IMC 0612, Appendix E, “Examples of Minor Issues,” 
which states that failing to calibrate radiation instruments was more than minor if the as-found condition was not 
within the acceptance criteria for the calibration and did not provide a conservative measurement. The issue was 
evaluated using IMC 0609, “Significance Determination Process” (SDP), and was determined to be of very low safety 
significance. Specifically, when evaluated with IMC 0609, Appendix C, “Occupational Radiation Safety Significance 
Determination Process,” the performance deficiency was not an ALARA issue, did not involve an overexposure or a 
potential overexposure, and did not impact NextEra’s ability to assess dose. The inspectors determined that this 
finding had a cross-cutting aspect in the area of Problem Identification and Resolution - CAP because NextEra did not 
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identify that vendor recommended calibration requirements had not been met or evaluated when this equipment was 
returned by the vendor for routine cleaning. 
Inspection Report# : 2012004 (pdf)  

Public Radiation Safety 

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

Miscellaneous 
Last modified : February 28, 2013 
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Seabrook 1 
1Q/2013 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 31, 2013 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Loss of DC Control Power to Switchyard #2 
A self-revealing finding of very low safety significance was identified for failure to follow procedures associated with 
switchyard maintenance activities on January 24, 2013. Specifically, in preparation for the planned maintenance on 
switchyard battery (SYB) #3, operators incorrectly performed NextEra procedure ON1048.07, Switchyard Battery 
Operation, which led to a loss of power on switchyard system (SYS) #2, disabled the SYS#2 breaker automatic 
closure feature, and increased the risk of a loss of offsite power. Corrective action was subsequently taken to secure 
the maintenance on SYB#3, and return it and the battery charger to service to supply loads to both Switchyard System 
#1 (SYS#1) and SYS#2. NextEra entered this issue into their corrective action program (CAP) as condition report 
(CR) 1841980.  
 
This performance deficiency is more than minor because it was associated with the human performance attribute of 
the Initiating Events cornerstone, and it adversely affected the cornerstone objective to limit the likelihood of events 
that upset plant stability and challenge critical safety functions. Specifically, not properly performing NextEra 
procedure ON1048.07 resulted in the loss of the SYS#2 breaker automatic closure feature, thereby increasing the risk 
of an initiating event due to a loss of off-site power. The inspectors evaluated the finding in accordance with IMC 
0609, Appendix A, “Determining the Significance of Reactor Inspection Findings for At-Power Situations” (IMC 
0609A). The inspectors determined that the finding was of very low safety significance (Green) because the 
deficiency did not cause a reactor trip, and the loss of mitigation equipment relied upon to transition the plant from the 
onset of the trip to a stable shutdown condition. This finding has a cross-cutting aspect in the area of Human 
Performance, Work Practices, because NextEra personnel did not utilize human error prevention techniques 
commensurate with the risk of the assigned task, such that work activities were performed safely. Specifically, 
NextEra personnel did not verify that the switchyard battery charger switch manipulation would result in the 
appropriate system response. [H.4(a)] 
Inspection Report# : 2013002 (pdf)  

Significance:  Dec 31, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Correct a Condition Adverse to Quality for the L-5 FICI Connection 
A self revealing, non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Actions,” was 
identified because the high pressure Swagelok fitting for the L-5 fixed in-core detection instrument failed and caused 
an unisolable reactor coolant leak. Specifically, NextEra did not implement timely and effective corrective actions to 
address a degraded Swagelok fitting associated with the L5 in-core instrument connection that was identified as a 
condition adverse to quality in 2006. As a result, the fitting continued to degrade and failed on October 21, 2012. 
NextEra entered this into their corrective action program as AR 01815351 and implemented immediate corrective 
actions to cut the connection for the L-5 instrument, as well as two others showing signs of leakage, and capped the 
tubes prior to recommencing start-up.  
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The inspectors determined that the performance deficiency was more than minor because it was associated with the 
Equipment Performance attribute of the Initiating Events cornerstone and adversely affected the cornerstone’s 
objective to limit the likelihood of events that upset plant stability and challenge critical safety functions during 
shutdown as well as power operations. Additionally it is similar to example 4.d of Inspection Manual (IMC) 0612, 
Appendix E, because this was a failure to implement a corrective action that did have a safety impact, because the 
fitting failed and caused a 4 gpm non-isolable leak from the reactor coolant system. The inspectors evaluated the 
finding using IMC 0609, Attachment A, because the operational impact occurred after the residual heat removal pump 
was secured for start-up. The inspectors determined that the finding was of very low safety significance (Green) 
because the deficiency would not result in exceeding the small loss of coolant accident (LOCA) leak rate and would 
not have affected other systems used to mitigate a LOCA. This finding has a cross-cutting aspect in the area of Human 
Performance, Resources, because actions were not taken to maintain long term plant safety by minimization of long-
standing equipment issues. Specifically, NextEra did not manage the ongoing degradation of the L-5 in-core 
instrument connection fitting connection while long term corrective actions were implemented. 
Inspection Report# : 2012005 (pdf)  

Significance:  Dec 31, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Adequately Implement Procedure Led to Reactor Coolant System Leakage from Pressurizer Safety 
Valve Flange 
A self-revealing, non-cited violation of technical specification 6.7.1, “Procedures and Programs,” was identified after 
the control room received a high discharge temperature alarm for pressurizer relief valve RC-V-116 while 
pressurizing the reactor coolant system during start-up preparations on October 21, 2012. Specifically, NextEra 
personnel did not properly implement maintenance procedure MS0519.17, “Crosby Pressurizer Mechanical Safety 
Valve Removal and Installation.” This led to the reactor coolant system leakage past the RC-V-116 flange gasket that 
caused the high discharge temperature alarm. NextEra entered this into their corrective action program as AR1815307 
and implemented immediate corrective actions to retorque the bolts and replace the gasket on RC-V-116.  
 
The performance deficiency was determined to be more than minor because it was associated with the human 
performance attribute of the Initiating Events cornerstone and adversely affected the cornerstone objective to limit the 
likelihood of events that upset plant stability and challenge critical safety functions during shutdown as well as power 
operations. Specifically, because NextEra personnel did not properly implement procedure MS0519.17, eight bolts on 
the inlet flange of pressurizer RC-V-116 were not adequately torqued. This resulted in reactor coolant system leakage 
during preparations for reactor start-up on October 21, 2012, and required NextEra operators to return the plant to cold 
shutdown. Additionally, this was similar to more-than-minor example 2.e in IMC 0612, Appendix E, because the 
procedure non-compliance resulted in a negative safety consequence in that it impacted the ability of the flange to 
perform its function to prevent reactor coolant system leakage. The inspectors evaluated the finding using IMC 0609, 
Attachment A, because the operational impact occurred after the residual heat removal pump was secured for start-up. 
The inspectors determined that the finding was of very low safety significance (Green) because the deficiency would 
not result in exceeding the small loss of coolant accident (LOCA) leak rate and would not have affected other systems 
used to mitigate a LOCA. This finding has a cross-cutting aspect in the area of Human Performance, work practices, 
because personnel did not follow the procedures. Specifically, when tensioning the bolts on the pressurizer relief valve 
RC-V-116 inlet flange, NextEra personnel did not verify there was a gap for eight of the twelve bolts on the inlet 
flange of the valve as required by maintenance procedure MS0519.17. 
Inspection Report# : 2012005 (pdf)  
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Mitigating Systems 

Significance:  Mar 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Evaluate Service Water Cooling Tower Level 
A self-revealing NCV of technical specification (TS) 3.7.4 “Service Water System/Ultimate Heat Sink,” resulted from 
operators’ failure to follow procedures to evaluate a faulty SW cooling tower basin level instrument. Specifically, 
because NextEra personnel did not properly follow their Conduct of Operations procedure and the Operations 
Management Manual, an inaccurate level gage was used to determine SW cooling tower basin level. This resulted in 
the SW cooling tower basin level dropping and remaining below its TS minimum value for approximately 17 days. 
NextEra’s immediate corrective actions included conducting a fast fill of the cooling tower basin via the fire 
protection system to restore operability on December 7, 2012, and entering the issue into their CAP as CR 1830734. 
Planned corrective actions included implementing a process for operations department oral boards to focus on 
standards applications, fundamentals, and use of situational questions.  
 
This performance deficiency is more than minor because it was associated with the equipment performance attribute 
of the Mitigating Systems cornerstone, and it adversely affected the cornerstone objective to ensure the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. 
Specifically, the SW cooling tower basin level was below its TS minimum level of 42.15 feet for 17 days. The 
inspectors evaluated the finding in accordance with IMC 0609, Appendix A, “Determining the Significance of 
Reactor Inspection Findings for At-Power Situations” (IMC 0609A). The inspectors determined that the finding was 
of very low safety significance (Green) because the deficiency did not affect the design or qualification of the SW 
system and it did not represent a loss of system safety function. Although the finding did involve the degradation of 
equipment specifically designed to mitigate a seismic initiating event, the SW cooling tower had sufficient margin 
available to satisfy its design basis requirements and safety function. This finding has a cross-cutting aspect in the area 
of Human Performance, Decision Making, because NextEra 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, NextEra failed to properly evaluate 
which SW cooling tower level gage was inoperable and thus relied on an inoperable indication for SW cooling tower 
level. (H.1(b)) 
Inspection Report# : 2013002 (pdf)  

Significance:  Sep 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Scaffold Installed with Insufficient Separation to Safety-Related Equipment 
The inspectors identified an NCV of 10 CFR 50, Appendix B, Criterion V, “Procedures,” because NextEra did not 
ensure that adequate separation was maintained between temporary scaffolding and safety-related equipment. 
Specifically, the inspectors identified numerous scaffolds installed in the plant with less than the minimum standoff 
distance to safety-related equipment specified in NextEra procedures and no engineering evaluation to support the 
deviation. NextEra entered this NCV into their CAP as CR 1804255.  
 
This performance deficiency was considered more than minor because it affected the protection against external 
factors 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, NextEra 
routinely did not evaluate scaffold installations when insufficient separation to safety-related equipment was provided. 
Additionally, it was similar to example 4.a in IMC 0612, Appendix E, “Examples of Minor Issues,” which states that 
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the issue of failing to appropriately evaluate scaffold installation as required by procedures is more than minor if the 
licensee routinely failed to perform engineering evaluations. The issue was evaluated in accordance with IMC 0609, 
Appendix A, “The Significance Determination Process for Findings At-Power” and determined to be of very low 
safety significance (Green) since it did not involve the loss or degradation of equipment or function specifically 
designed to mitigate a seismic event. This finding is related to the cross-cutting area of Human Performance - Work 
Practices because NextEra personnel did not follow scaffold installation procedures when they routinely installed 
scaffold within one-half inch of safety-related equipment without an engineering evaluation. 
Inspection Report# : 2012004 (pdf)  

Barrier Integrity 

Significance:  May 07, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate 10 CFR 50.59 Evaluation 
The team identified a Severity Level IV non-cited violation of 10 CFR 50.59 in that NextEra made changes to an 
analysis listed in the Technical Specifications (TS) without obtaining a license amendment. The team found that prior 
to replacing incore probe detectors used to determine neutron and gamma flux in the core NextEra added two 
correction factors to the S3FINC code in order to adjust the signals produced by the detectors. The changes were made 
under the 10 CFR 50.59 process. The team also found that a third correction factor had been applied in 2002 to 
address a divergence between the measured and predicted flux levels. In this case the changes were made without 
using the 10 CFR 50.59 process. The team’s review determined that in 1992 the licensee had evaluated the 
methodology used to convert the detector signal to a flux map via YAEC-1855PA, Seabrook Station Unit 1 Fixed 
Incore Detector System Analysis. This analysis had been submitted to the NRC as part of License Amendment 
Request 92-14. The NRC had evaluated and approved the analysis in a Safety Evaluation associated with License 
Amendment 27. The analysis was then listed in Section 6.8.1.6.b.10 of the TS. The team determined that the changes 
impacted the analysis and assumptions used as the basis for the conclusions reached in the NRC Safety Evaluation. 
Following identification of the issue, NextEra entered the issue into the corrective action program, performed an 
operability assessment, and planned to correct the discrepancy between the license and plant configuration.  
 
The team determined that the failure to perform an assessment of the changes made to the plant in 2002 and that the 
incorrect conclusion reached in the 2010 10 CFR 50.59 evaluation constituted a performance deficiency. Because the 
issue impacted the ability of the NRC to perform its regulatory function, traditional enforcement was used to 
disposition the violation. The issue was considered more than minor because the changes involved a change to the TS, 
and the NRC review and approval was required prior to implementing. The team used IMC 0609, Attachment 4, 
“Phase 1 – Initial Screening and Characterization of Findings,” to evaluate the risk significance of the issue. The team 
determined the issue adversely impacted the Barrier Integrity Cornerstone and had very low safety significance 
(Green) per Table 4a in the Phase 1 screening because it only potentially impacted the fuel barrier. (Section 
1R17.2.7.b)  
 
 
Inspection Report# : 2012007 (pdf)  

Emergency Preparedness 
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Significance:  Sep 30, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Process Necessary for Notification of OROs during an Emergency Declaration 
A self-revealing NCV of 10 CFR 50.47(b)(5) and the requirements of Section lV.D.3 of Appendix E to 10 CFR 50 
was identified on June 13, 2012, because NextEra did not notify the state of Massachusetts within 15 minutes of 
declaring an emergency at the Seabrook Station. Specifically, the inspectors determined that NextEra did not maintain 
the site’s off-site notification process in a manner that ensured that the RSPS function described by 10 CFR 50.47(b)
(5) could be met with the multiple equipment malfunctions that occurred between June 12 and June 14, 2012. The 
issue was entered into NextEra’s corrective action program as CR 1775909.  
 
The performance deficiency was considered more than minor because it was associated with the Emergency 
Preparedness (EP) cornerstone attributes of Procedure Quality and 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, EP equipment was not treated as 
equipment important to safety and thus marginal equipment performance with regard to the NAS was tolerated, and 
the notification process implementing procedure was cumbersome such that it did ensure timely notification when 
presented with equipment failures. The inspectors assessed the issue, related to the notification process, using the 
Emergency Preparedness Significance Determination Process (Appendix B to IMC 0609) and determined the finding 
to be of very low safety significance (Green). This finding is related to the cross-cutting area of Problem Identification 
and Resolution - CAP because NextEra did not consistently enter issues with communications equipment necessary 
for EP purposes into the station’s CAP such that immediate corrective actions could be taken to ensure the RSPS 
function was met. 
Inspection Report# : 2012004 (pdf)  

Significance:  Apr 17, 2012 
Identified By: NRC 
Item Type: VIO Violation 
Final Significance Determination for a White Finding with Assessment Follow-up and Notice of Violation 
During an NRC inspection conducted at the NextEra Energy, LLC (NextEra) Seabrook Station (Seabrook) Unit 1 
from April 17-19, 2012, and for which an exit meeting was held on April 19, 2012, a violation of NRC requirements 
was identified. In accordance with the NRC Enforcement Policy, the violation is listed below:  
 
Title 10 of the Code of Federal Regulations (CFR), Section 50.54(q)(2) requires that nuclear power reactor licensees 
shall follow and maintain the effectiveness of an emergency plan that meets the requirements in Appendix E to this 
part and the planning standards of §50.47(b).  
 
10 CFR 50.47(b)(14) requires, in part, that periodic exercises be conducted to evaluate major portions of emergency 
response capabilities and that deficiencies identified as a result of exercises are corrected.  
 
Section IV.F.2.g of Appendix E to 10 CFR Part 50 requires that all exercises, drills, and training that provide 
performance opportunities to develop, maintain, or demonstrate key skills must provide for formal critiques in order to 
identify weak or deficient areas that need correction. Any weaknesses or deficiencies that are identified in a critique of 
exercises, drills, or training must be corrected.  
 
Contrary to the above, during the April 19, 2012, critique of the April 17, 2012, Seabrook biennial emergency 
preparedness exercise, NextEra failed to identify a performance weakness that was in need of correction. Specifically, 
NextEra did not identify as a weakness that an incorrect initial Protective Action Recommendation (PAR) had been 
developed and communicated to the state response organizations. The initial PAR was incorrect for the exercise actual 
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condition (i.e., no release in progress).  
 
This violation is associated with a White SDP finding. 
Inspection Report# : 2012504 (pdf)  
Inspection Report# : 2013007 (pdf)  

Occupational Radiation Safety 

Significance:  Sep 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Calibration of Respirator Fit Test Equipment 
Inspectors identified an NCV of Technical Specification (TS) 6.7.1.a, “Procedures and Programs,” which requires that 
written procedures be established and implemented, to include administrative procedures, which includes radiation 
protection procedures. Specifically, procedure HD 0965.10, “Respirator Fit Testing Using TSI Portacount Plus,” 
Revision 10, did not specify a calibration frequency requirement for the respirator fit test equipment. The equipment 
vendor recommended annual calibration frequency, which was exceeded by over two years, and the current as-found 
condition of the specified equipment when tested was found out of calibration. This issue was entered into NextEra’s 
CAP as CR 1785134.  
 
This performance deficiency was determined to be more than minor, because it was associated with program and 
process attribute of the Occupational Radiation Safety cornerstone and affected its 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 respirator fit testing was being used to certify respirator protection factors 
of workers which were relied upon to provide protection of workers due to airborne radioactivity during the previous 
refueling outage. Additionally, it was similar to example 6.b in IMC 0612, Appendix E, “Examples of Minor Issues,” 
which states that failing to calibrate radiation instruments was more than minor if the as-found condition was not 
within the acceptance criteria for the calibration and did not provide a conservative measurement. The issue was 
evaluated using IMC 0609, “Significance Determination Process” (SDP), and was determined to be of very low safety 
significance. Specifically, when evaluated with IMC 0609, Appendix C, “Occupational Radiation Safety Significance 
Determination Process,” the performance deficiency was not an ALARA issue, did not involve an overexposure or a 
potential overexposure, and did not impact NextEra’s ability to assess dose. The inspectors determined that this 
finding had a cross-cutting aspect in the area of Problem Identification and Resolution - CAP because NextEra did not 
identify that vendor recommended calibration requirements had not been met or evaluated when this equipment was 
returned by the vendor for routine cleaning. 
Inspection Report# : 2012004 (pdf)  

Significance: N/A Jan 06, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Tech Spec 6.10.1 violation - contactor electrician entered high radiation area without receiving health physics 
briefing. 
On April 6, 2011 a contractor electrician, who had been assigned to conduct work within an HRA, deliberately 
entered the HRA without first receiving the HP briefing on the current radiological conditions. Specifically, the 
contractor electrician had been instructed to wait outside of the HRA boundary until an HP technician knowledgeable 
on the current radiological conditions in the HRA could be located to provide the briefing. However, the contractor 
electrician crossed the HRA boundary and remained within the HRA for several minutes before the HPT arrived. 
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NOTE: This OI investigation was part of a stand alone report (1-2011-038) and not associated with IR2013002. 
Because of the limitations of RPS, it was entered as a reportable item and associated with IR2013002 so the type of 
violation and severity level could be noted. Shri Iyer is working on a solution to the problem. 
Inspection Report# : 2013002 (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 : June 04, 2013 
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Seabrook 1 
2Q/2013 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 31, 2013 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Loss of DC Control Power to Switchyard #2 
A self-revealing finding of very low safety significance was identified for failure to follow procedures associated with 
switchyard maintenance activities on January 24, 2013. Specifically, in preparation for the planned maintenance on 
switchyard battery (SYB) #3, operators incorrectly performed NextEra procedure ON1048.07, Switchyard Battery 
Operation, which led to a loss of power on switchyard system (SYS) #2, disabled the SYS#2 breaker automatic 
closure feature, and increased the risk of a loss of offsite power. Corrective action was subsequently taken to secure 
the maintenance on SYB#3, and return it and the battery charger to service to supply loads to both Switchyard System 
#1 (SYS#1) and SYS#2. NextEra entered this issue into their corrective action program (CAP) as condition report 
(CR) 1841980.  
 
This performance deficiency is more than minor because it was associated with the human performance attribute of 
the Initiating Events cornerstone, and it adversely affected the cornerstone objective to limit the likelihood of events 
that upset plant stability and challenge critical safety functions. Specifically, not properly performing NextEra 
procedure ON1048.07 resulted in the loss of the SYS#2 breaker automatic closure feature, thereby increasing the risk 
of an initiating event due to a loss of off-site power. The inspectors evaluated the finding in accordance with IMC 
0609, Appendix A, “Determining the Significance of Reactor Inspection Findings for At-Power Situations” (IMC 
0609A). The inspectors determined that the finding was of very low safety significance (Green) because the 
deficiency did not cause a reactor trip, and the loss of mitigation equipment relied upon to transition the plant from the 
onset of the trip to a stable shutdown condition. This finding has a cross-cutting aspect in the area of Human 
Performance, Work Practices, because NextEra personnel did not utilize human error prevention techniques 
commensurate with the risk of the assigned task, such that work activities were performed safely. Specifically, 
NextEra personnel did not verify that the switchyard battery charger switch manipulation would result in the 
appropriate system response. [H.4(a)] 
Inspection Report# : 2013002 (pdf)  

Significance:  Dec 31, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Correct a Condition Adverse to Quality for the L-5 FICI Connection 
A self revealing, non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Actions,” was 
identified because the high pressure Swagelok fitting for the L-5 fixed in-core detection instrument failed and caused 
an unisolable reactor coolant leak. Specifically, NextEra did not implement timely and effective corrective actions to 
address a degraded Swagelok fitting associated with the L5 in-core instrument connection that was identified as a 
condition adverse to quality in 2006. As a result, the fitting continued to degrade and failed on October 21, 2012. 
NextEra entered this into their corrective action program as AR 01815351 and implemented immediate corrective 
actions to cut the connection for the L-5 instrument, as well as two others showing signs of leakage, and capped the 
tubes prior to recommencing start-up.  
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The inspectors determined that the performance deficiency was more than minor because it was associated with the 
Equipment Performance attribute of the Initiating Events cornerstone and adversely affected the cornerstone’s 
objective to limit the likelihood of events that upset plant stability and challenge critical safety functions during 
shutdown as well as power operations. Additionally it is similar to example 4.d of Inspection Manual (IMC) 0612, 
Appendix E, because this was a failure to implement a corrective action that did have a safety impact, because the 
fitting failed and caused a 4 gpm non-isolable leak from the reactor coolant system. The inspectors evaluated the 
finding using IMC 0609, Attachment A, because the operational impact occurred after the residual heat removal pump 
was secured for start-up. The inspectors determined that the finding was of very low safety significance (Green) 
because the deficiency would not result in exceeding the small loss of coolant accident (LOCA) leak rate and would 
not have affected other systems used to mitigate a LOCA. This finding has a cross-cutting aspect in the area of Human 
Performance, Resources, because actions were not taken to maintain long term plant safety by minimization of long-
standing equipment issues. Specifically, NextEra did not manage the ongoing degradation of the L-5 in-core 
instrument connection fitting connection while long term corrective actions were implemented. 
Inspection Report# : 2012005 (pdf)  

Significance:  Dec 31, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Adequately Implement Procedure Led to Reactor Coolant System Leakage from Pressurizer Safety 
Valve Flange 
A self-revealing, non-cited violation of technical specification 6.7.1, “Procedures and Programs,” was identified after 
the control room received a high discharge temperature alarm for pressurizer relief valve RC-V-116 while 
pressurizing the reactor coolant system during start-up preparations on October 21, 2012. Specifically, NextEra 
personnel did not properly implement maintenance procedure MS0519.17, “Crosby Pressurizer Mechanical Safety 
Valve Removal and Installation.” This led to the reactor coolant system leakage past the RC-V-116 flange gasket that 
caused the high discharge temperature alarm. NextEra entered this into their corrective action program as AR1815307 
and implemented immediate corrective actions to retorque the bolts and replace the gasket on RC-V-116.  
 
The performance deficiency was determined to be more than minor because it was associated with the human 
performance attribute of the Initiating Events cornerstone and adversely affected the cornerstone objective to limit the 
likelihood of events that upset plant stability and challenge critical safety functions during shutdown as well as power 
operations. Specifically, because NextEra personnel did not properly implement procedure MS0519.17, eight bolts on 
the inlet flange of pressurizer RC-V-116 were not adequately torqued. This resulted in reactor coolant system leakage 
during preparations for reactor start-up on October 21, 2012, and required NextEra operators to return the plant to cold 
shutdown. Additionally, this was similar to more-than-minor example 2.e in IMC 0612, Appendix E, because the 
procedure non-compliance resulted in a negative safety consequence in that it impacted the ability of the flange to 
perform its function to prevent reactor coolant system leakage. The inspectors evaluated the finding using IMC 0609, 
Attachment A, because the operational impact occurred after the residual heat removal pump was secured for start-up. 
The inspectors determined that the finding was of very low safety significance (Green) because the deficiency would 
not result in exceeding the small loss of coolant accident (LOCA) leak rate and would not have affected other systems 
used to mitigate a LOCA. This finding has a cross-cutting aspect in the area of Human Performance, work practices, 
because personnel did not follow the procedures. Specifically, when tensioning the bolts on the pressurizer relief valve 
RC-V-116 inlet flange, NextEra personnel did not verify there was a gap for eight of the twelve bolts on the inlet 
flange of the valve as required by maintenance procedure MS0519.17. 
Inspection Report# : 2012005 (pdf)  
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Mitigating Systems 

Significance:  Apr 26, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Verify Adequate Fault Protection for Safety Related Equipment from Non-Safety Related Load 
Fault  
The team identified a finding of very low safety significance involving a non-cited violation of the 10CFR 50, 
Appendix B, Criterion III, “Design Control,” in that, NextEra did not appropriately select and review, for suitability of 
application, a safety-related over-current protection devise for a safety related power panel (EDE-PP01B). 
Specifically, NextEra did not consider the effects the current-limiter function of safety related inverters, which 
supplied the safety related power panel, would limit fault current at the over-current protection devise. As a result, the 
safety related over-current protective devices would not have prevented a postulated fault of a non-safety related load, 
supplied from the safety related power panel, from causing a momentary loss of voltage to the power panel and all 
associated safety related loads. In response, NextEra entered the issue into their corrective action program and 
performed a preliminary analysis that determined an existing non-safety related fuse would provide adequate over-
current protection. NextEra credited the use of this fuse as an interim compensatory measure in their operability 
assessment in order to conclude the system was operable. The team determined the analysis and associated assessment 
were reasonable.  
 
The finding was more than minor because it was similar to Example 3.j of NRC Inspection Manual Chapter (IMC) 
0612, Appendix E, and was associated with the Design Control attribute of the Mitigating Systems Cornerstone and 
affected the cornerstone objective to ensure the availability, reliability, and capability of systems that respond to 
initiating events to prevent undesirable consequences. The team determined the finding was of very low safety 
significance because the issue was a qualification deficiency that did not result in inoperablity of the system.  
 
This finding did not have a cross-cutting aspect because it was determined to be a legacy issue not indicative of 
current licensee performance.  
 
Inspection Report# : 2013008 (pdf)  

Significance:  Apr 26, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Condensate Storage Tank Water Level Above Limits of Seismic Qualification  
The team identified a finding of very low safety significance involving a non-cited violation of 10 CFR 50, Appendix 
B, Criterion III, “Design Control,” in that NextEra did not assure the seismic design requirements for Condensate 
Storage Tank (CST) were translated into specifications and procedures. Specifically, the team found that NextEra’s 
seismic design calculations for the CST was based, in part, on a maximum tank level. The maximum tank level was 
used to ensure that the floating cover inside the CST would not strike the top of the tank. NextEra engineers had 
concluded that this impact could cause a failure of the CST or cover. However, the team identified that the high level 
alarm and operating procedure limits for the tank were above the level credited in the calculation. Additionally, the 
team determined that NextEra routinely operated the CST tank above the maximum tank level assumed in the 
calculation. Following identification NextEra entered it into their corrective action program and proceduralized a 
lower maximum allowable water level for the CST to prevent a seismically induced impact of the floating cover on 
the tank.  
The finding is more than minor because it is associated with the protection against external factors (seismic event) 
attribute of the Mitigating Systems cornerstone and affected the cornerstone objective of ensuring the reliability of 
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systems that respond to initiating events to prevent undesirable consequences. The finding involved the loss or 
degradation of equipment so a detailed risk evaluation (DRE) was performed. Based upon the DRE, the finding was 
determined to be of very low safety significance.  
 
This finding was not assigned a cross-cutting aspect because the underlying cause was not indicative of current 
performance. 
Inspection Report# : 2013008 (pdf)  

Significance:  Apr 26, 2013 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Perform Preventative Maintenance on the Supplemental Emergency Power System  
The team identified a finding of very low safety significance, in that NextEra did not perform preventative 
maintenance (PM) on supplemental emergency power system (SEPS) components as required by the approved 
engineering design modification for SEPS. As a result, the system's reliability to respond to a loss of off-site power 
event had not been maintained at a high confidence level, as assumed in NextEra's design and probabilistic risk 
analyses. In response, NextEra entered the issue into their corrective action program, evaluated the effect on 
equipment reliability for the never performed PMs, and implemented an accelerated schedule to complete the missed 
PM tasks.  
 
The finding was more than minor because, if left uncorrected, it had the potential to lead to a more significant safety 
concern. In addition, the finding was associated with the Procedure Quality and Equipment Performance attributes of 
the Mitigating Systems Cornerstone and affected the cornerstone objective to ensure the availability, reliability, and 
capability of systems that respond to initiating events. The team determined the finding was of very low safety 
significance because it was a qualification deficiency that was determined not to affect availability at the time of 
discovery.  
 
This finding had a cross-cutting aspect in the area of Human Performance, Decision Making, because the quarterly 
system health report stated the failure to complete long term SEPS PMs was a serious threat to equipment reliability. 
Inspection Report# : 2013008 (pdf)  

Significance:  Apr 26, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Primary Component Cooling Water System Unavailable Following a Seismic Event  
The team identified a finding of very low safety significance involving a non-cited violation (NCV) of 10 CFR Part 
50, Appendix B, Criterion III, “Design Control”, in that NextEra did not verify the design basis for the primary 
component cooling water (PCCW) had been translated into specifications and procedures. Specifically, the team 
found that NextEra had produced engineering evaluations and maintenance procedures that allowed a limited amount 
of leakage past the “B” train PCCW isolation valves. The team noted NextEra used these documents to conclude that 
a 2.5 gpm leak rate identified in April 2011 and a 4 gpm leak identified in October 2012 on “B” train valves were 
acceptable. The team reviewed the design and licensing basis of the “B” train and determined the system did not have 
a safety related refill capability and, therefore, was required to be leak tight. The team determined that, with leakage 
past the valves, water would need to be added to the system every few hours in order to ensure the system would be 
available. The team concluded that following certain design basis events a safety related refill system would not be 
available resulting in loss of the PCCW system. Following identification of the issue NextEra entered it into their 
corrective action program and evaluated the operability of systems- concluding it was operable. The team review of 
the evaluation determined it to be reasonable.  
The finding is more than minor because it is associated with the protection against external factors (seismic event) 
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attribute of the Mitigating Systems cornerstone and affected the cornerstone objective of ensuring the reliability of 
systems that respond to initiating events to prevent undesirable consequences. The finding involved the loss or 
degradation of equipment designed to mitigate a seismic initiating event and triggered the use of Exhibit 4 which 
resulted so a DRE was performed. Based upon the DRE, the finding was determined to be of very low safety 
significance.  
 
The team determined that this finding has a cross-cutting aspect in the area of Human Performance, Resources, 
because NextEra did not ensure that personnel, equipment, procedures, and other resources were available and 
adequate to assure nuclear safety. Specifically, those necessary for: complete, accurate and up-to-date design 
documentation, procedures, and work packages. 
Inspection Report# : 2013008 (pdf)  

Significance:  Mar 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Evaluate Service Water Cooling Tower Level 
A self-revealing NCV of technical specification (TS) 3.7.4 “Service Water System/Ultimate Heat Sink,” resulted from 
operators’ failure to follow procedures to evaluate a faulty SW cooling tower basin level instrument. Specifically, 
because NextEra personnel did not properly follow their Conduct of Operations procedure and the Operations 
Management Manual, an inaccurate level gage was used to determine SW cooling tower basin level. This resulted in 
the SW cooling tower basin level dropping and remaining below its TS minimum value for approximately 17 days. 
NextEra’s immediate corrective actions included conducting a fast fill of the cooling tower basin via the fire 
protection system to restore operability on December 7, 2012, and entering the issue into their CAP as CR 1830734. 
Planned corrective actions included implementing a process for operations department oral boards to focus on 
standards applications, fundamentals, and use of situational questions.  
 
This performance deficiency is more than minor because it was associated with the equipment performance attribute 
of the Mitigating Systems cornerstone, and it adversely affected the cornerstone objective to ensure the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. 
Specifically, the SW cooling tower basin level was below its TS minimum level of 42.15 feet for 17 days. The 
inspectors evaluated the finding in accordance with IMC 0609, Appendix A, “Determining the Significance of 
Reactor Inspection Findings for At-Power Situations” (IMC 0609A). The inspectors determined that the finding was 
of very low safety significance (Green) because the deficiency did not affect the design or qualification of the SW 
system and it did not represent a loss of system safety function. Although the finding did involve the degradation of 
equipment specifically designed to mitigate a seismic initiating event, the SW cooling tower had sufficient margin 
available to satisfy its design basis requirements and safety function. This finding has a cross-cutting aspect in the area 
of Human Performance, Decision Making, because NextEra 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, NextEra failed to properly evaluate 
which SW cooling tower level gage was inoperable and thus relied on an inoperable indication for SW cooling tower 
level. (H.1(b)) 
Inspection Report# : 2013002 (pdf)  

Significance:  Sep 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Scaffold Installed with Insufficient Separation to Safety-Related Equipment 
The inspectors identified an NCV of 10 CFR 50, Appendix B, Criterion V, “Procedures,” because NextEra did not 
ensure that adequate separation was maintained between temporary scaffolding and safety-related equipment. 
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Specifically, the inspectors identified numerous scaffolds installed in the plant with less than the minimum standoff 
distance to safety-related equipment specified in NextEra procedures and no engineering evaluation to support the 
deviation. NextEra entered this NCV into their CAP as CR 1804255.  
 
This performance deficiency was considered more than minor because it affected the protection against external 
factors 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, NextEra 
routinely did not evaluate scaffold installations when insufficient separation to safety-related equipment was provided. 
Additionally, it was similar to example 4.a in IMC 0612, Appendix E, “Examples of Minor Issues,” which states that 
the issue of failing to appropriately evaluate scaffold installation as required by procedures is more than minor if the 
licensee routinely failed to perform engineering evaluations. The issue was evaluated in accordance with IMC 0609, 
Appendix A, “The Significance Determination Process for Findings At-Power” and determined to be of very low 
safety significance (Green) since it did not involve the loss or degradation of equipment or function specifically 
designed to mitigate a seismic event. This finding is related to the cross-cutting area of Human Performance - Work 
Practices because NextEra personnel did not follow scaffold installation procedures when they routinely installed 
scaffold within one-half inch of safety-related equipment without an engineering evaluation. 
Inspection Report# : 2012004 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Significance:  Sep 30, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Process Necessary for Notification of OROs during an Emergency Declaration 
A self-revealing NCV of 10 CFR 50.47(b)(5) and the requirements of Section lV.D.3 of Appendix E to 10 CFR 50 
was identified on June 13, 2012, because NextEra did not notify the state of Massachusetts within 15 minutes of 
declaring an emergency at the Seabrook Station. Specifically, the inspectors determined that NextEra did not maintain 
the site’s off-site notification process in a manner that ensured that the RSPS function described by 10 CFR 50.47(b)
(5) could be met with the multiple equipment malfunctions that occurred between June 12 and June 14, 2012. The 
issue was entered into NextEra’s corrective action program as CR 1775909.  
 
The performance deficiency was considered more than minor because it was associated with the Emergency 
Preparedness (EP) cornerstone attributes of Procedure Quality and 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, EP equipment was not treated as 
equipment important to safety and thus marginal equipment performance with regard to the NAS was tolerated, and 
the notification process implementing procedure was cumbersome such that it did ensure timely notification when 
presented with equipment failures. The inspectors assessed the issue, related to the notification process, using the 
Emergency Preparedness Significance Determination Process (Appendix B to IMC 0609) and determined the finding 
to be of very low safety significance (Green). This finding is related to the cross-cutting area of Problem Identification 
and Resolution - CAP because NextEra did not consistently enter issues with communications equipment necessary 
for EP purposes into the station’s CAP such that immediate corrective actions could be taken to ensure the RSPS 
function was met. 
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Inspection Report# : 2012004 (pdf)  

Occupational Radiation Safety 

Significance:  Sep 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Calibration of Respirator Fit Test Equipment 
Inspectors identified an NCV of Technical Specification (TS) 6.7.1.a, “Procedures and Programs,” which requires that 
written procedures be established and implemented, to include administrative procedures, which includes radiation 
protection procedures. Specifically, procedure HD 0965.10, “Respirator Fit Testing Using TSI Portacount Plus,” 
Revision 10, did not specify a calibration frequency requirement for the respirator fit test equipment. The equipment 
vendor recommended annual calibration frequency, which was exceeded by over two years, and the current as-found 
condition of the specified equipment when tested was found out of calibration. This issue was entered into NextEra’s 
CAP as CR 1785134.  
 
This performance deficiency was determined to be more than minor, because it was associated with program and 
process attribute of the Occupational Radiation Safety cornerstone and affected its 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 respirator fit testing was being used to certify respirator protection factors 
of workers which were relied upon to provide protection of workers due to airborne radioactivity during the previous 
refueling outage. Additionally, it was similar to example 6.b in IMC 0612, Appendix E, “Examples of Minor Issues,” 
which states that failing to calibrate radiation instruments was more than minor if the as-found condition was not 
within the acceptance criteria for the calibration and did not provide a conservative measurement. The issue was 
evaluated using IMC 0609, “Significance Determination Process” (SDP), and was determined to be of very low safety 
significance. Specifically, when evaluated with IMC 0609, Appendix C, “Occupational Radiation Safety Significance 
Determination Process,” the performance deficiency was not an ALARA issue, did not involve an overexposure or a 
potential overexposure, and did not impact NextEra’s ability to assess dose. The inspectors determined that this 
finding had a cross-cutting aspect in the area of Problem Identification and Resolution - CAP because NextEra did not 
identify that vendor recommended calibration requirements had not been met or evaluated when this equipment was 
returned by the vendor for routine cleaning. 
Inspection Report# : 2012004 (pdf)  

Significance: N/A Apr 06, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Tech Spec 6.10.0 Violation - contractor electrician entered high radiation area without receiving health physics 
briefing 
NRC Letter, dated June 1, 2012 (ML12153A155), documented an NRC Office of Investigation review to determine 
whether a contractor electrician deliberately entered a high radiation area without first receiving a health physics 
briefing on the current radiological conditions in accordance with site procedures required by NextEra’s operating 
license (NRC Investigation Report Number 1-2011-038). The NRC concluded that the contractor electrician, who had 
been assigned to conduct work within an HRA, deliberately entered the HRA without first receiving the HP briefing 
on the current radiological conditions. That issue was being treated as an NCV. 
Inspection Report# : 2013003 (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 : September 03, 2013 
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Seabrook 1 
3Q/2013 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 31, 2013 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Loss of DC Control Power to Switchyard #2 
A self-revealing finding of very low safety significance was identified for failure to follow procedures associated with 
switchyard maintenance activities on January 24, 2013. Specifically, in preparation for the planned maintenance on 
switchyard battery (SYB) #3, operators incorrectly performed NextEra procedure ON1048.07, Switchyard Battery 
Operation, which led to a loss of power on switchyard system (SYS) #2, disabled the SYS#2 breaker automatic 
closure feature, and increased the risk of a loss of offsite power. Corrective action was subsequently taken to secure 
the maintenance on SYB#3, and return it and the battery charger to service to supply loads to both Switchyard System 
#1 (SYS#1) and SYS#2. NextEra entered this issue into their corrective action program (CAP) as condition report 
(CR) 1841980.  
 
This performance deficiency is more than minor because it was associated with the human performance attribute of 
the Initiating Events cornerstone, and it adversely affected the cornerstone objective to limit the likelihood of events 
that upset plant stability and challenge critical safety functions. Specifically, not properly performing NextEra 
procedure ON1048.07 resulted in the loss of the SYS#2 breaker automatic closure feature, thereby increasing the risk 
of an initiating event due to a loss of off-site power. The inspectors evaluated the finding in accordance with IMC 
0609, Appendix A, “Determining the Significance of Reactor Inspection Findings for At-Power Situations” (IMC 
0609A). The inspectors determined that the finding was of very low safety significance (Green) because the 
deficiency did not cause a reactor trip, and the loss of mitigation equipment relied upon to transition the plant from the 
onset of the trip to a stable shutdown condition. This finding has a cross-cutting aspect in the area of Human 
Performance, Work Practices, because NextEra personnel did not utilize human error prevention techniques 
commensurate with the risk of the assigned task, such that work activities were performed safely. Specifically, 
NextEra personnel did not verify that the switchyard battery charger switch manipulation would result in the 
appropriate system response. [H.4(a)] 
Inspection Report# : 2013002 (pdf)  

Significance:  Dec 31, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Correct a Condition Adverse to Quality for the L-5 FICI Connection 
A self revealing, non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Actions,” was 
identified because the high pressure Swagelok fitting for the L-5 fixed in-core detection instrument failed and caused 
an unisolable reactor coolant leak. Specifically, NextEra did not implement timely and effective corrective actions to 
address a degraded Swagelok fitting associated with the L5 in-core instrument connection that was identified as a 
condition adverse to quality in 2006. As a result, the fitting continued to degrade and failed on October 21, 2012. 
NextEra entered this into their corrective action program as AR 01815351 and implemented immediate corrective 
actions to cut the connection for the L-5 instrument, as well as two others showing signs of leakage, and capped the 
tubes prior to recommencing start-up.  
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The inspectors determined that the performance deficiency was more than minor because it was associated with the 
Equipment Performance attribute of the Initiating Events cornerstone and adversely affected the cornerstone’s 
objective to limit the likelihood of events that upset plant stability and challenge critical safety functions during 
shutdown as well as power operations. Additionally it is similar to example 4.d of Inspection Manual (IMC) 0612, 
Appendix E, because this was a failure to implement a corrective action that did have a safety impact, because the 
fitting failed and caused a 4 gpm non-isolable leak from the reactor coolant system. The inspectors evaluated the 
finding using IMC 0609, Attachment A, because the operational impact occurred after the residual heat removal pump 
was secured for start-up. The inspectors determined that the finding was of very low safety significance (Green) 
because the deficiency would not result in exceeding the small loss of coolant accident (LOCA) leak rate and would 
not have affected other systems used to mitigate a LOCA. This finding has a cross-cutting aspect in the area of Human 
Performance, Resources, because actions were not taken to maintain long term plant safety by minimization of long-
standing equipment issues. Specifically, NextEra did not manage the ongoing degradation of the L-5 in-core 
instrument connection fitting connection while long term corrective actions were implemented. 
Inspection Report# : 2012005 (pdf)  

Significance:  Dec 31, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Adequately Implement Procedure Led to Reactor Coolant System Leakage from Pressurizer Safety 
Valve Flange 
A self-revealing, non-cited violation of technical specification 6.7.1, “Procedures and Programs,” was identified after 
the control room received a high discharge temperature alarm for pressurizer relief valve RC-V-116 while 
pressurizing the reactor coolant system during start-up preparations on October 21, 2012. Specifically, NextEra 
personnel did not properly implement maintenance procedure MS0519.17, “Crosby Pressurizer Mechanical Safety 
Valve Removal and Installation.” This led to the reactor coolant system leakage past the RC-V-116 flange gasket that 
caused the high discharge temperature alarm. NextEra entered this into their corrective action program as AR1815307 
and implemented immediate corrective actions to retorque the bolts and replace the gasket on RC-V-116.  
 
The performance deficiency was determined to be more than minor because it was associated with the human 
performance attribute of the Initiating Events cornerstone and adversely affected the cornerstone objective to limit the 
likelihood of events that upset plant stability and challenge critical safety functions during shutdown as well as power 
operations. Specifically, because NextEra personnel did not properly implement procedure MS0519.17, eight bolts on 
the inlet flange of pressurizer RC-V-116 were not adequately torqued. This resulted in reactor coolant system leakage 
during preparations for reactor start-up on October 21, 2012, and required NextEra operators to return the plant to cold 
shutdown. Additionally, this was similar to more-than-minor example 2.e in IMC 0612, Appendix E, because the 
procedure non-compliance resulted in a negative safety consequence in that it impacted the ability of the flange to 
perform its function to prevent reactor coolant system leakage. The inspectors evaluated the finding using IMC 0609, 
Attachment A, because the operational impact occurred after the residual heat removal pump was secured for start-up. 
The inspectors determined that the finding was of very low safety significance (Green) because the deficiency would 
not result in exceeding the small loss of coolant accident (LOCA) leak rate and would not have affected other systems 
used to mitigate a LOCA. This finding has a cross-cutting aspect in the area of Human Performance, work practices, 
because personnel did not follow the procedures. Specifically, when tensioning the bolts on the pressurizer relief valve 
RC-V-116 inlet flange, NextEra personnel did not verify there was a gap for eight of the twelve bolts on the inlet 
flange of the valve as required by maintenance procedure MS0519.17. 
Inspection Report# : 2012005 (pdf)  
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Mitigating Systems 

Significance:  Apr 26, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Verify Adequate Fault Protection for Safety Related Equipment from Non-Safety Related Load 
Fault  
The team identified a finding of very low safety significance involving a non-cited violation of the 10CFR 50, 
Appendix B, Criterion III, “Design Control,” in that, NextEra did not appropriately select and review, for suitability of 
application, a safety-related over-current protection devise for a safety related power panel (EDE-PP01B). 
Specifically, NextEra did not consider the effects the current-limiter function of safety related inverters, which 
supplied the safety related power panel, would limit fault current at the over-current protection devise. As a result, the 
safety related over-current protective devices would not have prevented a postulated fault of a non-safety related load, 
supplied from the safety related power panel, from causing a momentary loss of voltage to the power panel and all 
associated safety related loads. In response, NextEra entered the issue into their corrective action program and 
performed a preliminary analysis that determined an existing non-safety related fuse would provide adequate over-
current protection. NextEra credited the use of this fuse as an interim compensatory measure in their operability 
assessment in order to conclude the system was operable. The team determined the analysis and associated assessment 
were reasonable.  
 
The finding was more than minor because it was similar to Example 3.j of NRC Inspection Manual Chapter (IMC) 
0612, Appendix E, and was associated with the Design Control attribute of the Mitigating Systems Cornerstone and 
affected the cornerstone objective to ensure the availability, reliability, and capability of systems that respond to 
initiating events to prevent undesirable consequences. The team determined the finding was of very low safety 
significance because the issue was a qualification deficiency that did not result in inoperablity of the system.  
 
This finding did not have a cross-cutting aspect because it was determined to be a legacy issue not indicative of 
current licensee performance.  
 
Inspection Report# : 2013008 (pdf)  

Significance:  Apr 26, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Condensate Storage Tank Water Level Above Limits of Seismic Qualification  
The team identified a finding of very low safety significance involving a non-cited violation of 10 CFR 50, Appendix 
B, Criterion III, “Design Control,” in that NextEra did not assure the seismic design requirements for Condensate 
Storage Tank (CST) were translated into specifications and procedures. Specifically, the team found that NextEra’s 
seismic design calculations for the CST was based, in part, on a maximum tank level. The maximum tank level was 
used to ensure that the floating cover inside the CST would not strike the top of the tank. NextEra engineers had 
concluded that this impact could cause a failure of the CST or cover. However, the team identified that the high level 
alarm and operating procedure limits for the tank were above the level credited in the calculation. Additionally, the 
team determined that NextEra routinely operated the CST tank above the maximum tank level assumed in the 
calculation. Following identification NextEra entered it into their corrective action program and proceduralized a 
lower maximum allowable water level for the CST to prevent a seismically induced impact of the floating cover on 
the tank.  
The finding is more than minor because it is associated with the protection against external factors (seismic event) 
attribute of the Mitigating Systems cornerstone and affected the cornerstone objective of ensuring the reliability of 
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systems that respond to initiating events to prevent undesirable consequences. The finding involved the loss or 
degradation of equipment so a detailed risk evaluation (DRE) was performed. Based upon the DRE, the finding was 
determined to be of very low safety significance.  
 
This finding was not assigned a cross-cutting aspect because the underlying cause was not indicative of current 
performance. 
Inspection Report# : 2013008 (pdf)  

Significance:  Apr 26, 2013 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Perform Preventative Maintenance on the Supplemental Emergency Power System  
The team identified a finding of very low safety significance, in that NextEra did not perform preventative 
maintenance (PM) on supplemental emergency power system (SEPS) components as required by the approved 
engineering design modification for SEPS. As a result, the system's reliability to respond to a loss of off-site power 
event had not been maintained at a high confidence level, as assumed in NextEra's design and probabilistic risk 
analyses. In response, NextEra entered the issue into their corrective action program, evaluated the effect on 
equipment reliability for the never performed PMs, and implemented an accelerated schedule to complete the missed 
PM tasks.  
 
The finding was more than minor because, if left uncorrected, it had the potential to lead to a more significant safety 
concern. In addition, the finding was associated with the Procedure Quality and Equipment Performance attributes of 
the Mitigating Systems Cornerstone and affected the cornerstone objective to ensure the availability, reliability, and 
capability of systems that respond to initiating events. The team determined the finding was of very low safety 
significance because it was a qualification deficiency that was determined not to affect availability at the time of 
discovery.  
 
This finding had a cross-cutting aspect in the area of Human Performance, Decision Making, because the quarterly 
system health report stated the failure to complete long term SEPS PMs was a serious threat to equipment reliability. 
Inspection Report# : 2013008 (pdf)  

Significance:  Apr 26, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Primary Component Cooling Water System Unavailable Following a Seismic Event  
The team identified a finding of very low safety significance involving a non-cited violation (NCV) of 10 CFR Part 
50, Appendix B, Criterion III, “Design Control”, in that NextEra did not verify the design basis for the primary 
component cooling water (PCCW) had been translated into specifications and procedures. Specifically, the team 
found that NextEra had produced engineering evaluations and maintenance procedures that allowed a limited amount 
of leakage past the “B” train PCCW isolation valves. The team noted NextEra used these documents to conclude that 
a 2.5 gpm leak rate identified in April 2011 and a 4 gpm leak identified in October 2012 on “B” train valves were 
acceptable. The team reviewed the design and licensing basis of the “B” train and determined the system did not have 
a safety related refill capability and, therefore, was required to be leak tight. The team determined that, with leakage 
past the valves, water would need to be added to the system every few hours in order to ensure the system would be 
available. The team concluded that following certain design basis events a safety related refill system would not be 
available resulting in loss of the PCCW system. Following identification of the issue NextEra entered it into their 
corrective action program and evaluated the operability of systems- concluding it was operable. The team review of 
the evaluation determined it to be reasonable.  
The finding is more than minor because it is associated with the protection against external factors (seismic event) 
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attribute of the Mitigating Systems cornerstone and affected the cornerstone objective of ensuring the reliability of 
systems that respond to initiating events to prevent undesirable consequences. The finding involved the loss or 
degradation of equipment designed to mitigate a seismic initiating event and triggered the use of Exhibit 4 which 
resulted so a DRE was performed. Based upon the DRE, the finding was determined to be of very low safety 
significance.  
 
The team determined that this finding has a cross-cutting aspect in the area of Human Performance, Resources, 
because NextEra did not ensure that personnel, equipment, procedures, and other resources were available and 
adequate to assure nuclear safety. Specifically, those necessary for: complete, accurate and up-to-date design 
documentation, procedures, and work packages. 
Inspection Report# : 2013008 (pdf)  

Significance:  Mar 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Evaluate Service Water Cooling Tower Level 
A self-revealing NCV of technical specification (TS) 3.7.4 “Service Water System/Ultimate Heat Sink,” resulted from 
operators’ failure to follow procedures to evaluate a faulty SW cooling tower basin level instrument. Specifically, 
because NextEra personnel did not properly follow their Conduct of Operations procedure and the Operations 
Management Manual, an inaccurate level gage was used to determine SW cooling tower basin level. This resulted in 
the SW cooling tower basin level dropping and remaining below its TS minimum value for approximately 17 days. 
NextEra’s immediate corrective actions included conducting a fast fill of the cooling tower basin via the fire 
protection system to restore operability on December 7, 2012, and entering the issue into their CAP as CR 1830734. 
Planned corrective actions included implementing a process for operations department oral boards to focus on 
standards applications, fundamentals, and use of situational questions.  
 
This performance deficiency is more than minor because it was associated with the equipment performance attribute 
of the Mitigating Systems cornerstone, and it adversely affected the cornerstone objective to ensure the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. 
Specifically, the SW cooling tower basin level was below its TS minimum level of 42.15 feet for 17 days. The 
inspectors evaluated the finding in accordance with IMC 0609, Appendix A, “Determining the Significance of 
Reactor Inspection Findings for At-Power Situations” (IMC 0609A). The inspectors determined that the finding was 
of very low safety significance (Green) because the deficiency did not affect the design or qualification of the SW 
system and it did not represent a loss of system safety function. Although the finding did involve the degradation of 
equipment specifically designed to mitigate a seismic initiating event, the SW cooling tower had sufficient margin 
available to satisfy its design basis requirements and safety function. This finding has a cross-cutting aspect in the area 
of Human Performance, Decision Making, because NextEra 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, NextEra failed to properly evaluate 
which SW cooling tower level gage was inoperable and thus relied on an inoperable indication for SW cooling tower 
level. (H.1(b)) 
Inspection Report# : 2013002 (pdf)  

Barrier Integrity 
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Emergency Preparedness 

Occupational Radiation Safety 
Significance: N/A Apr 06, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Tech Spec 6.10.0 Violation - contractor electrician entered high radiation area without receiving health physics 
briefing 
NRC Letter, dated June 1, 2012 (ML12153A155), documented an NRC Office of Investigation review to determine 
whether a contractor electrician deliberately entered a high radiation area without first receiving a health physics 
briefing on the current radiological conditions in accordance with site procedures required by NextEra’s operating 
license (NRC Investigation Report Number 1-2011-038). The NRC concluded that the contractor electrician, who had 
been assigned to conduct work within an HRA, deliberately entered the HRA without first receiving the HP briefing 
on the current radiological conditions. That issue was being treated as an NCV. 
Inspection Report# : 2013003 (pdf)  

Public Radiation Safety 

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

Miscellaneous 
Last modified : December 03, 2013 
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Seabrook 1 
4Q/2013 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 31, 2013 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Loss of DC Control Power to Switchyard #2 
A self-revealing finding of very low safety significance was identified for failure to follow procedures associated with 
switchyard maintenance activities on January 24, 2013. Specifically, in preparation for the planned maintenance on 
switchyard battery (SYB) #3, operators incorrectly performed NextEra procedure ON1048.07, Switchyard Battery 
Operation, which led to a loss of power on switchyard system (SYS) #2, disabled the SYS#2 breaker automatic 
closure feature, and increased the risk of a loss of offsite power. Corrective action was subsequently taken to secure 
the maintenance on SYB#3, and return it and the battery charger to service to supply loads to both Switchyard System 
#1 (SYS#1) and SYS#2. NextEra entered this issue into their corrective action program (CAP) as condition report 
(CR) 1841980.  
 
This performance deficiency is more than minor because it was associated with the human performance attribute of 
the Initiating Events cornerstone, and it adversely affected the cornerstone objective to limit the likelihood of events 
that upset plant stability and challenge critical safety functions. Specifically, not properly performing NextEra 
procedure ON1048.07 resulted in the loss of the SYS#2 breaker automatic closure feature, thereby increasing the risk 
of an initiating event due to a loss of off-site power. The inspectors evaluated the finding in accordance with IMC 
0609, Appendix A, “Determining the Significance of Reactor Inspection Findings for At-Power Situations” (IMC 
0609A). The inspectors determined that the finding was of very low safety significance (Green) because the 
deficiency did not cause a reactor trip, and the loss of mitigation equipment relied upon to transition the plant from the 
onset of the trip to a stable shutdown condition. This finding has a cross-cutting aspect in the area of Human 
Performance, Work Practices, because NextEra personnel did not utilize human error prevention techniques 
commensurate with the risk of the assigned task, such that work activities were performed safely. Specifically, 
NextEra personnel did not verify that the switchyard battery charger switch manipulation would result in the 
appropriate system response. [H.4(a)] 
Inspection Report# : 2013002 (pdf)  

Mitigating Systems 

Significance:  Oct 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Operability Determination Regarding Service Water Leakage and Associated TS Violation 
The inspectors identified an NCV of Title 10 of the Code of Federal Regulations (10 CFR) Part 50, Appendix B, 
Criterion V, “Instructions, Procedures, and Drawings,” and an associated violation of technical specification (TS) 
3.7.4, because NextEra did not follow the requirements of station procedure EN-AA-203-1001, “Operability 
Determinations/ Functionality Assessments.” Specifically, NextEra did not properly evaluate and document an 
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adequate basis for operability, when relevant information was available that would have challenged the “reasonable 
expectation of operability” threshold for a service water (SW) through-wall leak that degraded incrementally from 
weepage on August 7, 2013, to a significantly larger leak on August 28, 2013. NextEra completed a temporary non-
code repair of the flaw with the installation of a weldolet on September 1, 2013, following NRC review and approval 
of a relief request. Additionally, under the corrective action process, NextEra completed apparent cause evaluations 
for the piping flaw, as well as engineering decision-making during the non-destructive examinations and evaluations, 
and are currently evaluating the fundamental issue of decision-making regarding TS operability and TS compliance.  
 
This performance deficiency 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. Specifically, the prompt operability 
determination incorrectly concluded the “B” cooling tower (CT) SW header and the “B” SW (ocean) pumps were 
operable, but degraded, versus inoperable. IMC 0609, Appendix A, Exhibit 2, “Mitigating Systems Screening 
Questions,” and Exhibit 4, “External Events Screening Questions,” were used to assess this issue and a detailed risk 
evaluation was completed. The inspectors assumed that functionality of the SW system, based upon the as-found wall 
thinning, would only be challenged when aligned to the cooling tower basin when the SW piping is subjected to a 
higher overall sytem pressure. This system configuration is used to mitigate a seismic event following the loss of the 
normal SW intake structure. Based on low probability of SW piping system failure due to a seismic event and the 
overall low likelihood of a seismic event of a magnitude sufficient to cause structure, system, and component (SSC) 
damage, this finding was determined to be of very low safety significance (Green).  
 
This finding has a cross-cutting aspect in the area of human performance associated with the decision making 
component because NextEra failed to 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 it is unsafe in 
order to disapprove the action. Specifically, NextEra personnel had not considered relevant information in the form of 
UT data and actual leak propagation to conclude that they no longer had “reasonable assurance of operability” and did 
not declare the “B” header of ocean and CT SW systems inoperable [H.1(b)]. 
Inspection Report# : 2013004 (pdf)  

Significance:  Apr 26, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Verify Adequate Fault Protection for Safety Related Equipment from Non-Safety Related Load 
Fault  
The team identified a finding of very low safety significance involving a non-cited violation of the 10CFR 50, 
Appendix B, Criterion III, “Design Control,” in that, NextEra did not appropriately select and review, for suitability of 
application, a safety-related over-current protection devise for a safety related power panel (EDE-PP01B). 
Specifically, NextEra did not consider the effects the current-limiter function of safety related inverters, which 
supplied the safety related power panel, would limit fault current at the over-current protection devise. As a result, the 
safety related over-current protective devices would not have prevented a postulated fault of a non-safety related load, 
supplied from the safety related power panel, from causing a momentary loss of voltage to the power panel and all 
associated safety related loads. In response, NextEra entered the issue into their corrective action program and 
performed a preliminary analysis that determined an existing non-safety related fuse would provide adequate over-
current protection. NextEra credited the use of this fuse as an interim compensatory measure in their operability 
assessment in order to conclude the system was operable. The team determined the analysis and associated assessment 
were reasonable.  
 
The finding was more than minor because it was similar to Example 3.j of NRC Inspection Manual Chapter (IMC) 
0612, Appendix E, and was associated with the Design Control attribute of the Mitigating Systems Cornerstone and 
affected the cornerstone objective to ensure the availability, reliability, and capability of systems that respond to 
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initiating events to prevent undesirable consequences. The team determined the finding was of very low safety 
significance because the issue was a qualification deficiency that did not result in inoperablity of the system.  
 
This finding did not have a cross-cutting aspect because it was determined to be a legacy issue not indicative of 
current licensee performance.  
 
Inspection Report# : 2013008 (pdf)  

Significance:  Apr 26, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Condensate Storage Tank Water Level Above Limits of Seismic Qualification  
The team identified a finding of very low safety significance involving a non-cited violation of 10 CFR 50, Appendix 
B, Criterion III, “Design Control,” in that NextEra did not assure the seismic design requirements for Condensate 
Storage Tank (CST) were translated into specifications and procedures. Specifically, the team found that NextEra’s 
seismic design calculations for the CST was based, in part, on a maximum tank level. The maximum tank level was 
used to ensure that the floating cover inside the CST would not strike the top of the tank. NextEra engineers had 
concluded that this impact could cause a failure of the CST or cover. However, the team identified that the high level 
alarm and operating procedure limits for the tank were above the level credited in the calculation. Additionally, the 
team determined that NextEra routinely operated the CST tank above the maximum tank level assumed in the 
calculation. Following identification NextEra entered it into their corrective action program and proceduralized a 
lower maximum allowable water level for the CST to prevent a seismically induced impact of the floating cover on 
the tank.  
The finding is more than minor because it is associated with the protection against external factors (seismic event) 
attribute of the Mitigating Systems cornerstone and affected the cornerstone objective of ensuring the reliability of 
systems that respond to initiating events to prevent undesirable consequences. The finding involved the loss or 
degradation of equipment so a detailed risk evaluation (DRE) was performed. Based upon the DRE, the finding was 
determined to be of very low safety significance.  
 
This finding was not assigned a cross-cutting aspect because the underlying cause was not indicative of current 
performance. 
Inspection Report# : 2013008 (pdf)  

Significance:  Apr 26, 2013 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Perform Preventative Maintenance on the Supplemental Emergency Power System  
The team identified a finding of very low safety significance, in that NextEra did not perform preventative 
maintenance (PM) on supplemental emergency power system (SEPS) components as required by the approved 
engineering design modification for SEPS. As a result, the system's reliability to respond to a loss of off-site power 
event had not been maintained at a high confidence level, as assumed in NextEra's design and probabilistic risk 
analyses. In response, NextEra entered the issue into their corrective action program, evaluated the effect on 
equipment reliability for the never performed PMs, and implemented an accelerated schedule to complete the missed 
PM tasks.  
 
The finding was more than minor because, if left uncorrected, it had the potential to lead to a more significant safety 
concern. In addition, the finding was associated with the Procedure Quality and Equipment Performance attributes of 
the Mitigating Systems Cornerstone and affected the cornerstone objective to ensure the availability, reliability, and 
capability of systems that respond to initiating events. The team determined the finding was of very low safety 
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significance because it was a qualification deficiency that was determined not to affect availability at the time of 
discovery.  
 
This finding had a cross-cutting aspect in the area of Human Performance, Decision Making, because the quarterly 
system health report stated the failure to complete long term SEPS PMs was a serious threat to equipment reliability. 
Inspection Report# : 2013008 (pdf)  

Significance:  Apr 26, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Primary Component Cooling Water System Unavailable Following a Seismic Event  
The team identified a finding of very low safety significance involving a non-cited violation (NCV) of 10 CFR Part 
50, Appendix B, Criterion III, “Design Control”, in that NextEra did not verify the design basis for the primary 
component cooling water (PCCW) had been translated into specifications and procedures. Specifically, the team 
found that NextEra had produced engineering evaluations and maintenance procedures that allowed a limited amount 
of leakage past the “B” train PCCW isolation valves. The team noted NextEra used these documents to conclude that 
a 2.5 gpm leak rate identified in April 2011 and a 4 gpm leak identified in October 2012 on “B” train valves were 
acceptable. The team reviewed the design and licensing basis of the “B” train and determined the system did not have 
a safety related refill capability and, therefore, was required to be leak tight. The team determined that, with leakage 
past the valves, water would need to be added to the system every few hours in order to ensure the system would be 
available. The team concluded that following certain design basis events a safety related refill system would not be 
available resulting in loss of the PCCW system. Following identification of the issue NextEra entered it into their 
corrective action program and evaluated the operability of systems- concluding it was operable. The team review of 
the evaluation determined it to be reasonable.  
The finding is more than minor because it is associated with the protection against external factors (seismic event) 
attribute of the Mitigating Systems cornerstone and affected the cornerstone objective of ensuring the reliability of 
systems that respond to initiating events to prevent undesirable consequences. The finding involved the loss or 
degradation of equipment designed to mitigate a seismic initiating event and triggered the use of Exhibit 4 which 
resulted so a DRE was performed. Based upon the DRE, the finding was determined to be of very low safety 
significance.  
 
The team determined that this finding has a cross-cutting aspect in the area of Human Performance, Resources, 
because NextEra did not ensure that personnel, equipment, procedures, and other resources were available and 
adequate to assure nuclear safety. Specifically, those necessary for: complete, accurate and up-to-date design 
documentation, procedures, and work packages. 
Inspection Report# : 2013008 (pdf)  

Significance:  Mar 31, 2013 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Evaluate Service Water Cooling Tower Level 
A self-revealing NCV of technical specification (TS) 3.7.4 “Service Water System/Ultimate Heat Sink,” resulted from 
operators’ failure to follow procedures to evaluate a faulty SW cooling tower basin level instrument. Specifically, 
because NextEra personnel did not properly follow their Conduct of Operations procedure and the Operations 
Management Manual, an inaccurate level gage was used to determine SW cooling tower basin level. This resulted in 
the SW cooling tower basin level dropping and remaining below its TS minimum value for approximately 17 days. 
NextEra’s immediate corrective actions included conducting a fast fill of the cooling tower basin via the fire 
protection system to restore operability on December 7, 2012, and entering the issue into their CAP as CR 1830734. 
Planned corrective actions included implementing a process for operations department oral boards to focus on 
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standards applications, fundamentals, and use of situational questions. 
 
This performance deficiency is more than minor because it was associated with the equipment performance attribute 
of the Mitigating Systems cornerstone, and it adversely affected the cornerstone objective to ensure the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. 
Specifically, the SW cooling tower basin level was below its TS minimum level of 42.15 feet for 17 days. The 
inspectors evaluated the finding in accordance with IMC 0609, Appendix A, “Determining the Significance of 
Reactor Inspection Findings for At-Power Situations” (IMC 0609A). The inspectors determined that the finding was 
of very low safety significance (Green) because the deficiency did not affect the design or qualification of the SW 
system and it did not represent a loss of system safety function. Although the finding did involve the degradation of 
equipment specifically designed to mitigate a seismic initiating event, the SW cooling tower had sufficient margin 
available to satisfy its design basis requirements and safety function. This finding has a cross-cutting aspect in the area 
of Human Performance, Decision Making, because NextEra 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, NextEra failed to properly evaluate 
which SW cooling tower level gage was inoperable and thus relied on an inoperable indication for SW cooling tower 
level. (H.1(b)) 
Inspection Report# : 2013002 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Security 
Although the Security Cornerstone is included in the Reactor Oversight Process assessment program, the Commission 
has decided that specific information related to findings and performance indicators pertaining to the Security 
Cornerstone will not be publicly available to ensure that security information is not provided to a possible adversary. 
Other than the fact that a finding or performance indicator is Green or Greater-Than-Green, security related 
information will not be displayed on the public web page. Therefore, the cover letters to security inspection reports 
may be viewed. 
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Seabrook 1 
1Q/2014 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Mar 31, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Scaffolding Installed with Insufficient Separation to Safety Related Equipment 
The inspectors identified an NCV of 10 CFR Part 50, Appendix B, Criterion V, “Procedures,” because NextEra did 
not ensure adequate separation was maintained between temporary scaffolding and safety-related equipment. 
Specifically, six instances of scaffolding installed in the plant were identified with less than the minimum standoff 
distance to safety-related equipment specified in NextEra procedures and no corresponding engineering evaluation to 
support these deviations. NextEra entered this NCV into their CAP as AR 01933827 and assessed the six deviations 
for any impact on the associated safety-related systems.  
 
This performance deficiency was considered more than minor because it affected the protection against external 
factors 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, NextEra did 
not evaluate scaffolding installations when insufficient separation to safety-related equipment existed after procedural 
requirements were revised to a more restrictive value. Additionally, it was similar to example 4.a in IMC 0612, 
Appendix E, “Examples of Minor Issues,” which states that the issue of failing to appropriately evaluate scaffold 
installation as required by procedures is more than minor if the licensee routinely failed to perform engineering 
evaluations. The issue was evaluated in accordance with IMC 0609, Appendix A, “The Significance Determination 
Process for Findings At-Power” and determined to be of very low safety significance (Green), because it did not 
involve the loss or degradation of equipment or function specifically designed to mitigate a seismic event. This 
finding has a cross-cutting aspect in the area of Problem Identification and Resolution, Evaluation, because NextEra 
personnel did not perform an adequate extent of condition review after revision of their erection of scaffold procedure. 
This performance deficiency directly contributed to multiple instances of scaffold members erected within two inches 
of safety-related equipment without an engineering evaluation [P.2]. 
Inspection Report# : 2014002 (pdf)  

Significance:  Oct 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Operability Determination Regarding Service Water Leakage and Associated TS Violation 
The inspectors identified an NCV of Title 10 of the Code of Federal Regulations (10 CFR) Part 50, Appendix B, 
Criterion V, “Instructions, Procedures, and Drawings,” and an associated violation of technical specification (TS) 
3.7.4, because NextEra did not follow the requirements of station procedure EN-AA-203-1001, “Operability 
Determinations/ Functionality Assessments.” Specifically, NextEra did not properly evaluate and document an 
adequate basis for operability, when relevant information was available that would have challenged the “reasonable 
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expectation of operability” threshold for a service water (SW) through-wall leak that degraded incrementally from 
weepage on August 7, 2013, to a significantly larger leak on August 28, 2013. NextEra completed a temporary non-
code repair of the flaw with the installation of a weldolet on September 1, 2013, following NRC review and approval 
of a relief request. Additionally, under the corrective action process, NextEra completed apparent cause evaluations 
for the piping flaw, as well as engineering decision-making during the non-destructive examinations and evaluations, 
and are currently evaluating the fundamental issue of decision-making regarding TS operability and TS compliance.  
 
This performance deficiency 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. Specifically, the prompt operability 
determination incorrectly concluded the “B” cooling tower (CT) SW header and the “B” SW (ocean) pumps were 
operable, but degraded, versus inoperable. IMC 0609, Appendix A, Exhibit 2, “Mitigating Systems Screening 
Questions,” and Exhibit 4, “External Events Screening Questions,” were used to assess this issue and a detailed risk 
evaluation was completed. The inspectors assumed that functionality of the SW system, based upon the as-found wall 
thinning, would only be challenged when aligned to the cooling tower basin when the SW piping is subjected to a 
higher overall sytem pressure. This system configuration is used to mitigate a seismic event following the loss of the 
normal SW intake structure. Based on low probability of SW piping system failure due to a seismic event and the 
overall low likelihood of a seismic event of a magnitude sufficient to cause structure, system, and component (SSC) 
damage, this finding was determined to be of very low safety significance (Green).  
 
This finding has a cross-cutting aspect in the area of human performance associated with the decision making 
component because NextEra failed to 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 it is unsafe in 
order to disapprove the action. Specifically, NextEra personnel had not considered relevant information in the form of 
UT data and actual leak propagation to conclude that they no longer had “reasonable assurance of operability” and did 
not declare the “B” header of ocean and CT SW systems inoperable [H.1(b)]. 
Inspection Report# : 2013004 (pdf)  

Significance:  Apr 26, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Verify Adequate Fault Protection for Safety Related Equipment from Non-Safety Related Load 
Fault  
The team identified a finding of very low safety significance involving a non-cited violation of the 10CFR 50, 
Appendix B, Criterion III, “Design Control,” in that, NextEra did not appropriately select and review, for suitability of 
application, a safety-related over-current protection devise for a safety related power panel (EDE-PP01B). 
Specifically, NextEra did not consider the effects the current-limiter function of safety related inverters, which 
supplied the safety related power panel, would limit fault current at the over-current protection devise. As a result, the 
safety related over-current protective devices would not have prevented a postulated fault of a non-safety related load, 
supplied from the safety related power panel, from causing a momentary loss of voltage to the power panel and all 
associated safety related loads. In response, NextEra entered the issue into their corrective action program and 
performed a preliminary analysis that determined an existing non-safety related fuse would provide adequate over-
current protection. NextEra credited the use of this fuse as an interim compensatory measure in their operability 
assessment in order to conclude the system was operable. The team determined the analysis and associated assessment 
were reasonable.  
 
The finding was more than minor because it was similar to Example 3.j of NRC Inspection Manual Chapter (IMC) 
0612, Appendix E, and was associated with the Design Control attribute of the Mitigating Systems Cornerstone and 
affected the cornerstone objective to ensure the availability, reliability, and capability of systems that respond to 
initiating events to prevent undesirable consequences. The team determined the finding was of very low safety 
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significance because the issue was a qualification deficiency that did not result in inoperablity of the system. 
 
This finding did not have a cross-cutting aspect because it was determined to be a legacy issue not indicative of 
current licensee performance.  
 
Inspection Report# : 2013008 (pdf)  

Significance:  Apr 26, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Condensate Storage Tank Water Level Above Limits of Seismic Qualification  
The team identified a finding of very low safety significance involving a non-cited violation of 10 CFR 50, Appendix 
B, Criterion III, “Design Control,” in that NextEra did not assure the seismic design requirements for Condensate 
Storage Tank (CST) were translated into specifications and procedures. Specifically, the team found that NextEra’s 
seismic design calculations for the CST was based, in part, on a maximum tank level. The maximum tank level was 
used to ensure that the floating cover inside the CST would not strike the top of the tank. NextEra engineers had 
concluded that this impact could cause a failure of the CST or cover. However, the team identified that the high level 
alarm and operating procedure limits for the tank were above the level credited in the calculation. Additionally, the 
team determined that NextEra routinely operated the CST tank above the maximum tank level assumed in the 
calculation. Following identification NextEra entered it into their corrective action program and proceduralized a 
lower maximum allowable water level for the CST to prevent a seismically induced impact of the floating cover on 
the tank.  
The finding is more than minor because it is associated with the protection against external factors (seismic event) 
attribute of the Mitigating Systems cornerstone and affected the cornerstone objective of ensuring the reliability of 
systems that respond to initiating events to prevent undesirable consequences. The finding involved the loss or 
degradation of equipment so a detailed risk evaluation (DRE) was performed. Based upon the DRE, the finding was 
determined to be of very low safety significance.  
 
This finding was not assigned a cross-cutting aspect because the underlying cause was not indicative of current 
performance. 
Inspection Report# : 2013008 (pdf)  

Significance:  Apr 26, 2013 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Perform Preventative Maintenance on the Supplemental Emergency Power System  
The team identified a finding of very low safety significance, in that NextEra did not perform preventative 
maintenance (PM) on supplemental emergency power system (SEPS) components as required by the approved 
engineering design modification for SEPS. As a result, the system's reliability to respond to a loss of off-site power 
event had not been maintained at a high confidence level, as assumed in NextEra's design and probabilistic risk 
analyses. In response, NextEra entered the issue into their corrective action program, evaluated the effect on 
equipment reliability for the never performed PMs, and implemented an accelerated schedule to complete the missed 
PM tasks.  
 
The finding was more than minor because, if left uncorrected, it had the potential to lead to a more significant safety 
concern. In addition, the finding was associated with the Procedure Quality and Equipment Performance attributes of 
the Mitigating Systems Cornerstone and affected the cornerstone objective to ensure the availability, reliability, and 
capability of systems that respond to initiating events. The team determined the finding was of very low safety 
significance because it was a qualification deficiency that was determined not to affect availability at the time of 
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discovery.  
 
This finding had a cross-cutting aspect in the area of Human Performance, Decision Making, because the quarterly 
system health report stated the failure to complete long term SEPS PMs was a serious threat to equipment reliability. 
Inspection Report# : 2013008 (pdf)  

Significance:  Apr 26, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Primary Component Cooling Water System Unavailable Following a Seismic Event  
The team identified a finding of very low safety significance involving a non-cited violation (NCV) of 10 CFR Part 
50, Appendix B, Criterion III, “Design Control”, in that NextEra did not verify the design basis for the primary 
component cooling water (PCCW) had been translated into specifications and procedures. Specifically, the team 
found that NextEra had produced engineering evaluations and maintenance procedures that allowed a limited amount 
of leakage past the “B” train PCCW isolation valves. The team noted NextEra used these documents to conclude that 
a 2.5 gpm leak rate identified in April 2011 and a 4 gpm leak identified in October 2012 on “B” train valves were 
acceptable. The team reviewed the design and licensing basis of the “B” train and determined the system did not have 
a safety related refill capability and, therefore, was required to be leak tight. The team determined that, with leakage 
past the valves, water would need to be added to the system every few hours in order to ensure the system would be 
available. The team concluded that following certain design basis events a safety related refill system would not be 
available resulting in loss of the PCCW system. Following identification of the issue NextEra entered it into their 
corrective action program and evaluated the operability of systems- concluding it was operable. The team review of 
the evaluation determined it to be reasonable.  
The finding is more than minor because it is associated with the protection against external factors (seismic event) 
attribute of the Mitigating Systems cornerstone and affected the cornerstone objective of ensuring the reliability of 
systems that respond to initiating events to prevent undesirable consequences. The finding involved the loss or 
degradation of equipment designed to mitigate a seismic initiating event and triggered the use of Exhibit 4 which 
resulted so a DRE was performed. Based upon the DRE, the finding was determined to be of very low safety 
significance.  
 
The team determined that this finding has a cross-cutting aspect in the area of Human Performance, Resources, 
because NextEra did not ensure that personnel, equipment, procedures, and other resources were available and 
adequate to assure nuclear safety. Specifically, those necessary for: complete, accurate and up-to-date design 
documentation, procedures, and work packages. 
Inspection Report# : 2013008 (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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Seabrook 1 
2Q/2014 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Jun 30, 2014 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Technical Evaluation of Safety-Related Structures 
The inspectors identified a finding of very low safety significance (Green) because NextEra did not perform adequate 
evaluations of safety-related plant structures. Specifically, additional technical evaluation and analysis was not 
adequately conducted on the safety-related ‘A’ and ‘B’ RHR concrete vaults when it was determined that they 
exceeded the quantitative limits specified in NextEra procedures. NextEra entered the failure to perform adequate 
technical evaluations on concrete structures exceeding Tier II quantitative requirements into the CAP (AR 01929460), 
and committed to performing a formal, independent technical evaluation of the ‘A’ and ‘B’ RHR vault conditions in 
accordance with their structural monitoring program procedure and the ACI 349.3R-96 standard.  
 
The performance deficiency was considered to be more than minor because it affected the protection against external 
factors 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, the inspectors 
concluded that the reliability of the structure was affected in that it exceeded the specified Tier II limits without the 
performance of further technical evaluation. The issue was evaluated in accordance with IMC 0609, Appendix A, 
‘The Significance Determination Process (SDP) for Findings At-Power,’ and determined to be of very low safety 
significance (Green) because it did not represent an actual loss of function of at least a single train for greater than its 
Tech Spec Allowed Outage Time or two separate safety systems out-of-service for greater than it Tech Spec Allowed 
Outage Time. This finding is related to the cross-cutting area of Human Performance – Procedure Adherence, because 
NextEra did not follow processes, procedures, and work instructions (H.8). Specifically, NextEra personnel did not 
perform an adequate technical evaluation of two safety-related concrete structures that exceeded the quantitative 
criteria requiring such an evaluation. 
Inspection Report# : 2014003 (pdf)  

Significance:  Jun 30, 2014 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Unexpected Main Generator Breaker Pole Closure Results in Reactor Trip 
The inspectors identified a self-revealing finding of very low safety significance (Green), because NextEra did not 
ensure that adequate procedural guidance existed in ON1046.12, ‘Operation of the Main Generator Breaker’ to limit 
the likelihood of events that upset plant stability. Specifically, Seabrook station experienced an automatic reactor trip 
from approximately 17% reactor power on April 1, 2014 when two of four reactor coolant pumps (RCPs) tripped on 
low bus voltage. The cause of the reactor trip was directly attributable to the main generator breaker inadvertently 
closing and actuating the main generator multi-function protective relay. NextEra entered the event into their CAP, 
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and conducted a root cause evaluation to determine the root and contributing causes, extent of condition and extent of 
cause, and to identify corrective actions to prevent recurrence. NextEra initiated actions to revise ON1046.12 to add 
controls to communicate the potential risk associated with placing the main generator breaker control in LOCAL, 
conducted briefings with Maintenance groups involved in the event, and evaluated the adequacy of other Operations 
procedures that place equipment in a configuration where protective features are bypassed or defeated.  
 
The performance deficiency was more than minor because it was associated with the procedure quality attribute of the 
Initiating Events cornerstone, and it adversely affected the cornerstone objective to limit the likelihood of events that 
upset plant stability and challenge critical safety functions during shutdown as well as power operations. The finding 
was evaluated under IMC 0609, Attachment 4, “Phase 1 – Initial Characterization of Findings.” The inspectors 
determined that the finding is of very low safety significance (Green) because it did not result in a reactor trip AND 
the loss of mitigating 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 - Work Management because 
NextEra did not ensure that a process of planning, controlling, and executing work activities such that nuclear safety is 
the overriding priority was implemented (H.5). Specifically, ON1046.12, ‘Operation of the Main Generator Breaker’ 
did not contain adequate procedural guidance to communicate the impacts of positioning the Main Generator Selector 
Switch to LOCAL, take mitigating actions, and minimize time spent at increased risk configurations. 
Inspection Report# : 2014003 (pdf)  

Significance:  Mar 31, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Scaffolding Installed with Insufficient Separation to Safety Related Equipment 
The inspectors identified an NCV of 10 CFR Part 50, Appendix B, Criterion V, “Procedures,” because NextEra did 
not ensure adequate separation was maintained between temporary scaffolding and safety-related equipment. 
Specifically, six instances of scaffolding installed in the plant were identified with less than the minimum standoff 
distance to safety-related equipment specified in NextEra procedures and no corresponding engineering evaluation to 
support these deviations. NextEra entered this NCV into their CAP as AR 01933827 and assessed the six deviations 
for any impact on the associated safety-related systems.  
 
This performance deficiency was considered more than minor because it affected the protection against external 
factors 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, NextEra did 
not evaluate scaffolding installations when insufficient separation to safety-related equipment existed after procedural 
requirements were revised to a more restrictive value. Additionally, it was similar to example 4.a in IMC 0612, 
Appendix E, “Examples of Minor Issues,” which states that the issue of failing to appropriately evaluate scaffold 
installation as required by procedures is more than minor if the licensee routinely failed to perform engineering 
evaluations. The issue was evaluated in accordance with IMC 0609, Appendix A, “The Significance Determination 
Process for Findings At-Power” and determined to be of very low safety significance (Green), because it did not 
involve the loss or degradation of equipment or function specifically designed to mitigate a seismic event. This 
finding has a cross-cutting aspect in the area of Problem Identification and Resolution, Evaluation, because NextEra 
personnel did not perform an adequate extent of condition review after revision of their erection of scaffold procedure. 
This performance deficiency directly contributed to multiple instances of scaffold members erected within two inches 
of safety-related equipment without an engineering evaluation [P.2]. 
Inspection Report# : 2014002 (pdf)  

Significance:  Oct 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
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Inadequate Operability Determination Regarding Service Water Leakage and Associated TS Violation
The inspectors identified an NCV of Title 10 of the Code of Federal Regulations (10 CFR) Part 50, Appendix B, 
Criterion V, “Instructions, Procedures, and Drawings,” and an associated violation of technical specification (TS) 
3.7.4, because NextEra did not follow the requirements of station procedure EN-AA-203-1001, “Operability 
Determinations/ Functionality Assessments.” Specifically, NextEra did not properly evaluate and document an 
adequate basis for operability, when relevant information was available that would have challenged the “reasonable 
expectation of operability” threshold for a service water (SW) through-wall leak that degraded incrementally from 
weepage on August 7, 2013, to a significantly larger leak on August 28, 2013. NextEra completed a temporary non-
code repair of the flaw with the installation of a weldolet on September 1, 2013, following NRC review and approval 
of a relief request. Additionally, under the corrective action process, NextEra completed apparent cause evaluations 
for the piping flaw, as well as engineering decision-making during the non-destructive examinations and evaluations, 
and are currently evaluating the fundamental issue of decision-making regarding TS operability and TS compliance.  
 
This performance deficiency 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. Specifically, the prompt operability 
determination incorrectly concluded the “B” cooling tower (CT) SW header and the “B” SW (ocean) pumps were 
operable, but degraded, versus inoperable. IMC 0609, Appendix A, Exhibit 2, “Mitigating Systems Screening 
Questions,” and Exhibit 4, “External Events Screening Questions,” were used to assess this issue and a detailed risk 
evaluation was completed. The inspectors assumed that functionality of the SW system, based upon the as-found wall 
thinning, would only be challenged when aligned to the cooling tower basin when the SW piping is subjected to a 
higher overall sytem pressure. This system configuration is used to mitigate a seismic event following the loss of the 
normal SW intake structure. Based on low probability of SW piping system failure due to a seismic event and the 
overall low likelihood of a seismic event of a magnitude sufficient to cause structure, system, and component (SSC) 
damage, this finding was determined to be of very low safety significance (Green).  
 
This finding has a cross-cutting aspect in the area of human performance associated with the decision making 
component because NextEra failed to 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 it is unsafe in 
order to disapprove the action. Specifically, NextEra personnel had not considered relevant information in the form of 
UT data and actual leak propagation to conclude that they no longer had “reasonable assurance of operability” and did 
not declare the “B” header of ocean and CT SW systems inoperable [H.1(b)]. 
Inspection Report# : 2013004 (pdf)  
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Security 
Although the Security Cornerstone is included in the Reactor Oversight Process assessment program, the Commission 
has decided that specific information related to findings and performance indicators pertaining to the Security 
Cornerstone will not be publicly available to ensure that security information is not provided to a possible adversary. 
Other than the fact that a finding or performance indicator is Green or Greater-Than-Green, security related 
information will not be displayed on the public web page. Therefore, the cover letters to security inspection reports 
may be viewed. 

Miscellaneous 
Last modified : August 29, 2014 

2Q/2014 Inspection Findings - Seabrook 1

Page 4 of 4



Seabrook 1 
3Q/2014 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Jul 10, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Alternate Safe Shutdown Areas Affected by Smoke from Cable Spreading Room Fire  
The team identified a finding of very low safety significance, involving a non-cited violation of Seabrook Unit 1 
Operating License Condition 2.F for failure to implement and maintain all aspects of the approved Fire Protection 
Program. Specifically, NextEra failed to ensure that intake air to the A and B remote shutdown panel areas was not 
contaminated from products of combustion resulting from a cable spreading room fire. NextEra promptly entered this 
issue into its corrective action program as condition reports AR 01977233 and AR 01982946. NextEra initiated 
compensatory measures in the form of four-hour roving fire watches. Long term corrective actions include 
determining options to eliminate the potential for smoke migration from a cable spreading room fire to the A and B 
essential switchgear rooms.  
 
This finding was more than minor because it was associated with the Protection Against External Factors (e.g., fire) 
attribute of the Mitigating Systems Cornerstone and adversely affected the cornerstone objective to ensure the 
availability and reliability of systems that respond to initiating events to prevent undesirable consequences. In 
accordance with IMC 0609, Appendix F, Fire Protection Significance Determination Process, Attachment 1, Step 1.6, 
a Senior Reactor Analyst examined NextEra’s probabilistic risk analysis based risk evaluation for the issue and 
determined this finding resulted in an increase in core damage frequency in the mid E-7 range (Green) or very low 
safety significance. This finding did not have a cross-cutting aspect because it was determined to be a legacy issue and 
was considered to be not indicative of current licensee performance. 
Inspection Report# : 2014007 (pdf)  

Significance:  Jul 10, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Alternative Shutdown Procedures 
The team identified a finding of very low safety significance, involving a non-cited violation of Seabrook Unit 1 
Operating License Condition 2.F for failure to implement and maintain all aspects of the approved Fire Protection 
Program. Specifically, NextEra's alternative safe shutdown operating procedures did not adequately establish decay 
heat removal and could have challenged the performance goals of alternative shutdown, as required by NextEra's safe 
shutdown analysis and regulatory requirements. NextEra promptly entered this issue into its corrective action program 
as condition report AR 01976944 and initiated an operating standing order as a compensatory measure.  
 
This finding was more than minor because it was associated with the Protection Against External Factors (e.g., fire) 
attribute of the Mitigating Systems Cornerstone and adversely affected the cornerstone objective to ensure the 
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availability and reliability of systems that respond to initiating events to prevent undesirable consequences. In 
accordance with IMC 0609, Appendix F, Fire Protection Significance Determination Process, a Phase 1 evaluation 
screened this finding as very low safety significance (Green) because it was assigned a low degradation rating. The 
team determined this issue had a low degradation rating because the procedural deficiencies could be compensated by 
operator experience and system familiarity. This finding did not have a cross cutting aspect because it was determined 
to be a legacy issue and was considered to be not indicative of current licensee performance. 
Inspection Report# : 2014007 (pdf)  

Significance:  Jun 30, 2014 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Technical Evaluation of Safety-Related Structures 
The inspectors identified a finding of very low safety significance (Green) because NextEra did not perform adequate 
evaluations of safety-related plant structures. Specifically, additional technical evaluation and analysis was not 
adequately conducted on the safety-related ‘A’ and ‘B’ RHR concrete vaults when it was determined that they 
exceeded the quantitative limits specified in NextEra procedures. NextEra entered the failure to perform adequate 
technical evaluations on concrete structures exceeding Tier II quantitative requirements into the CAP (AR 01929460), 
and committed to performing a formal, independent technical evaluation of the ‘A’ and ‘B’ RHR vault conditions in 
accordance with their structural monitoring program procedure and the ACI 349.3R-96 standard.  
 
The performance deficiency was considered to be more than minor because it affected the protection against external 
factors 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, the inspectors 
concluded that the reliability of the structure was affected in that it exceeded the specified Tier II limits without the 
performance of further technical evaluation. The issue was evaluated in accordance with IMC 0609, Appendix A, 
‘The Significance Determination Process (SDP) for Findings At-Power,’ and determined to be of very low safety 
significance (Green) because it did not represent an actual loss of function of at least a single train for greater than its 
Tech Spec Allowed Outage Time or two separate safety systems out-of-service for greater than it Tech Spec Allowed 
Outage Time. This finding is related to the cross-cutting area of Human Performance – Procedure Adherence, because 
NextEra did not follow processes, procedures, and work instructions (H.8). Specifically, NextEra personnel did not 
perform an adequate technical evaluation of two safety-related concrete structures that exceeded the quantitative 
criteria requiring such an evaluation. 
Inspection Report# : 2014003 (pdf)  

Significance:  Jun 30, 2014 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Unexpected Main Generator Breaker Pole Closure Results in Reactor Trip 
The inspectors identified a self-revealing finding of very low safety significance (Green), because NextEra did not 
ensure that adequate procedural guidance existed in ON1046.12, ‘Operation of the Main Generator Breaker’ to limit 
the likelihood of events that upset plant stability. Specifically, Seabrook station experienced an automatic reactor trip 
from approximately 17% reactor power on April 1, 2014 when two of four reactor coolant pumps (RCPs) tripped on 
low bus voltage. The cause of the reactor trip was directly attributable to the main generator breaker inadvertently 
closing and actuating the main generator multi-function protective relay. NextEra entered the event into their CAP, 
and conducted a root cause evaluation to determine the root and contributing causes, extent of condition and extent of 
cause, and to identify corrective actions to prevent recurrence. NextEra initiated actions to revise ON1046.12 to add 
controls to communicate the potential risk associated with placing the main generator breaker control in LOCAL, 
conducted briefings with Maintenance groups involved in the event, and evaluated the adequacy of other Operations 
procedures that place equipment in a configuration where protective features are bypassed or defeated. 
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The performance deficiency was more than minor because it was associated with the procedure quality attribute of the 
Initiating Events cornerstone, and it adversely affected the cornerstone objective to limit the likelihood of events that 
upset plant stability and challenge critical safety functions during shutdown as well as power operations. The finding 
was evaluated under IMC 0609, Attachment 4, “Phase 1 – Initial Characterization of Findings.” The inspectors 
determined that the finding is of very low safety significance (Green) because it did not result in a reactor trip AND 
the loss of mitigating 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 - Work Management because 
NextEra did not ensure that a process of planning, controlling, and executing work activities such that nuclear safety is 
the overriding priority was implemented (H.5). Specifically, ON1046.12, ‘Operation of the Main Generator Breaker’ 
did not contain adequate procedural guidance to communicate the impacts of positioning the Main Generator Selector 
Switch to LOCAL, take mitigating actions, and minimize time spent at increased risk configurations. 
Inspection Report# : 2014003 (pdf)  

Significance:  Mar 31, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Scaffolding Installed with Insufficient Separation to Safety Related Equipment 
The inspectors identified an NCV of 10 CFR Part 50, Appendix B, Criterion V, “Procedures,” because NextEra did 
not ensure adequate separation was maintained between temporary scaffolding and safety-related equipment. 
Specifically, six instances of scaffolding installed in the plant were identified with less than the minimum standoff 
distance to safety-related equipment specified in NextEra procedures and no corresponding engineering evaluation to 
support these deviations. NextEra entered this NCV into their CAP as AR 01933827 and assessed the six deviations 
for any impact on the associated safety-related systems.  
 
This performance deficiency was considered more than minor because it affected the protection against external 
factors 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, NextEra did 
not evaluate scaffolding installations when insufficient separation to safety-related equipment existed after procedural 
requirements were revised to a more restrictive value. Additionally, it was similar to example 4.a in IMC 0612, 
Appendix E, “Examples of Minor Issues,” which states that the issue of failing to appropriately evaluate scaffold 
installation as required by procedures is more than minor if the licensee routinely failed to perform engineering 
evaluations. The issue was evaluated in accordance with IMC 0609, Appendix A, “The Significance Determination 
Process for Findings At-Power” and determined to be of very low safety significance (Green), because it did not 
involve the loss or degradation of equipment or function specifically designed to mitigate a seismic event. This 
finding has a cross-cutting aspect in the area of Problem Identification and Resolution, Evaluation, because NextEra 
personnel did not perform an adequate extent of condition review after revision of their erection of scaffold procedure. 
This performance deficiency directly contributed to multiple instances of scaffold members erected within two inches 
of safety-related equipment without an engineering evaluation [P.2]. 
Inspection Report# : 2014002 (pdf)  

Significance:  Oct 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Operability Determination Regarding Service Water Leakage and Associated TS Violation 
The inspectors identified an NCV of Title 10 of the Code of Federal Regulations (10 CFR) Part 50, Appendix B, 
Criterion V, “Instructions, Procedures, and Drawings,” and an associated violation of technical specification (TS) 
3.7.4, because NextEra did not follow the requirements of station procedure EN-AA-203-1001, “Operability 
Determinations/ Functionality Assessments.” Specifically, NextEra did not properly evaluate and document an 
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adequate basis for operability, when relevant information was available that would have challenged the “reasonable 
expectation of operability” threshold for a service water (SW) through-wall leak that degraded incrementally from 
weepage on August 7, 2013, to a significantly larger leak on August 28, 2013. NextEra completed a temporary non-
code repair of the flaw with the installation of a weldolet on September 1, 2013, following NRC review and approval 
of a relief request. Additionally, under the corrective action process, NextEra completed apparent cause evaluations 
for the piping flaw, as well as engineering decision-making during the non-destructive examinations and evaluations, 
and are currently evaluating the fundamental issue of decision-making regarding TS operability and TS compliance.  
 
This performance deficiency 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. Specifically, the prompt operability 
determination incorrectly concluded the “B” cooling tower (CT) SW header and the “B” SW (ocean) pumps were 
operable, but degraded, versus inoperable. IMC 0609, Appendix A, Exhibit 2, “Mitigating Systems Screening 
Questions,” and Exhibit 4, “External Events Screening Questions,” were used to assess this issue and a detailed risk 
evaluation was completed. The inspectors assumed that functionality of the SW system, based upon the as-found wall 
thinning, would only be challenged when aligned to the cooling tower basin when the SW piping is subjected to a 
higher overall sytem pressure. This system configuration is used to mitigate a seismic event following the loss of the 
normal SW intake structure. Based on low probability of SW piping system failure due to a seismic event and the 
overall low likelihood of a seismic event of a magnitude sufficient to cause structure, system, and component (SSC) 
damage, this finding was determined to be of very low safety significance (Green).  
 
This finding has a cross-cutting aspect in the area of human performance associated with the decision making 
component because NextEra failed to 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 it is unsafe in 
order to disapprove the action. Specifically, NextEra personnel had not considered relevant information in the form of 
UT data and actual leak propagation to conclude that they no longer had “reasonable assurance of operability” and did 
not declare the “B” header of ocean and CT SW systems inoperable [H.1(b)]. 
Inspection Report# : 2013004 (pdf)  
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Although the Security Cornerstone is included in the Reactor Oversight Process assessment program, the Commission 
has decided that specific information related to findings and performance indicators pertaining to the Security 
Cornerstone will not be publicly available to ensure that security information is not provided to a possible adversary. 
Other than the fact that a finding or performance indicator is Green or Greater-Than-Green, security related 
information will not be displayed on the public web page. Therefore, the cover letters to security inspection reports 
may be viewed. 

Miscellaneous 
Last modified : November 26, 2014 
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Seabrook 1 
4Q/2014 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Jul 10, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Alternate Safe Shutdown Areas Affected by Smoke from Cable Spreading Room Fire  
The team identified a finding of very low safety significance, involving a non-cited violation of Seabrook Unit 1 
Operating License Condition 2.F for failure to implement and maintain all aspects of the approved Fire Protection 
Program. Specifically, NextEra failed to ensure that intake air to the A and B remote shutdown panel areas was not 
contaminated from products of combustion resulting from a cable spreading room fire. NextEra promptly entered this 
issue into its corrective action program as condition reports AR 01977233 and AR 01982946. NextEra initiated 
compensatory measures in the form of four-hour roving fire watches. Long term corrective actions include 
determining options to eliminate the potential for smoke migration from a cable spreading room fire to the A and B 
essential switchgear rooms.  
 
This finding was more than minor because it was associated with the Protection Against External Factors (e.g., fire) 
attribute of the Mitigating Systems Cornerstone and adversely affected the cornerstone objective to ensure the 
availability and reliability of systems that respond to initiating events to prevent undesirable consequences. In 
accordance with IMC 0609, Appendix F, Fire Protection Significance Determination Process, Attachment 1, Step 1.6, 
a Senior Reactor Analyst examined NextEra’s probabilistic risk analysis based risk evaluation for the issue and 
determined this finding resulted in an increase in core damage frequency in the mid E-7 range (Green) or very low 
safety significance. This finding did not have a cross-cutting aspect because it was determined to be a legacy issue and 
was considered to be not indicative of current licensee performance. 
Inspection Report# : 2014007 (pdf)  

Significance:  Jul 10, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Alternative Shutdown Procedures 
The team identified a finding of very low safety significance, involving a non-cited violation of Seabrook Unit 1 
Operating License Condition 2.F for failure to implement and maintain all aspects of the approved Fire Protection 
Program. Specifically, NextEra's alternative safe shutdown operating procedures did not adequately establish decay 
heat removal and could have challenged the performance goals of alternative shutdown, as required by NextEra's safe 
shutdown analysis and regulatory requirements. NextEra promptly entered this issue into its corrective action program 
as condition report AR 01976944 and initiated an operating standing order as a compensatory measure.  
 
This finding was more than minor because it was associated with the Protection Against External Factors (e.g., fire) 
attribute of the Mitigating Systems Cornerstone and adversely affected the cornerstone objective to ensure the 
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availability and reliability of systems that respond to initiating events to prevent undesirable consequences. In 
accordance with IMC 0609, Appendix F, Fire Protection Significance Determination Process, a Phase 1 evaluation 
screened this finding as very low safety significance (Green) because it was assigned a low degradation rating. The 
team determined this issue had a low degradation rating because the procedural deficiencies could be compensated by 
operator experience and system familiarity. This finding did not have a cross cutting aspect because it was determined 
to be a legacy issue and was considered to be not indicative of current licensee performance. 
Inspection Report# : 2014007 (pdf)  

Significance:  Jun 30, 2014 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Technical Evaluation of Safety-Related Structures 
The inspectors identified a finding of very low safety significance (Green) because NextEra did not perform adequate 
evaluations of safety-related plant structures. Specifically, additional technical evaluation and analysis was not 
adequately conducted on the safety-related ‘A’ and ‘B’ RHR concrete vaults when it was determined that they 
exceeded the quantitative limits specified in NextEra procedures. NextEra entered the failure to perform adequate 
technical evaluations on concrete structures exceeding Tier II quantitative requirements into the CAP (AR 01929460), 
and committed to performing a formal, independent technical evaluation of the ‘A’ and ‘B’ RHR vault conditions in 
accordance with their structural monitoring program procedure and the ACI 349.3R-96 standard.  
 
The performance deficiency was considered to be more than minor because it affected the protection against external 
factors 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, the inspectors 
concluded that the reliability of the structure was affected in that it exceeded the specified Tier II limits without the 
performance of further technical evaluation. The issue was evaluated in accordance with IMC 0609, Appendix A, 
‘The Significance Determination Process (SDP) for Findings At-Power,’ and determined to be of very low safety 
significance (Green) because it did not represent an actual loss of function of at least a single train for greater than its 
Tech Spec Allowed Outage Time or two separate safety systems out-of-service for greater than it Tech Spec Allowed 
Outage Time. This finding is related to the cross-cutting area of Human Performance – Procedure Adherence, because 
NextEra did not follow processes, procedures, and work instructions (H.8). Specifically, NextEra personnel did not 
perform an adequate technical evaluation of two safety-related concrete structures that exceeded the quantitative 
criteria requiring such an evaluation. 
Inspection Report# : 2014003 (pdf)  

Significance:  Jun 30, 2014 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Unexpected Main Generator Breaker Pole Closure Results in Reactor Trip 
The inspectors identified a self-revealing finding of very low safety significance (Green), because NextEra did not 
ensure that adequate procedural guidance existed in ON1046.12, ‘Operation of the Main Generator Breaker’ to limit 
the likelihood of events that upset plant stability. Specifically, Seabrook station experienced an automatic reactor trip 
from approximately 17% reactor power on April 1, 2014 when two of four reactor coolant pumps (RCPs) tripped on 
low bus voltage. The cause of the reactor trip was directly attributable to the main generator breaker inadvertently 
closing and actuating the main generator multi-function protective relay. NextEra entered the event into their CAP, 
and conducted a root cause evaluation to determine the root and contributing causes, extent of condition and extent of 
cause, and to identify corrective actions to prevent recurrence. NextEra initiated actions to revise ON1046.12 to add 
controls to communicate the potential risk associated with placing the main generator breaker control in LOCAL, 
conducted briefings with Maintenance groups involved in the event, and evaluated the adequacy of other Operations 
procedures that place equipment in a configuration where protective features are bypassed or defeated. 
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The performance deficiency was more than minor because it was associated with the procedure quality attribute of the 
Initiating Events cornerstone, and it adversely affected the cornerstone objective to limit the likelihood of events that 
upset plant stability and challenge critical safety functions during shutdown as well as power operations. The finding 
was evaluated under IMC 0609, Attachment 4, “Phase 1 – Initial Characterization of Findings.” The inspectors 
determined that the finding is of very low safety significance (Green) because it did not result in a reactor trip AND 
the loss of mitigating 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 - Work Management because 
NextEra did not ensure that a process of planning, controlling, and executing work activities such that nuclear safety is 
the overriding priority was implemented (H.5). Specifically, ON1046.12, ‘Operation of the Main Generator Breaker’ 
did not contain adequate procedural guidance to communicate the impacts of positioning the Main Generator Selector 
Switch to LOCAL, take mitigating actions, and minimize time spent at increased risk configurations. 
Inspection Report# : 2014003 (pdf)  

Significance:  Mar 31, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Scaffolding Installed with Insufficient Separation to Safety Related Equipment 
The inspectors identified an NCV of 10 CFR Part 50, Appendix B, Criterion V, “Procedures,” because NextEra did 
not ensure adequate separation was maintained between temporary scaffolding and safety-related equipment. 
Specifically, six instances of scaffolding installed in the plant were identified with less than the minimum standoff 
distance to safety-related equipment specified in NextEra procedures and no corresponding engineering evaluation to 
support these deviations. NextEra entered this NCV into their CAP as AR 01933827 and assessed the six deviations 
for any impact on the associated safety-related systems.  
 
This performance deficiency was considered more than minor because it affected the protection against external 
factors 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, NextEra did 
not evaluate scaffolding installations when insufficient separation to safety-related equipment existed after procedural 
requirements were revised to a more restrictive value. Additionally, it was similar to example 4.a in IMC 0612, 
Appendix E, “Examples of Minor Issues,” which states that the issue of failing to appropriately evaluate scaffold 
installation as required by procedures is more than minor if the licensee routinely failed to perform engineering 
evaluations. The issue was evaluated in accordance with IMC 0609, Appendix A, “The Significance Determination 
Process for Findings At-Power” and determined to be of very low safety significance (Green), because it did not 
involve the loss or degradation of equipment or function specifically designed to mitigate a seismic event. This 
finding has a cross-cutting aspect in the area of Problem Identification and Resolution, Evaluation, because NextEra 
personnel did not perform an adequate extent of condition review after revision of their erection of scaffold procedure. 
This performance deficiency directly contributed to multiple instances of scaffold members erected within two inches 
of safety-related equipment without an engineering evaluation [P.2]. 
Inspection Report# : 2014002 (pdf)  

Barrier Integrity 

Significance:  Dec 31, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
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Failure to Identify and Evaluate Class 1 Structural Conditions Adverse to Quality 
The inspectors identified an NCV of 10 CFR 50 Appendix B Criterion XVI, Corrective Actions, of very low safety 
significance because NextEra staff did not promptly identify nine visual indications of structural problems 
representing conditions adverse to quality. These problems were observed by NextEra staff during a maintenance rule 
(MR) walkdown of the Fuel Storage Building (FSB) on November 20, 2014, and documented in walkdown notes as 
conditions warranting entry into the corrective action program (CAP). However these problems were not entered into 
the CAP to identify them as conditions adverse to quality until questioned by the inspectors. NextEra staff took 
corrective actions to enter the issues into their CAP in AR10206192, AR02016238, AR02016225 and AR020168863 
and initiated AR02014116 for not promptly identifying these problems.  
 
This performance deficiency was considered to be more than minor because it is associated with the Barrier Integrity 
Cornerstone objective to provide reasonable assurance that physical design barriers protect the public from 
radionuclide releases caused by accidents or events, and affected the attribute of design control – structural integrity. 
Specifically, the inspectors determined the finding was more than minor because four of the conditions exceeded "Tier 
II structural criteria,” which indicated they require further technical evaluation and analysis to validate the existing 
conditions or repair to preserve structural function. This issue was evaluated in accordance with IMC 0609, Appendix 
A, “The Significance Determination Process for Findings At-Power,” Exhibit 3, “Barrier Integrity Screening 
Questions,” and screened as very low safety significance (Green) because the observed FSB degradation did not 
adversely impact structural or radiological barrier functions of the building. This finding is related to the cross-cutting 
area of Human Performance - Procedure Adherence because individuals did not follow CAP process, procedures, and 
work instructions. 
Inspection Report# : 2014005 (pdf)  

Significance:  Dec 31, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify and Evaluate FSB Settlement Data and the Design Basis 
The inspectors identified a violation of 10 CFR 50 Appendix B Criterion XVI, Corrective Actions, of very low safety 
significance because NextEra did not promptly identify a condition adverse to quality in December 2013 that involved 
a deviation from expected settling assumptions in the Seabrook Station design basis for the FSB. FSB elevation 
measurements were received by NextEra staff in December 2010 and in December 2013 indicating that settling at 
some locations of the FSB was occurring. NextEra staff did not enter this condition, a condition adverse to quality, 
into their CAP until December 8, 2014, in response to questions from the inspectors. NextEra initiated AR02011698 
to enter this issue in the CAP and AR02014116 to address their staff not entering this issue previously into the CAP. 
 
This performance deficiency was considered to be more than minor because it is associated with the Barrier Integrity 
Cornerstone objective to provide reasonable assurance that physical design barriers protect the public from 
radionuclide releases caused by accidents or events, and adversely affected the attribute of design control – structural 
integrity. Specifically, the inspectors concluded that the structural integrity of the FSB was potentially adversely 
affected because measured settling of the structure deviated from assumed design basis values. Also, this condition 
exceeded the “Tier II structural criteria” of the Structures Monitoring Program and requires a structural evaluation. 
This issue was evaluated in accordance with IMC 0609, Appendix A, “The Significance Determination Process for 
Findings At-Power,” Exhibit 3, “Barrier Integrity Screening Questions,” and screened as very low safety significance 
(Green) because the observed degradation was evaluated and does not adversely impact structural or radiological 
barrier functions for the FSB. This finding is related to the cross-cutting area of Human Performance - Design 
Margins. The organization did not maintain the FSB within design margins through a systematic and rigorous process. 
 
 
Inspection Report# : 2014005 (pdf)  
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Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Dec 31, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Periodically Calibrate REM-500 Neutron Survey Instruments 
The inspectors identified a Green NCV of TS 6.7.1.a, “Procedures and Programs” because NextEra failed to conduct 
appropriate periodic calibration of neutron survey instruments. Specifically, since 1996, NextEra assumed that an 
operability check of certain neutron survey instruments using an internal alpha check source would provide a 
calibration equivalent to that performed to a traceable neutron source of a known neutron flux, contrary to the periodic 
calibration frequency requirements specified in the Seabrook Station Radiation Protection Manual. NextEra’s 
immediate corrective actions included capturing this issue in its CAP (AR 01969397), calibrating all of the neutron 
survey instruments in question, and revising the neutron survey instrument operating procedure to require annual 
calibrations.  
 
This performance deficiency was determined to be more than minor because it adversely affected the Occupational 
Radiation Safety Cornerstone to ensure the adequate protection of the worker from radiation exposure. Additionally, it 
was similar to example 6.b in IMC 0612, Appendix E, “Examples of Minor Issues,” which states that the performance 
deficiency is more than minor if a radiation protection instrument was not calibrated properly, and when recalibrated 
the as-found condition of the instrument was not within acceptance criteria for calibration and the accuracy was non-
conservative. The issue was evaluated in accordance with IMC 0609, Appendix C, "Occupational Radiation Safety 
Significance Determination Process," and determined to be of very low safety significance (Green) since it was not an 
as low as is reasonably achievable (ALARA) issue and did not involve an overexposure or a potential overexposure 
and it did not affect any significant neutron exposures of plant personnel. In accordance with IMC 0612, this finding 
was not assigned a cross-cutting area as it is not indicative of licensee performance over the last three years.  
 
Inspection Report# : 2014005 (pdf)  

Public Radiation Safety 

Security 
Although the Security Cornerstone is included in the Reactor Oversight Process assessment program, the Commission 
has decided that specific information related to findings and performance indicators pertaining to the Security 
Cornerstone will not be publicly available to ensure that security information is not provided to a possible adversary. 
Other than the fact that a finding or performance indicator is Green or Greater-Than-Green, security related 
information will not be displayed on the public web page. Therefore, the cover letters to security inspection reports 
may be viewed. 
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Miscellaneous 
Significance: N/A Nov 17, 2014 
Identified By: NRC 
Item Type: FIN Finding 
Biennel PI&R Overall Assessment 
The inspectors concluded that NextEra was generally effective in identifying, evaluating, and resolving problems. 
NextEra personnel identified problems, entered them into the corrective action program at a low threshold, and 
prioritized issues commensurate with their safety significance. In most cases, NextEra appropriately screened issues 
for operability and reportability, and performed causal analyses that appropriately considered extent of condition, 
generic issues, and previous occurrences. The inspectors also determined that NextEra typically implemented 
corrective actions to address the problems identified in the corrective action program in a timely manner.  
 
The inspectors concluded that, in general, NextEra adequately identified, reviewed, and applied relevant industry 
operating experience to Seabrook operations. In addition, based on those items selected for review, the inspectors 
determined that NextEra’s self-assessments and audits were thorough.  
 
Based on the interviews the inspectors conducted over the course of the inspection, observations of plant activities, 
and reviews of individual corrective action program and employee concerns program issues, the inspectors did not 
identify any indications that site personnel were unwilling to raise safety issues nor did they identify any conditions 
that could have had a negative impact on the site’s safety conscious work environment.  
 
Inspection Report# : 2014009 (pdf)  

Last modified : February 26, 2015 
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Seabrook 1
1Q/2015 Plant Inspection Findings

Initiating Events

Mitigating Systems

Significance:  Jul 10, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Alternate Safe Shutdown Areas Affected by Smoke from Cable Spreading Room Fire 
The team identified a finding of very low safety significance, involving a non-cited violation of Seabrook Unit 1 
Operating License Condition 2.F for failure to implement and maintain all aspects of the approved Fire Protection 
Program. Specifically, NextEra failed to ensure that intake air to the A and B remote shutdown panel areas was not 
contaminated from products of combustion resulting from a cable spreading room fire. NextEra promptly entered this 
issue into its corrective action program as condition reports AR 01977233 and AR 01982946. NextEra initiated 
compensatory measures in the form of four-hour roving fire watches. Long term corrective actions include 
determining options to eliminate the potential for smoke migration from a cable spreading room fire to the A and B 
essential switchgear rooms. 

This finding was more than minor because it was associated with the Protection Against External Factors (e.g., fire) 
attribute of the Mitigating Systems Cornerstone and adversely affected the cornerstone objective to ensure the 
availability and reliability of systems that respond to initiating events to prevent undesirable consequences. In 
accordance with IMC 0609, Appendix F, Fire Protection Significance Determination Process, Attachment 1, Step 1.6, 
a Senior Reactor Analyst examined NextEra’s probabilistic risk analysis based risk evaluation for the issue and 
determined this finding resulted in an increase in core damage frequency in the mid E-7 range (Green) or very low 
safety significance. This finding did not have a cross-cutting aspect because it was determined to be a legacy issue and 
was considered to be not indicative of current licensee performance.
Inspection Report# : 2014007 (pdf)

Significance:  Jul 10, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate Alternative Shutdown Procedures
The team identified a finding of very low safety significance, involving a non-cited violation of Seabrook Unit 1 
Operating License Condition 2.F for failure to implement and maintain all aspects of the approved Fire Protection 
Program. Specifically, NextEra's alternative safe shutdown operating procedures did not adequately establish decay 
heat removal and could have challenged the performance goals of alternative shutdown, as required by NextEra's safe 
shutdown analysis and regulatory requirements. NextEra promptly entered this issue into its corrective action program 
as condition report AR 01976944 and initiated an operating standing order as a compensatory measure. 

This finding was more than minor because it was associated with the Protection Against External Factors (e.g., fire) 
attribute of the Mitigating Systems Cornerstone and adversely affected the cornerstone objective to ensure the 
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availability and reliability of systems that respond to initiating events to prevent undesirable consequences. In 
accordance with IMC 0609, Appendix F, Fire Protection Significance Determination Process, a Phase 1 evaluation 
screened this finding as very low safety significance (Green) because it was assigned a low degradation rating. The 
team determined this issue had a low degradation rating because the procedural deficiencies could be compensated by 
operator experience and system familiarity. This finding did not have a cross cutting aspect because it was determined 
to be a legacy issue and was considered to be not indicative of current licensee performance.
Inspection Report# : 2014007 (pdf)

Significance:  Jun 30, 2014
Identified By: NRC
Item Type: FIN Finding
Inadequate Technical Evaluation of Safety-Related Structures
The inspectors identified a finding of very low safety significance (Green) because NextEra did not perform adequate 
evaluations of safety-related plant structures. Specifically, additional technical evaluation and analysis was not 
adequately conducted on the safety-related ‘A’ and ‘B’ RHR concrete vaults when it was determined that they 
exceeded the quantitative limits specified in NextEra procedures. NextEra entered the failure to perform adequate 
technical evaluations on concrete structures exceeding Tier II quantitative requirements into the CAP (AR 01929460), 
and committed to performing a formal, independent technical evaluation of the ‘A’ and ‘B’ RHR vault conditions in 
accordance with their structural monitoring program procedure and the ACI 349.3R-96 standard. 

The performance deficiency was considered to be more than minor because it affected the protection against external 
factors 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, the inspectors 
concluded that the reliability of the structure was affected in that it exceeded the specified Tier II limits without the 
performance of further technical evaluation. The issue was evaluated in accordance with IMC 0609, Appendix A, 
‘The Significance Determination Process (SDP) for Findings At-Power,’ and determined to be of very low safety 
significance (Green) because it did not represent an actual loss of function of at least a single train for greater than its 
Tech Spec Allowed Outage Time or two separate safety systems out-of-service for greater than it Tech Spec Allowed 
Outage Time. This finding is related to the cross-cutting area of Human Performance – Procedure Adherence, because 
NextEra did not follow processes, procedures, and work instructions (H.8). Specifically, NextEra personnel did not 
perform an adequate technical evaluation of two safety-related concrete structures that exceeded the quantitative 
criteria requiring such an evaluation.
Inspection Report# : 2014003 (pdf)

Significance:  Jun 30, 2014
Identified By: Self-Revealing
Item Type: FIN Finding
Unexpected Main Generator Breaker Pole Closure Results in Reactor Trip
The inspectors identified a self-revealing finding of very low safety significance (Green), because NextEra did not 
ensure that adequate procedural guidance existed in ON1046.12, ‘Operation of the Main Generator Breaker’ to limit 
the likelihood of events that upset plant stability. Specifically, Seabrook station experienced an automatic reactor trip 
from approximately 17% reactor power on April 1, 2014 when two of four reactor coolant pumps (RCPs) tripped on 
low bus voltage. The cause of the reactor trip was directly attributable to the main generator breaker inadvertently 
closing and actuating the main generator multi-function protective relay. NextEra entered the event into their CAP, 
and conducted a root cause evaluation to determine the root and contributing causes, extent of condition and extent of 
cause, and to identify corrective actions to prevent recurrence. NextEra initiated actions to revise ON1046.12 to add 
controls to communicate the potential risk associated with placing the main generator breaker control in LOCAL, 
conducted briefings with Maintenance groups involved in the event, and evaluated the adequacy of other Operations 
procedures that place equipment in a configuration where protective features are bypassed or defeated. 
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The performance deficiency was more than minor because it was associated with the procedure quality attribute of the 
Initiating Events cornerstone, and it adversely affected the cornerstone objective to limit the likelihood of events that 
upset plant stability and challenge critical safety functions during shutdown as well as power operations. The finding 
was evaluated under IMC 0609, Attachment 4, “Phase 1 – Initial Characterization of Findings.” The inspectors 
determined that the finding is of very low safety significance (Green) because it did not result in a reactor trip AND 
the loss of mitigating 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 - Work Management because 
NextEra did not ensure that a process of planning, controlling, and executing work activities such that nuclear safety is 
the overriding priority was implemented (H.5). Specifically, ON1046.12, ‘Operation of the Main Generator Breaker’
did not contain adequate procedural guidance to communicate the impacts of positioning the Main Generator Selector 
Switch to LOCAL, take mitigating actions, and minimize time spent at increased risk configurations.
Inspection Report# : 2014003 (pdf)

Barrier Integrity

Significance:  Dec 31, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Identify Conditions Adverse to Quality in the Fuel Storage Building Structure 
The inspectors identified an NCV of 10 CFR 50 Appendix B Criterion XVI, Corrective Actions, of very low safety 
significance because NextEra staff did not promptly identify nine visual indications of structural problems 
representing conditions adverse to quality. These problems were observed by NextEra staff during a maintenance rule 
(MR) walkdown of the Fuel Storage Building (FSB) on November 20, 2014, and documented in walkdown notes 
as conditions warranting entry into the corrective action program (CAP). However these problems were not entered 
into the CAP to identify them as conditions adverse to quality until questioned by the inspectors. NextEra staff took 
corrective actions to enter the issues into their CAP in AR02016192, AR02016238, AR02016225 and AR02016863 
and initiated AR02014116 for not promptly identifying these problems. 

This performance deficiency was considered to be more than minor because it is associated with the Barrier Integrity 
Cornerstone objective to provide reasonable assurance that physical design barriers protect the public from 
radionuclide releases caused by accidents or events, and affected the attribute of design control – structural integrity. 
Specifically, the inspectors determined the finding was more than minor because four of the conditions exceeded 
American Concrete Institute (ACI) 349.3R-96 "Tier II structural criteria,” which indicated they require further 
technical evaluation and analysis to validate the existing conditions or repair to preserve structural function. This issue 
was evaluated in accordance with IMC 0609, Appendix A, “The Significance Determination Process for Findings At-
Power,” Exhibit 3, “Barrier Integrity Screening Questions,” and screened as very low safety significance (Green) 
because the observed FSB degradation did not adversely impact structural or radiological barrier functions of the 
building. This finding is related to the cross-cutting area of Human Performance - Procedure Adherence because 
individuals did not follow CAP process, procedures, and work instructions
Inspection Report# : 2014005 (pdf)

Significance:  Dec 31, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Identify and Evaluate FSB Settlement Data and the Design Basis
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The inspectors identified a violation of 10 CFR 50 Appendix B Criterion XVI, Corrective Actions, of very low safety 
significance because NextEra did not promptly identify a condition adverse to quality in December 2013 that involved 
a deviation from expected settling assumptions in the Seabrook Station design basis for the FSB. FSB elevation 
measurements were received by NextEra staff in December 2010 and in December 2013 indicating that settling at 
some locations of the FSB was occurring. NextEra staff did not enter this condition, a condition adverse to quality, 
into their CAP until December 8, 2014, in response to questions from the inspectors. NextEra initiated AR02011698 
to enter this issue in the CAP and AR02014116 to address their staff not entering this issue previously into the CAP. 

This performance deficiency was considered to be more than minor because it is associated with the Barrier Integrity 
Cornerstone objective to provide reasonable assurance that physical design barriers protect the public from 
radionuclide releases caused by 
accidents or events, and adversely affected the attribute of design control – structural integrity. Specifically, the 
inspectors concluded that the structural integrity of the FSB was potentially adversely affected because measured 
settling of the structure deviated from assumed design basis values. Also, this condition exceeded the ACI 349.3R-96 
“Tier II structural criteria” of the Structures Monitoring Program and requires a structural evaluation. This issue was 
evaluated in accordance with IMC 0609, Appendix A, “The Significance Determination Process for Findings At-
Power,” Exhibit 3, “Barrier Integrity Screening Questions,” and screened as very low safety significance (Green) 
because the observed degradation does not adversely impact structural or radiological barrier functions for the FSB. 
This finding is related to the cross-cutting area of Human Performance - Design Margins. The organization did not 
maintain the FSB within design margins and did not utilize the systematic and rigorous corrective action process.
Inspection Report# : 2014005 (pdf)

Emergency Preparedness

Occupational Radiation Safety

Significance:  Dec 31, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Periodically Calibrate REM-500 Neutron Survey Instruments
The inspectors identified a Green NCV of TS 6.7.1.a, “Procedures and Programs,” because NextEra failed to conduct 
appropriate periodic calibration of neutron survey instruments. Specifically, since 1996, NextEra assumed that an 
operability check of certain neutron survey instruments using an internal alpha check source would provide a 
calibration equivalent to that performed to a traceable neutron source of a known neutron flux, contrary to the periodic 
calibration frequency requirements specified in the Seabrook Station Radiation Protection Manual. NextEra’s 
immediate corrective actions included capturing this issue in its CAP (AR 01969397), calibrating all of the neutron 
survey instruments in question, and revising the neutron survey instrument operating procedure to require annual 
calibrations. 

This performance deficiency was determined to be more than minor because it adversely affected the Occupational 
Radiation Safety Cornerstone to ensure the adequate protection of the worker from radiation exposure. Additionally, it 
was similar to example 6.b in IMC 0612, Appendix E, “Examples of Minor Issues,” which states that the performance 
deficiency is more than minor if a radiation protection instrument was not calibrated properly, and when recalibrated 
the as-found condition of the instrument was not within acceptance criteria for calibration and the accuracy was non-
conservative. The issue was evaluated in accordance with IMC 0609, Appendix C, "Occupational Radiation Safety 
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Significance Determination Process," and determined to be of very low safety significance (Green) since it was not an 
as low as is reasonably achievable (ALARA) issue and did not involve an overexposure or 
a potential overexposure and it did not affect any significant neutron exposures of plant personnel. The inspectors 
determined there was no cross-cutting aspect associated with this finding since it was not representative of current 
NextEra performance. Specifically, in accordance with IMC 0612, the causal factors associated with this finding 
occurred outside the nominal three-year period of consideration and were not considered representative of present 
performance.
Inspection Report# : 2014005 (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 Nov 17, 2014
Identified By: NRC
Item Type: FIN Finding
Biennel PI&R Overall Assessment
The inspectors concluded that NextEra was generally effective in identifying, evaluating, and resolving problems. 
NextEra personnel identified problems, entered them into the corrective action program at a low threshold, and 
prioritized issues commensurate with their safety significance. In most cases, NextEra appropriately screened issues 
for operability and reportability, and performed causal analyses that appropriately considered extent of condition, 
generic issues, and previous occurrences. The inspectors also determined that NextEra typically implemented 
corrective actions to address the problems identified in the corrective action program in a timely manner. 

The inspectors concluded that, in general, NextEra adequately identified, reviewed, and applied relevant industry 
operating experience to Seabrook operations. In addition, based on those items selected for review, the inspectors 
determined that NextEra’s self-assessments and audits were thorough. 

Based on the interviews the inspectors conducted over the course of the inspection, observations of plant activities, 
and reviews of individual corrective action program and employee concerns program issues, the inspectors did not 
identify any indications that site personnel were unwilling to raise safety issues nor did they identify any conditions 
that could have had a negative impact on the site’s safety conscious work environment. 

Inspection Report# : 2014009 (pdf)
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Seabrook 1
2Q/2015 Plant Inspection Findings

Initiating Events

Mitigating Systems

Significance:  Jul 10, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Alternate Safe Shutdown Areas Affected by Smoke from Cable Spreading Room Fire 
The team identified a finding of very low safety significance, involving a non-cited violation of Seabrook Unit 1 
Operating License Condition 2.F for failure to implement and maintain all aspects of the approved Fire Protection 
Program. Specifically, NextEra failed to ensure that intake air to the A and B remote shutdown panel areas was not 
contaminated from products of combustion resulting from a cable spreading room fire. NextEra promptly entered this 
issue into its corrective action program as condition reports AR 01977233 and AR 01982946. NextEra initiated 
compensatory measures in the form of four-hour roving fire watches. Long term corrective actions include 
determining options to eliminate the potential for smoke migration from a cable spreading room fire to the A and B 
essential switchgear rooms. 

This finding was more than minor because it was associated with the Protection Against External Factors (e.g., fire) 
attribute of the Mitigating Systems Cornerstone and adversely affected the cornerstone objective to ensure the 
availability and reliability of systems that respond to initiating events to prevent undesirable consequences. In 
accordance with IMC 0609, Appendix F, Fire Protection Significance Determination Process, Attachment 1, Step 1.6, 
a Senior Reactor Analyst examined NextEra’s probabilistic risk analysis based risk evaluation for the issue and 
determined this finding resulted in an increase in core damage frequency in the mid E-7 range (Green) or very low 
safety significance. This finding did not have a cross-cutting aspect because it was determined to be a legacy issue and 
was considered to be not indicative of current licensee performance.
Inspection Report# : 2014007 (pdf)

Significance:  Jul 10, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate Alternative Shutdown Procedures
The team identified a finding of very low safety significance, involving a non-cited violation of Seabrook Unit 1 
Operating License Condition 2.F for failure to implement and maintain all aspects of the approved Fire Protection 
Program. Specifically, NextEra's alternative safe shutdown operating procedures did not adequately establish decay 
heat removal and could have challenged the performance goals of alternative shutdown, as required by NextEra's safe 
shutdown analysis and regulatory requirements. NextEra promptly entered this issue into its corrective action program 
as condition report AR 01976944 and initiated an operating standing order as a compensatory measure. 

This finding was more than minor because it was associated with the Protection Against External Factors (e.g., fire) 
attribute of the Mitigating Systems Cornerstone and adversely affected the cornerstone objective to ensure the 
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availability and reliability of systems that respond to initiating events to prevent undesirable consequences. In 
accordance with IMC 0609, Appendix F, Fire Protection Significance Determination Process, a Phase 1 evaluation 
screened this finding as very low safety significance (Green) because it was assigned a low degradation rating. The 
team determined this issue had a low degradation rating because the procedural deficiencies could be compensated by 
operator experience and system familiarity. This finding did not have a cross cutting aspect because it was determined 
to be a legacy issue and was considered to be not indicative of current licensee performance.
Inspection Report# : 2014007 (pdf)

Barrier Integrity

Significance:  Dec 31, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Identify Conditions Adverse to Quality in the Fuel Storage Building Structure 
The inspectors identified an NCV of 10 CFR 50 Appendix B Criterion XVI, Corrective Actions, of very low safety 
significance because NextEra staff did not promptly identify nine visual indications of structural problems 
representing conditions adverse to quality. These problems were observed by NextEra staff during a maintenance rule 
(MR) walkdown of the Fuel Storage Building (FSB) on November 20, 2014, and documented in walkdown notes 
as conditions warranting entry into the corrective action program (CAP). However these problems were not entered 
into the CAP to identify them as conditions adverse to quality until questioned by the inspectors. NextEra staff took 
corrective actions to enter the issues into their CAP in AR02016192, AR02016238, AR02016225 and AR02016863 
and initiated AR02014116 for not promptly identifying these problems. 

This performance deficiency was considered to be more than minor because it is associated with the Barrier Integrity 
Cornerstone objective to provide reasonable assurance that physical design barriers protect the public from 
radionuclide releases caused by accidents or events, and affected the attribute of design control – structural integrity. 
Specifically, the inspectors determined the finding was more than minor because four of the conditions exceeded 
American Concrete Institute (ACI) 349.3R-96 "Tier II structural criteria,” which indicated they require further 
technical evaluation and analysis to validate the existing conditions or repair to preserve structural function. This issue 
was evaluated in accordance with IMC 0609, Appendix A, “The Significance Determination Process for Findings At-
Power,” Exhibit 3, “Barrier Integrity Screening Questions,” and screened as very low safety significance (Green) 
because the observed FSB degradation did not adversely impact structural or radiological barrier functions of the 
building. This finding is related to the cross-cutting area of Human Performance - Procedure Adherence because 
individuals did not follow CAP process, procedures, and work instructions
Inspection Report# : 2014005 (pdf)

Significance:  Dec 31, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Identify and Evaluate FSB Settlement Data and the Design Basis
The inspectors identified a violation of 10 CFR 50 Appendix B Criterion XVI, Corrective Actions, of very low safety 
significance because NextEra did not promptly identify a condition adverse to quality in December 2013 that involved 
a deviation from expected settling assumptions in the Seabrook Station design basis for the FSB. FSB elevation 
measurements were received by NextEra staff in December 2010 and in December 2013 indicating that settling at 
some locations of the FSB was occurring. NextEra staff did not enter this condition, a condition adverse to quality, 
into their CAP until December 8, 2014, in response to questions from the inspectors. NextEra initiated AR02011698 
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to enter this issue in the CAP and AR02014116 to address their staff not entering this issue previously into the CAP. 

This performance deficiency was considered to be more than minor because it is associated with the Barrier Integrity 
Cornerstone objective to provide reasonable assurance that physical design barriers protect the public from 
radionuclide releases caused by 
accidents or events, and adversely affected the attribute of design control – structural integrity. Specifically, the 
inspectors concluded that the structural integrity of the FSB was potentially adversely affected because measured 
settling of the structure deviated from assumed design basis values. Also, this condition exceeded the ACI 349.3R-96 
“Tier II structural criteria” of the Structures Monitoring Program and requires a structural evaluation. This issue was 
evaluated in accordance with IMC 0609, Appendix A, “The Significance Determination Process for Findings At-
Power,” Exhibit 3, “Barrier Integrity Screening Questions,” and screened as very low safety significance (Green) 
because the observed degradation does not adversely impact structural or radiological barrier functions for the FSB. 
This finding is related to the cross-cutting area of Human Performance - Design Margins. The organization did not 
maintain the FSB within design margins and did not utilize the systematic and rigorous corrective action process.
Inspection Report# : 2014005 (pdf)

Emergency Preparedness

Occupational Radiation Safety

Significance:  Dec 31, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Periodically Calibrate REM-500 Neutron Survey Instruments
The inspectors identified a Green NCV of TS 6.7.1.a, “Procedures and Programs,” because NextEra failed to conduct 
appropriate periodic calibration of neutron survey instruments. Specifically, since 1996, NextEra assumed that an 
operability check of certain neutron survey instruments using an internal alpha check source would provide a 
calibration equivalent to that performed to a traceable neutron source of a known neutron flux, contrary to the periodic 
calibration frequency requirements specified in the Seabrook Station Radiation Protection Manual. NextEra’s 
immediate corrective actions included capturing this issue in its CAP (AR 01969397), calibrating all of the neutron 
survey instruments in question, and revising the neutron survey instrument operating procedure to require annual 
calibrations. 

This performance deficiency was determined to be more than minor because it adversely affected the Occupational 
Radiation Safety Cornerstone to ensure the adequate protection of the worker from radiation exposure. Additionally, it 
was similar to example 6.b in IMC 0612, Appendix E, “Examples of Minor Issues,” which states that the performance 
deficiency is more than minor if a radiation protection instrument was not calibrated properly, and when recalibrated 
the as-found condition of the instrument was not within acceptance criteria for calibration and the accuracy was non-
conservative. The issue was evaluated in accordance with IMC 0609, Appendix C, "Occupational Radiation Safety 
Significance Determination Process," and determined to be of very low safety significance (Green) since it was not an 
as low as is reasonably achievable (ALARA) issue and did not involve an overexposure or 
a potential overexposure and it did not affect any significant neutron exposures of plant personnel. The inspectors 
determined there was no cross-cutting aspect associated with this finding since it was not representative of current 
NextEra performance. Specifically, in accordance with IMC 0612, the causal factors associated with this finding 
occurred outside the nominal three-year period of consideration and were not considered representative of present 
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performance.
Inspection Report# : 2014005 (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 Nov 17, 2014
Identified By: NRC
Item Type: FIN Finding
Biennel PI&R Overall Assessment
The inspectors concluded that NextEra was generally effective in identifying, evaluating, and resolving problems. 
NextEra personnel identified problems, entered them into the corrective action program at a low threshold, and 
prioritized issues commensurate with their safety significance. In most cases, NextEra appropriately screened issues 
for operability and reportability, and performed causal analyses that appropriately considered extent of condition, 
generic issues, and previous occurrences. The inspectors also determined that NextEra typically implemented 
corrective actions to address the problems identified in the corrective action program in a timely manner. 

The inspectors concluded that, in general, NextEra adequately identified, reviewed, and applied relevant industry 
operating experience to Seabrook operations. In addition, based on those items selected for review, the inspectors 
determined that NextEra’s self-assessments and audits were thorough. 

Based on the interviews the inspectors conducted over the course of the inspection, observations of plant activities, 
and reviews of individual corrective action program and employee concerns program issues, the inspectors did not 
identify any indications that site personnel were unwilling to raise safety issues nor did they identify any conditions 
that could have had a negative impact on the site’s safety conscious work environment. 

Inspection Report# : 2014009 (pdf)
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Seabrook 1
3Q/2015 Plant Inspection Findings

Initiating Events

Mitigating Systems

Barrier Integrity

Significance:  Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate Identification of Structural Deformation and Impacts on Associated Equipment
The inspectors identified a Green NCV of 10 CFR, Appendix B, Criterion XVI, “Corrective Action,” because NextEra 
did not ensure that degraded conditions were identified and entered into the corrective action process. Specifically, the 
inspectors identified multiple instances of material and equipment degradation resulting from deformation of the 
containment enclosure building (CEB). NextEra entered the condition into their corrective action program (CAP) (AR 
02014325) and initiated a root cause evaluation to evaluate the aggregate cause of the non-conforming condition. 
Additionally, NextEra initiated immediate and prompt operability determinations (PODs), when appropriate, for each 
of the individually identified material and equipment degraded conditions. 

This performance deficiency was considered to be more than minor because, if left uncorrected, the performance 
deficiency had the potential to lead to a more significant safety concern if CEB deformation continued to effect plant 
safety-related structure, system, and components (SSCs) without appropriate identification and evaluation by NextEra 
personnel. The finding was evaluated in accordance with IMC 0609, Appendix A, “The Significance Determination 
Process for Findings At-Power,” and determined to be of very low safety significance (Green) since it did not 
represent an actual open pathway in the physical integrity of reactor containment, containment isolation systems, or 
heat removal systems. In addition, the structures and components remained capable of performing their safety 
function. The finding is related to the cross-cutting area of Problem Identification and Resolution – Identification, 
because NextEra did not implement a CAP with a low threshold for identifying issues. Specifically, NextEra failed to 
identify multiple instances of material and equipment degradation that would have led to the identification of the CEB 
non-conforming condition [P.1].
Inspection Report# : 2015002 (pdf)

Significance:  Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate Characterization of Prompt Operability Determination of the Containment Enclosure Building
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion V, “Instructions, Procedures, and 
Drawings,” because NextEra did not perform an adequate POD of a safety-related plant structure. Specifically, 
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NextEra did not appropriately categorize the operability of the CEB, a safety-related seismic Category I structure, in 
accordance with EN-AA-203-1001, Operability Determinations/Functionality Assessments, Revision 19, after 
identification of a non-conforming condition affecting the structure. NextEra entered the condition into their CAP (AR 
02053991), re-characterized the operability of the CEB as “Operable but Degraded,” and established compensatory 
measures to monitor for additional structural displacement by performing routine seismic seal gap measurements. 

This performance deficiency was considered to be more than minor because it affected the design control attribute 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. Specifically, the inspectors determined that the 
operational capability of the CEB was affected in that compensatory measures were not identified and established to 
monitor for any further degradation of the non-conforming condition. The finding was evaluated in accordance with 
IMC 0609, Appendix A, “The Significance Determination Process for Findings At-Power,” and determined to be of 
very low safety significance (Green) since it did not represent an actual open pathway in the physical integrity of 
reactor containment, containment isolation systems, or heat removal systems. In addition, the affected structures and 
components remained capable of performing their safety function. The finding is related to the cross-cutting area of 
Problem Identification and Resolution – Evaluation, because NextEra did not thoroughly evaluate an issue to ensure 
that resolutions address causes and extent of condition commensurate with their safety significance. Specifically, 
NextEra did not appropriately characterize the CEB non-conforming condition and establish compensatory measures 
that were commensurate with the safety significance of the condition [P.2].
Inspection Report# : 2015002 (pdf)

Significance:  Dec 31, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Identify Conditions Adverse to Quality in the Fuel Storage Building Structure 
The inspectors identified an NCV of 10 CFR 50 Appendix B Criterion XVI, Corrective Actions, of very low safety 
significance because NextEra staff did not promptly identify nine visual indications of structural problems 
representing conditions adverse to quality. These problems were observed by NextEra staff during a maintenance rule 
(MR) walkdown of the Fuel Storage Building (FSB) on November 20, 2014, and documented in walkdown notes 
as conditions warranting entry into the corrective action program (CAP). However these problems were not entered 
into the CAP to identify them as conditions adverse to quality until questioned by the inspectors. NextEra staff took 
corrective actions to enter the issues into their CAP in AR02016192, AR02016238, AR02016225 and AR02016863 
and initiated AR02014116 for not promptly identifying these problems. 

This performance deficiency was considered to be more than minor because it is associated with the Barrier Integrity 
Cornerstone objective to provide reasonable assurance that physical design barriers protect the public from 
radionuclide releases caused by accidents or events, and affected the attribute of design control – structural integrity. 
Specifically, the inspectors determined the finding was more than minor because four of the conditions exceeded 
American Concrete Institute (ACI) 349.3R-96 "Tier II structural criteria,” which indicated they require further 
technical evaluation and analysis to validate the existing conditions or repair to preserve structural function. This issue 
was evaluated in accordance with IMC 0609, Appendix A, “The Significance Determination Process for Findings At-
Power,” Exhibit 3, “Barrier Integrity Screening Questions,” and screened as very low safety significance (Green) 
because the observed FSB degradation did not adversely impact structural or radiological barrier functions of the 
building. This finding is related to the cross-cutting area of Human Performance - Procedure Adherence because 
individuals did not follow CAP process, procedures, and work instructions
Inspection Report# : 2014005 (pdf)

Significance:  Dec 31, 2014
Identified By: NRC
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Item Type: NCV Non-Cited Violation
Failure to Identify and Evaluate FSB Settlement Data and the Design Basis
The inspectors identified a violation of 10 CFR 50 Appendix B Criterion XVI, Corrective Actions, of very low safety 
significance because NextEra did not promptly identify a condition adverse to quality in December 2013 that involved 
a deviation from expected settling assumptions in the Seabrook Station design basis for the FSB. FSB elevation 
measurements were received by NextEra staff in December 2010 and in December 2013 indicating that settling at 
some locations of the FSB was occurring. NextEra staff did not enter this condition, a condition adverse to quality, 
into their CAP until December 8, 2014, in response to questions from the inspectors. NextEra initiated AR02011698 
to enter this issue in the CAP and AR02014116 to address their staff not entering this issue previously into the CAP. 

This performance deficiency was considered to be more than minor because it is associated with the Barrier Integrity 
Cornerstone objective to provide reasonable assurance that physical design barriers protect the public from 
radionuclide releases caused by 
accidents or events, and adversely affected the attribute of design control – structural integrity. Specifically, the 
inspectors concluded that the structural integrity of the FSB was potentially adversely affected because measured 
settling of the structure deviated from assumed design basis values. Also, this condition exceeded the ACI 349.3R-96 
“Tier II structural criteria” of the Structures Monitoring Program and requires a structural evaluation. This issue was 
evaluated in accordance with IMC 0609, Appendix A, “The Significance Determination Process for Findings At-
Power,” Exhibit 3, “Barrier Integrity Screening Questions,” and screened as very low safety significance (Green) 
because the observed degradation does not adversely impact structural or radiological barrier functions for the FSB. 
This finding is related to the cross-cutting area of Human Performance - Design Margins. The organization did not 
maintain the FSB within design margins and did not utilize the systematic and rigorous corrective action process.
Inspection Report# : 2014005 (pdf)

Emergency Preparedness

Occupational Radiation Safety

Significance:  Dec 31, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Periodically Calibrate REM-500 Neutron Survey Instruments
The inspectors identified a Green NCV of TS 6.7.1.a, “Procedures and Programs,” because NextEra failed to conduct 
appropriate periodic calibration of neutron survey instruments. Specifically, since 1996, NextEra assumed that an 
operability check of certain neutron survey instruments using an internal alpha check source would provide a 
calibration equivalent to that performed to a traceable neutron source of a known neutron flux, contrary to the periodic 
calibration frequency requirements specified in the Seabrook Station Radiation Protection Manual. NextEra’s 
immediate corrective actions included capturing this issue in its CAP (AR 01969397), calibrating all of the neutron 
survey instruments in question, and revising the neutron survey instrument operating procedure to require annual 
calibrations. 

This performance deficiency was determined to be more than minor because it adversely affected the Occupational 
Radiation Safety Cornerstone to ensure the adequate protection of the worker from radiation exposure. Additionally, it 
was similar to example 6.b in IMC 0612, Appendix E, “Examples of Minor Issues,” which states that the performance 
deficiency is more than minor if a radiation protection instrument was not calibrated properly, and when recalibrated 
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the as-found condition of the instrument was not within acceptance criteria for calibration and the accuracy was non-
conservative. The issue was evaluated in accordance with IMC 0609, Appendix C, "Occupational Radiation Safety 
Significance Determination Process," and determined to be of very low safety significance (Green) since it was not an 
as low as is reasonably achievable (ALARA) issue and did not involve an overexposure or 
a potential overexposure and it did not affect any significant neutron exposures of plant personnel. The inspectors 
determined there was no cross-cutting aspect associated with this finding since it was not representative of current 
NextEra performance. Specifically, in accordance with IMC 0612, the causal factors associated with this finding 
occurred outside the nominal three-year period of consideration and were not considered representative of present 
performance.
Inspection Report# : 2014005 (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 Nov 17, 2014
Identified By: NRC
Item Type: FIN Finding
Biennel PI&R Overall Assessment
The inspectors concluded that NextEra was generally effective in identifying, evaluating, and resolving problems. 
NextEra personnel identified problems, entered them into the corrective action program at a low threshold, and 
prioritized issues commensurate with their safety significance. In most cases, NextEra appropriately screened issues 
for operability and reportability, and performed causal analyses that appropriately considered extent of condition, 
generic issues, and previous occurrences. The inspectors also determined that NextEra typically implemented 
corrective actions to address the problems identified in the corrective action program in a timely manner. 

The inspectors concluded that, in general, NextEra adequately identified, reviewed, and applied relevant industry 
operating experience to Seabrook operations. In addition, based on those items selected for review, the inspectors 
determined that NextEra’s self-assessments and audits were thorough. 

Based on the interviews the inspectors conducted over the course of the inspection, observations of plant activities, 
and reviews of individual corrective action program and employee concerns program issues, the inspectors did not 
identify any indications that site personnel were unwilling to raise safety issues nor did they identify any conditions 
that could have had a negative impact on the site’s safety conscious work environment. 
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Seabrook 1
4Q/2015 Plant Inspection Findings

Initiating Events

Mitigating Systems

Barrier Integrity

Significance:  Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate Identification of Structural Deformation and Impacts on Associated Equipment
The inspectors identified a Green NCV of 10 CFR, Appendix B, Criterion XVI, “Corrective Action,” because NextEra 
did not ensure that degraded conditions were identified and entered into the corrective action process. Specifically, the 
inspectors identified multiple instances of material and equipment degradation resulting from deformation of the 
containment enclosure building (CEB). NextEra entered the condition into their corrective action program (CAP) (AR 
02014325) and initiated a root cause evaluation to evaluate the aggregate cause of the non-conforming condition. 
Additionally, NextEra initiated immediate and prompt operability determinations (PODs), when appropriate, for each 
of the individually identified material and equipment degraded conditions. 

This performance deficiency was considered to be more than minor because, if left uncorrected, the performance 
deficiency had the potential to lead to a more significant safety concern if CEB deformation continued to effect plant 
safety-related structure, system, and components (SSCs) without appropriate identification and evaluation by NextEra 
personnel. The finding was evaluated in accordance with IMC 0609, Appendix A, “The Significance Determination 
Process for Findings At-Power,” and determined to be of very low safety significance (Green) since it did not 
represent an actual open pathway in the physical integrity of reactor containment, containment isolation systems, or 
heat removal systems. In addition, the structures and components remained capable of performing their safety 
function. The finding is related to the cross-cutting area of Problem Identification and Resolution – Identification, 
because NextEra did not implement a CAP with a low threshold for identifying issues. Specifically, NextEra failed to 
identify multiple instances of material and equipment degradation that would have led to the identification of the CEB 
non-conforming condition [P.1].
Inspection Report# : 2015002 (pdf)

Significance:  Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate Characterization of Prompt Operability Determination of the Containment Enclosure Building
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion V, “Instructions, Procedures, and 
Drawings,” because NextEra did not perform an adequate POD of a safety-related plant structure. Specifically, 
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NextEra did not appropriately categorize the operability of the CEB, a safety-related seismic Category I structure, in 
accordance with EN-AA-203-1001, Operability Determinations/Functionality Assessments, Revision 19, after 
identification of a non-conforming condition affecting the structure. NextEra entered the condition into their CAP (AR 
02053991), re-characterized the operability of the CEB as “Operable but Degraded,” and established compensatory 
measures to monitor for additional structural displacement by performing routine seismic seal gap measurements. 

This performance deficiency was considered to be more than minor because it affected the design control attribute 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. Specifically, the inspectors determined that the 
operational capability of the CEB was affected in that compensatory measures were not identified and established to 
monitor for any further degradation of the non-conforming condition. The finding was evaluated in accordance with 
IMC 0609, Appendix A, “The Significance Determination Process for Findings At-Power,” and determined to be of 
very low safety significance (Green) since it did not represent an actual open pathway in the physical integrity of 
reactor containment, containment isolation systems, or heat removal systems. In addition, the affected structures and 
components remained capable of performing their safety function. The finding is related to the cross-cutting area of 
Problem Identification and Resolution – Evaluation, because NextEra did not thoroughly evaluate an issue to ensure 
that resolutions address causes and extent of condition commensurate with their safety significance. Specifically, 
NextEra did not appropriately characterize the CEB non-conforming condition and establish compensatory measures 
that were commensurate with the safety significance of the condition [P.2].
Inspection Report# : 2015002 (pdf)

Emergency Preparedness

Occupational Radiation Safety

Public Radiation Safety

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

Miscellaneous
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Seabrook 1
1Q/2016 Plant Inspection Findings

Initiating Events

Mitigating Systems

Barrier Integrity

Significance:  Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate Identification of Structural Deformation and Impacts on Associated Equipment
The inspectors identified a Green NCV of 10 CFR, Appendix B, Criterion XVI, “Corrective Action,” because NextEra 
did not ensure that degraded conditions were identified and entered into the corrective action process. Specifically, the 
inspectors identified multiple instances of material and equipment degradation resulting from deformation of the 
containment enclosure building (CEB). NextEra entered the condition into their corrective action program (CAP) (AR 
02014325) and initiated a root cause evaluation to evaluate the aggregate cause of the non-conforming condition. 
Additionally, NextEra initiated immediate and prompt operability determinations (PODs), when appropriate, for each 
of the individually identified material and equipment degraded conditions. 

This performance deficiency was considered to be more than minor because, if left uncorrected, the performance 
deficiency had the potential to lead to a more significant safety concern if CEB deformation continued to effect plant 
safety-related structure, system, and components (SSCs) without appropriate identification and evaluation by NextEra 
personnel. The finding was evaluated in accordance with IMC 0609, Appendix A, “The Significance Determination 
Process for Findings At-Power,” and determined to be of very low safety significance (Green) since it did not 
represent an actual open pathway in the physical integrity of reactor containment, containment isolation systems, or 
heat removal systems. In addition, the structures and components remained capable of performing their safety 
function. The finding is related to the cross-cutting area of Problem Identification and Resolution – Identification, 
because NextEra did not implement a CAP with a low threshold for identifying issues. Specifically, NextEra failed to 
identify multiple instances of material and equipment degradation that would have led to the identification of the CEB 
non-conforming condition [P.1].
Inspection Report# : 2015002 (pdf)

Significance:  Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate Characterization of Prompt Operability Determination of the Containment Enclosure Building
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion V, “Instructions, Procedures, and 
Drawings,” because NextEra did not perform an adequate POD of a safety-related plant structure. Specifically, 
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NextEra did not appropriately categorize the operability of the CEB, a safety-related seismic Category I structure, in 
accordance with EN-AA-203-1001, Operability Determinations/Functionality Assessments, Revision 19, after 
identification of a non-conforming condition affecting the structure. NextEra entered the condition into their CAP (AR 
02053991), re-characterized the operability of the CEB as “Operable but Degraded,” and established compensatory 
measures to monitor for additional structural displacement by performing routine seismic seal gap measurements. 

This performance deficiency was considered to be more than minor because it affected the design control attribute 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. Specifically, the inspectors determined that the 
operational capability of the CEB was affected in that compensatory measures were not identified and established to 
monitor for any further degradation of the non-conforming condition. The finding was evaluated in accordance with 
IMC 0609, Appendix A, “The Significance Determination Process for Findings At-Power,” and determined to be of 
very low safety significance (Green) since it did not represent an actual open pathway in the physical integrity of 
reactor containment, containment isolation systems, or heat removal systems. In addition, the affected structures and 
components remained capable of performing their safety function. The finding is related to the cross-cutting area of 
Problem Identification and Resolution – Evaluation, because NextEra did not thoroughly evaluate an issue to ensure 
that resolutions address causes and extent of condition commensurate with their safety significance. Specifically, 
NextEra did not appropriately characterize the CEB non-conforming condition and establish compensatory measures 
that were commensurate with the safety significance of the condition [P.2].
Inspection Report# : 2015002 (pdf)

Emergency Preparedness

Occupational Radiation Safety

Public Radiation Safety

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

Miscellaneous
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Seabrook 1
2Q/2016 Plant Inspection Findings

Initiating Events

Significance:  Jun 30, 2016
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Automatic Initiation of Emergency Feedwater Resulting from Performance of Procedural Steps in a Manner 
Prohibited by Documented Instructions
A self-revealing Green NCV of 10 CFR, Appendix B, Criterion V, “Instructions Procedures, and Drawings,” was 
identified, because NextEra did not ensure that activities affecting quality were accomplished in accordance with 
documented instructions. Specifically, while implementing a procedure following a plant trip that occurred on March 
2, 2016, NextEra staff performed steps of a procedure in a manner that was prohibited by a departmental instruction, 
leading to an automatic initiation of emergency feedwater (EFW) to maintain adequate steam generator (SG) level. 
NextEra entered this issue into their corrective action program (CAP) and subsequently initiated a root cause 
evaluation to determine the factors which contributed to the event. Additionally, NextEra took corrective actions 
(C/As) to provide additional training and guidance for their staff and to resolve issues with existing procedures, which 
were determined to have been contributing factors during the event. 

The inspectors determined that this performance deficiency was more than minor because it was associated with the 
Human Performance attribute of the Initiating Events cornerstone, and adversely affected the cornerstone objective of 
limiting the likelihood of events that upset plant stability (loss of FW) and challenge critical safety functions during 
shutdown as well as power operations. In accordance with IMC 0609, Attachment 4, “Initial Characterization of 
Findings,” and IMC 0609, Appendix A, “The Significance Determination Process for Findings At-Power,” the 
inspectors determined that this finding was of very low safety significance (Green) because the performance 
deficiency did not cause the loss of mitigation equipment relied upon to transition the plant from the onset of a trip to 
a stable shutdown condition. The inspectors determined that this finding had a cross-cutting aspect in the area of 
Human Performance, Challenge the Unknown, because NextEra did not ensure that individuals stopped when faced 
with uncertain conditions. Specifically, the individuals involved did not adequately challenge the basis for a decision 
to disregard a department instruction.
Inspection Report# : 2016002 (pdf)

Significance:  Jun 30, 2016
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Multiple Letdown Isolations Resulting from an Inadequate Procedure and the Performance of Steps Not 
Prescribed by Established Procedures
A self revealing Green NCV of 10 CFR, Appendix B, Criterion V, “Instructions Procedures, and Drawings,” was 
identified because NextEra did not ensure that activities affecting quality were prescribed by documented procedures 
of a type appropriate to the circumstances and that these activities were accomplished in accordance with these 
procedures. Specifically, a procedure associated with the testing of safety-related containment isolation functions did 
not contain sufficient instruction to ensure proper control of plant configuration; thus implementation of this 
procedure resulted in an inadvertent letdown isolation. Additionally, while attempting to perform this test on a 
subsequent occasion, individuals performed additional steps not prescribed in the associated procedure; the execution 
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of these additional steps resulted in an additional inadvertent letdown isolation. NextEra entered these issues into their 
CAP and subsequently performed apparent cause evaluations for the two events, made necessary changes to the 
associated procedure, and provided coaching to NextEra staff. 

The inspectors determined that this performance deficiency was more than minor because it was associated with the 
Procedure Quality and Human Performance attributes of the Initiating Events cornerstone and adversely affected the 
cornerstone objective of limiting the likelihood of events that upset plant stability (letdown isolation) during power 
operations. In accordance with IMC 0609, Attachment 4, “Initial Characterization of Findings,” and IMC 0609, 
Appendix A, “The Significance Determination Process for Findings At-Power,” the inspectors determined that this 
finding was of very low safety significance (Green) because the performance deficiency did not cause a reactor trip 
and the loss of mitigation equipment relied upon to transition the plant from the onset of a trip to a stable shutdown 
condition. The inspectors determined that this finding had a cross-cutting aspect in the area of Human Performance, 
Procedural Adherence, because NextEra failed to ensure that individuals followed processes and procedures 
appropriately.
Inspection Report# : 2016002 (pdf)

Mitigating Systems

Significance:  Mar 25, 2016
Identified By: NRC
Item Type: VIO Violation
Failure to complete operabilty determination for ASR affected structures
The team identified a violation of Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” and NextEra 
Nuclear Fleet Administrative Procedure, EN-AA-203-1001, “Operability Determinations/Functionality Assessments,”
involving Seabrook Station staff failing to perform operability evaluations for identified non-conforming conditions. 
Specifically, the team identified that following receipt of a vendor’s structural assessment of the RHR/CS Vault on 
March 17, 2015, the Seabrook staff failed to complete an appropriate immediate operability evaluation or initiate a 
Prompt Operability Determination (POD) for an identified structural load (ASR induced) not considered by ACI 318-
1971, the design and construction code of record. The team also identified that following receipt of another vendor’s 
report, “Structural Evaluation and Design Confirmation of the CEB,” on December 2, 2015, that the Seabrook staff 
failed to complete an immediate and follow-on POD to address ASR induced loads (due to internal expansion and 
externally applied by ASR-affected concrete backfill) that are causing CEB structural deformation. 

The team determined that the two examples of failure to identify structural loading due to ASR expansion as a non-
conforming condition and to then promptly evaluate the impact of this condition on the operability of the affected 
structures is a performance deficiency. This performance deficiency is considered to be more than minor because the 
non-conforming condition adversely impacts the structural integrity design attribute of the reactor safety barrier 
integrity and mitigating systems objectives. In addition, the finding is similar to more than minor Example 3.i of 
Appendix E of IMC 0612. The finding was evaluated in accordance with IMC 0609, Appendix A, “The Significance 
Determination Process for Findings At-Power,” Exhibit 3, “Barrier integrity Screening Questions,” and screened as 
very low safety significance (Green) because the finding only represents a degradation in design margin and did not 
impact the radiological barrier function of the affected structures. The finding had a cross cutting aspect in the area of 
problem identification and resolution, P3, timely resolution of issues. Specifically, NextEra did not fully evaluate 
conditions adverse to quality, including evaluating the effects of the ASR expansion-induced loads on operability of 
certain structures, in a timely manner following identification by an engineering analysis.
Inspection Report# : 2016008 (pdf)
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Barrier Integrity

Emergency Preparedness

Occupational Radiation Safety

Public Radiation Safety

Security
Although the Security Cornerstone is included in the Reactor Oversight Process assessment program, the Commission 
has decided that specific information related to findings and performance indicators pertaining to the Security 
Cornerstone will not be publicly available to ensure that security information is not provided to a possible adversary. 
Other than the fact that a finding or performance indicator is Green or Greater-Than-Green, security related 
information will not be displayed on the public web page. Therefore, the cover letters to security inspection reports 
may be viewed.
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Seabrook 1
3Q/2016 Plant Inspection Findings

Initiating Events

Significance:  Jun 30, 2016
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Automatic Initiation of Emergency Feedwater Resulting from Performance of Procedural Steps in a Manner 
Prohibited by Documented Instructions
A self-revealing Green NCV of 10 CFR, Appendix B, Criterion V, “Instructions Procedures, and Drawings,” was 
identified, because NextEra did not ensure that activities affecting quality were accomplished in accordance with 
documented instructions. Specifically, while implementing a procedure following a plant trip that occurred on March 
2, 2016, NextEra staff performed steps of a procedure in a manner that was prohibited by a departmental instruction, 
leading to an automatic initiation of emergency feedwater (EFW) to maintain adequate steam generator (SG) level. 
NextEra entered this issue into their corrective action program (CAP) and subsequently initiated a root cause 
evaluation to determine the factors which contributed to the event. Additionally, NextEra took corrective actions 
(C/As) to provide additional training and guidance for their staff and to resolve issues with existing procedures, which 
were determined to have been contributing factors during the event. 

The inspectors determined that this performance deficiency was more than minor because it was associated with the 
Human Performance attribute of the Initiating Events cornerstone, and adversely affected the cornerstone objective of 
limiting the likelihood of events that upset plant stability (loss of FW) and challenge critical safety functions during 
shutdown as well as power operations. In accordance with IMC 0609, Attachment 4, “Initial Characterization of 
Findings,” and IMC 0609, Appendix A, “The Significance Determination Process for Findings At-Power,” the 
inspectors determined that this finding was of very low safety significance (Green) because the performance 
deficiency did not cause the loss of mitigation equipment relied upon to transition the plant from the onset of a trip to 
a stable shutdown condition. The inspectors determined that this finding had a cross-cutting aspect in the area of 
Human Performance, Challenge the Unknown, because NextEra did not ensure that individuals stopped when faced 
with uncertain conditions. Specifically, the individuals involved did not adequately challenge the basis for a decision 
to disregard a department instruction.
Inspection Report# : 2016002 (pdf)

Significance:  Jun 30, 2016
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Multiple Letdown Isolations Resulting from an Inadequate Procedure and the Performance of Steps Not 
Prescribed by Established Procedures
A self revealing Green NCV of 10 CFR, Appendix B, Criterion V, “Instructions Procedures, and Drawings,” was 
identified because NextEra did not ensure that activities affecting quality were prescribed by documented procedures 
of a type appropriate to the circumstances and that these activities were accomplished in accordance with these 
procedures. Specifically, a procedure associated with the testing of safety-related containment isolation functions did 
not contain sufficient instruction to ensure proper control of plant configuration; thus implementation of this 
procedure resulted in an inadvertent letdown isolation. Additionally, while attempting to perform this test on a 
subsequent occasion, individuals performed additional steps not prescribed in the associated procedure; the execution 
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of these additional steps resulted in an additional inadvertent letdown isolation. NextEra entered these issues into their 
CAP and subsequently performed apparent cause evaluations for the two events, made necessary changes to the 
associated procedure, and provided coaching to NextEra staff. 

The inspectors determined that this performance deficiency was more than minor because it was associated with the 
Procedure Quality and Human Performance attributes of the Initiating Events cornerstone and adversely affected the 
cornerstone objective of limiting the likelihood of events that upset plant stability (letdown isolation) during power 
operations. In accordance with IMC 0609, Attachment 4, “Initial Characterization of Findings,” and IMC 0609, 
Appendix A, “The Significance Determination Process for Findings At-Power,” the inspectors determined that this 
finding was of very low safety significance (Green) because the performance deficiency did not cause a reactor trip 
and the loss of mitigation equipment relied upon to transition the plant from the onset of a trip to a stable shutdown 
condition. The inspectors determined that this finding had a cross-cutting aspect in the area of Human Performance, 
Procedural Adherence, because NextEra failed to ensure that individuals followed processes and procedures 
appropriately.
Inspection Report# : 2016002 (pdf)

Mitigating Systems

Significance:  Mar 25, 2016
Identified By: NRC
Item Type: VIO Violation
Failure to complete operabilty determination for ASR affected structures
The team identified a violation of Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” and NextEra 
Nuclear Fleet Administrative Procedure, EN-AA-203-1001, “Operability Determinations/Functionality Assessments,”
involving Seabrook Station staff failing to perform operability evaluations for identified non-conforming conditions. 
Specifically, the team identified that following receipt of a vendor’s structural assessment of the RHR/CS Vault on 
March 17, 2015, the Seabrook staff failed to complete an appropriate immediate operability evaluation or initiate a 
Prompt Operability Determination (POD) for an identified structural load (ASR induced) not considered by ACI 318-
1971, the design and construction code of record. The team also identified that following receipt of another vendor’s 
report, “Structural Evaluation and Design Confirmation of the CEB,” on December 2, 2015, that the Seabrook staff 
failed to complete an immediate and follow-on POD to address ASR induced loads (due to internal expansion and 
externally applied by ASR-affected concrete backfill) that are causing CEB structural deformation. 

The team determined that the two examples of failure to identify structural loading due to ASR expansion as a non-
conforming condition and to then promptly evaluate the impact of this condition on the operability of the affected 
structures is a performance deficiency. This performance deficiency is considered to be more than minor because the 
non-conforming condition adversely impacts the structural integrity design attribute of the reactor safety barrier 
integrity and mitigating systems objectives. In addition, the finding is similar to more than minor Example 3.i of 
Appendix E of IMC 0612. The finding was evaluated in accordance with IMC 0609, Appendix A, “The Significance 
Determination Process for Findings At-Power,” Exhibit 3, “Barrier integrity Screening Questions,” and screened as 
very low safety significance (Green) because the finding only represents a degradation in design margin and did not 
impact the radiological barrier function of the affected structures. The finding had a cross cutting aspect in the area of 
problem identification and resolution, P3, timely resolution of issues. Specifically, NextEra did not fully evaluate 
conditions adverse to quality, including evaluating the effects of the ASR expansion-induced loads on operability of 
certain structures, in a timely manner following identification by an engineering analysis.
Inspection Report# : 2016008 (pdf)
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Barrier Integrity

Emergency Preparedness

Occupational Radiation Safety

Public Radiation Safety

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

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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Seabrook 1
4Q/2016 Plant Inspection Findings

Initiating Events

Significance:  Sep 02, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Innadequate Corrective Actions to Preclude Repetition of a Significant Condition Adverse to Quality
The team identified a finding of very low safety significance, involving a non-cited violation of Title 10 of the Code 
of Federal Regulations, Part 50, Appendix B, Criterion XVI, “Corrective Action,” for not performing corrective 
actions to preclude repetition of a significant condition adverse to quality. Specifically, in 2008, two of four primary 
component cooling water (PCCW) pump motors failed within a four month period due to a manufacturing defect. 
NextEra established but did not perform a corrective action to replace all four motors with re-wound motors, free of 
the identified manufacturing defect. Subsequently, in 2015, a third motor failure occurred due to the same 
manufacturing defect. NextEra’s immediate corrective actions included entering this issue into their corrective action 
program (AR 2153536), implementing an electrical testing program that would provide an early indication of further 
degradation of the manufacturing defect until motor replacement, and completing a prompt operability determination 
to assess current PCCW system operability. 

This finding was more than minor because it was associated with the Equipment Performance attribute of the 
Initiating Events Cornerstone and adversely affected the cornerstone objective of limiting the likelihood of events that 
upset plant stability and challenge critical safety functions during power operations. In accordance with IMC 0609.04, 
“Initial Characterization of Findings,” and Exhibit 1 of IMC 0609, Appendix A, “The Significance Determination 
Process for Findings At-Power,” the team screened the finding for safety significance and determined that a detailed 
risk evaluation (DRE) was required because the finding involved a partial loss of a support system (PCCW pump ‘B’) 
that would increase the likelihood of an initiating event and impacted mitigating equipment (Item C - Support System 
Initiators of Exhibit 1). The DRE, performed by a Region I senior reactor analyst (SRA), concluded that the 
performance deficiency resulted in a change in core damage frequency of high E-7/yr, or very low safety significance 
(Green). 

The finding had a cross-cutting aspect in Problem Identification and Resolution (Resolution), because NextEra did not 
take effective corrective actions to address this issue in a timely manner commensurate with its safety significance. 
Specifically, NextEra did not perform motor replacements for susceptible installed PCCW motors within a reasonable 
due date as specified by the 2009 corrective action to preclude repetition (CAPR); and plant procedures, programs and 
resources were available for the decision-making process to schedule the motor replacement.
Inspection Report# : 2016007 (pdf)

Significance:  Jun 30, 2016
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Automatic Initiation of Emergency Feedwater Resulting from Performance of Procedural Steps in a Manner 
Prohibited by Documented Instructions
A self-revealing Green NCV of 10 CFR, Appendix B, Criterion V, “Instructions Procedures, and Drawings,” was 
identified, because NextEra did not ensure that activities affecting quality were accomplished in accordance with 
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documented instructions. Specifically, while implementing a procedure following a plant trip that occurred on March 
2, 2016, NextEra staff performed steps of a procedure in a manner that was prohibited by a departmental instruction, 
leading to an automatic initiation of emergency feedwater (EFW) to maintain adequate steam generator (SG) level. 
NextEra entered this issue into their corrective action program (CAP) and subsequently initiated a root cause 
evaluation to determine the factors which contributed to the event. Additionally, NextEra took corrective actions 
(C/As) to provide additional training and guidance for their staff and to resolve issues with existing procedures, which 
were determined to have been contributing factors during the event. 

The inspectors determined that this performance deficiency was more than minor because it was associated with the 
Human Performance attribute of the Initiating Events cornerstone, and adversely affected the cornerstone objective of 
limiting the likelihood of events that upset plant stability (loss of FW) and challenge critical safety functions during 
shutdown as well as power operations. In accordance with IMC 0609, Attachment 4, “Initial Characterization of 
Findings,” and IMC 0609, Appendix A, “The Significance Determination Process for Findings At-Power,” the 
inspectors determined that this finding was of very low safety significance (Green) because the performance 
deficiency did not cause the loss of mitigation equipment relied upon to transition the plant from the onset of a trip to 
a stable shutdown condition. The inspectors determined that this finding had a cross-cutting aspect in the area of 
Human Performance, Challenge the Unknown, because NextEra did not ensure that individuals stopped when faced 
with uncertain conditions. Specifically, the individuals involved did not adequately challenge the basis for a decision 
to disregard a department instruction.
Inspection Report# : 2016002 (pdf)

Significance:  Jun 30, 2016
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Multiple Letdown Isolations Resulting from an Inadequate Procedure and the Performance of Steps Not 
Prescribed by Established Procedures
A self revealing Green NCV of 10 CFR, Appendix B, Criterion V, “Instructions Procedures, and Drawings,” was 
identified because NextEra did not ensure that activities affecting quality were prescribed by documented procedures 
of a type appropriate to the circumstances and that these activities were accomplished in accordance with these 
procedures. Specifically, a procedure associated with the testing of safety-related containment isolation functions did 
not contain sufficient instruction to ensure proper control of plant configuration; thus implementation of this 
procedure resulted in an inadvertent letdown isolation. Additionally, while attempting to perform this test on a 
subsequent occasion, individuals performed additional steps not prescribed in the associated procedure; the execution 
of these additional steps resulted in an additional inadvertent letdown isolation. NextEra entered these issues into their 
CAP and subsequently performed apparent cause evaluations for the two events, made necessary changes to the 
associated procedure, and provided coaching to NextEra staff. 

The inspectors determined that this performance deficiency was more than minor because it was associated with the 
Procedure Quality and Human Performance attributes of the Initiating Events cornerstone and adversely affected the 
cornerstone objective of limiting the likelihood of events that upset plant stability (letdown isolation) during power 
operations. In accordance with IMC 0609, Attachment 4, “Initial Characterization of Findings,” and IMC 0609, 
Appendix A, “The Significance Determination Process for Findings At-Power,” the inspectors determined that this 
finding was of very low safety significance (Green) because the performance deficiency did not cause a reactor trip 
and the loss of mitigation equipment relied upon to transition the plant from the onset of a trip to a stable shutdown 
condition. The inspectors determined that this finding had a cross-cutting aspect in the area of Human Performance, 
Procedural Adherence, because NextEra failed to ensure that individuals followed processes and procedures 
appropriately.
Inspection Report# : 2016002 (pdf)
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Mitigating Systems

Significance:  Mar 25, 2016
Identified By: NRC
Item Type: VIO Violation
Failure to complete operabilty determination for ASR affected structures
The team identified a violation of Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” and NextEra 
Nuclear Fleet Administrative Procedure, EN-AA-203-1001, “Operability Determinations/Functionality Assessments,”
involving Seabrook Station staff failing to perform operability evaluations for identified non-conforming conditions. 
Specifically, the team identified that following receipt of a vendor’s structural assessment of the RHR/CS Vault on 
March 17, 2015, the Seabrook staff failed to complete an appropriate immediate operability evaluation or initiate a 
Prompt Operability Determination (POD) for an identified structural load (ASR induced) not considered by ACI 318-
1971, the design and construction code of record. The team also identified that following receipt of another vendor’s 
report, “Structural Evaluation and Design Confirmation of the CEB,” on December 2, 2015, that the Seabrook staff 
failed to complete an immediate and follow-on POD to address ASR induced loads (due to internal expansion and 
externally applied by ASR-affected concrete backfill) that are causing CEB structural deformation. 

The team determined that the two examples of failure to identify structural loading due to ASR expansion as a non-
conforming condition and to then promptly evaluate the impact of this condition on the operability of the affected 
structures is a performance deficiency. This performance deficiency is considered to be more than minor because the 
non-conforming condition adversely impacts the structural integrity design attribute of the reactor safety barrier 
integrity and mitigating systems objectives. In addition, the finding is similar to more than minor Example 3.i of 
Appendix E of IMC 0612. The finding was evaluated in accordance with IMC 0609, Appendix A, “The Significance 
Determination Process for Findings At-Power,” Exhibit 3, “Barrier integrity Screening Questions,” and screened as 
very low safety significance (Green) because the finding only represents a degradation in design margin and did not 
impact the radiological barrier function of the affected structures. The finding had a cross cutting aspect in the area of 
problem identification and resolution, P3, timely resolution of issues. Specifically, NextEra did not fully evaluate 
conditions adverse to quality, including evaluating the effects of the ASR expansion-induced loads on operability of 
certain structures, in a timely manner following identification by an engineering analysis.
Inspection Report# : 2016008 (pdf)

Barrier Integrity

Significance:  Sep 02, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Perform Required ASME In-Service Testing of Manual Isolation Valves for the Atmospheric Steam 
Dump Valve Block Valves
The team identified a finding of very low safety significance, involving a non-cited violation of Seabrook Technical 
Specification Surveillance Requirement 4.0.5, “Surveillance Requirements for In-Service Inspection and Testing of 
American Society of Mechanical Engineers (ASME) Code Class 1, 2, and 3 Components.” Specifically, the manual 
isolation valves for the atmospheric steam dump valves had an active safety function to close, in order to mitigate the 
radiological consequences of a steam generator tube rupture (SGTR) accident, but had not been placed in the 
Seabrook In-Service Test Program and tested, as required by the Technical Specifications and ASME Code. As a 
result, degraded valve performance could go uncorrected without adequate acceptance criteria to ensure that a SGTR 
would not result in an unacceptable increase in the consequences of that accident (e.g., a more than minor reduction in 
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the margin between the postulated licensing basis radiological release and the regulatory limits). In response, NextEra 
entered the issue into their corrective action program (AR 2153195) and performed a preliminary assessment of the 
valves, which concluded that they were fully operable. 

This finding was more than minor because it was associated with the System, Structure, or Component (SSC), and 
Barrier Performance attribute of the Containment Barrier Cornerstone and adversely affected the cornerstone objective 
of ensuring the reliability of associated risk-important SSCs. The team determined that the finding was of very low 
safety significance (Green) because it was a deficiency confirmed not to 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 
the reactor containment. The finding did not have a cross-cutting aspect because it was not considered indicative of 
current licensee performance.
Inspection Report# : 2016007 (pdf)

Emergency Preparedness

Occupational Radiation Safety

Public Radiation Safety

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

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.
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Initiating Events

Significance:  Sep 02, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Innadequate Corrective Actions to Preclude Repetition of a Significant Condition Adverse to Quality
The team identified a finding of very low safety significance, involving a non-cited violation of Title 10 of the Code of 
Federal Regulations, Part 50, Appendix B, Criterion XVI, "Corrective Action," for not performing corrective actions to 
preclude repetition of a significant condition adverse to quality. Specifically, in 2008, two of four primary component 
cooling water (PCCW) pump motors failed within a four month period due to a manufacturing defect. NextEra 
established but did not perform a corrective action to replace all four motors with re-wound motors, free of the 
identified manufacturing defect. Subsequently, in 2015, a third motor failure occurred due to the same manufacturing 
defect. NextEra's immediate corrective actions included entering this issue into their corrective action program (AR 
2153536), implementing an electrical testing program that would provide an early indication of further degradation of 
the manufacturing defect until motor replacement, and completing a prompt operability determination to assess current 
PCCW system operability. 

This finding was more than minor because it was associated with the Equipment Performance attribute of the Initiating 
Events Cornerstone and adversely affected the cornerstone objective of limiting the likelihood of events that upset plant 
stability and challenge critical safety functions during power operations. In accordance with IMC 0609.04, "Initial 
Characterization of Findings," and Exhibit 1 of IMC 0609, Appendix A, "The Significance Determination Process for 
Findings At-Power," the team screened the finding for safety significance and determined that a detailed risk evaluation 
(DRE) was required because the finding involved a partial loss of a support system (PCCW pump 'B') that would 
increase the likelihood of an initiating event and impacted mitigating equipment (Item C - Support System Initiators of 
Exhibit 1). The DRE, performed by a Region I senior reactor analyst (SRA), concluded that the performance deficiency 
resulted in a change in core damage frequency of high E-7/yr, or very low safety significance (Green). 
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The finding had a cross-cutting aspect in Problem Identification and Resolution (Resolution), because NextEra did not 
take effective corrective actions to address this issue in a timely manner commensurate with its safety significance. 
Specifically, NextEra did not perform motor replacements for susceptible installed PCCW motors within a reasonable 
due date as specified by the 2009 corrective action to preclude repetition (CAPR); and plant procedures, programs and 
resources were available for the decision-making process to schedule the motor replacement.
Inspection Report# : 2016007 (pdf)

Mitigating Systems
Barrier Integrity

Significance:  Sep 02, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Perform Required ASME In-Service Testing of Manual Isolation Valves for the Atmospheric Steam 
Dump Valve Block Valves
The team identified a finding of very low safety significance, involving a non-cited violation of Seabrook Technical 
Specification Surveillance Requirement 4.0.5, "Surveillance Requirements for In-Service Inspection and Testing of 
American Society of Mechanical Engineers (ASME) Code Class 1, 2, and 3 Components." Specifically, the manual 
isolation valves for the atmospheric steam dump valves had an active safety function to close, in order to mitigate the 
radiological consequences of a steam generator tube rupture (SGTR) accident, but had not been placed in the Seabrook 
In-Service Test Program and tested, as required by the Technical Specifications and ASME Code. As a result, degraded 
valve performance could go uncorrected without adequate acceptance criteria to ensure that a SGTR would not result in 
an unacceptable increase in the consequences of that accident (e.g., a more than minor reduction in the margin between 
the postulated licensing basis radiological release and the regulatory limits). In response, NextEra entered the issue into 
their corrective action program (AR 2153195) and performed a preliminary assessment of the valves, which concluded 
that they were fully operable. 

This finding was more than minor because it was associated with the System, Structure, or Component (SSC), and 
Barrier Performance attribute of the Containment Barrier Cornerstone and adversely affected the cornerstone objective 
of ensuring the reliability of associated risk-important SSCs. The team determined that the finding was of very low 
safety significance (Green) because it was a deficiency confirmed not to 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 the 
reactor containment. The finding did not have a cross-cutting aspect because it was not considered indicative of current 
licensee performance.
Inspection Report# : 2016007 (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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Miscellaneous
Significance: N/A Dec 31, 2016
Identified By: NRC
Item Type: VIO Violation
Obstruction Identified in Security Response Weapon

Inspection Report# : 2016010 (pdf)
Inspection Report# : 2017007 (pdf)

Current data as of : August 03, 2017
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Initiating Events

Significance:  Sep 02, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Innadequate Corrective Actions to Preclude Repetition of a Significant Condition Adverse to Quality
The team identified a finding of very low safety significance, involving a non-cited violation of Title 10 of the Code of 
Federal Regulations, Part 50, Appendix B, Criterion XVI, "Corrective Action," for not performing corrective actions to 
preclude repetition of a significant condition adverse to quality. Specifically, in 2008, two of four primary component 
cooling water (PCCW) pump motors failed within a four month period due to a manufacturing defect. NextEra 
established but did not perform a corrective action to replace all four motors with re-wound motors, free of the 
identified manufacturing defect. Subsequently, in 2015, a third motor failure occurred due to the same manufacturing 
defect. NextEra's immediate corrective actions included entering this issue into their corrective action program (AR 
2153536), implementing an electrical testing program that would provide an early indication of further degradation of 
the manufacturing defect until motor replacement, and completing a prompt operability determination to assess current 
PCCW system operability. 

This finding was more than minor because it was associated with the Equipment Performance attribute of the Initiating 
Events Cornerstone and adversely affected the cornerstone objective of limiting the likelihood of events that upset plant 
stability and challenge critical safety functions during power operations. In accordance with IMC 0609.04, "Initial 
Characterization of Findings," and Exhibit 1 of IMC 0609, Appendix A, "The Significance Determination Process for 
Findings At-Power," the team screened the finding for safety significance and determined that a detailed risk evaluation 
(DRE) was required because the finding involved a partial loss of a support system (PCCW pump 'B') that would 
increase the likelihood of an initiating event and impacted mitigating equipment (Item C - Support System Initiators of 
Exhibit 1). The DRE, performed by a Region I senior reactor analyst (SRA), concluded that the performance deficiency 
resulted in a change in core damage frequency of high E-7/yr, or very low safety significance (Green). 
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The finding had a cross-cutting aspect in Problem Identification and Resolution (Resolution), because NextEra did not 
take effective corrective actions to address this issue in a timely manner commensurate with its safety significance. 
Specifically, NextEra did not perform motor replacements for susceptible installed PCCW motors within a reasonable 
due date as specified by the 2009 corrective action to preclude repetition (CAPR); and plant procedures, programs and 
resources were available for the decision-making process to schedule the motor replacement.
Inspection Report# : 2016007 (pdf)

Mitigating Systems
Barrier Integrity

Significance:  Sep 02, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Perform Required ASME In-Service Testing of Manual Isolation Valves for the Atmospheric Steam 
Dump Valve Block Valves
The team identified a finding of very low safety significance, involving a non-cited violation of Seabrook Technical 
Specification Surveillance Requirement 4.0.5, "Surveillance Requirements for In-Service Inspection and Testing of 
American Society of Mechanical Engineers (ASME) Code Class 1, 2, and 3 Components." Specifically, the manual 
isolation valves for the atmospheric steam dump valves had an active safety function to close, in order to mitigate the 
radiological consequences of a steam generator tube rupture (SGTR) accident, but had not been placed in the Seabrook 
In-Service Test Program and tested, as required by the Technical Specifications and ASME Code. As a result, degraded 
valve performance could go uncorrected without adequate acceptance criteria to ensure that a SGTR would not result in 
an unacceptable increase in the consequences of that accident (e.g., a more than minor reduction in the margin between 
the postulated licensing basis radiological release and the regulatory limits). In response, NextEra entered the issue into 
their corrective action program (AR 2153195) and performed a preliminary assessment of the valves, which concluded 
that they were fully operable. 

This finding was more than minor because it was associated with the System, Structure, or Component (SSC), and 
Barrier Performance attribute of the Containment Barrier Cornerstone and adversely affected the cornerstone objective 
of ensuring the reliability of associated risk-important SSCs. The team determined that the finding was of very low 
safety significance (Green) because it was a deficiency confirmed not to 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 the 
reactor containment. The finding did not have a cross-cutting aspect because it was not considered indicative of current 
licensee performance.
Inspection Report# : 2016007 (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
Mitigating Systems

Significance:  Jul 14, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Correct Condition Adverse to FIre Protection Associated with Fire Safe Shutdown
The team identified a Green, non-cited violation of Seabrook Station Unit 1 Facility Operating License Condition 2.F, 
"Fire Protection," for failure to implement and maintain in effect all provisions of the approved Fire Protection 
Program. Specifically, although NextEra identified that procedure OS1200.00 did not properly implement a mitigating 
action for a fire in the Switchgear Room 'A' as prescribed in the Appendix R Safe Shutdown Analysis Report on 
August 30, 2010 (Action Requests (ARs) 576775 and 1638123), corrective actions were delayed due to higher priority 
work and were not timely commensurate with the potential safety significance. NextEra entered the issue into the 
corrective action program as AR 2214834 and planned to reprioritize the preparation and submittal of a license 
amendment request to resolve the issue. 

The issue was determined to be more than minor because it was associated with the Mitigating Systems cornerstone 
attribute of protection against external factors (fire) and affected the cornerstone objective of ensuring the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. Specifically, 
by failing to correct the condition in a timely manner, NextEra did not ensure that the associated fire safe shutdown 
procedure implemented actions to mitigate a fire in the Switchgear Room 'A' as analyzed in the Appendix R Safe 
Shutdown Report. The team performed a Phase 1 screening in accordance with IMC 0609, Appendix F, "Fire 
Protection Significance Determination Process." The deficiency affected the post fire safe shutdown category because 
NextEra's fire response procedures were degraded. The finding was screened to very low safety significance (Green) 
because it was assigned a low degradation rating because the procedural deficiencies could be compensated by operator 
experience and system familiarity. This finding was determined to have a cross-cutting aspect in the area of Human 
Performance, Resources, in that, NextEra did not ensure that personnel, equipment, procedures, and other resources are 
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available and adequate to support nuclear safety. Specifically, action to submit a license amendment request to support 
a deviation from the 10 CFR Part 50, Appendix R, III.G.2 requirements for cable separation had been rescheduled five 
times due to higher priority licensing work [H.1]. 

Inspection Report# : 2017008 (pdf)

Significance:  Jul 14, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Implement Test Program for Appendix R Emergency Lighting Units
The team identified a Green, non-cited violation of Seabrook License Condition 2.F, "Fire Protection," because 
NextEra did not implement the fire protection test program to ensure that the emergency lighting units were in 
conformance with design requirements. Specifically, NextEra did not implement procedure LS0565.31, "8 Hour 
Emergency Light Inspections," to verify that the Appendix R emergency lighting units would meet the annual 
inspection requirements, as well as the 3-year preventive maintenance task for battery replacement and the 8-hour 
capacity test. Additionally, since the 3-year preventive maintenance task was coded incorrectly, there was no process to 
ensure that the LS0565.31 would be completed going forward. NextEra entered this issue into the corrective action 
program as AR 2214652. NextEra's planned corrective actions included revising the classification of the emergency 
lighting unit preventive maintenance task in order to ensure that the task is performed at the appropriate frequency. 

The team determined that this issue was more than minor because if left uncorrected, it would have the potential to lead 
to a more significant safety concern. Specifically, failure to conduct the annual inspection requirements and 3-year 
preventive maintenance activities could result in the emergency lighting units not meeting the 8-hour battery capacity 
requirement. The team evaluated this finding using Inspection Manual Chapter 0609, "Fire Protection Significance 
Determination Process." Because safe shutdown conditions could be reached and maintained, this finding screened as 
having very low safety significance (Green). The team determined this finding had a cross-cutting aspect in the area of 
Human Performance, Work Management, because the organization did not implement a process of planning, 
controlling, and executing work activities such that nuclear safety is the overriding priority. Specifically, the three-year 
preventive maintenance task to replace the batteries in the emergency lighting units was coded incorrectly in the work 
management system, which resulted in NextEra not completing the required testing and maintenance on the lighting 
units to ensure that they would perform their function during safe shutdown operations [H.5]. 

Inspection Report# : 2017008 (pdf)

Barrier Integrity
Emergency Preparedness
Occupational Radiation Safety
Public Radiation Safety
Security
The security cornerstone is an important component of the ROP, which includes various security inspection activities 
the NRC uses to verify licensee compliance with Commission regulations and thus ensure public health and safety. The 
Commission determined in the staff requirements memorandum (SRM) for SECY-04-0191, "Withholding Sensitive 
Unclassified Information Concerning Nuclear Power Reactors from Public Disclosure," dated November 9, 2004, that 
specific information related to findings and performance indicators associated with the security cornerstone will not be 
publicly available to ensure that security-related information is not provided to a possible adversary. Security 
inspection report cover letters will be available on the NRC Web site; however, security-related information on the 
details of inspection finding(s) will not be displayed.
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Initiating Events
Mitigating Systems

Significance:  Jul 14, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Correct Condition Adverse to FIre Protection Associated with Fire Safe Shutdown
The team identified a Green, non-cited violation of Seabrook Station Unit 1 Facility Operating License Condition 2.F, 
"Fire Protection," for failure to implement and maintain in effect all provisions of the approved Fire Protection 
Program. Specifically, although NextEra identified that procedure OS1200.00 did not properly implement a mitigating 
action for a fire in the Switchgear Room 'A' as prescribed in the Appendix R Safe Shutdown Analysis Report on 
August 30, 2010 (Action Requests (ARs) 576775 and 1638123), corrective actions were delayed due to higher priority 
work and were not timely commensurate with the potential safety significance. NextEra entered the issue into the 
corrective action program as AR 2214834 and planned to reprioritize the preparation and submittal of a license 
amendment request to resolve the issue. 

The issue was determined to be more than minor because it was associated with the Mitigating Systems cornerstone 
attribute of protection against external factors (fire) and affected the cornerstone objective of ensuring the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. Specifically, 
by failing to correct the condition in a timely manner, NextEra did not ensure that the associated fire safe shutdown 
procedure implemented actions to mitigate a fire in the Switchgear Room 'A' as analyzed in the Appendix R Safe 
Shutdown Report. The team performed a Phase 1 screening in accordance with IMC 0609, Appendix F, "Fire 
Protection Significance Determination Process." The deficiency affected the post fire safe shutdown category because 
NextEra's fire response procedures were degraded. The finding was screened to very low safety significance (Green) 
because it was assigned a low degradation rating because the procedural deficiencies could be compensated by operator 
experience and system familiarity. This finding was determined to have a cross-cutting aspect in the area of Human 
Performance, Resources, in that, NextEra did not ensure that personnel, equipment, procedures, and other resources are 
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available and adequate to support nuclear safety. Specifically, action to submit a license amendment request to support 
a deviation from the 10 CFR Part 50, Appendix R, III.G.2 requirements for cable separation had been rescheduled five 
times due to higher priority licensing work [H.1]. 

Inspection Report# : 2017008 (pdf)

Significance:  Jul 14, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Implement Test Program for Appendix R Emergency Lighting Units
The team identified a Green, non-cited violation of Seabrook License Condition 2.F, "Fire Protection," because 
NextEra did not implement the fire protection test program to ensure that the emergency lighting units were in 
conformance with design requirements. Specifically, NextEra did not implement procedure LS0565.31, "8 Hour 
Emergency Light Inspections," to verify that the Appendix R emergency lighting units would meet the annual 
inspection requirements, as well as the 3-year preventive maintenance task for battery replacement and the 8-hour 
capacity test. Additionally, since the 3-year preventive maintenance task was coded incorrectly, there was no process to 
ensure that the LS0565.31 would be completed going forward. NextEra entered this issue into the corrective action 
program as AR 2214652. NextEra's planned corrective actions included revising the classification of the emergency 
lighting unit preventive maintenance task in order to ensure that the task is performed at the appropriate frequency. 

The team determined that this issue was more than minor because if left uncorrected, it would have the potential to lead 
to a more significant safety concern. Specifically, failure to conduct the annual inspection requirements and 3-year 
preventive maintenance activities could result in the emergency lighting units not meeting the 8-hour battery capacity 
requirement. The team evaluated this finding using Inspection Manual Chapter 0609, "Fire Protection Significance 
Determination Process." Because safe shutdown conditions could be reached and maintained, this finding screened as 
having very low safety significance (Green). The team determined this finding had a cross-cutting aspect in the area of 
Human Performance, Work Management, because the organization did not implement a process of planning, 
controlling, and executing work activities such that nuclear safety is the overriding priority. Specifically, the three-year 
preventive maintenance task to replace the batteries in the emergency lighting units was coded incorrectly in the work 
management system, which resulted in NextEra not completing the required testing and maintenance on the lighting 
units to ensure that they would perform their function during safe shutdown operations [H.5]. 

Inspection Report# : 2017008 (pdf)

Barrier Integrity
Emergency Preparedness
Occupational Radiation Safety
Public Radiation Safety
Security
The security cornerstone is an important component of the ROP, which includes various security inspection activities 
the NRC uses to verify licensee compliance with Commission regulations and thus ensure public health and safety. The 
Commission determined in the staff requirements memorandum (SRM) for SECY-04-0191, "Withholding Sensitive 
Unclassified Information Concerning Nuclear Power Reactors from Public Disclosure," dated November 9, 2004, that 
specific information related to findings and performance indicators associated with the security cornerstone will not be 
publicly available to ensure that security-related information is not provided to a possible adversary. Security 
inspection report cover letters will be available on the NRC Web site; however, security-related information on the 
details of inspection finding(s) will not be displayed.
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