
San Onofre 3 

Initiating Events 

Significance:  Apr 07, 2000 
Identified By: Licensee 
Item Type: FIN Finding 
Operator performance contributed to dropping a control element assembly. 
Licensed operators responding to a control element assembly timer failure alarm skipped steps in the procedure for placing a control element 
assembly on the maintenance hold bus. Although allowed by procedure, this omission, combined with the initial electrical problem, caused the 
control element assembly to drop, which resulted in a plant transient. The issue was characterized as a "green" finding using the significance 
determination process. This issue was determined to be of very low significance because mitigation equipment was not affected.  
Inspection Report# : 2000006(pdf)  

Mitigating Systems 

Significance:  Mar 09, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate measures to assure that design basis information is correctly translated and maintained 
A noncited violation of 10 CFR Part 50, Appendix B, Criterion III, "Design Control," was identified, with two examples, for having inadequate 
measures to assure that the design basis of the shutdown cooling heat exchangers, and safety-related room coolers supplied by the emergency 
chilled water system, were correctly translated into procedures or were maintained, respectively. This violation is being treated as a noncited 
violation consistent with Section VI.A of the NRC Enforcement Policy. This violation was entered into the licensee's corrective action program as 
Action Requests 000401144 and 010300419. The violation was of very low safety significance because: (1) there were no audible indications of 
damage to the shutdown cooling heat exchangers and there was not a history of leaks for the heat exchangers; and (2) the total emergency chilled 
water flow exceeded the system design basis and the preliminary test data, along with calculations, provide assurance that adequate flow can be 
supplied to each safety-related room cooler. 
Inspection Report# : 2001003(pdf)  

Significance:  Feb 03, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Overfill of condensate storage tank 
The team identified a noncited violation for the licensee's failure to properly implement procedures which resulted in a valve misalignment that 
rendered a secondary auxiliary feedwater supply inoperable (TS 5.5.1.1.a). This finding was of very low safety significance because a nonsafety 
makeup water source was available and all other emergency core cooling equipment remained operable. In addition, since the unit had just exited 
a refueling outage and had a low reactor decay heat load, operators would have had significantly more time to restore the secondary auxiliary 
feedwater supply as a source of water. 
Inspection Report# : 2001005(pdf)  

Significance:  Jan 06, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate corrective actions for containment spray alignment verification 
The inspectors identified that, although the licensee discovered deficiencies in the performance of the containment spray monthly alignment checks 
in both units (Technical Specification Surveillance Requirement 3.6.6.1.1), the licensee failed to implement corrective actions to correct the 
deficiencies. Therefore, for the next 6 months, the licensee did not always conduct the system monthly alignment as required by Technical 
Specifications. The licensee ultimately re-identified the same deficiencies in the monthly alignment check and corrected the problem. This was a 
violation of 10 CFR Part 50, Appendix B, Criterion XVI, which requires that conditions adverse to quality be promptly identified and corrected. This 
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violation is being treated as a noncited violation, consistent with Section VI.A.1 of the NRC Enforcement Policy. This violation is in the licensee's 
corrective action program as Action Request 001201139. Additionally, during review of the second occurrence, the licensee failed to discover that 
the issue had been previously identified until so informed by the inspectors. Human performance in the review of the initial Action Request was 
inadequate and directly caused the failure to implement corrective actions. Using the significance determination process the inspectors determined 
that the issue was of very low significance because the system was in the correct valve alignment and remained operable. 
Inspection Report# : 2000015(pdf)  

Significance: SL-IV Jan 06, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to report missed surveillance 
The licensee failed to submit a licensee event report within 30 days of the discovery of a reportable condition in both units. The licensee ultimately 
reported the condition 6 months later when the same situation was re-identified. This was a violation of 10 CFR 50.73(d). This Severity Level IV 
violation is being treated as a noncited violation, consistent with Section VI.A.1 of the NRC Enforcement Policy. This violation is in the licensee's 
corrective action program as Action Request 001201139. Human performance in the review of the initial Action Request was inadequate and 
directly caused the failure to submit a licensee event report. This issue had no credible impact on safety and was not evaluated using the 
significance determination process. However, this issue had the potential for impacting the NRC's ability to perform its regulatory function and is 
therefore being documented. 
Inspection Report# : 2000015(pdf)  

Significance:  Nov 02, 2000 
Identified By: Licensee 
Item Type: FIN Finding 
Common boration flowpath closed during Mode 4 
Operators rendered both boration flowpaths required by Technical Specification 3.1.9 inoperable by closing a normally locked-open valve in the 
common flowpath during Mode 4 valve testing. This event occurred during the Cycle 10 refueling outages (1998) for both Units 2 and 3. At the time, 
the licensee did not realize that the condition was not allowed and therefore did not enter Technical Specification 3.0.3. However, the licensee 
satisfied the required actions of Technical Specification 3.0.3, so a violation did not occur. Although required by the licensee's Technical 
Specifications, boration capability is not required in Mode 4 in the current Generic Standard Technical Specifications, as boration is not important or 
urgent in accident mitigation from Mode 4 conditions. Using the significance determination process the inspectors determined that the issue was of 
very low significance.  
Inspection Report# : 2000015(pdf)  

Significance:  Oct 14, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
CREACUS boundary in-leakage outside the design basis. 
The licensee determined that air in-leakage into the control room emergency air cleanup system was outside the design basis. The condensate 
drain lines to both normal air conditioner units and several tears in an expansion boot provided a pathway for unfiltered air. The licensee 
determined that both conditions existed for several years, and that the aggregate unfiltered air in-leakage exceeded the limit assumed in the 
Updated Final Safety Analysis Report. This was a violation of 10 CFR Part 50, Appendix B, Criterion III, "Design Control." This violation is being 
treated as a noncited violation, consistent with Section VI.A of the NRC Enforcement Policy. This violation is in the licensee's corrective action 
program as Action Request 000400061. The licensee determined that the radiological consequences to control room occupants would meet the 10 
CFR Part 50, Appendix A, Criterion 19, control room habitability dose limits during a design basis event. Using the significance determination 
process, the inspectors determined that the issue was of very low safety significance (green) because the dose to control room occupants would 
not have exceeded general design criterion limits. 
Inspection Report# : 2000013(pdf)  

Significance:  Sep 27, 2000 
Identified By: NRC 
Item Type: FIN Finding 
CREACUS not seismically qualified 
The licensee reported (Licensee Event Report 50-361; 362/2000-010-00) that a cracked weld on the electrical power supply conduit coupling 
connection for the Train B control room emergency air cleanup system recirculation fan could prevent the train from performing its safety function 
during a seismic event. The issue is in the licensee's corrective action program as Action Request 000801751. The issue was of very low safety 
significance, because only one cornerstone was involved, only one train was affected, and there was no actual loss of safety function. 
Inspection Report# : 2001003(pdf)  
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Significance:  Aug 26, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to implement timely corrective actions for corroded-open ventilation dampers. 
The licensee failed to implement timely corrective actions after a damper in the ventilation system for the saltwater cooling pump rooms was found 
stuck open because of excessive corrosion and a linkage arm that was found missing in December 1999. This was a violation of 10 CFR Part 50, 
Appendix B, Criterion XVI, which requires that conditions adverse to quality be promptly identified and corrected. The damper was not completely 
repaired and similar dampers, later found stuck open, were not promptly corrected. This violation is being treated as a noncited violation, consistent 
with Section VI.A of the NRC Enforcement Policy. This violation is in the licensee's corrective action program as Action Request 000801431. Using 
the significance determination process the inspectors determined that the issue was of very low safety significance (green) because the saltwater 
cooling pumps remained operable. 
Inspection Report# : 2000010(pdf)  

Significance:  Aug 26, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to perform response time surveillance of LOVS relays because of inadequate corrective actions. 
The licensee failed to include all required relay paths in its biennial response time testing of loss of voltage circuits. The inspectors identified that 
the test procedure did not include the 127X1 relays. When tested, 4 of the 16 relays failed the acceptance criteria specified in Surveillance 
Requirement 3.3.7.3. The relays had been functionally tested satisfactorily, but the response time had not been tested since 1997. This deficiency 
had been previously identified by the licensee in 1997, as documented in Licensee Event Report 361; 362/1997-001-03. At that time the licensee 
tested the relays using maintenance orders. However, the licensee failed to update the surveillance procedure, as it committed to do in the licensee 
event report, resulting in the relays not being tested during the 1999 performance of the surveillance procedure. The failure to correct the 
procedures in a timely manner was a violation of 10 CFR Part 50, Appendix B, Criterion XVI, which requires that conditions adverse to quality be 
promptly identified and corrected. This violation is being treated as a noncited violation, consistent with Section VI.A of the NRC Enforcement 
Policy. This violation is in the licensee's corrective action program as Action Request 000800580. The licensee determined that the as-found 
response time of the relays, while less than the minimum allowed value specified in the surveillance requirement, was within the limits of the 
licensee's safety analysis. The inspectors used the significance determination process and determined that the condition was of very low safety 
significance because operability of the system was not adversely affected. 
Inspection Report# : 2000010(pdf)  

Significance:  Jul 08, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to record unacceptable servo position as unsatisfactory during AFW pump surveillance test. 
On three separate occasions, operators recorded out-of-specification servo housing positions for the turbine-driven Auxiliary Feedwater Pump 
3P140 governor, but failed to recognize that the measurement did not meet the procedural acceptance criteria. In addition, senior reactor operators 
failed to identify the unacceptable conditions during their review of the test results. These occurrences constituted three examples of a violation of 
Technical Specification 5.5.1.1.a for failure to follow procedure. This violation is being treated as a noncited violation, consistent with Section VI.A 
of the NRC Enforcement Policy. This violation is in the licensee's corrective action program as Action Request 000501616. Using the significance 
determination process, the inspectors determined that the issue was of very low safety significance because the condition did not affect the 
operability of the auxiliary feedwater pump. 
Inspection Report# : 2000007(pdf)  

Significance:  Jun 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to monitor SWC system performance as required. 
The licensee failed to correctly count unavailability hours for the Unit 2, Train B, and Unit 3, Train A, saltwater cooling system. This error resulted in 
these trains exceeding the licensee's performance criteria, which were therefore required to have been monitored under 10 CFR 50.65(a)(1). The 
licensee failed to set goals and monitor these trains of saltwater cooling, as required by 10 CFR 50.65(a)(1), as a result of the preventive 
maintenance program not effectively controlling the performance of the systems. This violation is being treated as a noncited violation, consistent 
with Section VI.A of the NRC Enforcement Policy. This violation is in the licensee's corrective action program as Action Request 000700218. The 
inspectors determined that the failure to establish performance goals and corrective actions to achieve those goals resulted in the systems being 
less available, which was a credible impact on safety. Using the significance determination process, the inspectors determined that the issue was 
of very low safety significance (green) because operability of the trains was not affected beyond the allowed outage times specified in the Technical 
Specifications. 
Inspection Report# : 2000010(pdf)  
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Significance:  May 20, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Scaffolding standoff distance less than allowable by procedure. 
The licensee failed to follow its procedure for scaffolding erection, in that the inspectors identified multiple examples of inadequate standoff 
distances between the scaffolding and safety-related components of the safety injection and shutdown cooling systems in both units. This was a 
noncited violation of Technical Specification 5.5.1.1.a, which requires that procedures be followed. The licensee's initial corrective actions were 
prompt but not thorough. The licensee subsequently identified additional examples of inadequate standoff distances in scaffolding around other 
safety systems, indicating that the problem was programmatic. The violation was in the licensee's corrective action program as Action Requests 
000401202 and 000401588. The issue was characterized as a "green" finding using the significance determination process. No components were 
rendered inoperable; therefore, the issue was determined to be of very low significance.  
Inspection Report# : 2000006(pdf)  

Significance:  May 20, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Incorrect operability curves for saltwater cooling. 
The inspectors identified that licensee design engineers failed to correctly translate the design basis required minimum saltwater cooling flow into 
operability curves used by Station Technical engineers. This was a noncited violation of 10 CFR Part 50, Appendix B, Criterion III. The violation is 
in the licensee's corrective action program as Action Request 000400107. The issue was characterized as a "green" finding using the significance 
determination process. The operability curves were nonconservative; however, they did not result in any incorrect saltwater cooling operability 
assessments during the last 2 years; consequently, this issue was determined to be of very low significance. 
Inspection Report# : 2000006(pdf)  

Significance:  May 20, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Design issue renders air-operated saltwater cooling valve inoperable. 
The licensee determined that one Unit 2 Train A saltwater cooling pump discharge isolation valve was inoperable since November 1998 as the 
result of the recognition that leakage from emergency air accumulators could result in the valve not remaining in its safety position following a loss 
of instrument air. Although the redundant pump and valve in Train A were generally available, they were not aligned for automatic operation. 
Consequently, Train A was inoperable for extended periods while the affected pump and valve were aligned for service. This was a noncited 
violation of Technical Specification 3.7.8 and was is in the licensee's corrective action program as Action Requests 000401454 and 000500354. All 
of the saltwater cooling pump discharge valves, and the component cooling water return isolation valves from shutdown cooling heat exchangers, 
in both units, were incrementally found to be inoperable before more rigorous analysis showed only one valve had been inoperable. The inspectors 
identified a significant error in the licensee's initial operability assessment that resulted in all Train A saltwater cooling pump discharge isolation 
valves being considered inoperable before the final evaluation was completed. The issue was characterized as a "green" finding using the 
significance determination process. The inspectors agreed with the licensee's determination that both trains of saltwater cooling were functional, 
although manual operator actions were required to align redundant equipment. Phase 3 of the significance determination process, performed by a 
Senior Reactor Analyst in conjunction with the licensee, accounted for both internal and external events, which, in part, may result in the loss of 
instrument air, concluded that the issue was of very low significance.  
Inspection Report# : 2000006(pdf)  

Significance:  Apr 21, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Prior to initial startup, the licensee failed to identify an analyze for additional axial pipe stress that resulted from a modification 
The licensee failed to account for additional axial loading induced on the inlet nozzles of the component cooling water pumps through bellows-type 
expansion joints when a modification introduced a credible single failure with the potential to increase maximum system pressure. The initial stress 
analysis assumed a 50 psig suction pressure, but the single failure was calculated to result in pressure up to 72 psig. This was considered to be 
potentially significant, because component cooling water removes heat from essential components required for normal and emergency shutdown of 
the plant. The licensee calculated the additional stress to verify the safety function performance of the pumps under the new conditions. The 
analytical result confirmed that the issue was of very low risk significance and there was no actual loss of safety function. 
Inspection Report# : 2000003(pdf)  
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Significance:  Apr 21, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Current configuration outside design basis for ECCS room temperature in Units 2 & 3 
The team identified a condition in both trains of emergency core cooling for both units where the pump rooms were outside the design basis for 
assuring operability. The team observed that most of the emergency core cooling system piping, valves, pumps, and equipment in these rooms 
was not thermally insulated. These rooms contained the emergency core cooling system high pressure safety injection, low pressure safety 
injection, and containment spray pumps, along with associated piping, valves, and instrumentation. The noninsulated piping was contrary to the 
assumptions used in the design basis calculations to determine the heat loads in these rooms. The heat loads from these calculations had been 
used in turn as the design bases for sizing the room emergency coolers. Therefore, the room coolers were undersized and would not maintain the 
environmental conditions needed to satisfy the analysis for the design basis accident to assure adequate performance of the safety-related 
components and systems located in the affected rooms. The licensee's staff used conservative assumptions to determine the worst conditions that 
would exist in the rooms during the design basis accident and recovery. The equipment and commodity items in the rooms were verified as capable 
of performing under the predicted conditions. This was identified as a noncited violation (50-361;362/0003-01) of Criterion III of Appendix B to 10 
CFR Part 50 consistent with Section VI.A of the NRC Enforcement Policy, and was placed in the licensee's corrective action system as Action 
Request 000401086, dated April 19, 2000. 
Inspection Report# : 2000003(pdf)  

Significance:  Apr 21, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Operating procedures not corrected to address credible single and loss of design basis for control room HVAC 
Failure to change procedures affected by a design change to the air flow detection in both trains of the control room ventilation recirculating system, 
introduced a credible single failure that was not previously identified. The current method of detecting and measuring control room ventilation flow 
would not result in a supply fan shutdown when a loss of the train recirculating fan occurred due to loss of power, if the train supply and 
recirculating fans were powered from different units. Therefore, in a design basis accident the control room supply fan would have continued to 
operate and discharge potentially radioactive air directly into the control room through return ducts and registers, bypassing the recirculating 
system high efficiency particulate air filter and gaseous absorption train. As a result, the design basis for the control room environment would not 
have been met, and there could have been a potential whole-body radiation exposure to the control room operators, beyond regulatory limits. 
Procedures, policies, and practices in effect during the inspection, did not preclude operation in the configuration that could result in the scenario of 
concern, or warn the operators that the condition could occur. The team assessed the condition and determined it to be GREEN with the 
inappropriate system lineup. However, system operability concerns became moot when the licensee put the power supplies for the system trains 
under administrative configuration control. The team identified this issue as a noncited violation (50-361;362/0003-02 ) of Criterion III of Appendix B 
to 10 CFR Part 50, consistent with Section VI.A of the NRC Enforcement Policy. The condition resulting in the violation was entered into the 
licensee's corrective action system as Action Request 000400949, dated April 17, 2000. 
Inspection Report# : 2000003(pdf)  

Barrier Integrity 

Emergency Preparedness 

Significance: N/A Aug 26, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Drill performance affected by scenario foreknowledge. 
Performance during some of the 10 emergency preparedness drills, all of which used the same scenario, was affected by scenario foreknowledge. 
Some operators were able to hear elements of the scenario over the public address systems during a morning drill before they participated in the 
afternoon drill. Also, some personnel participated in more than one drill. Drill performance is measured and reported as a performance indicator 
and, if credit for correctly performing critical tasks (event classification, event notification, and protective action recommendations) is given when the 
performer or direct advisors have foreknowledge of the correct outcome, the performance indicator might not be valid. Therefore, this has the 
potential to affect the ability of the NRC to perform its regulatory function. This issue had no credible impact on safety and was not evaluated using 
the significance determination process because it did not involve a failure to meet or implement a planning standard or other regulatory 
requirement. 
Inspection Report# : 2000010(pdf)  
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Occupational Radiation Safety 

Significance:  Jan 11, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Release of radioactive material from the restricted area 
Technical Specification 5.5.1 requires procedures for the control of radioactivity. Procedure SO123-VII-20.9.2, "Material Release Surveys," 
Revision 3, Section 6.1, states that the criterion for items released from the Restricted Area is, "No detectable licensed activity above background." 
On both August 18, 2000, and October 31, 2001, the licensee identified an example in which detectable radioactive material was inadvertently 
released from the restricted area. These two events were entered into the licensee's corrective action program as Action Requests AR 000800974 
and AR 011001703. The safety significance of this finding was determined to very low by the Public Radiation Safety Significance Determination 
Process because the public exposure associated with each item was less than 5 millirem and there were fewer than 6 events. 
Inspection Report# : 2002003(pdf)  

Significance:  Aug 31, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to post a radiation area 
10 CFR Part 20.1902 requires an area with radiation levels greater than 5 millirem per hour, but less than or equal to 100 millirem per hour, to be 
posted as a radiation area. On February 1, 2001, the licensee identified that a flatbed trailer with radiation levels as high as 60 millirem per hour on 
contact and 10 millirem per hour at 30 centimeters was not posted as a radiation area. This event is described in the licensee's corrective action 
program, reference Action Request 010200033. This is being treated as a noncited violation. The safety significance of this finding was determined 
to be very low by the Occupational Radiation Safety Significance Determination Process because there was no overexposure or substantial 
potential for an overexposure and the ability to assess dose was not compromised. 
Inspection Report# : 2001011(pdf)  

Public Radiation Safety 

Physical Protection 

Significance:  Oct 31, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Incomplete vehicle search 
The inspectors identified a noncited violation for the failure of a licensee employee to maintain visual contact with visitors while performing escort 
duties. The escort entered a vital area and left the visitors on the opposite side of the door, unattended, in the protected area. This was a violation 
of the Physical Security Plan. A human performance deficiency in the escorting of visitors directly contributed to the violation. This finding was of 
very low safety significance because of the short duration the visitors were left unattended and subsequently observed by the inspectors. 
Inspection Report# : 2001012(pdf)  

Significance:  Oct 09, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Loss of visual contact with visitors 
The inspectors identified a noncited violation for the failure of a licensee employee to maintain visual contact with visitors while performing escort 
duties. The escort entered a vital area and left the visitors on the opposite side of the door, unattended, in the protected area. This was a violation 
of the Physical Security Plan. A human performance deficiency in the escorting of visitors directly contributed to the violation. This finding was of 
very low safety significance because of the short duration the visitors were left unattended and subsequently observed by the inspectors. 
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Inspection Report# : 2001012(pdf)  

Significance:  Aug 24, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Reduction in Security Plan Effectivenss 
The inspector identified a noncited Severity Level IV violation, which also had very low safety significance, involving a decrease in the effectiveness 
of the training and qualification and contigency plans in violation of 10 CFR 50.54(p). During a review of Revision 22 to the licensee Training and 
Qualifications Plan, dated September 29, 200, and Revision 24 to the Safeguards Contingency Plan, dated August 29, 2000, the inspector 
determined that one change to both plans was a reduction in plan effectiveness. The previously approved plans committed to batons and 
corresponding raining in support of contingency plan requirements for response to riots and civil disturbances; however, the changes to the plans 
removed the requirements to have batos and training without substituting equivalent equipment to support the contingency plan requirement. This 
violation is being treated as a noncited violation consistent with Section VI.A.1 of the NRC Enforcement Policy. This violation is in the licensee's 
corrective action program as AR 001001889. The safety significance of this finding was determined to be very low by the Physical Protection 
Significance Determination Process, because there were less than two similar findings in the last four quarters. The issue represented a credible 
impact on safety because the failure to provide equipment necessary to support the requirements of the Safeuqards Contingency Plan could result 
in unauthorized access to the protected area. In addition, the reduction in plan effectiveness was a violation of 10 CFR 50.54(p). Further, a 10 CFR 
50.54(p) plan change that decreased plan effectiveness impeded the regulatory process because it prevented the NRC from reviewing the matter 
prior to implementation. 
Inspection Report# : 2001019(pdf)  

Significance:  Aug 24, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inaccurate Information Submitted to NRC 
A noncited Severity Level IV violation was identified for failure to provide accurate information to the NRC in accordance with the requirements of 
10 CFR 50.9. The licensee submitted a "white paper" to the NRC on Cotober 17, 2000, to provide information to dispute the issue involving the 10 
CFR 50.54(p) change associated with the use of the batons. A portion of that document stated that, "Based on agreements with the FBI, it was 
determined the FBI was better equipped/trained to handle public disturbances at the site." Based on subsequent inspection, the NRC determined 
that the FBI was not better equipped/trained to handle public disturbances. The failure to provide accurate information to the NRC impeded the 
regulatory process in that the NRC could have incorrectly approved the plan change based on the information presented in the "white paper." This 
Severity Level IV violation is being treated as a noncited violation consistent with Section IV.A.1 of the NRC Enforcement Policy. This severity Level 
IV violation is in the licensee's corrective action program as AR 010101660-08 
Inspection Report# : 2001019(pdf)  

Significance:  May 09, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Vulnerability in Protective Strategy 
During an Operational Safeguards Response Evaluation conducted on November 28-29, 2000, a vulnerability in the licensee's protective strategy 
was identified that could have resulted in the simulated loss of a target set. Further details (safeguards information) are available in NRC Inspection 
Report 50-361;-362/2000-17. The issue was entered into the licensee's corrective action program as Action Request 001200130. The safety 
significance of this finding was determined to be very low by the Physical Protection Significance Determination Process because it was not 
repeatable or predictable. The issue was more than minor because the potential loss of a target set represents a credible impact on safety and 
impacts a key performance attribute of the Physical Protection Cornerstone. 
Inspection Report# : 2000017(pdf)  
Inspection Report# : 2001009(pdf)  

Significance:  May 09, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Lack of Response Force Timelines 
During an Operational Safeguards Response Evaluation conducted on November 28-29, 2000, the inspectors determined that the licensee had not 
developed response force timelines which could have affected the licensee's and the NRC inspection team's ability to evaluate its protective 
strategy. Further details (safeguards information) are available in Inspection Report 50-361;-362/2000-17. The issue was entered into the 
licensee's corrective action program as Action Request 001200130. The safety significance of this finding was determined to be very low by the 
Physical Protection Significance Determination Process because there had not been more than two similar findings in the past year. The issue was 
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more than minor because the lack of response force timelines is a vulnerability in safeguards plans that represents a credible impact on safety and 
impacts a key performance attribute of the Physical Protection Cornerstone. 
Inspection Report# : 2000017(pdf)  
Inspection Report# : 2001009(pdf)  

Significance:  Jul 21, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to identify and post a protected area breach. 
The licensee created a breach of the protected area boundary during the removal of a Unit 1 turbine plant cooling water system spool piece and 
failed to identify and post the breached boundary with a security guard for 6 days. This violation of the physical security plan is being treated as a 
Non-Cited Violation, consistent with Section VI.A of the NRC Enforcement Policy. This violation is in the licensee's corrective action program as 
Action Request 991100485. This issue was determined to be of very low risk significance because of the difficulty for an individual to enter the 
protected area through the breached pathway. Even though the issue was a vulnerability of a safeguards system, using the physical protection 
significance determination process, the team characterized the issue as green because it did not involve an intrusion and there were no additional 
similar findings in the past four quarters. 
Inspection Report# : 2000009(pdf)  

Miscellaneous 

Significance: N/A Jul 20, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Licensee's problem identification and resolution program was effective 
The licensee identified, evaluated, prioritized, and correct problems in a timely and effective manner, consistent with risk and safety significance. 
However, there were isolated instances in which the licensee missed an opportunity for early problem identification, did not formulate corrective 
actions for all identified causes, and implemented corrective actions that were not effective in preventing recurrence of a problem. Licensee audits 
and assessments critically assessed the licensee's problem identification and resolution activity and identified needs for improvement in a number 
of areas including performance of 10CFR50.59 evaluations, establishment of realistic due dates, and the probing and evaluative quality of 
organizational quarterly self-assessments. During inspection interviews, workers at the site expressed no reservations to input safety issues into 
the problem identification and resolution program. 
Inspection Report# : 2001007(pdf)  

Significance: N/A Jul 21, 2000 
Identified By: NRC 
Item Type: FIN Finding 
The facility's corrective action program was effective. 
The licensee was effective at identifying problems and entering these problems into the corrective action program. The licensee's self-assessments 
were found to be effective as evidenced by the identification of a deficiency involving the corrective action followup process, which was also 
identified by the team. The licensee effectively prioritized the extent to which issues would be evaluated consistent with their safety and risk 
significance and established appropriate schedules for implementation of corrective actions. With the exception of two examples, the licensee 
implemented corrective actions that were timely and effective. The team concluded that these two examples were isolated and were not indicative 
of current licensee performance in the corrective action area. 
Inspection Report# : 2000009(pdf)  

Last modified : April 01, 2002 
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San Onofre 3 

Initiating Events 

Significance:  Apr 07, 2000 
Identified By: Licensee 
Item Type: FIN Finding 
Operator performance contributed to dropping a control element assembly. 
Licensed operators responding to a control element assembly timer failure alarm skipped steps in the procedure for placing a control element 
assembly on the maintenance hold bus. Although allowed by procedure, this omission, combined with the initial electrical problem, caused the 
control element assembly to drop, which resulted in a plant transient. The issue was characterized as a "green" finding using the significance 
determination process. This issue was determined to be of very low significance because mitigation equipment was not affected.  
Inspection Report# : 2000006(pdf)  

Mitigating Systems 

Significance:  Jun 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to monitor SWC system performance as required. 
The licensee failed to correctly count unavailability hours for the Unit 2, Train B, and Unit 3, Train A, saltwater cooling system. This error resulted in 
these trains exceeding the licensee's performance criteria, which were therefore required to have been monitored under 10 CFR 50.65(a)(1). The 
licensee failed to set goals and monitor these trains of saltwater cooling, as required by 10 CFR 50.65(a)(1), as a result of the preventive 
maintenance program not effectively controlling the performance of the systems. This violation is being treated as a noncited violation, consistent 
with Section VI.A of the NRC Enforcement Policy. This violation is in the licensee's corrective action program as Action Request 000700218. The 
inspectors determined that the failure to establish performance goals and corrective actions to achieve those goals resulted in the systems being 
less available, which was a credible impact on safety. Using the significance determination process, the inspectors determined that the issue was 
of very low safety significance (green) because operability of the trains was not affected beyond the allowed outage times specified in the Technical 
Specifications. 
Inspection Report# : 2000010(pdf)  

Significance:  May 20, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Scaffolding standoff distance less than allowable by procedure. 
The licensee failed to follow its procedure for scaffolding erection, in that the inspectors identified multiple examples of inadequate standoff 
distances between the scaffolding and safety-related components of the safety injection and shutdown cooling systems in both units. This was a 
noncited violation of Technical Specification 5.5.1.1.a, which requires that procedures be followed. The licensee's initial corrective actions were 
prompt but not thorough. The licensee subsequently identified additional examples of inadequate standoff distances in scaffolding around other 
safety systems, indicating that the problem was programmatic. The violation was in the licensee's corrective action program as Action Requests 
000401202 and 000401588. The issue was characterized as a "green" finding using the significance determination process. No components were 
rendered inoperable; therefore, the issue was determined to be of very low significance.  
Inspection Report# : 2000006(pdf)  

Significance:  May 20, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Incorrect operability curves for saltwater cooling. 
The inspectors identified that licensee design engineers failed to correctly translate the design basis required minimum saltwater cooling flow into 
operability curves used by Station Technical engineers. This was a noncited violation of 10 CFR Part 50, Appendix B, Criterion III. The violation is 
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in the licensee's corrective action program as Action Request 000400107. The issue was characterized as a "green" finding using the significance 
determination process. The operability curves were nonconservative; however, they did not result in any incorrect saltwater cooling operability 
assessments during the last 2 years; consequently, this issue was determined to be of very low significance. 
Inspection Report# : 2000006(pdf)  

Significance:  May 20, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Design issue renders air-operated saltwater cooling valve inoperable. 
The licensee determined that one Unit 2 Train A saltwater cooling pump discharge isolation valve was inoperable since November 1998 as the 
result of the recognition that leakage from emergency air accumulators could result in the valve not remaining in its safety position following a loss 
of instrument air. Although the redundant pump and valve in Train A were generally available, they were not aligned for automatic operation. 
Consequently, Train A was inoperable for extended periods while the affected pump and valve were aligned for service. This was a noncited 
violation of Technical Specification 3.7.8 and was is in the licensee's corrective action program as Action Requests 000401454 and 000500354. All 
of the saltwater cooling pump discharge valves, and the component cooling water return isolation valves from shutdown cooling heat exchangers, 
in both units, were incrementally found to be inoperable before more rigorous analysis showed only one valve had been inoperable. The inspectors 
identified a significant error in the licensee's initial operability assessment that resulted in all Train A saltwater cooling pump discharge isolation 
valves being considered inoperable before the final evaluation was completed. The issue was characterized as a "green" finding using the 
significance determination process. The inspectors agreed with the licensee's determination that both trains of saltwater cooling were functional, 
although manual operator actions were required to align redundant equipment. Phase 3 of the significance determination process, performed by a 
Senior Reactor Analyst in conjunction with the licensee, accounted for both internal and external events, which, in part, may result in the loss of 
instrument air, concluded that the issue was of very low significance.  
Inspection Report# : 2000006(pdf)  

Significance:  Apr 21, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Prior to initial startup, the licensee failed to identify an analyze for additional axial pipe stress that resulted from a modification 
The licensee failed to account for additional axial loading induced on the inlet nozzles of the component cooling water pumps through bellows-type 
expansion joints when a modification introduced a credible single failure with the potential to increase maximum system pressure. The initial stress 
analysis assumed a 50 psig suction pressure, but the single failure was calculated to result in pressure up to 72 psig. This was considered to be 
potentially significant, because component cooling water removes heat from essential components required for normal and emergency shutdown of 
the plant. The licensee calculated the additional stress to verify the safety function performance of the pumps under the new conditions. The 
analytical result confirmed that the issue was of very low risk significance and there was no actual loss of safety function. 
Inspection Report# : 2000003(pdf)  

Significance:  Apr 21, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Current configuration outside design basis for ECCS room temperature in Units 2 & 3 
The team identified a condition in both trains of emergency core cooling for both units where the pump rooms were outside the design basis for 
assuring operability. The team observed that most of the emergency core cooling system piping, valves, pumps, and equipment in these rooms 
was not thermally insulated. These rooms contained the emergency core cooling system high pressure safety injection, low pressure safety 
injection, and containment spray pumps, along with associated piping, valves, and instrumentation. The noninsulated piping was contrary to the 
assumptions used in the design basis calculations to determine the heat loads in these rooms. The heat loads from these calculations had been 
used in turn as the design bases for sizing the room emergency coolers. Therefore, the room coolers were undersized and would not maintain the 
environmental conditions needed to satisfy the analysis for the design basis accident to assure adequate performance of the safety-related 
components and systems located in the affected rooms. The licensee's staff used conservative assumptions to determine the worst conditions that 
would exist in the rooms during the design basis accident and recovery. The equipment and commodity items in the rooms were verified as capable 
of performing under the predicted conditions. This was identified as a noncited violation (50-361;362/0003-01) of Criterion III of Appendix B to 10 
CFR Part 50 consistent with Section VI.A of the NRC Enforcement Policy, and was placed in the licensee's corrective action system as Action 
Request 000401086, dated April 19, 2000. 
Inspection Report# : 2000003(pdf)  

Significance:  Apr 21, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
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Operating procedures not corrected to address credible single and loss of design basis for control room HVAC 
Failure to change procedures affected by a design change to the air flow detection in both trains of the control room ventilation recirculating system, 
introduced a credible single failure that was not previously identified. The current method of detecting and measuring control room ventilation flow 
would not result in a supply fan shutdown when a loss of the train recirculating fan occurred due to loss of power, if the train supply and 
recirculating fans were powered from different units. Therefore, in a design basis accident the control room supply fan would have continued to 
operate and discharge potentially radioactive air directly into the control room through return ducts and registers, bypassing the recirculating 
system high efficiency particulate air filter and gaseous absorption train. As a result, the design basis for the control room environment would not 
have been met, and there could have been a potential whole-body radiation exposure to the control room operators, beyond regulatory limits. 
Procedures, policies, and practices in effect during the inspection, did not preclude operation in the configuration that could result in the scenario of 
concern, or warn the operators that the condition could occur. The team assessed the condition and determined it to be GREEN with the 
inappropriate system lineup. However, system operability concerns became moot when the licensee put the power supplies for the system trains 
under administrative configuration control. The team identified this issue as a noncited violation (50-361;362/0003-02 ) of Criterion III of Appendix B 
to 10 CFR Part 50, consistent with Section VI.A of the NRC Enforcement Policy. The condition resulting in the violation was entered into the 
licensee's corrective action system as Action Request 000400949, dated April 17, 2000. 
Inspection Report# : 2000003(pdf)  

Significance:  Mar 09, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate measures to assure that design basis information is correctly translated and maintained 
A noncited violation of 10 CFR Part 50, Appendix B, Criterion III, "Design Control," was identified, with two examples, for having inadequate 
measures to assure that the design basis of the shutdown cooling heat exchangers, and safety-related room coolers supplied by the emergency 
chilled water system, were correctly translated into procedures or were maintained, respectively. This violation is being treated as a noncited 
violation consistent with Section VI.A of the NRC Enforcement Policy. This violation was entered into the licensee's corrective action program as 
Action Requests 000401144 and 010300419. The violation was of very low safety significance because: (1) there were no audible indications of 
damage to the shutdown cooling heat exchangers and there was not a history of leaks for the heat exchangers; and (2) the total emergency chilled 
water flow exceeded the system design basis and the preliminary test data, along with calculations, provide assurance that adequate flow can be 
supplied to each safety-related room cooler. 
Inspection Report# : 2001003(pdf)  

Significance:  Feb 03, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Overfill of condensate storage tank 
The team identified a noncited violation for the licensee's failure to properly implement procedures which resulted in a valve misalignment that 
rendered a secondary auxiliary feedwater supply inoperable (TS 5.5.1.1.a). This finding was of very low safety significance because a nonsafety 
makeup water source was available and all other emergency core cooling equipment remained operable. In addition, since the unit had just exited 
a refueling outage and had a low reactor decay heat load, operators would have had significantly more time to restore the secondary auxiliary 
feedwater supply as a source of water. 
Inspection Report# : 2001005(pdf)  

Significance:  Jan 06, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate corrective actions for containment spray alignment verification 
The inspectors identified that, although the licensee discovered deficiencies in the performance of the containment spray monthly alignment checks 
in both units (Technical Specification Surveillance Requirement 3.6.6.1.1), the licensee failed to implement corrective actions to correct the 
deficiencies. Therefore, for the next 6 months, the licensee did not always conduct the system monthly alignment as required by Technical 
Specifications. The licensee ultimately re-identified the same deficiencies in the monthly alignment check and corrected the problem. This was a 
violation of 10 CFR Part 50, Appendix B, Criterion XVI, which requires that conditions adverse to quality be promptly identified and corrected. This 
violation is being treated as a noncited violation, consistent with Section VI.A.1 of the NRC Enforcement Policy. This violation is in the licensee's 
corrective action program as Action Request 001201139. Additionally, during review of the second occurrence, the licensee failed to discover that 
the issue had been previously identified until so informed by the inspectors. Human performance in the review of the initial Action Request was 
inadequate and directly caused the failure to implement corrective actions. Using the significance determination process the inspectors determined 
that the issue was of very low significance because the system was in the correct valve alignment and remained operable. 
Inspection Report# : 2000015(pdf)  

Significance: SL-IV Jan 06, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
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Failure to report missed surveillance 
The licensee failed to submit a licensee event report within 30 days of the discovery of a reportable condition in both units. The licensee ultimately 
reported the condition 6 months later when the same situation was re-identified. This was a violation of 10 CFR 50.73(d). This Severity Level IV 
violation is being treated as a noncited violation, consistent with Section VI.A.1 of the NRC Enforcement Policy. This violation is in the licensee's 
corrective action program as Action Request 001201139. Human performance in the review of the initial Action Request was inadequate and 
directly caused the failure to submit a licensee event report. This issue had no credible impact on safety and was not evaluated using the 
significance determination process. However, this issue had the potential for impacting the NRC's ability to perform its regulatory function and is 
therefore being documented. 
Inspection Report# : 2000015(pdf)  

Significance:  Nov 02, 2000 
Identified By: Licensee 
Item Type: FIN Finding 
Common boration flowpath closed during Mode 4 
Operators rendered both boration flowpaths required by Technical Specification 3.1.9 inoperable by closing a normally locked-open valve in the 
common flowpath during Mode 4 valve testing. This event occurred during the Cycle 10 refueling outages (1998) for both Units 2 and 3. At the time, 
the licensee did not realize that the condition was not allowed and therefore did not enter Technical Specification 3.0.3. However, the licensee 
satisfied the required actions of Technical Specification 3.0.3, so a violation did not occur. Although required by the licensee's Technical 
Specifications, boration capability is not required in Mode 4 in the current Generic Standard Technical Specifications, as boration is not important or 
urgent in accident mitigation from Mode 4 conditions. Using the significance determination process the inspectors determined that the issue was of 
very low significance.  
Inspection Report# : 2000015(pdf)  

Significance:  Oct 14, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
CREACUS boundary in-leakage outside the design basis. 
The licensee determined that air in-leakage into the control room emergency air cleanup system was outside the design basis. The condensate 
drain lines to both normal air conditioner units and several tears in an expansion boot provided a pathway for unfiltered air. The licensee 
determined that both conditions existed for several years, and that the aggregate unfiltered air in-leakage exceeded the limit assumed in the 
Updated Final Safety Analysis Report. This was a violation of 10 CFR Part 50, Appendix B, Criterion III, "Design Control." This violation is being 
treated as a noncited violation, consistent with Section VI.A of the NRC Enforcement Policy. This violation is in the licensee's corrective action 
program as Action Request 000400061. The licensee determined that the radiological consequences to control room occupants would meet the 10 
CFR Part 50, Appendix A, Criterion 19, control room habitability dose limits during a design basis event. Using the significance determination 
process, the inspectors determined that the issue was of very low safety significance (green) because the dose to control room occupants would 
not have exceeded general design criterion limits. 
Inspection Report# : 2000013(pdf)  

Significance:  Sep 27, 2000 
Identified By: NRC 
Item Type: FIN Finding 
CREACUS not seismically qualified 
The licensee reported (Licensee Event Report 50-361; 362/2000-010-00) that a cracked weld on the electrical power supply conduit coupling 
connection for the Train B control room emergency air cleanup system recirculation fan could prevent the train from performing its safety function 
during a seismic event. The issue is in the licensee's corrective action program as Action Request 000801751. The issue was of very low safety 
significance, because only one cornerstone was involved, only one train was affected, and there was no actual loss of safety function. 
Inspection Report# : 2001003(pdf)  

Significance:  Aug 26, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to implement timely corrective actions for corroded-open ventilation dampers. 
The licensee failed to implement timely corrective actions after a damper in the ventilation system for the saltwater cooling pump rooms was found 
stuck open because of excessive corrosion and a linkage arm that was found missing in December 1999. This was a violation of 10 CFR Part 50, 
Appendix B, Criterion XVI, which requires that conditions adverse to quality be promptly identified and corrected. The damper was not completely 
repaired and similar dampers, later found stuck open, were not promptly corrected. This violation is being treated as a noncited violation, consistent 
with Section VI.A of the NRC Enforcement Policy. This violation is in the licensee's corrective action program as Action Request 000801431. Using 
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the significance determination process the inspectors determined that the issue was of very low safety significance (green) because the saltwater 
cooling pumps remained operable. 
Inspection Report# : 2000010(pdf)  

Significance:  Aug 26, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to perform response time surveillance of LOVS relays because of inadequate corrective actions. 
The licensee failed to include all required relay paths in its biennial response time testing of loss of voltage circuits. The inspectors identified that 
the test procedure did not include the 127X1 relays. When tested, 4 of the 16 relays failed the acceptance criteria specified in Surveillance 
Requirement 3.3.7.3. The relays had been functionally tested satisfactorily, but the response time had not been tested since 1997. This deficiency 
had been previously identified by the licensee in 1997, as documented in Licensee Event Report 361; 362/1997-001-03. At that time the licensee 
tested the relays using maintenance orders. However, the licensee failed to update the surveillance procedure, as it committed to do in the licensee 
event report, resulting in the relays not being tested during the 1999 performance of the surveillance procedure. The failure to correct the 
procedures in a timely manner was a violation of 10 CFR Part 50, Appendix B, Criterion XVI, which requires that conditions adverse to quality be 
promptly identified and corrected. This violation is being treated as a noncited violation, consistent with Section VI.A of the NRC Enforcement 
Policy. This violation is in the licensee's corrective action program as Action Request 000800580. The licensee determined that the as-found 
response time of the relays, while less than the minimum allowed value specified in the surveillance requirement, was within the limits of the 
licensee's safety analysis. The inspectors used the significance determination process and determined that the condition was of very low safety 
significance because operability of the system was not adversely affected. 
Inspection Report# : 2000010(pdf)  

Significance:  Jul 08, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to record unacceptable servo position as unsatisfactory during AFW pump surveillance test. 
On three separate occasions, operators recorded out-of-specification servo housing positions for the turbine-driven Auxiliary Feedwater Pump 
3P140 governor, but failed to recognize that the measurement did not meet the procedural acceptance criteria. In addition, senior reactor operators 
failed to identify the unacceptable conditions during their review of the test results. These occurrences constituted three examples of a violation of 
Technical Specification 5.5.1.1.a for failure to follow procedure. This violation is being treated as a noncited violation, consistent with Section VI.A 
of the NRC Enforcement Policy. This violation is in the licensee's corrective action program as Action Request 000501616. Using the significance 
determination process, the inspectors determined that the issue was of very low safety significance because the condition did not affect the 
operability of the auxiliary feedwater pump. 
Inspection Report# : 2000007(pdf)  

Barrier Integrity 

Emergency Preparedness 

Significance: N/A Aug 26, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Drill performance affected by scenario foreknowledge. 
Performance during some of the 10 emergency preparedness drills, all of which used the same scenario, was affected by scenario foreknowledge. 
Some operators were able to hear elements of the scenario over the public address systems during a morning drill before they participated in the 
afternoon drill. Also, some personnel participated in more than one drill. Drill performance is measured and reported as a performance indicator 
and, if credit for correctly performing critical tasks (event classification, event notification, and protective action recommendations) is given when the 
performer or direct advisors have foreknowledge of the correct outcome, the performance indicator might not be valid. Therefore, this has the 
potential to affect the ability of the NRC to perform its regulatory function. This issue had no credible impact on safety and was not evaluated using 
the significance determination process because it did not involve a failure to meet or implement a planning standard or other regulatory 
requirement. 
Inspection Report# : 2000010(pdf)  
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Occupational Radiation Safety 

Significance:  Jan 11, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Release of radioactive material from the restricted area 
Technical Specification 5.5.1 requires procedures for the control of radioactivity. Procedure SO123-VII-20.9.2, "Material Release Surveys," 
Revision 3, Section 6.1, states that the criterion for items released from the Restricted Area is, "No detectable licensed activity above background." 
On both August 18, 2000, and October 31, 2001, the licensee identified an example in which detectable radioactive material was inadvertently 
released from the restricted area. These two events were entered into the licensee's corrective action program as Action Requests AR 000800974 
and AR 011001703. The safety significance of this finding was determined to very low by the Public Radiation Safety Significance Determination 
Process because the public exposure associated with each item was less than 5 millirem and there were fewer than 6 events. 
Inspection Report# : 2002003(pdf)  

Significance:  Aug 31, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to post a radiation area 
10 CFR Part 20.1902 requires an area with radiation levels greater than 5 millirem per hour, but less than or equal to 100 millirem per hour, to be 
posted as a radiation area. On February 1, 2001, the licensee identified that a flatbed trailer with radiation levels as high as 60 millirem per hour on 
contact and 10 millirem per hour at 30 centimeters was not posted as a radiation area. This event is described in the licensee's corrective action 
program, reference Action Request 010200033. This is being treated as a noncited violation. The safety significance of this finding was determined 
to be very low by the Occupational Radiation Safety Significance Determination Process because there was no overexposure or substantial 
potential for an overexposure and the ability to assess dose was not compromised. 
Inspection Report# : 2001011(pdf)  

Public Radiation Safety 

Physical Protection 

Significance:  Oct 31, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Incomplete vehicle search 
The inspectors identified a noncited violation for the failure of a licensee employee to maintain visual contact with visitors while performing escort 
duties. The escort entered a vital area and left the visitors on the opposite side of the door, unattended, in the protected area. This was a violation 
of the Physical Security Plan. A human performance deficiency in the escorting of visitors directly contributed to the violation. This finding was of 
very low safety significance because of the short duration the visitors were left unattended and subsequently observed by the inspectors. 
Inspection Report# : 2001012(pdf)  

Significance:  Oct 09, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Loss of visual contact with visitors 
The inspectors identified a noncited violation for the failure of a licensee employee to maintain visual contact with visitors while performing escort 
duties. The escort entered a vital area and left the visitors on the opposite side of the door, unattended, in the protected area. This was a violation 
of the Physical Security Plan. A human performance deficiency in the escorting of visitors directly contributed to the violation. This finding was of 
very low safety significance because of the short duration the visitors were left unattended and subsequently observed by the inspectors. 
Inspection Report# : 2001012(pdf)  
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Significance:  Aug 24, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Reduction in Security Plan Effectivenss 
The inspector identified a noncited Severity Level IV violation, which also had very low safety significance, involving a decrease in the effectiveness 
of the training and qualification and contigency plans in violation of 10 CFR 50.54(p). During a review of Revision 22 to the licensee Training and 
Qualifications Plan, dated September 29, 200, and Revision 24 to the Safeguards Contingency Plan, dated August 29, 2000, the inspector 
determined that one change to both plans was a reduction in plan effectiveness. The previously approved plans committed to batons and 
corresponding raining in support of contingency plan requirements for response to riots and civil disturbances; however, the changes to the plans 
removed the requirements to have batos and training without substituting equivalent equipment to support the contingency plan requirement. This 
violation is being treated as a noncited violation consistent with Section VI.A.1 of the NRC Enforcement Policy. This violation is in the licensee's 
corrective action program as AR 001001889. The safety significance of this finding was determined to be very low by the Physical Protection 
Significance Determination Process, because there were less than two similar findings in the last four quarters. The issue represented a credible 
impact on safety because the failure to provide equipment necessary to support the requirements of the Safeuqards Contingency Plan could result 
in unauthorized access to the protected area. In addition, the reduction in plan effectiveness was a violation of 10 CFR 50.54(p). Further, a 10 CFR 
50.54(p) plan change that decreased plan effectiveness impeded the regulatory process because it prevented the NRC from reviewing the matter 
prior to implementation. 
Inspection Report# : 2001019(pdf)  

Significance:  Aug 24, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inaccurate Information Submitted to NRC 
A noncited Severity Level IV violation was identified for failure to provide accurate information to the NRC in accordance with the requirements of 
10 CFR 50.9. The licensee submitted a "white paper" to the NRC on Cotober 17, 2000, to provide information to dispute the issue involving the 10 
CFR 50.54(p) change associated with the use of the batons. A portion of that document stated that, "Based on agreements with the FBI, it was 
determined the FBI was better equipped/trained to handle public disturbances at the site." Based on subsequent inspection, the NRC determined 
that the FBI was not better equipped/trained to handle public disturbances. The failure to provide accurate information to the NRC impeded the 
regulatory process in that the NRC could have incorrectly approved the plan change based on the information presented in the "white paper." This 
Severity Level IV violation is being treated as a noncited violation consistent with Section IV.A.1 of the NRC Enforcement Policy. This severity Level 
IV violation is in the licensee's corrective action program as AR 010101660-08 
Inspection Report# : 2001019(pdf)  

Significance:  May 09, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Vulnerability in Protective Strategy 
During an Operational Safeguards Response Evaluation conducted on November 28-29, 2000, a vulnerability in the licensee's protective strategy 
was identified that could have resulted in the simulated loss of a target set. Further details (safeguards information) are available in NRC Inspection 
Report 50-361;-362/2000-17. The issue was entered into the licensee's corrective action program as Action Request 001200130. The safety 
significance of this finding was determined to be very low by the Physical Protection Significance Determination Process because it was not 
repeatable or predictable. The issue was more than minor because the potential loss of a target set represents a credible impact on safety and 
impacts a key performance attribute of the Physical Protection Cornerstone. 
Inspection Report# : 2000017(pdf)  
Inspection Report# : 2001009(pdf)  

Significance:  May 09, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Lack of Response Force Timelines 
During an Operational Safeguards Response Evaluation conducted on November 28-29, 2000, the inspectors determined that the licensee had not 
developed response force timelines which could have affected the licensee's and the NRC inspection team's ability to evaluate its protective 
strategy. Further details (safeguards information) are available in Inspection Report 50-361;-362/2000-17. The issue was entered into the 
licensee's corrective action program as Action Request 001200130. The safety significance of this finding was determined to be very low by the 
Physical Protection Significance Determination Process because there had not been more than two similar findings in the past year. The issue was 
more than minor because the lack of response force timelines is a vulnerability in safeguards plans that represents a credible impact on safety and 
impacts a key performance attribute of the Physical Protection Cornerstone. 
Inspection Report# : 2000017(pdf)  
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Inspection Report# : 2001009(pdf)  

Significance:  Jul 21, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to identify and post a protected area breach. 
The licensee created a breach of the protected area boundary during the removal of a Unit 1 turbine plant cooling water system spool piece and 
failed to identify and post the breached boundary with a security guard for 6 days. This violation of the physical security plan is being treated as a 
Non-Cited Violation, consistent with Section VI.A of the NRC Enforcement Policy. This violation is in the licensee's corrective action program as 
Action Request 991100485. This issue was determined to be of very low risk significance because of the difficulty for an individual to enter the 
protected area through the breached pathway. Even though the issue was a vulnerability of a safeguards system, using the physical protection 
significance determination process, the team characterized the issue as green because it did not involve an intrusion and there were no additional 
similar findings in the past four quarters. 
Inspection Report# : 2000009(pdf)  

Miscellaneous 

Significance: N/A Jul 20, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Licensee's problem identification and resolution program was effective 
The licensee identified, evaluated, prioritized, and correct problems in a timely and effective manner, consistent with risk and safety significance. 
However, there were isolated instances in which the licensee missed an opportunity for early problem identification, did not formulate corrective 
actions for all identified causes, and implemented corrective actions that were not effective in preventing recurrence of a problem. Licensee audits 
and assessments critically assessed the licensee's problem identification and resolution activity and identified needs for improvement in a number 
of areas including performance of 10CFR50.59 evaluations, establishment of realistic due dates, and the probing and evaluative quality of 
organizational quarterly self-assessments. During inspection interviews, workers at the site expressed no reservations to input safety issues into 
the problem identification and resolution program. 
Inspection Report# : 2001007(pdf)  

Significance: N/A Jul 21, 2000 
Identified By: NRC 
Item Type: FIN Finding 
The facility's corrective action program was effective. 
The licensee was effective at identifying problems and entering these problems into the corrective action program. The licensee's self-assessments 
were found to be effective as evidenced by the identification of a deficiency involving the corrective action followup process, which was also 
identified by the team. The licensee effectively prioritized the extent to which issues would be evaluated consistent with their safety and risk 
significance and established appropriate schedules for implementation of corrective actions. With the exception of two examples, the licensee 
implemented corrective actions that were timely and effective. The team concluded that these two examples were isolated and were not indicative 
of current licensee performance in the corrective action area. 
Inspection Report# : 2000009(pdf)  

Last modified : April 01, 2002 
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San Onofre 3 

Initiating Events 

Significance:  Apr 07, 2000 
Identified By: Licensee 
Item Type: FIN Finding 
Operator performance contributed to dropping a control element assembly. 
Licensed operators responding to a control element assembly timer failure alarm skipped steps in the procedure for placing a control element 
assembly on the maintenance hold bus. Although allowed by procedure, this omission, combined with the initial electrical problem, caused the 
control element assembly to drop, which resulted in a plant transient. The issue was characterized as a "green" finding using the significance 
determination process. This issue was determined to be of very low significance because mitigation equipment was not affected.  
Inspection Report# : 2000006(pdf)  

Mitigating Systems 

Significance:  Sep 27, 2000 
Identified By: NRC 
Item Type: FIN Finding 
CREACUS not seismically qualified 
The licensee reported (Licensee Event Report 50-361; 362/2000-010-00) that a cracked weld on the electrical power supply conduit coupling 
connection for the Train B control room emergency air cleanup system recirculation fan could prevent the train from performing its safety function 
during a seismic event. The issue is in the licensee's corrective action program as Action Request 000801751. The issue was of very low safety 
significance, because only one cornerstone was involved, only one train was affected, and there was no actual loss of safety function. 
Inspection Report# : 2001003(pdf)  

Significance:  Aug 26, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to implement timely corrective actions for corroded-open ventilation dampers. 
The licensee failed to implement timely corrective actions after a damper in the ventilation system for the saltwater cooling pump rooms was found 
stuck open because of excessive corrosion and a linkage arm that was found missing in December 1999. This was a violation of 10 CFR Part 50, 
Appendix B, Criterion XVI, which requires that conditions adverse to quality be promptly identified and corrected. The damper was not completely 
repaired and similar dampers, later found stuck open, were not promptly corrected. This violation is being treated as a noncited violation, consistent 
with Section VI.A of the NRC Enforcement Policy. This violation is in the licensee's corrective action program as Action Request 000801431. Using 
the significance determination process the inspectors determined that the issue was of very low safety significance (green) because the saltwater 
cooling pumps remained operable. 
Inspection Report# : 2000010(pdf)  

Significance:  Aug 26, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to perform response time surveillance of LOVS relays because of inadequate corrective actions. 
The licensee failed to include all required relay paths in its biennial response time testing of loss of voltage circuits. The inspectors identified that 
the test procedure did not include the 127X1 relays. When tested, 4 of the 16 relays failed the acceptance criteria specified in Surveillance 
Requirement 3.3.7.3. The relays had been functionally tested satisfactorily, but the response time had not been tested since 1997. This deficiency 
had been previously identified by the licensee in 1997, as documented in Licensee Event Report 361; 362/1997-001-03. At that time the licensee 
tested the relays using maintenance orders. However, the licensee failed to update the surveillance procedure, as it committed to do in the licensee 
event report, resulting in the relays not being tested during the 1999 performance of the surveillance procedure. The failure to correct the 
procedures in a timely manner was a violation of 10 CFR Part 50, Appendix B, Criterion XVI, which requires that conditions adverse to quality be 
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promptly identified and corrected. This violation is being treated as a noncited violation, consistent with Section VI.A of the NRC Enforcement 
Policy. This violation is in the licensee's corrective action program as Action Request 000800580. The licensee determined that the as-found 
response time of the relays, while less than the minimum allowed value specified in the surveillance requirement, was within the limits of the 
licensee's safety analysis. The inspectors used the significance determination process and determined that the condition was of very low safety 
significance because operability of the system was not adversely affected. 
Inspection Report# : 2000010(pdf)  

Significance:  Jul 08, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to record unacceptable servo position as unsatisfactory during AFW pump surveillance test. 
On three separate occasions, operators recorded out-of-specification servo housing positions for the turbine-driven Auxiliary Feedwater Pump 
3P140 governor, but failed to recognize that the measurement did not meet the procedural acceptance criteria. In addition, senior reactor operators 
failed to identify the unacceptable conditions during their review of the test results. These occurrences constituted three examples of a violation of 
Technical Specification 5.5.1.1.a for failure to follow procedure. This violation is being treated as a noncited violation, consistent with Section VI.A 
of the NRC Enforcement Policy. This violation is in the licensee's corrective action program as Action Request 000501616. Using the significance 
determination process, the inspectors determined that the issue was of very low safety significance because the condition did not affect the 
operability of the auxiliary feedwater pump. 
Inspection Report# : 2000007(pdf)  

Significance:  Jun 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to monitor SWC system performance as required. 
The licensee failed to correctly count unavailability hours for the Unit 2, Train B, and Unit 3, Train A, saltwater cooling system. This error resulted in 
these trains exceeding the licensee's performance criteria, which were therefore required to have been monitored under 10 CFR 50.65(a)(1). The 
licensee failed to set goals and monitor these trains of saltwater cooling, as required by 10 CFR 50.65(a)(1), as a result of the preventive 
maintenance program not effectively controlling the performance of the systems. This violation is being treated as a noncited violation, consistent 
with Section VI.A of the NRC Enforcement Policy. This violation is in the licensee's corrective action program as Action Request 000700218. The 
inspectors determined that the failure to establish performance goals and corrective actions to achieve those goals resulted in the systems being 
less available, which was a credible impact on safety. Using the significance determination process, the inspectors determined that the issue was 
of very low safety significance (green) because operability of the trains was not affected beyond the allowed outage times specified in the Technical 
Specifications. 
Inspection Report# : 2000010(pdf)  

Significance:  May 20, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Scaffolding standoff distance less than allowable by procedure. 
The licensee failed to follow its procedure for scaffolding erection, in that the inspectors identified multiple examples of inadequate standoff 
distances between the scaffolding and safety-related components of the safety injection and shutdown cooling systems in both units. This was a 
noncited violation of Technical Specification 5.5.1.1.a, which requires that procedures be followed. The licensee's initial corrective actions were 
prompt but not thorough. The licensee subsequently identified additional examples of inadequate standoff distances in scaffolding around other 
safety systems, indicating that the problem was programmatic. The violation was in the licensee's corrective action program as Action Requests 
000401202 and 000401588. The issue was characterized as a "green" finding using the significance determination process. No components were 
rendered inoperable; therefore, the issue was determined to be of very low significance.  
Inspection Report# : 2000006(pdf)  

Significance:  May 20, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Incorrect operability curves for saltwater cooling. 
The inspectors identified that licensee design engineers failed to correctly translate the design basis required minimum saltwater cooling flow into 
operability curves used by Station Technical engineers. This was a noncited violation of 10 CFR Part 50, Appendix B, Criterion III. The violation is 
in the licensee's corrective action program as Action Request 000400107. The issue was characterized as a "green" finding using the significance 
determination process. The operability curves were nonconservative; however, they did not result in any incorrect saltwater cooling operability 
assessments during the last 2 years; consequently, this issue was determined to be of very low significance. 
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Inspection Report# : 2000006(pdf)  

Significance:  May 20, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Design issue renders air-operated saltwater cooling valve inoperable. 
The licensee determined that one Unit 2 Train A saltwater cooling pump discharge isolation valve was inoperable since November 1998 as the 
result of the recognition that leakage from emergency air accumulators could result in the valve not remaining in its safety position following a loss 
of instrument air. Although the redundant pump and valve in Train A were generally available, they were not aligned for automatic operation. 
Consequently, Train A was inoperable for extended periods while the affected pump and valve were aligned for service. This was a noncited 
violation of Technical Specification 3.7.8 and was is in the licensee's corrective action program as Action Requests 000401454 and 000500354. All 
of the saltwater cooling pump discharge valves, and the component cooling water return isolation valves from shutdown cooling heat exchangers, 
in both units, were incrementally found to be inoperable before more rigorous analysis showed only one valve had been inoperable. The inspectors 
identified a significant error in the licensee's initial operability assessment that resulted in all Train A saltwater cooling pump discharge isolation 
valves being considered inoperable before the final evaluation was completed. The issue was characterized as a "green" finding using the 
significance determination process. The inspectors agreed with the licensee's determination that both trains of saltwater cooling were functional, 
although manual operator actions were required to align redundant equipment. Phase 3 of the significance determination process, performed by a 
Senior Reactor Analyst in conjunction with the licensee, accounted for both internal and external events, which, in part, may result in the loss of 
instrument air, concluded that the issue was of very low significance.  
Inspection Report# : 2000006(pdf)  

Significance:  Apr 21, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Prior to initial startup, the licensee failed to identify an analyze for additional axial pipe stress that resulted from a modification 
The licensee failed to account for additional axial loading induced on the inlet nozzles of the component cooling water pumps through bellows-type 
expansion joints when a modification introduced a credible single failure with the potential to increase maximum system pressure. The initial stress 
analysis assumed a 50 psig suction pressure, but the single failure was calculated to result in pressure up to 72 psig. This was considered to be 
potentially significant, because component cooling water removes heat from essential components required for normal and emergency shutdown of 
the plant. The licensee calculated the additional stress to verify the safety function performance of the pumps under the new conditions. The 
analytical result confirmed that the issue was of very low risk significance and there was no actual loss of safety function. 
Inspection Report# : 2000003(pdf)  

Significance:  Apr 21, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Current configuration outside design basis for ECCS room temperature in Units 2 & 3 
The team identified a condition in both trains of emergency core cooling for both units where the pump rooms were outside the design basis for 
assuring operability. The team observed that most of the emergency core cooling system piping, valves, pumps, and equipment in these rooms 
was not thermally insulated. These rooms contained the emergency core cooling system high pressure safety injection, low pressure safety 
injection, and containment spray pumps, along with associated piping, valves, and instrumentation. The noninsulated piping was contrary to the 
assumptions used in the design basis calculations to determine the heat loads in these rooms. The heat loads from these calculations had been 
used in turn as the design bases for sizing the room emergency coolers. Therefore, the room coolers were undersized and would not maintain the 
environmental conditions needed to satisfy the analysis for the design basis accident to assure adequate performance of the safety-related 
components and systems located in the affected rooms. The licensee's staff used conservative assumptions to determine the worst conditions that 
would exist in the rooms during the design basis accident and recovery. The equipment and commodity items in the rooms were verified as capable 
of performing under the predicted conditions. This was identified as a noncited violation (50-361;362/0003-01) of Criterion III of Appendix B to 10 
CFR Part 50 consistent with Section VI.A of the NRC Enforcement Policy, and was placed in the licensee's corrective action system as Action 
Request 000401086, dated April 19, 2000. 
Inspection Report# : 2000003(pdf)  

Significance:  Apr 21, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Operating procedures not corrected to address credible single and loss of design basis for control room HVAC 
Failure to change procedures affected by a design change to the air flow detection in both trains of the control room ventilation recirculating system, 
introduced a credible single failure that was not previously identified. The current method of detecting and measuring control room ventilation flow 
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would not result in a supply fan shutdown when a loss of the train recirculating fan occurred due to loss of power, if the train supply and 
recirculating fans were powered from different units. Therefore, in a design basis accident the control room supply fan would have continued to 
operate and discharge potentially radioactive air directly into the control room through return ducts and registers, bypassing the recirculating 
system high efficiency particulate air filter and gaseous absorption train. As a result, the design basis for the control room environment would not 
have been met, and there could have been a potential whole-body radiation exposure to the control room operators, beyond regulatory limits. 
Procedures, policies, and practices in effect during the inspection, did not preclude operation in the configuration that could result in the scenario of 
concern, or warn the operators that the condition could occur. The team assessed the condition and determined it to be GREEN with the 
inappropriate system lineup. However, system operability concerns became moot when the licensee put the power supplies for the system trains 
under administrative configuration control. The team identified this issue as a noncited violation (50-361;362/0003-02 ) of Criterion III of Appendix B 
to 10 CFR Part 50, consistent with Section VI.A of the NRC Enforcement Policy. The condition resulting in the violation was entered into the 
licensee's corrective action system as Action Request 000400949, dated April 17, 2000. 
Inspection Report# : 2000003(pdf)  

Significance:  Mar 09, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate measures to assure that design basis information is correctly translated and maintained 
A noncited violation of 10 CFR Part 50, Appendix B, Criterion III, "Design Control," was identified, with two examples, for having inadequate 
measures to assure that the design basis of the shutdown cooling heat exchangers, and safety-related room coolers supplied by the emergency 
chilled water system, were correctly translated into procedures or were maintained, respectively. This violation is being treated as a noncited 
violation consistent with Section VI.A of the NRC Enforcement Policy. This violation was entered into the licensee's corrective action program as 
Action Requests 000401144 and 010300419. The violation was of very low safety significance because: (1) there were no audible indications of 
damage to the shutdown cooling heat exchangers and there was not a history of leaks for the heat exchangers; and (2) the total emergency chilled 
water flow exceeded the system design basis and the preliminary test data, along with calculations, provide assurance that adequate flow can be 
supplied to each safety-related room cooler. 
Inspection Report# : 2001003(pdf)  

Significance:  Feb 03, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Overfill of condensate storage tank 
The team identified a noncited violation for the licensee's failure to properly implement procedures which resulted in a valve misalignment that 
rendered a secondary auxiliary feedwater supply inoperable (TS 5.5.1.1.a). This finding was of very low safety significance because a nonsafety 
makeup water source was available and all other emergency core cooling equipment remained operable. In addition, since the unit had just exited 
a refueling outage and had a low reactor decay heat load, operators would have had significantly more time to restore the secondary auxiliary 
feedwater supply as a source of water. 
Inspection Report# : 2001005(pdf)  

Significance:  Jan 06, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate corrective actions for containment spray alignment verification 
The inspectors identified that, although the licensee discovered deficiencies in the performance of the containment spray monthly alignment checks 
in both units (Technical Specification Surveillance Requirement 3.6.6.1.1), the licensee failed to implement corrective actions to correct the 
deficiencies. Therefore, for the next 6 months, the licensee did not always conduct the system monthly alignment as required by Technical 
Specifications. The licensee ultimately re-identified the same deficiencies in the monthly alignment check and corrected the problem. This was a 
violation of 10 CFR Part 50, Appendix B, Criterion XVI, which requires that conditions adverse to quality be promptly identified and corrected. This 
violation is being treated as a noncited violation, consistent with Section VI.A.1 of the NRC Enforcement Policy. This violation is in the licensee's 
corrective action program as Action Request 001201139. Additionally, during review of the second occurrence, the licensee failed to discover that 
the issue had been previously identified until so informed by the inspectors. Human performance in the review of the initial Action Request was 
inadequate and directly caused the failure to implement corrective actions. Using the significance determination process the inspectors determined 
that the issue was of very low significance because the system was in the correct valve alignment and remained operable. 
Inspection Report# : 2000015(pdf)  

Significance: SL-IV Jan 06, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to report missed surveillance 
The licensee failed to submit a licensee event report within 30 days of the discovery of a reportable condition in both units. The licensee ultimately 
reported the condition 6 months later when the same situation was re-identified. This was a violation of 10 CFR 50.73(d). This Severity Level IV 
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violation is being treated as a noncited violation, consistent with Section VI.A.1 of the NRC Enforcement Policy. This violation is in the licensee's 
corrective action program as Action Request 001201139. Human performance in the review of the initial Action Request was inadequate and 
directly caused the failure to submit a licensee event report. This issue had no credible impact on safety and was not evaluated using the 
significance determination process. However, this issue had the potential for impacting the NRC's ability to perform its regulatory function and is 
therefore being documented. 
Inspection Report# : 2000015(pdf)  

Significance:  Nov 02, 2000 
Identified By: Licensee 
Item Type: FIN Finding 
Common boration flowpath closed during Mode 4 
Operators rendered both boration flowpaths required by Technical Specification 3.1.9 inoperable by closing a normally locked-open valve in the 
common flowpath during Mode 4 valve testing. This event occurred during the Cycle 10 refueling outages (1998) for both Units 2 and 3. At the time, 
the licensee did not realize that the condition was not allowed and therefore did not enter Technical Specification 3.0.3. However, the licensee 
satisfied the required actions of Technical Specification 3.0.3, so a violation did not occur. Although required by the licensee's Technical 
Specifications, boration capability is not required in Mode 4 in the current Generic Standard Technical Specifications, as boration is not important or 
urgent in accident mitigation from Mode 4 conditions. Using the significance determination process the inspectors determined that the issue was of 
very low significance.  
Inspection Report# : 2000015(pdf)  

Significance:  Oct 14, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
CREACUS boundary in-leakage outside the design basis. 
The licensee determined that air in-leakage into the control room emergency air cleanup system was outside the design basis. The condensate 
drain lines to both normal air conditioner units and several tears in an expansion boot provided a pathway for unfiltered air. The licensee 
determined that both conditions existed for several years, and that the aggregate unfiltered air in-leakage exceeded the limit assumed in the 
Updated Final Safety Analysis Report. This was a violation of 10 CFR Part 50, Appendix B, Criterion III, "Design Control." This violation is being 
treated as a noncited violation, consistent with Section VI.A of the NRC Enforcement Policy. This violation is in the licensee's corrective action 
program as Action Request 000400061. The licensee determined that the radiological consequences to control room occupants would meet the 10 
CFR Part 50, Appendix A, Criterion 19, control room habitability dose limits during a design basis event. Using the significance determination 
process, the inspectors determined that the issue was of very low safety significance (green) because the dose to control room occupants would 
not have exceeded general design criterion limits. 
Inspection Report# : 2000013(pdf)  

Barrier Integrity 

Emergency Preparedness 

Significance: N/A Aug 26, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Drill performance affected by scenario foreknowledge. 
Performance during some of the 10 emergency preparedness drills, all of which used the same scenario, was affected by scenario foreknowledge. 
Some operators were able to hear elements of the scenario over the public address systems during a morning drill before they participated in the 
afternoon drill. Also, some personnel participated in more than one drill. Drill performance is measured and reported as a performance indicator 
and, if credit for correctly performing critical tasks (event classification, event notification, and protective action recommendations) is given when the 
performer or direct advisors have foreknowledge of the correct outcome, the performance indicator might not be valid. Therefore, this has the 
potential to affect the ability of the NRC to perform its regulatory function. This issue had no credible impact on safety and was not evaluated using 
the significance determination process because it did not involve a failure to meet or implement a planning standard or other regulatory 
requirement. 
Inspection Report# : 2000010(pdf)  
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Occupational Radiation Safety 

Significance:  Jan 11, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Release of radioactive material from the restricted area 
Technical Specification 5.5.1 requires procedures for the control of radioactivity. Procedure SO123-VII-20.9.2, "Material Release Surveys," 
Revision 3, Section 6.1, states that the criterion for items released from the Restricted Area is, "No detectable licensed activity above background." 
On both August 18, 2000, and October 31, 2001, the licensee identified an example in which detectable radioactive material was inadvertently 
released from the restricted area. These two events were entered into the licensee's corrective action program as Action Requests AR 000800974 
and AR 011001703. The safety significance of this finding was determined to very low by the Public Radiation Safety Significance Determination 
Process because the public exposure associated with each item was less than 5 millirem and there were fewer than 6 events. 
Inspection Report# : 2002003(pdf)  

Significance:  Aug 31, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to post a radiation area 
10 CFR Part 20.1902 requires an area with radiation levels greater than 5 millirem per hour, but less than or equal to 100 millirem per hour, to be 
posted as a radiation area. On February 1, 2001, the licensee identified that a flatbed trailer with radiation levels as high as 60 millirem per hour on 
contact and 10 millirem per hour at 30 centimeters was not posted as a radiation area. This event is described in the licensee's corrective action 
program, reference Action Request 010200033. This is being treated as a noncited violation. The safety significance of this finding was determined 
to be very low by the Occupational Radiation Safety Significance Determination Process because there was no overexposure or substantial 
potential for an overexposure and the ability to assess dose was not compromised. 
Inspection Report# : 2001011(pdf)  

Public Radiation Safety 

Physical Protection 

Significance:  Jul 21, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to identify and post a protected area breach. 
The licensee created a breach of the protected area boundary during the removal of a Unit 1 turbine plant cooling water system spool piece and 
failed to identify and post the breached boundary with a security guard for 6 days. This violation of the physical security plan is being treated as a 
Non-Cited Violation, consistent with Section VI.A of the NRC Enforcement Policy. This violation is in the licensee's corrective action program as 
Action Request 991100485. This issue was determined to be of very low risk significance because of the difficulty for an individual to enter the 
protected area through the breached pathway. Even though the issue was a vulnerability of a safeguards system, using the physical protection 
significance determination process, the team characterized the issue as green because it did not involve an intrusion and there were no additional 
similar findings in the past four quarters. 
Inspection Report# : 2000009(pdf)  

Significance:  Oct 31, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Incomplete vehicle search 
The inspectors identified a noncited violation for the failure of a licensee employee to maintain visual contact with visitors while performing escort 
duties. The escort entered a vital area and left the visitors on the opposite side of the door, unattended, in the protected area. This was a violation 
of the Physical Security Plan. A human performance deficiency in the escorting of visitors directly contributed to the violation. This finding was of 
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very low safety significance because of the short duration the visitors were left unattended and subsequently observed by the inspectors. 
Inspection Report# : 2001012(pdf)  

Significance:  Oct 09, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Loss of visual contact with visitors 
The inspectors identified a noncited violation for the failure of a licensee employee to maintain visual contact with visitors while performing escort 
duties. The escort entered a vital area and left the visitors on the opposite side of the door, unattended, in the protected area. This was a violation 
of the Physical Security Plan. A human performance deficiency in the escorting of visitors directly contributed to the violation. This finding was of 
very low safety significance because of the short duration the visitors were left unattended and subsequently observed by the inspectors. 
Inspection Report# : 2001012(pdf)  

Significance:  Aug 24, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Reduction in Security Plan Effectivenss 
The inspector identified a noncited Severity Level IV violation, which also had very low safety significance, involving a decrease in the effectiveness 
of the training and qualification and contigency plans in violation of 10 CFR 50.54(p). During a review of Revision 22 to the licensee Training and 
Qualifications Plan, dated September 29, 200, and Revision 24 to the Safeguards Contingency Plan, dated August 29, 2000, the inspector 
determined that one change to both plans was a reduction in plan effectiveness. The previously approved plans committed to batons and 
corresponding raining in support of contingency plan requirements for response to riots and civil disturbances; however, the changes to the plans 
removed the requirements to have batos and training without substituting equivalent equipment to support the contingency plan requirement. This 
violation is being treated as a noncited violation consistent with Section VI.A.1 of the NRC Enforcement Policy. This violation is in the licensee's 
corrective action program as AR 001001889. The safety significance of this finding was determined to be very low by the Physical Protection 
Significance Determination Process, because there were less than two similar findings in the last four quarters. The issue represented a credible 
impact on safety because the failure to provide equipment necessary to support the requirements of the Safeuqards Contingency Plan could result 
in unauthorized access to the protected area. In addition, the reduction in plan effectiveness was a violation of 10 CFR 50.54(p). Further, a 10 CFR 
50.54(p) plan change that decreased plan effectiveness impeded the regulatory process because it prevented the NRC from reviewing the matter 
prior to implementation. 
Inspection Report# : 2001019(pdf)  

Significance:  Aug 24, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inaccurate Information Submitted to NRC 
A noncited Severity Level IV violation was identified for failure to provide accurate information to the NRC in accordance with the requirements of 
10 CFR 50.9. The licensee submitted a "white paper" to the NRC on Cotober 17, 2000, to provide information to dispute the issue involving the 10 
CFR 50.54(p) change associated with the use of the batons. A portion of that document stated that, "Based on agreements with the FBI, it was 
determined the FBI was better equipped/trained to handle public disturbances at the site." Based on subsequent inspection, the NRC determined 
that the FBI was not better equipped/trained to handle public disturbances. The failure to provide accurate information to the NRC impeded the 
regulatory process in that the NRC could have incorrectly approved the plan change based on the information presented in the "white paper." This 
Severity Level IV violation is being treated as a noncited violation consistent with Section IV.A.1 of the NRC Enforcement Policy. This severity Level 
IV violation is in the licensee's corrective action program as AR 010101660-08 
Inspection Report# : 2001019(pdf)  

Significance:  May 09, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Vulnerability in Protective Strategy 
During an Operational Safeguards Response Evaluation conducted on November 28-29, 2000, a vulnerability in the licensee's protective strategy 
was identified that could have resulted in the simulated loss of a target set. Further details (safeguards information) are available in NRC Inspection 
Report 50-361;-362/2000-17. The issue was entered into the licensee's corrective action program as Action Request 001200130. The safety 
significance of this finding was determined to be very low by the Physical Protection Significance Determination Process because it was not 
repeatable or predictable. The issue was more than minor because the potential loss of a target set represents a credible impact on safety and 
impacts a key performance attribute of the Physical Protection Cornerstone. 
Inspection Report# : 2000017(pdf)  
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Inspection Report# : 2001009(pdf)  

Significance:  May 09, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Lack of Response Force Timelines 
During an Operational Safeguards Response Evaluation conducted on November 28-29, 2000, the inspectors determined that the licensee had not 
developed response force timelines which could have affected the licensee's and the NRC inspection team's ability to evaluate its protective 
strategy. Further details (safeguards information) are available in Inspection Report 50-361;-362/2000-17. The issue was entered into the 
licensee's corrective action program as Action Request 001200130. The safety significance of this finding was determined to be very low by the 
Physical Protection Significance Determination Process because there had not been more than two similar findings in the past year. The issue was 
more than minor because the lack of response force timelines is a vulnerability in safeguards plans that represents a credible impact on safety and 
impacts a key performance attribute of the Physical Protection Cornerstone. 
Inspection Report# : 2000017(pdf)  
Inspection Report# : 2001009(pdf)  

Miscellaneous 

Significance: N/A Jul 21, 2000 
Identified By: NRC 
Item Type: FIN Finding 
The facility's corrective action program was effective. 
The licensee was effective at identifying problems and entering these problems into the corrective action program. The licensee's self-assessments 
were found to be effective as evidenced by the identification of a deficiency involving the corrective action followup process, which was also 
identified by the team. The licensee effectively prioritized the extent to which issues would be evaluated consistent with their safety and risk 
significance and established appropriate schedules for implementation of corrective actions. With the exception of two examples, the licensee 
implemented corrective actions that were timely and effective. The team concluded that these two examples were isolated and were not indicative 
of current licensee performance in the corrective action area. 
Inspection Report# : 2000009(pdf)  

Significance: N/A Jul 20, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Licensee's problem identification and resolution program was effective 
The licensee identified, evaluated, prioritized, and correct problems in a timely and effective manner, consistent with risk and safety significance. 
However, there were isolated instances in which the licensee missed an opportunity for early problem identification, did not formulate corrective 
actions for all identified causes, and implemented corrective actions that were not effective in preventing recurrence of a problem. Licensee audits 
and assessments critically assessed the licensee's problem identification and resolution activity and identified needs for improvement in a number 
of areas including performance of 10CFR50.59 evaluations, establishment of realistic due dates, and the probing and evaluative quality of 
organizational quarterly self-assessments. During inspection interviews, workers at the site expressed no reservations to input safety issues into 
the problem identification and resolution program. 
Inspection Report# : 2001007(pdf)  

Last modified : March 29, 2002 
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San Onofre 3 

Initiating Events 

Significance:  Apr 07, 2000 
Identified By: Licensee 
Item Type: FIN Finding 
Operator performance contributed to dropping a control element assembly. 
Licensed operators responding to a control element assembly timer failure alarm skipped steps in the procedure for placing a control element 
assembly on the maintenance hold bus. Although allowed by procedure, this omission, combined with the initial electrical problem, caused the 
control element assembly to drop, which resulted in a plant transient. The issue was characterized as a "green" finding using the significance 
determination process. This issue was determined to be of very low significance because mitigation equipment was not affected.  
Inspection Report# : 2000006(pdf)  

Mitigating Systems 

Significance:  Nov 02, 2000 
Identified By: Licensee 
Item Type: FIN Finding 
Common boration flowpath closed during Mode 4 
Operators rendered both boration flowpaths required by Technical Specification 3.1.9 inoperable by closing a normally locked-open valve in the 
common flowpath during Mode 4 valve testing. This event occurred during the Cycle 10 refueling outages (1998) for both Units 2 and 3. At the time, 
the licensee did not realize that the condition was not allowed and therefore did not enter Technical Specification 3.0.3. However, the licensee 
satisfied the required actions of Technical Specification 3.0.3, so a violation did not occur. Although required by the licensee's Technical 
Specifications, boration capability is not required in Mode 4 in the current Generic Standard Technical Specifications, as boration is not important or 
urgent in accident mitigation from Mode 4 conditions. Using the significance determination process the inspectors determined that the issue was of 
very low significance.  
Inspection Report# : 2000015(pdf)  

Significance:  Oct 14, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
CREACUS boundary in-leakage outside the design basis. 
The licensee determined that air in-leakage into the control room emergency air cleanup system was outside the design basis. The condensate 
drain lines to both normal air conditioner units and several tears in an expansion boot provided a pathway for unfiltered air. The licensee 
determined that both conditions existed for several years, and that the aggregate unfiltered air in-leakage exceeded the limit assumed in the 
Updated Final Safety Analysis Report. This was a violation of 10 CFR Part 50, Appendix B, Criterion III, "Design Control." This violation is being 
treated as a noncited violation, consistent with Section VI.A of the NRC Enforcement Policy. This violation is in the licensee's corrective action 
program as Action Request 000400061. The licensee determined that the radiological consequences to control room occupants would meet the 10 
CFR Part 50, Appendix A, Criterion 19, control room habitability dose limits during a design basis event. Using the significance determination 
process, the inspectors determined that the issue was of very low safety significance (green) because the dose to control room occupants would 
not have exceeded general design criterion limits. 
Inspection Report# : 2000013(pdf)  

Significance:  Sep 27, 2000 
Identified By: NRC 
Item Type: FIN Finding 
CREACUS not seismically qualified 
The licensee reported (Licensee Event Report 50-361; 362/2000-010-00) that a cracked weld on the electrical power supply conduit coupling 
connection for the Train B control room emergency air cleanup system recirculation fan could prevent the train from performing its safety function 
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during a seismic event. The issue is in the licensee's corrective action program as Action Request 000801751. The issue was of very low safety 
significance, because only one cornerstone was involved, only one train was affected, and there was no actual loss of safety function. 
Inspection Report# : 2001003(pdf)  

Significance:  Aug 26, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to implement timely corrective actions for corroded-open ventilation dampers. 
The licensee failed to implement timely corrective actions after a damper in the ventilation system for the saltwater cooling pump rooms was found 
stuck open because of excessive corrosion and a linkage arm that was found missing in December 1999. This was a violation of 10 CFR Part 50, 
Appendix B, Criterion XVI, which requires that conditions adverse to quality be promptly identified and corrected. The damper was not completely 
repaired and similar dampers, later found stuck open, were not promptly corrected. This violation is being treated as a noncited violation, consistent 
with Section VI.A of the NRC Enforcement Policy. This violation is in the licensee's corrective action program as Action Request 000801431. Using 
the significance determination process the inspectors determined that the issue was of very low safety significance (green) because the saltwater 
cooling pumps remained operable. 
Inspection Report# : 2000010(pdf)  

Significance:  Aug 26, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to perform response time surveillance of LOVS relays because of inadequate corrective actions. 
The licensee failed to include all required relay paths in its biennial response time testing of loss of voltage circuits. The inspectors identified that 
the test procedure did not include the 127X1 relays. When tested, 4 of the 16 relays failed the acceptance criteria specified in Surveillance 
Requirement 3.3.7.3. The relays had been functionally tested satisfactorily, but the response time had not been tested since 1997. This deficiency 
had been previously identified by the licensee in 1997, as documented in Licensee Event Report 361; 362/1997-001-03. At that time the licensee 
tested the relays using maintenance orders. However, the licensee failed to update the surveillance procedure, as it committed to do in the licensee 
event report, resulting in the relays not being tested during the 1999 performance of the surveillance procedure. The failure to correct the 
procedures in a timely manner was a violation of 10 CFR Part 50, Appendix B, Criterion XVI, which requires that conditions adverse to quality be 
promptly identified and corrected. This violation is being treated as a noncited violation, consistent with Section VI.A of the NRC Enforcement 
Policy. This violation is in the licensee's corrective action program as Action Request 000800580. The licensee determined that the as-found 
response time of the relays, while less than the minimum allowed value specified in the surveillance requirement, was within the limits of the 
licensee's safety analysis. The inspectors used the significance determination process and determined that the condition was of very low safety 
significance because operability of the system was not adversely affected. 
Inspection Report# : 2000010(pdf)  

Significance:  Jul 08, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to record unacceptable servo position as unsatisfactory during AFW pump surveillance test. 
On three separate occasions, operators recorded out-of-specification servo housing positions for the turbine-driven Auxiliary Feedwater Pump 
3P140 governor, but failed to recognize that the measurement did not meet the procedural acceptance criteria. In addition, senior reactor operators 
failed to identify the unacceptable conditions during their review of the test results. These occurrences constituted three examples of a violation of 
Technical Specification 5.5.1.1.a for failure to follow procedure. This violation is being treated as a noncited violation, consistent with Section VI.A 
of the NRC Enforcement Policy. This violation is in the licensee's corrective action program as Action Request 000501616. Using the significance 
determination process, the inspectors determined that the issue was of very low safety significance because the condition did not affect the 
operability of the auxiliary feedwater pump. 
Inspection Report# : 2000007(pdf)  

Significance:  Jun 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to monitor SWC system performance as required. 
The licensee failed to correctly count unavailability hours for the Unit 2, Train B, and Unit 3, Train A, saltwater cooling system. This error resulted in 
these trains exceeding the licensee's performance criteria, which were therefore required to have been monitored under 10 CFR 50.65(a)(1). The 
licensee failed to set goals and monitor these trains of saltwater cooling, as required by 10 CFR 50.65(a)(1), as a result of the preventive 
maintenance program not effectively controlling the performance of the systems. This violation is being treated as a noncited violation, consistent 
with Section VI.A of the NRC Enforcement Policy. This violation is in the licensee's corrective action program as Action Request 000700218. The 
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inspectors determined that the failure to establish performance goals and corrective actions to achieve those goals resulted in the systems being 
less available, which was a credible impact on safety. Using the significance determination process, the inspectors determined that the issue was 
of very low safety significance (green) because operability of the trains was not affected beyond the allowed outage times specified in the Technical 
Specifications. 
Inspection Report# : 2000010(pdf)  

Significance:  May 20, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Scaffolding standoff distance less than allowable by procedure. 
The licensee failed to follow its procedure for scaffolding erection, in that the inspectors identified multiple examples of inadequate standoff 
distances between the scaffolding and safety-related components of the safety injection and shutdown cooling systems in both units. This was a 
noncited violation of Technical Specification 5.5.1.1.a, which requires that procedures be followed. The licensee's initial corrective actions were 
prompt but not thorough. The licensee subsequently identified additional examples of inadequate standoff distances in scaffolding around other 
safety systems, indicating that the problem was programmatic. The violation was in the licensee's corrective action program as Action Requests 
000401202 and 000401588. The issue was characterized as a "green" finding using the significance determination process. No components were 
rendered inoperable; therefore, the issue was determined to be of very low significance.  
Inspection Report# : 2000006(pdf)  

Significance:  May 20, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Incorrect operability curves for saltwater cooling. 
The inspectors identified that licensee design engineers failed to correctly translate the design basis required minimum saltwater cooling flow into 
operability curves used by Station Technical engineers. This was a noncited violation of 10 CFR Part 50, Appendix B, Criterion III. The violation is 
in the licensee's corrective action program as Action Request 000400107. The issue was characterized as a "green" finding using the significance 
determination process. The operability curves were nonconservative; however, they did not result in any incorrect saltwater cooling operability 
assessments during the last 2 years; consequently, this issue was determined to be of very low significance. 
Inspection Report# : 2000006(pdf)  

Significance:  May 20, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Design issue renders air-operated saltwater cooling valve inoperable. 
The licensee determined that one Unit 2 Train A saltwater cooling pump discharge isolation valve was inoperable since November 1998 as the 
result of the recognition that leakage from emergency air accumulators could result in the valve not remaining in its safety position following a loss 
of instrument air. Although the redundant pump and valve in Train A were generally available, they were not aligned for automatic operation. 
Consequently, Train A was inoperable for extended periods while the affected pump and valve were aligned for service. This was a noncited 
violation of Technical Specification 3.7.8 and was is in the licensee's corrective action program as Action Requests 000401454 and 000500354. All 
of the saltwater cooling pump discharge valves, and the component cooling water return isolation valves from shutdown cooling heat exchangers, 
in both units, were incrementally found to be inoperable before more rigorous analysis showed only one valve had been inoperable. The inspectors 
identified a significant error in the licensee's initial operability assessment that resulted in all Train A saltwater cooling pump discharge isolation 
valves being considered inoperable before the final evaluation was completed. The issue was characterized as a "green" finding using the 
significance determination process. The inspectors agreed with the licensee's determination that both trains of saltwater cooling were functional, 
although manual operator actions were required to align redundant equipment. Phase 3 of the significance determination process, performed by a 
Senior Reactor Analyst in conjunction with the licensee, accounted for both internal and external events, which, in part, may result in the loss of 
instrument air, concluded that the issue was of very low significance.  
Inspection Report# : 2000006(pdf)  

Significance:  Apr 21, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Prior to initial startup, the licensee failed to identify an analyze for additional axial pipe stress that resulted from a modification 
The licensee failed to account for additional axial loading induced on the inlet nozzles of the component cooling water pumps through bellows-type 
expansion joints when a modification introduced a credible single failure with the potential to increase maximum system pressure. The initial stress 
analysis assumed a 50 psig suction pressure, but the single failure was calculated to result in pressure up to 72 psig. This was considered to be 
potentially significant, because component cooling water removes heat from essential components required for normal and emergency shutdown of 
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the plant. The licensee calculated the additional stress to verify the safety function performance of the pumps under the new conditions. The 
analytical result confirmed that the issue was of very low risk significance and there was no actual loss of safety function. 
Inspection Report# : 2000003(pdf)  

Significance:  Apr 21, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Current configuration outside design basis for ECCS room temperature in Units 2 & 3 
The team identified a condition in both trains of emergency core cooling for both units where the pump rooms were outside the design basis for 
assuring operability. The team observed that most of the emergency core cooling system piping, valves, pumps, and equipment in these rooms 
was not thermally insulated. These rooms contained the emergency core cooling system high pressure safety injection, low pressure safety 
injection, and containment spray pumps, along with associated piping, valves, and instrumentation. The noninsulated piping was contrary to the 
assumptions used in the design basis calculations to determine the heat loads in these rooms. The heat loads from these calculations had been 
used in turn as the design bases for sizing the room emergency coolers. Therefore, the room coolers were undersized and would not maintain the 
environmental conditions needed to satisfy the analysis for the design basis accident to assure adequate performance of the safety-related 
components and systems located in the affected rooms. The licensee's staff used conservative assumptions to determine the worst conditions that 
would exist in the rooms during the design basis accident and recovery. The equipment and commodity items in the rooms were verified as capable 
of performing under the predicted conditions. This was identified as a noncited violation (50-361;362/0003-01) of Criterion III of Appendix B to 10 
CFR Part 50 consistent with Section VI.A of the NRC Enforcement Policy, and was placed in the licensee's corrective action system as Action 
Request 000401086, dated April 19, 2000. 
Inspection Report# : 2000003(pdf)  

Significance:  Apr 21, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Operating procedures not corrected to address credible single and loss of design basis for control room HVAC 
Failure to change procedures affected by a design change to the air flow detection in both trains of the control room ventilation recirculating system, 
introduced a credible single failure that was not previously identified. The current method of detecting and measuring control room ventilation flow 
would not result in a supply fan shutdown when a loss of the train recirculating fan occurred due to loss of power, if the train supply and 
recirculating fans were powered from different units. Therefore, in a design basis accident the control room supply fan would have continued to 
operate and discharge potentially radioactive air directly into the control room through return ducts and registers, bypassing the recirculating 
system high efficiency particulate air filter and gaseous absorption train. As a result, the design basis for the control room environment would not 
have been met, and there could have been a potential whole-body radiation exposure to the control room operators, beyond regulatory limits. 
Procedures, policies, and practices in effect during the inspection, did not preclude operation in the configuration that could result in the scenario of 
concern, or warn the operators that the condition could occur. The team assessed the condition and determined it to be GREEN with the 
inappropriate system lineup. However, system operability concerns became moot when the licensee put the power supplies for the system trains 
under administrative configuration control. The team identified this issue as a noncited violation (50-361;362/0003-02 ) of Criterion III of Appendix B 
to 10 CFR Part 50, consistent with Section VI.A of the NRC Enforcement Policy. The condition resulting in the violation was entered into the 
licensee's corrective action system as Action Request 000400949, dated April 17, 2000. 
Inspection Report# : 2000003(pdf)  

Significance:  Mar 09, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate measures to assure that design basis information is correctly translated and maintained 
A noncited violation of 10 CFR Part 50, Appendix B, Criterion III, "Design Control," was identified, with two examples, for having inadequate 
measures to assure that the design basis of the shutdown cooling heat exchangers, and safety-related room coolers supplied by the emergency 
chilled water system, were correctly translated into procedures or were maintained, respectively. This violation is being treated as a noncited 
violation consistent with Section VI.A of the NRC Enforcement Policy. This violation was entered into the licensee's corrective action program as 
Action Requests 000401144 and 010300419. The violation was of very low safety significance because: (1) there were no audible indications of 
damage to the shutdown cooling heat exchangers and there was not a history of leaks for the heat exchangers; and (2) the total emergency chilled 
water flow exceeded the system design basis and the preliminary test data, along with calculations, provide assurance that adequate flow can be 
supplied to each safety-related room cooler. 
Inspection Report# : 2001003(pdf)  

Significance:  Feb 03, 2001 
Identified By: NRC 
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Item Type: NCV NonCited Violation 
Overfill of condensate storage tank 
The team identified a noncited violation for the licensee's failure to properly implement procedures which resulted in a valve misalignment that 
rendered a secondary auxiliary feedwater supply inoperable (TS 5.5.1.1.a). This finding was of very low safety significance because a nonsafety 
makeup water source was available and all other emergency core cooling equipment remained operable. In addition, since the unit had just exited 
a refueling outage and had a low reactor decay heat load, operators would have had significantly more time to restore the secondary auxiliary 
feedwater supply as a source of water. 
Inspection Report# : 2001005(pdf)  

Significance:  Jan 06, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate corrective actions for containment spray alignment verification 
The inspectors identified that, although the licensee discovered deficiencies in the performance of the containment spray monthly alignment checks 
in both units (Technical Specification Surveillance Requirement 3.6.6.1.1), the licensee failed to implement corrective actions to correct the 
deficiencies. Therefore, for the next 6 months, the licensee did not always conduct the system monthly alignment as required by Technical 
Specifications. The licensee ultimately re-identified the same deficiencies in the monthly alignment check and corrected the problem. This was a 
violation of 10 CFR Part 50, Appendix B, Criterion XVI, which requires that conditions adverse to quality be promptly identified and corrected. This 
violation is being treated as a noncited violation, consistent with Section VI.A.1 of the NRC Enforcement Policy. This violation is in the licensee's 
corrective action program as Action Request 001201139. Additionally, during review of the second occurrence, the licensee failed to discover that 
the issue had been previously identified until so informed by the inspectors. Human performance in the review of the initial Action Request was 
inadequate and directly caused the failure to implement corrective actions. Using the significance determination process the inspectors determined 
that the issue was of very low significance because the system was in the correct valve alignment and remained operable. 
Inspection Report# : 2000015(pdf)  

Significance: SL-IV Jan 06, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to report missed surveillance 
The licensee failed to submit a licensee event report within 30 days of the discovery of a reportable condition in both units. The licensee ultimately 
reported the condition 6 months later when the same situation was re-identified. This was a violation of 10 CFR 50.73(d). This Severity Level IV 
violation is being treated as a noncited violation, consistent with Section VI.A.1 of the NRC Enforcement Policy. This violation is in the licensee's 
corrective action program as Action Request 001201139. Human performance in the review of the initial Action Request was inadequate and 
directly caused the failure to submit a licensee event report. This issue had no credible impact on safety and was not evaluated using the 
significance determination process. However, this issue had the potential for impacting the NRC's ability to perform its regulatory function and is 
therefore being documented. 
Inspection Report# : 2000015(pdf)  

Barrier Integrity 

Emergency Preparedness 

Significance: N/A Aug 26, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Drill performance affected by scenario foreknowledge. 
Performance during some of the 10 emergency preparedness drills, all of which used the same scenario, was affected by scenario foreknowledge. 
Some operators were able to hear elements of the scenario over the public address systems during a morning drill before they participated in the 
afternoon drill. Also, some personnel participated in more than one drill. Drill performance is measured and reported as a performance indicator 
and, if credit for correctly performing critical tasks (event classification, event notification, and protective action recommendations) is given when the 
performer or direct advisors have foreknowledge of the correct outcome, the performance indicator might not be valid. Therefore, this has the 
potential to affect the ability of the NRC to perform its regulatory function. This issue had no credible impact on safety and was not evaluated using 
the significance determination process because it did not involve a failure to meet or implement a planning standard or other regulatory 
requirement. 
Inspection Report# : 2000010(pdf)  
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Occupational Radiation Safety 

Significance:  Jan 11, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Release of radioactive material from the restricted area 
Technical Specification 5.5.1 requires procedures for the control of radioactivity. Procedure SO123-VII-20.9.2, "Material Release Surveys," 
Revision 3, Section 6.1, states that the criterion for items released from the Restricted Area is, "No detectable licensed activity above background." 
On both August 18, 2000, and October 31, 2001, the licensee identified an example in which detectable radioactive material was inadvertently 
released from the restricted area. These two events were entered into the licensee's corrective action program as Action Requests AR 000800974 
and AR 011001703. The safety significance of this finding was determined to very low by the Public Radiation Safety Significance Determination 
Process because the public exposure associated with each item was less than 5 millirem and there were fewer than 6 events. 
Inspection Report# : 2002003(pdf)  

Significance:  Aug 31, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to post a radiation area 
10 CFR Part 20.1902 requires an area with radiation levels greater than 5 millirem per hour, but less than or equal to 100 millirem per hour, to be 
posted as a radiation area. On February 1, 2001, the licensee identified that a flatbed trailer with radiation levels as high as 60 millirem per hour on 
contact and 10 millirem per hour at 30 centimeters was not posted as a radiation area. This event is described in the licensee's corrective action 
program, reference Action Request 010200033. This is being treated as a noncited violation. The safety significance of this finding was determined 
to be very low by the Occupational Radiation Safety Significance Determination Process because there was no overexposure or substantial 
potential for an overexposure and the ability to assess dose was not compromised. 
Inspection Report# : 2001011(pdf)  

Public Radiation Safety 

Physical Protection 

Significance:  Jul 21, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to identify and post a protected area breach. 
The licensee created a breach of the protected area boundary during the removal of a Unit 1 turbine plant cooling water system spool piece and 
failed to identify and post the breached boundary with a security guard for 6 days. This violation of the physical security plan is being treated as a 
Non-Cited Violation, consistent with Section VI.A of the NRC Enforcement Policy. This violation is in the licensee's corrective action program as 
Action Request 991100485. This issue was determined to be of very low risk significance because of the difficulty for an individual to enter the 
protected area through the breached pathway. Even though the issue was a vulnerability of a safeguards system, using the physical protection 
significance determination process, the team characterized the issue as green because it did not involve an intrusion and there were no additional 
similar findings in the past four quarters. 
Inspection Report# : 2000009(pdf)  

Significance:  Oct 31, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Incomplete vehicle search 
The inspectors identified a noncited violation for the failure of a licensee employee to maintain visual contact with visitors while performing escort 
duties. The escort entered a vital area and left the visitors on the opposite side of the door, unattended, in the protected area. This was a violation 
of the Physical Security Plan. A human performance deficiency in the escorting of visitors directly contributed to the violation. This finding was of 
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very low safety significance because of the short duration the visitors were left unattended and subsequently observed by the inspectors. 
Inspection Report# : 2001012(pdf)  

Significance:  Oct 09, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Loss of visual contact with visitors 
The inspectors identified a noncited violation for the failure of a licensee employee to maintain visual contact with visitors while performing escort 
duties. The escort entered a vital area and left the visitors on the opposite side of the door, unattended, in the protected area. This was a violation 
of the Physical Security Plan. A human performance deficiency in the escorting of visitors directly contributed to the violation. This finding was of 
very low safety significance because of the short duration the visitors were left unattended and subsequently observed by the inspectors. 
Inspection Report# : 2001012(pdf)  

Significance:  Aug 24, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Reduction in Security Plan Effectivenss 
The inspector identified a noncited Severity Level IV violation, which also had very low safety significance, involving a decrease in the effectiveness 
of the training and qualification and contigency plans in violation of 10 CFR 50.54(p). During a review of Revision 22 to the licensee Training and 
Qualifications Plan, dated September 29, 200, and Revision 24 to the Safeguards Contingency Plan, dated August 29, 2000, the inspector 
determined that one change to both plans was a reduction in plan effectiveness. The previously approved plans committed to batons and 
corresponding raining in support of contingency plan requirements for response to riots and civil disturbances; however, the changes to the plans 
removed the requirements to have batos and training without substituting equivalent equipment to support the contingency plan requirement. This 
violation is being treated as a noncited violation consistent with Section VI.A.1 of the NRC Enforcement Policy. This violation is in the licensee's 
corrective action program as AR 001001889. The safety significance of this finding was determined to be very low by the Physical Protection 
Significance Determination Process, because there were less than two similar findings in the last four quarters. The issue represented a credible 
impact on safety because the failure to provide equipment necessary to support the requirements of the Safeuqards Contingency Plan could result 
in unauthorized access to the protected area. In addition, the reduction in plan effectiveness was a violation of 10 CFR 50.54(p). Further, a 10 CFR 
50.54(p) plan change that decreased plan effectiveness impeded the regulatory process because it prevented the NRC from reviewing the matter 
prior to implementation. 
Inspection Report# : 2001019(pdf)  

Significance:  Aug 24, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inaccurate Information Submitted to NRC 
A noncited Severity Level IV violation was identified for failure to provide accurate information to the NRC in accordance with the requirements of 
10 CFR 50.9. The licensee submitted a "white paper" to the NRC on Cotober 17, 2000, to provide information to dispute the issue involving the 10 
CFR 50.54(p) change associated with the use of the batons. A portion of that document stated that, "Based on agreements with the FBI, it was 
determined the FBI was better equipped/trained to handle public disturbances at the site." Based on subsequent inspection, the NRC determined 
that the FBI was not better equipped/trained to handle public disturbances. The failure to provide accurate information to the NRC impeded the 
regulatory process in that the NRC could have incorrectly approved the plan change based on the information presented in the "white paper." This 
Severity Level IV violation is being treated as a noncited violation consistent with Section IV.A.1 of the NRC Enforcement Policy. This severity Level 
IV violation is in the licensee's corrective action program as AR 010101660-08 
Inspection Report# : 2001019(pdf)  

Significance:  May 09, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Vulnerability in Protective Strategy 
During an Operational Safeguards Response Evaluation conducted on November 28-29, 2000, a vulnerability in the licensee's protective strategy 
was identified that could have resulted in the simulated loss of a target set. Further details (safeguards information) are available in NRC Inspection 
Report 50-361;-362/2000-17. The issue was entered into the licensee's corrective action program as Action Request 001200130. The safety 
significance of this finding was determined to be very low by the Physical Protection Significance Determination Process because it was not 
repeatable or predictable. The issue was more than minor because the potential loss of a target set represents a credible impact on safety and 
impacts a key performance attribute of the Physical Protection Cornerstone. 
Inspection Report# : 2000017(pdf)  

Page 7 of 84Q/2000 Inspection Findings - San Onofre 3



Inspection Report# : 2001009(pdf)  

Significance:  May 09, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Lack of Response Force Timelines 
During an Operational Safeguards Response Evaluation conducted on November 28-29, 2000, the inspectors determined that the licensee had not 
developed response force timelines which could have affected the licensee's and the NRC inspection team's ability to evaluate its protective 
strategy. Further details (safeguards information) are available in Inspection Report 50-361;-362/2000-17. The issue was entered into the 
licensee's corrective action program as Action Request 001200130. The safety significance of this finding was determined to be very low by the 
Physical Protection Significance Determination Process because there had not been more than two similar findings in the past year. The issue was 
more than minor because the lack of response force timelines is a vulnerability in safeguards plans that represents a credible impact on safety and 
impacts a key performance attribute of the Physical Protection Cornerstone. 
Inspection Report# : 2000017(pdf)  
Inspection Report# : 2001009(pdf)  

Miscellaneous 

Significance: N/A Jul 21, 2000 
Identified By: NRC 
Item Type: FIN Finding 
The facility's corrective action program was effective. 
The licensee was effective at identifying problems and entering these problems into the corrective action program. The licensee's self-assessments 
were found to be effective as evidenced by the identification of a deficiency involving the corrective action followup process, which was also 
identified by the team. The licensee effectively prioritized the extent to which issues would be evaluated consistent with their safety and risk 
significance and established appropriate schedules for implementation of corrective actions. With the exception of two examples, the licensee 
implemented corrective actions that were timely and effective. The team concluded that these two examples were isolated and were not indicative 
of current licensee performance in the corrective action area. 
Inspection Report# : 2000009(pdf)  

Significance: N/A Jul 20, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Licensee's problem identification and resolution program was effective 
The licensee identified, evaluated, prioritized, and correct problems in a timely and effective manner, consistent with risk and safety significance. 
However, there were isolated instances in which the licensee missed an opportunity for early problem identification, did not formulate corrective 
actions for all identified causes, and implemented corrective actions that were not effective in preventing recurrence of a problem. Licensee audits 
and assessments critically assessed the licensee's problem identification and resolution activity and identified needs for improvement in a number 
of areas including performance of 10CFR50.59 evaluations, establishment of realistic due dates, and the probing and evaluative quality of 
organizational quarterly self-assessments. During inspection interviews, workers at the site expressed no reservations to input safety issues into 
the problem identification and resolution program. 
Inspection Report# : 2001007(pdf)  

Last modified : March 28, 2002 
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San Onofre 3 

Initiating Events 

Significance:  Apr 07, 2000 
Identified By: Licensee 
Item Type: FIN Finding 
Operator performance contributed to dropping a control element assembly. 
Licensed operators responding to a control element assembly timer failure alarm skipped steps in the procedure for placing a control element 
assembly on the maintenance hold bus. Although allowed by procedure, this omission, combined with the initial electrical problem, caused the 
control element assembly to drop, which resulted in a plant transient. The issue was characterized as a "green" finding using the significance 
determination process. This issue was determined to be of very low significance because mitigation equipment was not affected.  
Inspection Report# : 2000006(pdf)  

Mitigating Systems 

Significance:  Mar 09, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate measures to assure that design basis information is correctly translated and maintained 
A noncited violation of 10 CFR Part 50, Appendix B, Criterion III, "Design Control," was identified, with two examples, for having inadequate 
measures to assure that the design basis of the shutdown cooling heat exchangers, and safety-related room coolers supplied by the emergency 
chilled water system, were correctly translated into procedures or were maintained, respectively. This violation is being treated as a noncited 
violation consistent with Section VI.A of the NRC Enforcement Policy. This violation was entered into the licensee's corrective action program as 
Action Requests 000401144 and 010300419. The violation was of very low safety significance because: (1) there were no audible indications of 
damage to the shutdown cooling heat exchangers and there was not a history of leaks for the heat exchangers; and (2) the total emergency chilled 
water flow exceeded the system design basis and the preliminary test data, along with calculations, provide assurance that adequate flow can be 
supplied to each safety-related room cooler. 
Inspection Report# : 2001003(pdf)  

Significance:  Feb 03, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Overfill of condensate storage tank 
The team identified a noncited violation for the licensee's failure to properly implement procedures which resulted in a valve misalignment that 
rendered a secondary auxiliary feedwater supply inoperable (TS 5.5.1.1.a). This finding was of very low safety significance because a nonsafety 
makeup water source was available and all other emergency core cooling equipment remained operable. In addition, since the unit had just exited 
a refueling outage and had a low reactor decay heat load, operators would have had significantly more time to restore the secondary auxiliary 
feedwater supply as a source of water. 
Inspection Report# : 2001005(pdf)  

Significance:  Jan 06, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate corrective actions for containment spray alignment verification 
The inspectors identified that, although the licensee discovered deficiencies in the performance of the containment spray monthly alignment checks 
in both units (Technical Specification Surveillance Requirement 3.6.6.1.1), the licensee failed to implement corrective actions to correct the 
deficiencies. Therefore, for the next 6 months, the licensee did not always conduct the system monthly alignment as required by Technical 
Specifications. The licensee ultimately re-identified the same deficiencies in the monthly alignment check and corrected the problem. This was a 
violation of 10 CFR Part 50, Appendix B, Criterion XVI, which requires that conditions adverse to quality be promptly identified and corrected. This 
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violation is being treated as a noncited violation, consistent with Section VI.A.1 of the NRC Enforcement Policy. This violation is in the licensee's 
corrective action program as Action Request 001201139. Additionally, during review of the second occurrence, the licensee failed to discover that 
the issue had been previously identified until so informed by the inspectors. Human performance in the review of the initial Action Request was 
inadequate and directly caused the failure to implement corrective actions. Using the significance determination process the inspectors determined 
that the issue was of very low significance because the system was in the correct valve alignment and remained operable. 
Inspection Report# : 2000015(pdf)  

Significance: SL-IV Jan 06, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to report missed surveillance 
The licensee failed to submit a licensee event report within 30 days of the discovery of a reportable condition in both units. The licensee ultimately 
reported the condition 6 months later when the same situation was re-identified. This was a violation of 10 CFR 50.73(d). This Severity Level IV 
violation is being treated as a noncited violation, consistent with Section VI.A.1 of the NRC Enforcement Policy. This violation is in the licensee's 
corrective action program as Action Request 001201139. Human performance in the review of the initial Action Request was inadequate and 
directly caused the failure to submit a licensee event report. This issue had no credible impact on safety and was not evaluated using the 
significance determination process. However, this issue had the potential for impacting the NRC's ability to perform its regulatory function and is 
therefore being documented. 
Inspection Report# : 2000015(pdf)  

Significance:  Nov 02, 2000 
Identified By: Licensee 
Item Type: FIN Finding 
Common boration flowpath closed during Mode 4 
Operators rendered both boration flowpaths required by Technical Specification 3.1.9 inoperable by closing a normally locked-open valve in the 
common flowpath during Mode 4 valve testing. This event occurred during the Cycle 10 refueling outages (1998) for both Units 2 and 3. At the time, 
the licensee did not realize that the condition was not allowed and therefore did not enter Technical Specification 3.0.3. However, the licensee 
satisfied the required actions of Technical Specification 3.0.3, so a violation did not occur. Although required by the licensee's Technical 
Specifications, boration capability is not required in Mode 4 in the current Generic Standard Technical Specifications, as boration is not important or 
urgent in accident mitigation from Mode 4 conditions. Using the significance determination process the inspectors determined that the issue was of 
very low significance.  
Inspection Report# : 2000015(pdf)  

Significance:  Oct 14, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
CREACUS boundary in-leakage outside the design basis. 
The licensee determined that air in-leakage into the control room emergency air cleanup system was outside the design basis. The condensate 
drain lines to both normal air conditioner units and several tears in an expansion boot provided a pathway for unfiltered air. The licensee 
determined that both conditions existed for several years, and that the aggregate unfiltered air in-leakage exceeded the limit assumed in the 
Updated Final Safety Analysis Report. This was a violation of 10 CFR Part 50, Appendix B, Criterion III, "Design Control." This violation is being 
treated as a noncited violation, consistent with Section VI.A of the NRC Enforcement Policy. This violation is in the licensee's corrective action 
program as Action Request 000400061. The licensee determined that the radiological consequences to control room occupants would meet the 10 
CFR Part 50, Appendix A, Criterion 19, control room habitability dose limits during a design basis event. Using the significance determination 
process, the inspectors determined that the issue was of very low safety significance (green) because the dose to control room occupants would 
not have exceeded general design criterion limits. 
Inspection Report# : 2000013(pdf)  

Significance:  Sep 27, 2000 
Identified By: NRC 
Item Type: FIN Finding 
CREACUS not seismically qualified 
The licensee reported (Licensee Event Report 50-361; 362/2000-010-00) that a cracked weld on the electrical power supply conduit coupling 
connection for the Train B control room emergency air cleanup system recirculation fan could prevent the train from performing its safety function 
during a seismic event. The issue is in the licensee's corrective action program as Action Request 000801751. The issue was of very low safety 
significance, because only one cornerstone was involved, only one train was affected, and there was no actual loss of safety function. 
Inspection Report# : 2001003(pdf)  
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Significance:  Aug 26, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to implement timely corrective actions for corroded-open ventilation dampers. 
The licensee failed to implement timely corrective actions after a damper in the ventilation system for the saltwater cooling pump rooms was found 
stuck open because of excessive corrosion and a linkage arm that was found missing in December 1999. This was a violation of 10 CFR Part 50, 
Appendix B, Criterion XVI, which requires that conditions adverse to quality be promptly identified and corrected. The damper was not completely 
repaired and similar dampers, later found stuck open, were not promptly corrected. This violation is being treated as a noncited violation, consistent 
with Section VI.A of the NRC Enforcement Policy. This violation is in the licensee's corrective action program as Action Request 000801431. Using 
the significance determination process the inspectors determined that the issue was of very low safety significance (green) because the saltwater 
cooling pumps remained operable. 
Inspection Report# : 2000010(pdf)  

Significance:  Aug 26, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to perform response time surveillance of LOVS relays because of inadequate corrective actions. 
The licensee failed to include all required relay paths in its biennial response time testing of loss of voltage circuits. The inspectors identified that 
the test procedure did not include the 127X1 relays. When tested, 4 of the 16 relays failed the acceptance criteria specified in Surveillance 
Requirement 3.3.7.3. The relays had been functionally tested satisfactorily, but the response time had not been tested since 1997. This deficiency 
had been previously identified by the licensee in 1997, as documented in Licensee Event Report 361; 362/1997-001-03. At that time the licensee 
tested the relays using maintenance orders. However, the licensee failed to update the surveillance procedure, as it committed to do in the licensee 
event report, resulting in the relays not being tested during the 1999 performance of the surveillance procedure. The failure to correct the 
procedures in a timely manner was a violation of 10 CFR Part 50, Appendix B, Criterion XVI, which requires that conditions adverse to quality be 
promptly identified and corrected. This violation is being treated as a noncited violation, consistent with Section VI.A of the NRC Enforcement 
Policy. This violation is in the licensee's corrective action program as Action Request 000800580. The licensee determined that the as-found 
response time of the relays, while less than the minimum allowed value specified in the surveillance requirement, was within the limits of the 
licensee's safety analysis. The inspectors used the significance determination process and determined that the condition was of very low safety 
significance because operability of the system was not adversely affected. 
Inspection Report# : 2000010(pdf)  

Significance:  Jul 08, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to record unacceptable servo position as unsatisfactory during AFW pump surveillance test. 
On three separate occasions, operators recorded out-of-specification servo housing positions for the turbine-driven Auxiliary Feedwater Pump 
3P140 governor, but failed to recognize that the measurement did not meet the procedural acceptance criteria. In addition, senior reactor operators 
failed to identify the unacceptable conditions during their review of the test results. These occurrences constituted three examples of a violation of 
Technical Specification 5.5.1.1.a for failure to follow procedure. This violation is being treated as a noncited violation, consistent with Section VI.A 
of the NRC Enforcement Policy. This violation is in the licensee's corrective action program as Action Request 000501616. Using the significance 
determination process, the inspectors determined that the issue was of very low safety significance because the condition did not affect the 
operability of the auxiliary feedwater pump. 
Inspection Report# : 2000007(pdf)  

Significance:  Jun 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to monitor SWC system performance as required. 
The licensee failed to correctly count unavailability hours for the Unit 2, Train B, and Unit 3, Train A, saltwater cooling system. This error resulted in 
these trains exceeding the licensee's performance criteria, which were therefore required to have been monitored under 10 CFR 50.65(a)(1). The 
licensee failed to set goals and monitor these trains of saltwater cooling, as required by 10 CFR 50.65(a)(1), as a result of the preventive 
maintenance program not effectively controlling the performance of the systems. This violation is being treated as a noncited violation, consistent 
with Section VI.A of the NRC Enforcement Policy. This violation is in the licensee's corrective action program as Action Request 000700218. The 
inspectors determined that the failure to establish performance goals and corrective actions to achieve those goals resulted in the systems being 
less available, which was a credible impact on safety. Using the significance determination process, the inspectors determined that the issue was 
of very low safety significance (green) because operability of the trains was not affected beyond the allowed outage times specified in the Technical 
Specifications. 
Inspection Report# : 2000010(pdf)  
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Significance:  May 20, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Scaffolding standoff distance less than allowable by procedure. 
The licensee failed to follow its procedure for scaffolding erection, in that the inspectors identified multiple examples of inadequate standoff 
distances between the scaffolding and safety-related components of the safety injection and shutdown cooling systems in both units. This was a 
noncited violation of Technical Specification 5.5.1.1.a, which requires that procedures be followed. The licensee's initial corrective actions were 
prompt but not thorough. The licensee subsequently identified additional examples of inadequate standoff distances in scaffolding around other 
safety systems, indicating that the problem was programmatic. The violation was in the licensee's corrective action program as Action Requests 
000401202 and 000401588. The issue was characterized as a "green" finding using the significance determination process. No components were 
rendered inoperable; therefore, the issue was determined to be of very low significance.  
Inspection Report# : 2000006(pdf)  

Significance:  May 20, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Incorrect operability curves for saltwater cooling. 
The inspectors identified that licensee design engineers failed to correctly translate the design basis required minimum saltwater cooling flow into 
operability curves used by Station Technical engineers. This was a noncited violation of 10 CFR Part 50, Appendix B, Criterion III. The violation is 
in the licensee's corrective action program as Action Request 000400107. The issue was characterized as a "green" finding using the significance 
determination process. The operability curves were nonconservative; however, they did not result in any incorrect saltwater cooling operability 
assessments during the last 2 years; consequently, this issue was determined to be of very low significance. 
Inspection Report# : 2000006(pdf)  

Significance:  May 20, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Design issue renders air-operated saltwater cooling valve inoperable. 
The licensee determined that one Unit 2 Train A saltwater cooling pump discharge isolation valve was inoperable since November 1998 as the 
result of the recognition that leakage from emergency air accumulators could result in the valve not remaining in its safety position following a loss 
of instrument air. Although the redundant pump and valve in Train A were generally available, they were not aligned for automatic operation. 
Consequently, Train A was inoperable for extended periods while the affected pump and valve were aligned for service. This was a noncited 
violation of Technical Specification 3.7.8 and was is in the licensee's corrective action program as Action Requests 000401454 and 000500354. All 
of the saltwater cooling pump discharge valves, and the component cooling water return isolation valves from shutdown cooling heat exchangers, 
in both units, were incrementally found to be inoperable before more rigorous analysis showed only one valve had been inoperable. The inspectors 
identified a significant error in the licensee's initial operability assessment that resulted in all Train A saltwater cooling pump discharge isolation 
valves being considered inoperable before the final evaluation was completed. The issue was characterized as a "green" finding using the 
significance determination process. The inspectors agreed with the licensee's determination that both trains of saltwater cooling were functional, 
although manual operator actions were required to align redundant equipment. Phase 3 of the significance determination process, performed by a 
Senior Reactor Analyst in conjunction with the licensee, accounted for both internal and external events, which, in part, may result in the loss of 
instrument air, concluded that the issue was of very low significance.  
Inspection Report# : 2000006(pdf)  

Significance:  Apr 21, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Prior to initial startup, the licensee failed to identify an analyze for additional axial pipe stress that resulted from a modification 
The licensee failed to account for additional axial loading induced on the inlet nozzles of the component cooling water pumps through bellows-type 
expansion joints when a modification introduced a credible single failure with the potential to increase maximum system pressure. The initial stress 
analysis assumed a 50 psig suction pressure, but the single failure was calculated to result in pressure up to 72 psig. This was considered to be 
potentially significant, because component cooling water removes heat from essential components required for normal and emergency shutdown of 
the plant. The licensee calculated the additional stress to verify the safety function performance of the pumps under the new conditions. The 
analytical result confirmed that the issue was of very low risk significance and there was no actual loss of safety function. 
Inspection Report# : 2000003(pdf)  
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Significance:  Apr 21, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Current configuration outside design basis for ECCS room temperature in Units 2 & 3 
The team identified a condition in both trains of emergency core cooling for both units where the pump rooms were outside the design basis for 
assuring operability. The team observed that most of the emergency core cooling system piping, valves, pumps, and equipment in these rooms 
was not thermally insulated. These rooms contained the emergency core cooling system high pressure safety injection, low pressure safety 
injection, and containment spray pumps, along with associated piping, valves, and instrumentation. The noninsulated piping was contrary to the 
assumptions used in the design basis calculations to determine the heat loads in these rooms. The heat loads from these calculations had been 
used in turn as the design bases for sizing the room emergency coolers. Therefore, the room coolers were undersized and would not maintain the 
environmental conditions needed to satisfy the analysis for the design basis accident to assure adequate performance of the safety-related 
components and systems located in the affected rooms. The licensee's staff used conservative assumptions to determine the worst conditions that 
would exist in the rooms during the design basis accident and recovery. The equipment and commodity items in the rooms were verified as capable 
of performing under the predicted conditions. This was identified as a noncited violation (50-361;362/0003-01) of Criterion III of Appendix B to 10 
CFR Part 50 consistent with Section VI.A of the NRC Enforcement Policy, and was placed in the licensee's corrective action system as Action 
Request 000401086, dated April 19, 2000. 
Inspection Report# : 2000003(pdf)  

Significance:  Apr 21, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Operating procedures not corrected to address credible single and loss of design basis for control room HVAC 
Failure to change procedures affected by a design change to the air flow detection in both trains of the control room ventilation recirculating system, 
introduced a credible single failure that was not previously identified. The current method of detecting and measuring control room ventilation flow 
would not result in a supply fan shutdown when a loss of the train recirculating fan occurred due to loss of power, if the train supply and 
recirculating fans were powered from different units. Therefore, in a design basis accident the control room supply fan would have continued to 
operate and discharge potentially radioactive air directly into the control room through return ducts and registers, bypassing the recirculating 
system high efficiency particulate air filter and gaseous absorption train. As a result, the design basis for the control room environment would not 
have been met, and there could have been a potential whole-body radiation exposure to the control room operators, beyond regulatory limits. 
Procedures, policies, and practices in effect during the inspection, did not preclude operation in the configuration that could result in the scenario of 
concern, or warn the operators that the condition could occur. The team assessed the condition and determined it to be GREEN with the 
inappropriate system lineup. However, system operability concerns became moot when the licensee put the power supplies for the system trains 
under administrative configuration control. The team identified this issue as a noncited violation (50-361;362/0003-02 ) of Criterion III of Appendix B 
to 10 CFR Part 50, consistent with Section VI.A of the NRC Enforcement Policy. The condition resulting in the violation was entered into the 
licensee's corrective action system as Action Request 000400949, dated April 17, 2000. 
Inspection Report# : 2000003(pdf)  

Barrier Integrity 

Emergency Preparedness 

Significance: N/A Aug 26, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Drill performance affected by scenario foreknowledge. 
Performance during some of the 10 emergency preparedness drills, all of which used the same scenario, was affected by scenario foreknowledge. 
Some operators were able to hear elements of the scenario over the public address systems during a morning drill before they participated in the 
afternoon drill. Also, some personnel participated in more than one drill. Drill performance is measured and reported as a performance indicator 
and, if credit for correctly performing critical tasks (event classification, event notification, and protective action recommendations) is given when the 
performer or direct advisors have foreknowledge of the correct outcome, the performance indicator might not be valid. Therefore, this has the 
potential to affect the ability of the NRC to perform its regulatory function. This issue had no credible impact on safety and was not evaluated using 
the significance determination process because it did not involve a failure to meet or implement a planning standard or other regulatory 
requirement. 
Inspection Report# : 2000010(pdf)  
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Occupational Radiation Safety 

Significance:  Jan 11, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Release of radioactive material from the restricted area 
Technical Specification 5.5.1 requires procedures for the control of radioactivity. Procedure SO123-VII-20.9.2, "Material Release Surveys," 
Revision 3, Section 6.1, states that the criterion for items released from the Restricted Area is, "No detectable licensed activity above background." 
On both August 18, 2000, and October 31, 2001, the licensee identified an example in which detectable radioactive material was inadvertently 
released from the restricted area. These two events were entered into the licensee's corrective action program as Action Requests AR 000800974 
and AR 011001703. The safety significance of this finding was determined to very low by the Public Radiation Safety Significance Determination 
Process because the public exposure associated with each item was less than 5 millirem and there were fewer than 6 events. 
Inspection Report# : 2002003(pdf)  

Significance:  Aug 31, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to post a radiation area 
10 CFR Part 20.1902 requires an area with radiation levels greater than 5 millirem per hour, but less than or equal to 100 millirem per hour, to be 
posted as a radiation area. On February 1, 2001, the licensee identified that a flatbed trailer with radiation levels as high as 60 millirem per hour on 
contact and 10 millirem per hour at 30 centimeters was not posted as a radiation area. This event is described in the licensee's corrective action 
program, reference Action Request 010200033. This is being treated as a noncited violation. The safety significance of this finding was determined 
to be very low by the Occupational Radiation Safety Significance Determination Process because there was no overexposure or substantial 
potential for an overexposure and the ability to assess dose was not compromised. 
Inspection Report# : 2001011(pdf)  

Public Radiation Safety 

Physical Protection 

Significance:  Jul 21, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to identify and post a protected area breach. 
The licensee created a breach of the protected area boundary during the removal of a Unit 1 turbine plant cooling water system spool piece and 
failed to identify and post the breached boundary with a security guard for 6 days. This violation of the physical security plan is being treated as a 
Non-Cited Violation, consistent with Section VI.A of the NRC Enforcement Policy. This violation is in the licensee's corrective action program as 
Action Request 991100485. This issue was determined to be of very low risk significance because of the difficulty for an individual to enter the 
protected area through the breached pathway. Even though the issue was a vulnerability of a safeguards system, using the physical protection 
significance determination process, the team characterized the issue as green because it did not involve an intrusion and there were no additional 
similar findings in the past four quarters. 
Inspection Report# : 2000009(pdf)  

Significance:  Oct 31, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Incomplete vehicle search 
The inspectors identified a noncited violation for the failure of a licensee employee to maintain visual contact with visitors while performing escort 
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duties. The escort entered a vital area and left the visitors on the opposite side of the door, unattended, in the protected area. This was a violation 
of the Physical Security Plan. A human performance deficiency in the escorting of visitors directly contributed to the violation. This finding was of 
very low safety significance because of the short duration the visitors were left unattended and subsequently observed by the inspectors. 
Inspection Report# : 2001012(pdf)  

Significance:  Oct 09, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Loss of visual contact with visitors 
The inspectors identified a noncited violation for the failure of a licensee employee to maintain visual contact with visitors while performing escort 
duties. The escort entered a vital area and left the visitors on the opposite side of the door, unattended, in the protected area. This was a violation 
of the Physical Security Plan. A human performance deficiency in the escorting of visitors directly contributed to the violation. This finding was of 
very low safety significance because of the short duration the visitors were left unattended and subsequently observed by the inspectors. 
Inspection Report# : 2001012(pdf)  

Significance:  Aug 24, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Reduction in Security Plan Effectivenss 
The inspector identified a noncited Severity Level IV violation, which also had very low safety significance, involving a decrease in the effectiveness 
of the training and qualification and contigency plans in violation of 10 CFR 50.54(p). During a review of Revision 22 to the licensee Training and 
Qualifications Plan, dated September 29, 200, and Revision 24 to the Safeguards Contingency Plan, dated August 29, 2000, the inspector 
determined that one change to both plans was a reduction in plan effectiveness. The previously approved plans committed to batons and 
corresponding raining in support of contingency plan requirements for response to riots and civil disturbances; however, the changes to the plans 
removed the requirements to have batos and training without substituting equivalent equipment to support the contingency plan requirement. This 
violation is being treated as a noncited violation consistent with Section VI.A.1 of the NRC Enforcement Policy. This violation is in the licensee's 
corrective action program as AR 001001889. The safety significance of this finding was determined to be very low by the Physical Protection 
Significance Determination Process, because there were less than two similar findings in the last four quarters. The issue represented a credible 
impact on safety because the failure to provide equipment necessary to support the requirements of the Safeuqards Contingency Plan could result 
in unauthorized access to the protected area. In addition, the reduction in plan effectiveness was a violation of 10 CFR 50.54(p). Further, a 10 CFR 
50.54(p) plan change that decreased plan effectiveness impeded the regulatory process because it prevented the NRC from reviewing the matter 
prior to implementation. 
Inspection Report# : 2001019(pdf)  

Significance:  Aug 24, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inaccurate Information Submitted to NRC 
A noncited Severity Level IV violation was identified for failure to provide accurate information to the NRC in accordance with the requirements of 
10 CFR 50.9. The licensee submitted a "white paper" to the NRC on Cotober 17, 2000, to provide information to dispute the issue involving the 10 
CFR 50.54(p) change associated with the use of the batons. A portion of that document stated that, "Based on agreements with the FBI, it was 
determined the FBI was better equipped/trained to handle public disturbances at the site." Based on subsequent inspection, the NRC determined 
that the FBI was not better equipped/trained to handle public disturbances. The failure to provide accurate information to the NRC impeded the 
regulatory process in that the NRC could have incorrectly approved the plan change based on the information presented in the "white paper." This 
Severity Level IV violation is being treated as a noncited violation consistent with Section IV.A.1 of the NRC Enforcement Policy. This severity Level 
IV violation is in the licensee's corrective action program as AR 010101660-08 
Inspection Report# : 2001019(pdf)  

Significance:  May 09, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Vulnerability in Protective Strategy 
During an Operational Safeguards Response Evaluation conducted on November 28-29, 2000, a vulnerability in the licensee's protective strategy 
was identified that could have resulted in the simulated loss of a target set. Further details (safeguards information) are available in NRC Inspection 
Report 50-361;-362/2000-17. The issue was entered into the licensee's corrective action program as Action Request 001200130. The safety 
significance of this finding was determined to be very low by the Physical Protection Significance Determination Process because it was not 
repeatable or predictable. The issue was more than minor because the potential loss of a target set represents a credible impact on safety and 
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impacts a key performance attribute of the Physical Protection Cornerstone. 
Inspection Report# : 2000017(pdf)  
Inspection Report# : 2001009(pdf)  

Significance:  May 09, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Lack of Response Force Timelines 
During an Operational Safeguards Response Evaluation conducted on November 28-29, 2000, the inspectors determined that the licensee had not 
developed response force timelines which could have affected the licensee's and the NRC inspection team's ability to evaluate its protective 
strategy. Further details (safeguards information) are available in Inspection Report 50-361;-362/2000-17. The issue was entered into the 
licensee's corrective action program as Action Request 001200130. The safety significance of this finding was determined to be very low by the 
Physical Protection Significance Determination Process because there had not been more than two similar findings in the past year. The issue was 
more than minor because the lack of response force timelines is a vulnerability in safeguards plans that represents a credible impact on safety and 
impacts a key performance attribute of the Physical Protection Cornerstone. 
Inspection Report# : 2000017(pdf)  
Inspection Report# : 2001009(pdf)  

Miscellaneous 

Significance: N/A Jul 21, 2000 
Identified By: NRC 
Item Type: FIN Finding 
The facility's corrective action program was effective. 
The licensee was effective at identifying problems and entering these problems into the corrective action program. The licensee's self-assessments 
were found to be effective as evidenced by the identification of a deficiency involving the corrective action followup process, which was also 
identified by the team. The licensee effectively prioritized the extent to which issues would be evaluated consistent with their safety and risk 
significance and established appropriate schedules for implementation of corrective actions. With the exception of two examples, the licensee 
implemented corrective actions that were timely and effective. The team concluded that these two examples were isolated and were not indicative 
of current licensee performance in the corrective action area. 
Inspection Report# : 2000009(pdf)  

Significance: N/A Jul 20, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Licensee's problem identification and resolution program was effective 
The licensee identified, evaluated, prioritized, and correct problems in a timely and effective manner, consistent with risk and safety significance. 
However, there were isolated instances in which the licensee missed an opportunity for early problem identification, did not formulate corrective 
actions for all identified causes, and implemented corrective actions that were not effective in preventing recurrence of a problem. Licensee audits 
and assessments critically assessed the licensee's problem identification and resolution activity and identified needs for improvement in a number 
of areas including performance of 10CFR50.59 evaluations, establishment of realistic due dates, and the probing and evaluative quality of 
organizational quarterly self-assessments. During inspection interviews, workers at the site expressed no reservations to input safety issues into 
the problem identification and resolution program. 
Inspection Report# : 2001007(pdf)  

Last modified : March 28, 2002 
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San Onofre 3 

Initiating Events 

Significance:  Apr 07, 2000 
Identified By: Licensee 
Item Type: FIN Finding 
Operator performance contributed to dropping a control element assembly. 
Licensed operators responding to a control element assembly timer failure alarm skipped steps in the procedure for placing a control element 
assembly on the maintenance hold bus. Although allowed by procedure, this omission, combined with the initial electrical problem, caused the 
control element assembly to drop, which resulted in a plant transient. The issue was characterized as a "green" finding using the significance 
determination process. This issue was determined to be of very low significance because mitigation equipment was not affected.  
Inspection Report# : 2000006(pdf)  

Mitigating Systems 

Significance:  Mar 09, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate measures to assure that design basis information is correctly translated and maintained 
A noncited violation of 10 CFR Part 50, Appendix B, Criterion III, "Design Control," was identified, with two examples, for having inadequate 
measures to assure that the design basis of the shutdown cooling heat exchangers, and safety-related room coolers supplied by the emergency 
chilled water system, were correctly translated into procedures or were maintained, respectively. This violation is being treated as a noncited 
violation consistent with Section VI.A of the NRC Enforcement Policy. This violation was entered into the licensee's corrective action program as 
Action Requests 000401144 and 010300419. The violation was of very low safety significance because: (1) there were no audible indications of 
damage to the shutdown cooling heat exchangers and there was not a history of leaks for the heat exchangers; and (2) the total emergency chilled 
water flow exceeded the system design basis and the preliminary test data, along with calculations, provide assurance that adequate flow can be 
supplied to each safety-related room cooler. 
Inspection Report# : 2001003(pdf)  

Significance:  Feb 03, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Overfill of condensate storage tank 
The team identified a noncited violation for the licensee's failure to properly implement procedures which resulted in a valve misalignment that 
rendered a secondary auxiliary feedwater supply inoperable (TS 5.5.1.1.a). This finding was of very low safety significance because a nonsafety 
makeup water source was available and all other emergency core cooling equipment remained operable. In addition, since the unit had just exited 
a refueling outage and had a low reactor decay heat load, operators would have had significantly more time to restore the secondary auxiliary 
feedwater supply as a source of water. 
Inspection Report# : 2001005(pdf)  

Significance:  Jan 06, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate corrective actions for containment spray alignment verification 
The inspectors identified that, although the licensee discovered deficiencies in the performance of the containment spray monthly alignment checks 
in both units (Technical Specification Surveillance Requirement 3.6.6.1.1), the licensee failed to implement corrective actions to correct the 
deficiencies. Therefore, for the next 6 months, the licensee did not always conduct the system monthly alignment as required by Technical 
Specifications. The licensee ultimately re-identified the same deficiencies in the monthly alignment check and corrected the problem. This was a 
violation of 10 CFR Part 50, Appendix B, Criterion XVI, which requires that conditions adverse to quality be promptly identified and corrected. This 
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violation is being treated as a noncited violation, consistent with Section VI.A.1 of the NRC Enforcement Policy. This violation is in the licensee's 
corrective action program as Action Request 001201139. Additionally, during review of the second occurrence, the licensee failed to discover that 
the issue had been previously identified until so informed by the inspectors. Human performance in the review of the initial Action Request was 
inadequate and directly caused the failure to implement corrective actions. Using the significance determination process the inspectors determined 
that the issue was of very low significance because the system was in the correct valve alignment and remained operable. 
Inspection Report# : 2000015(pdf)  

Significance: SL-IV Jan 06, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to report missed surveillance 
The licensee failed to submit a licensee event report within 30 days of the discovery of a reportable condition in both units. The licensee ultimately 
reported the condition 6 months later when the same situation was re-identified. This was a violation of 10 CFR 50.73(d). This Severity Level IV 
violation is being treated as a noncited violation, consistent with Section VI.A.1 of the NRC Enforcement Policy. This violation is in the licensee's 
corrective action program as Action Request 001201139. Human performance in the review of the initial Action Request was inadequate and 
directly caused the failure to submit a licensee event report. This issue had no credible impact on safety and was not evaluated using the 
significance determination process. However, this issue had the potential for impacting the NRC's ability to perform its regulatory function and is 
therefore being documented. 
Inspection Report# : 2000015(pdf)  

Significance:  Nov 02, 2000 
Identified By: Licensee 
Item Type: FIN Finding 
Common boration flowpath closed during Mode 4 
Operators rendered both boration flowpaths required by Technical Specification 3.1.9 inoperable by closing a normally locked-open valve in the 
common flowpath during Mode 4 valve testing. This event occurred during the Cycle 10 refueling outages (1998) for both Units 2 and 3. At the time, 
the licensee did not realize that the condition was not allowed and therefore did not enter Technical Specification 3.0.3. However, the licensee 
satisfied the required actions of Technical Specification 3.0.3, so a violation did not occur. Although required by the licensee's Technical 
Specifications, boration capability is not required in Mode 4 in the current Generic Standard Technical Specifications, as boration is not important or 
urgent in accident mitigation from Mode 4 conditions. Using the significance determination process the inspectors determined that the issue was of 
very low significance.  
Inspection Report# : 2000015(pdf)  

Significance:  Oct 14, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
CREACUS boundary in-leakage outside the design basis. 
The licensee determined that air in-leakage into the control room emergency air cleanup system was outside the design basis. The condensate 
drain lines to both normal air conditioner units and several tears in an expansion boot provided a pathway for unfiltered air. The licensee 
determined that both conditions existed for several years, and that the aggregate unfiltered air in-leakage exceeded the limit assumed in the 
Updated Final Safety Analysis Report. This was a violation of 10 CFR Part 50, Appendix B, Criterion III, "Design Control." This violation is being 
treated as a noncited violation, consistent with Section VI.A of the NRC Enforcement Policy. This violation is in the licensee's corrective action 
program as Action Request 000400061. The licensee determined that the radiological consequences to control room occupants would meet the 10 
CFR Part 50, Appendix A, Criterion 19, control room habitability dose limits during a design basis event. Using the significance determination 
process, the inspectors determined that the issue was of very low safety significance (green) because the dose to control room occupants would 
not have exceeded general design criterion limits. 
Inspection Report# : 2000013(pdf)  

Significance:  Sep 27, 2000 
Identified By: NRC 
Item Type: FIN Finding 
CREACUS not seismically qualified 
The licensee reported (Licensee Event Report 50-361; 362/2000-010-00) that a cracked weld on the electrical power supply conduit coupling 
connection for the Train B control room emergency air cleanup system recirculation fan could prevent the train from performing its safety function 
during a seismic event. The issue is in the licensee's corrective action program as Action Request 000801751. The issue was of very low safety 
significance, because only one cornerstone was involved, only one train was affected, and there was no actual loss of safety function. 
Inspection Report# : 2001003(pdf)  
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Significance:  Aug 26, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to implement timely corrective actions for corroded-open ventilation dampers. 
The licensee failed to implement timely corrective actions after a damper in the ventilation system for the saltwater cooling pump rooms was found 
stuck open because of excessive corrosion and a linkage arm that was found missing in December 1999. This was a violation of 10 CFR Part 50, 
Appendix B, Criterion XVI, which requires that conditions adverse to quality be promptly identified and corrected. The damper was not completely 
repaired and similar dampers, later found stuck open, were not promptly corrected. This violation is being treated as a noncited violation, consistent 
with Section VI.A of the NRC Enforcement Policy. This violation is in the licensee's corrective action program as Action Request 000801431. Using 
the significance determination process the inspectors determined that the issue was of very low safety significance (green) because the saltwater 
cooling pumps remained operable. 
Inspection Report# : 2000010(pdf)  

Significance:  Aug 26, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to perform response time surveillance of LOVS relays because of inadequate corrective actions. 
The licensee failed to include all required relay paths in its biennial response time testing of loss of voltage circuits. The inspectors identified that 
the test procedure did not include the 127X1 relays. When tested, 4 of the 16 relays failed the acceptance criteria specified in Surveillance 
Requirement 3.3.7.3. The relays had been functionally tested satisfactorily, but the response time had not been tested since 1997. This deficiency 
had been previously identified by the licensee in 1997, as documented in Licensee Event Report 361; 362/1997-001-03. At that time the licensee 
tested the relays using maintenance orders. However, the licensee failed to update the surveillance procedure, as it committed to do in the licensee 
event report, resulting in the relays not being tested during the 1999 performance of the surveillance procedure. The failure to correct the 
procedures in a timely manner was a violation of 10 CFR Part 50, Appendix B, Criterion XVI, which requires that conditions adverse to quality be 
promptly identified and corrected. This violation is being treated as a noncited violation, consistent with Section VI.A of the NRC Enforcement 
Policy. This violation is in the licensee's corrective action program as Action Request 000800580. The licensee determined that the as-found 
response time of the relays, while less than the minimum allowed value specified in the surveillance requirement, was within the limits of the 
licensee's safety analysis. The inspectors used the significance determination process and determined that the condition was of very low safety 
significance because operability of the system was not adversely affected. 
Inspection Report# : 2000010(pdf)  

Significance:  Jul 08, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to record unacceptable servo position as unsatisfactory during AFW pump surveillance test. 
On three separate occasions, operators recorded out-of-specification servo housing positions for the turbine-driven Auxiliary Feedwater Pump 
3P140 governor, but failed to recognize that the measurement did not meet the procedural acceptance criteria. In addition, senior reactor operators 
failed to identify the unacceptable conditions during their review of the test results. These occurrences constituted three examples of a violation of 
Technical Specification 5.5.1.1.a for failure to follow procedure. This violation is being treated as a noncited violation, consistent with Section VI.A 
of the NRC Enforcement Policy. This violation is in the licensee's corrective action program as Action Request 000501616. Using the significance 
determination process, the inspectors determined that the issue was of very low safety significance because the condition did not affect the 
operability of the auxiliary feedwater pump. 
Inspection Report# : 2000007(pdf)  

Significance:  Jun 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to monitor SWC system performance as required. 
The licensee failed to correctly count unavailability hours for the Unit 2, Train B, and Unit 3, Train A, saltwater cooling system. This error resulted in 
these trains exceeding the licensee's performance criteria, which were therefore required to have been monitored under 10 CFR 50.65(a)(1). The 
licensee failed to set goals and monitor these trains of saltwater cooling, as required by 10 CFR 50.65(a)(1), as a result of the preventive 
maintenance program not effectively controlling the performance of the systems. This violation is being treated as a noncited violation, consistent 
with Section VI.A of the NRC Enforcement Policy. This violation is in the licensee's corrective action program as Action Request 000700218. The 
inspectors determined that the failure to establish performance goals and corrective actions to achieve those goals resulted in the systems being 
less available, which was a credible impact on safety. Using the significance determination process, the inspectors determined that the issue was 
of very low safety significance (green) because operability of the trains was not affected beyond the allowed outage times specified in the Technical 
Specifications. 
Inspection Report# : 2000010(pdf)  
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Significance:  May 20, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Scaffolding standoff distance less than allowable by procedure. 
The licensee failed to follow its procedure for scaffolding erection, in that the inspectors identified multiple examples of inadequate standoff 
distances between the scaffolding and safety-related components of the safety injection and shutdown cooling systems in both units. This was a 
noncited violation of Technical Specification 5.5.1.1.a, which requires that procedures be followed. The licensee's initial corrective actions were 
prompt but not thorough. The licensee subsequently identified additional examples of inadequate standoff distances in scaffolding around other 
safety systems, indicating that the problem was programmatic. The violation was in the licensee's corrective action program as Action Requests 
000401202 and 000401588. The issue was characterized as a "green" finding using the significance determination process. No components were 
rendered inoperable; therefore, the issue was determined to be of very low significance.  
Inspection Report# : 2000006(pdf)  

Significance:  May 20, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Incorrect operability curves for saltwater cooling. 
The inspectors identified that licensee design engineers failed to correctly translate the design basis required minimum saltwater cooling flow into 
operability curves used by Station Technical engineers. This was a noncited violation of 10 CFR Part 50, Appendix B, Criterion III. The violation is 
in the licensee's corrective action program as Action Request 000400107. The issue was characterized as a "green" finding using the significance 
determination process. The operability curves were nonconservative; however, they did not result in any incorrect saltwater cooling operability 
assessments during the last 2 years; consequently, this issue was determined to be of very low significance. 
Inspection Report# : 2000006(pdf)  

Significance:  May 20, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Design issue renders air-operated saltwater cooling valve inoperable. 
The licensee determined that one Unit 2 Train A saltwater cooling pump discharge isolation valve was inoperable since November 1998 as the 
result of the recognition that leakage from emergency air accumulators could result in the valve not remaining in its safety position following a loss 
of instrument air. Although the redundant pump and valve in Train A were generally available, they were not aligned for automatic operation. 
Consequently, Train A was inoperable for extended periods while the affected pump and valve were aligned for service. This was a noncited 
violation of Technical Specification 3.7.8 and was is in the licensee's corrective action program as Action Requests 000401454 and 000500354. All 
of the saltwater cooling pump discharge valves, and the component cooling water return isolation valves from shutdown cooling heat exchangers, 
in both units, were incrementally found to be inoperable before more rigorous analysis showed only one valve had been inoperable. The inspectors 
identified a significant error in the licensee's initial operability assessment that resulted in all Train A saltwater cooling pump discharge isolation 
valves being considered inoperable before the final evaluation was completed. The issue was characterized as a "green" finding using the 
significance determination process. The inspectors agreed with the licensee's determination that both trains of saltwater cooling were functional, 
although manual operator actions were required to align redundant equipment. Phase 3 of the significance determination process, performed by a 
Senior Reactor Analyst in conjunction with the licensee, accounted for both internal and external events, which, in part, may result in the loss of 
instrument air, concluded that the issue was of very low significance.  
Inspection Report# : 2000006(pdf)  

Significance:  Apr 21, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Prior to initial startup, the licensee failed to identify an analyze for additional axial pipe stress that resulted from a modification 
The licensee failed to account for additional axial loading induced on the inlet nozzles of the component cooling water pumps through bellows-type 
expansion joints when a modification introduced a credible single failure with the potential to increase maximum system pressure. The initial stress 
analysis assumed a 50 psig suction pressure, but the single failure was calculated to result in pressure up to 72 psig. This was considered to be 
potentially significant, because component cooling water removes heat from essential components required for normal and emergency shutdown of 
the plant. The licensee calculated the additional stress to verify the safety function performance of the pumps under the new conditions. The 
analytical result confirmed that the issue was of very low risk significance and there was no actual loss of safety function. 
Inspection Report# : 2000003(pdf)  
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Significance:  Apr 21, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Current configuration outside design basis for ECCS room temperature in Units 2 & 3 
The team identified a condition in both trains of emergency core cooling for both units where the pump rooms were outside the design basis for 
assuring operability. The team observed that most of the emergency core cooling system piping, valves, pumps, and equipment in these rooms 
was not thermally insulated. These rooms contained the emergency core cooling system high pressure safety injection, low pressure safety 
injection, and containment spray pumps, along with associated piping, valves, and instrumentation. The noninsulated piping was contrary to the 
assumptions used in the design basis calculations to determine the heat loads in these rooms. The heat loads from these calculations had been 
used in turn as the design bases for sizing the room emergency coolers. Therefore, the room coolers were undersized and would not maintain the 
environmental conditions needed to satisfy the analysis for the design basis accident to assure adequate performance of the safety-related 
components and systems located in the affected rooms. The licensee's staff used conservative assumptions to determine the worst conditions that 
would exist in the rooms during the design basis accident and recovery. The equipment and commodity items in the rooms were verified as capable 
of performing under the predicted conditions. This was identified as a noncited violation (50-361;362/0003-01) of Criterion III of Appendix B to 10 
CFR Part 50 consistent with Section VI.A of the NRC Enforcement Policy, and was placed in the licensee's corrective action system as Action 
Request 000401086, dated April 19, 2000. 
Inspection Report# : 2000003(pdf)  

Significance:  Apr 21, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Operating procedures not corrected to address credible single and loss of design basis for control room HVAC 
Failure to change procedures affected by a design change to the air flow detection in both trains of the control room ventilation recirculating system, 
introduced a credible single failure that was not previously identified. The current method of detecting and measuring control room ventilation flow 
would not result in a supply fan shutdown when a loss of the train recirculating fan occurred due to loss of power, if the train supply and 
recirculating fans were powered from different units. Therefore, in a design basis accident the control room supply fan would have continued to 
operate and discharge potentially radioactive air directly into the control room through return ducts and registers, bypassing the recirculating 
system high efficiency particulate air filter and gaseous absorption train. As a result, the design basis for the control room environment would not 
have been met, and there could have been a potential whole-body radiation exposure to the control room operators, beyond regulatory limits. 
Procedures, policies, and practices in effect during the inspection, did not preclude operation in the configuration that could result in the scenario of 
concern, or warn the operators that the condition could occur. The team assessed the condition and determined it to be GREEN with the 
inappropriate system lineup. However, system operability concerns became moot when the licensee put the power supplies for the system trains 
under administrative configuration control. The team identified this issue as a noncited violation (50-361;362/0003-02 ) of Criterion III of Appendix B 
to 10 CFR Part 50, consistent with Section VI.A of the NRC Enforcement Policy. The condition resulting in the violation was entered into the 
licensee's corrective action system as Action Request 000400949, dated April 17, 2000. 
Inspection Report# : 2000003(pdf)  

Barrier Integrity 

Emergency Preparedness 

Significance: N/A Aug 26, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Drill performance affected by scenario foreknowledge. 
Performance during some of the 10 emergency preparedness drills, all of which used the same scenario, was affected by scenario foreknowledge. 
Some operators were able to hear elements of the scenario over the public address systems during a morning drill before they participated in the 
afternoon drill. Also, some personnel participated in more than one drill. Drill performance is measured and reported as a performance indicator 
and, if credit for correctly performing critical tasks (event classification, event notification, and protective action recommendations) is given when the 
performer or direct advisors have foreknowledge of the correct outcome, the performance indicator might not be valid. Therefore, this has the 
potential to affect the ability of the NRC to perform its regulatory function. This issue had no credible impact on safety and was not evaluated using 
the significance determination process because it did not involve a failure to meet or implement a planning standard or other regulatory 
requirement. 
Inspection Report# : 2000010(pdf)  
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Occupational Radiation Safety 

Significance:  Jan 11, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Release of radioactive material from the restricted area 
Technical Specification 5.5.1 requires procedures for the control of radioactivity. Procedure SO123-VII-20.9.2, "Material Release Surveys," 
Revision 3, Section 6.1, states that the criterion for items released from the Restricted Area is, "No detectable licensed activity above background." 
On both August 18, 2000, and October 31, 2001, the licensee identified an example in which detectable radioactive material was inadvertently 
released from the restricted area. These two events were entered into the licensee's corrective action program as Action Requests AR 000800974 
and AR 011001703. The safety significance of this finding was determined to very low by the Public Radiation Safety Significance Determination 
Process because the public exposure associated with each item was less than 5 millirem and there were fewer than 6 events. 
Inspection Report# : 2002003(pdf)  

Significance:  Aug 31, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to post a radiation area 
10 CFR Part 20.1902 requires an area with radiation levels greater than 5 millirem per hour, but less than or equal to 100 millirem per hour, to be 
posted as a radiation area. On February 1, 2001, the licensee identified that a flatbed trailer with radiation levels as high as 60 millirem per hour on 
contact and 10 millirem per hour at 30 centimeters was not posted as a radiation area. This event is described in the licensee's corrective action 
program, reference Action Request 010200033. This is being treated as a noncited violation. The safety significance of this finding was determined 
to be very low by the Occupational Radiation Safety Significance Determination Process because there was no overexposure or substantial 
potential for an overexposure and the ability to assess dose was not compromised. 
Inspection Report# : 2001011(pdf)  

Public Radiation Safety 

Physical Protection 

Significance:  May 09, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Vulnerability in Protective Strategy 
During an Operational Safeguards Response Evaluation conducted on November 28-29, 2000, a vulnerability in the licensee's protective strategy 
was identified that could have resulted in the simulated loss of a target set. Further details (safeguards information) are available in NRC Inspection 
Report 50-361;-362/2000-17. The issue was entered into the licensee's corrective action program as Action Request 001200130. The safety 
significance of this finding was determined to be very low by the Physical Protection Significance Determination Process because it was not 
repeatable or predictable. The issue was more than minor because the potential loss of a target set represents a credible impact on safety and 
impacts a key performance attribute of the Physical Protection Cornerstone. 
Inspection Report# : 2000017(pdf)  
Inspection Report# : 2001009(pdf)  

Significance:  May 09, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Lack of Response Force Timelines 
During an Operational Safeguards Response Evaluation conducted on November 28-29, 2000, the inspectors determined that the licensee had not 
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developed response force timelines which could have affected the licensee's and the NRC inspection team's ability to evaluate its protective 
strategy. Further details (safeguards information) are available in Inspection Report 50-361;-362/2000-17. The issue was entered into the 
licensee's corrective action program as Action Request 001200130. The safety significance of this finding was determined to be very low by the 
Physical Protection Significance Determination Process because there had not been more than two similar findings in the past year. The issue was 
more than minor because the lack of response force timelines is a vulnerability in safeguards plans that represents a credible impact on safety and 
impacts a key performance attribute of the Physical Protection Cornerstone. 
Inspection Report# : 2000017(pdf)  
Inspection Report# : 2001009(pdf)  

Significance:  Jul 21, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to identify and post a protected area breach. 
The licensee created a breach of the protected area boundary during the removal of a Unit 1 turbine plant cooling water system spool piece and 
failed to identify and post the breached boundary with a security guard for 6 days. This violation of the physical security plan is being treated as a 
Non-Cited Violation, consistent with Section VI.A of the NRC Enforcement Policy. This violation is in the licensee's corrective action program as 
Action Request 991100485. This issue was determined to be of very low risk significance because of the difficulty for an individual to enter the 
protected area through the breached pathway. Even though the issue was a vulnerability of a safeguards system, using the physical protection 
significance determination process, the team characterized the issue as green because it did not involve an intrusion and there were no additional 
similar findings in the past four quarters. 
Inspection Report# : 2000009(pdf)  

Significance:  Oct 31, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Incomplete vehicle search 
The inspectors identified a noncited violation for the failure of a licensee employee to maintain visual contact with visitors while performing escort 
duties. The escort entered a vital area and left the visitors on the opposite side of the door, unattended, in the protected area. This was a violation 
of the Physical Security Plan. A human performance deficiency in the escorting of visitors directly contributed to the violation. This finding was of 
very low safety significance because of the short duration the visitors were left unattended and subsequently observed by the inspectors. 
Inspection Report# : 2001012(pdf)  

Significance:  Oct 09, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Loss of visual contact with visitors 
The inspectors identified a noncited violation for the failure of a licensee employee to maintain visual contact with visitors while performing escort 
duties. The escort entered a vital area and left the visitors on the opposite side of the door, unattended, in the protected area. This was a violation 
of the Physical Security Plan. A human performance deficiency in the escorting of visitors directly contributed to the violation. This finding was of 
very low safety significance because of the short duration the visitors were left unattended and subsequently observed by the inspectors. 
Inspection Report# : 2001012(pdf)  

Significance:  Aug 24, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Reduction in Security Plan Effectivenss 
The inspector identified a noncited Severity Level IV violation, which also had very low safety significance, involving a decrease in the effectiveness 
of the training and qualification and contigency plans in violation of 10 CFR 50.54(p). During a review of Revision 22 to the licensee Training and 
Qualifications Plan, dated September 29, 200, and Revision 24 to the Safeguards Contingency Plan, dated August 29, 2000, the inspector 
determined that one change to both plans was a reduction in plan effectiveness. The previously approved plans committed to batons and 
corresponding raining in support of contingency plan requirements for response to riots and civil disturbances; however, the changes to the plans 
removed the requirements to have batos and training without substituting equivalent equipment to support the contingency plan requirement. This 
violation is being treated as a noncited violation consistent with Section VI.A.1 of the NRC Enforcement Policy. This violation is in the licensee's 
corrective action program as AR 001001889. The safety significance of this finding was determined to be very low by the Physical Protection 
Significance Determination Process, because there were less than two similar findings in the last four quarters. The issue represented a credible 
impact on safety because the failure to provide equipment necessary to support the requirements of the Safeuqards Contingency Plan could result 
in unauthorized access to the protected area. In addition, the reduction in plan effectiveness was a violation of 10 CFR 50.54(p). Further, a 10 CFR 
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50.54(p) plan change that decreased plan effectiveness impeded the regulatory process because it prevented the NRC from reviewing the matter 
prior to implementation. 
Inspection Report# : 2001019(pdf)  

Significance:  Aug 24, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inaccurate Information Submitted to NRC 
A noncited Severity Level IV violation was identified for failure to provide accurate information to the NRC in accordance with the requirements of 
10 CFR 50.9. The licensee submitted a "white paper" to the NRC on Cotober 17, 2000, to provide information to dispute the issue involving the 10 
CFR 50.54(p) change associated with the use of the batons. A portion of that document stated that, "Based on agreements with the FBI, it was 
determined the FBI was better equipped/trained to handle public disturbances at the site." Based on subsequent inspection, the NRC determined 
that the FBI was not better equipped/trained to handle public disturbances. The failure to provide accurate information to the NRC impeded the 
regulatory process in that the NRC could have incorrectly approved the plan change based on the information presented in the "white paper." This 
Severity Level IV violation is being treated as a noncited violation consistent with Section IV.A.1 of the NRC Enforcement Policy. This severity Level 
IV violation is in the licensee's corrective action program as AR 010101660-08 
Inspection Report# : 2001019(pdf)  

Miscellaneous 

Significance: N/A Jul 21, 2000 
Identified By: NRC 
Item Type: FIN Finding 
The facility's corrective action program was effective. 
The licensee was effective at identifying problems and entering these problems into the corrective action program. The licensee's self-assessments 
were found to be effective as evidenced by the identification of a deficiency involving the corrective action followup process, which was also 
identified by the team. The licensee effectively prioritized the extent to which issues would be evaluated consistent with their safety and risk 
significance and established appropriate schedules for implementation of corrective actions. With the exception of two examples, the licensee 
implemented corrective actions that were timely and effective. The team concluded that these two examples were isolated and were not indicative 
of current licensee performance in the corrective action area. 
Inspection Report# : 2000009(pdf)  

Significance: N/A Jul 20, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Licensee's problem identification and resolution program was effective 
The licensee identified, evaluated, prioritized, and correct problems in a timely and effective manner, consistent with risk and safety significance. 
However, there were isolated instances in which the licensee missed an opportunity for early problem identification, did not formulate corrective 
actions for all identified causes, and implemented corrective actions that were not effective in preventing recurrence of a problem. Licensee audits 
and assessments critically assessed the licensee's problem identification and resolution activity and identified needs for improvement in a number 
of areas including performance of 10CFR50.59 evaluations, establishment of realistic due dates, and the probing and evaluative quality of 
organizational quarterly self-assessments. During inspection interviews, workers at the site expressed no reservations to input safety issues into 
the problem identification and resolution program. 
Inspection Report# : 2001007(pdf)  

Last modified : March 27, 2002 
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San Onofre 3 

Initiating Events 

Significance:  Apr 07, 2000 
Identified By: Licensee 
Item Type: FIN Finding 
Operator performance contributed to dropping a control element assembly. 
Licensed operators responding to a control element assembly timer failure alarm skipped steps in the procedure for placing a control element 
assembly on the maintenance hold bus. Although allowed by procedure, this omission, combined with the initial electrical problem, caused the 
control element assembly to drop, which resulted in a plant transient. The issue was characterized as a "green" finding using the significance 
determination process. This issue was determined to be of very low significance because mitigation equipment was not affected.  
Inspection Report# : 2000006(pdf)  

Mitigating Systems 

Significance:  Mar 09, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate measures to assure that design basis information is correctly translated and maintained 
A noncited violation of 10 CFR Part 50, Appendix B, Criterion III, "Design Control," was identified, with two examples, for having inadequate 
measures to assure that the design basis of the shutdown cooling heat exchangers, and safety-related room coolers supplied by the emergency 
chilled water system, were correctly translated into procedures or were maintained, respectively. This violation is being treated as a noncited 
violation consistent with Section VI.A of the NRC Enforcement Policy. This violation was entered into the licensee's corrective action program as 
Action Requests 000401144 and 010300419. The violation was of very low safety significance because: (1) there were no audible indications of 
damage to the shutdown cooling heat exchangers and there was not a history of leaks for the heat exchangers; and (2) the total emergency chilled 
water flow exceeded the system design basis and the preliminary test data, along with calculations, provide assurance that adequate flow can be 
supplied to each safety-related room cooler. 
Inspection Report# : 2001003(pdf)  

Significance:  Feb 03, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Overfill of condensate storage tank 
The team identified a noncited violation for the licensee's failure to properly implement procedures which resulted in a valve misalignment that 
rendered a secondary auxiliary feedwater supply inoperable (TS 5.5.1.1.a). This finding was of very low safety significance because a nonsafety 
makeup water source was available and all other emergency core cooling equipment remained operable. In addition, since the unit had just exited 
a refueling outage and had a low reactor decay heat load, operators would have had significantly more time to restore the secondary auxiliary 
feedwater supply as a source of water. 
Inspection Report# : 2001005(pdf)  

Significance:  Jan 06, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate corrective actions for containment spray alignment verification 
The inspectors identified that, although the licensee discovered deficiencies in the performance of the containment spray monthly alignment checks 
in both units (Technical Specification Surveillance Requirement 3.6.6.1.1), the licensee failed to implement corrective actions to correct the 
deficiencies. Therefore, for the next 6 months, the licensee did not always conduct the system monthly alignment as required by Technical 
Specifications. The licensee ultimately re-identified the same deficiencies in the monthly alignment check and corrected the problem. This was a 
violation of 10 CFR Part 50, Appendix B, Criterion XVI, which requires that conditions adverse to quality be promptly identified and corrected. This 
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violation is being treated as a noncited violation, consistent with Section VI.A.1 of the NRC Enforcement Policy. This violation is in the licensee's 
corrective action program as Action Request 001201139. Additionally, during review of the second occurrence, the licensee failed to discover that 
the issue had been previously identified until so informed by the inspectors. Human performance in the review of the initial Action Request was 
inadequate and directly caused the failure to implement corrective actions. Using the significance determination process the inspectors determined 
that the issue was of very low significance because the system was in the correct valve alignment and remained operable. 
Inspection Report# : 2000015(pdf)  

Significance: SL-IV Jan 06, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to report missed surveillance 
The licensee failed to submit a licensee event report within 30 days of the discovery of a reportable condition in both units. The licensee ultimately 
reported the condition 6 months later when the same situation was re-identified. This was a violation of 10 CFR 50.73(d). This Severity Level IV 
violation is being treated as a noncited violation, consistent with Section VI.A.1 of the NRC Enforcement Policy. This violation is in the licensee's 
corrective action program as Action Request 001201139. Human performance in the review of the initial Action Request was inadequate and 
directly caused the failure to submit a licensee event report. This issue had no credible impact on safety and was not evaluated using the 
significance determination process. However, this issue had the potential for impacting the NRC's ability to perform its regulatory function and is 
therefore being documented. 
Inspection Report# : 2000015(pdf)  

Significance:  Nov 02, 2000 
Identified By: Licensee 
Item Type: FIN Finding 
Common boration flowpath closed during Mode 4 
Operators rendered both boration flowpaths required by Technical Specification 3.1.9 inoperable by closing a normally locked-open valve in the 
common flowpath during Mode 4 valve testing. This event occurred during the Cycle 10 refueling outages (1998) for both Units 2 and 3. At the time, 
the licensee did not realize that the condition was not allowed and therefore did not enter Technical Specification 3.0.3. However, the licensee 
satisfied the required actions of Technical Specification 3.0.3, so a violation did not occur. Although required by the licensee's Technical 
Specifications, boration capability is not required in Mode 4 in the current Generic Standard Technical Specifications, as boration is not important or 
urgent in accident mitigation from Mode 4 conditions. Using the significance determination process the inspectors determined that the issue was of 
very low significance.  
Inspection Report# : 2000015(pdf)  

Significance:  Oct 14, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
CREACUS boundary in-leakage outside the design basis. 
The licensee determined that air in-leakage into the control room emergency air cleanup system was outside the design basis. The condensate 
drain lines to both normal air conditioner units and several tears in an expansion boot provided a pathway for unfiltered air. The licensee 
determined that both conditions existed for several years, and that the aggregate unfiltered air in-leakage exceeded the limit assumed in the 
Updated Final Safety Analysis Report. This was a violation of 10 CFR Part 50, Appendix B, Criterion III, "Design Control." This violation is being 
treated as a noncited violation, consistent with Section VI.A of the NRC Enforcement Policy. This violation is in the licensee's corrective action 
program as Action Request 000400061. The licensee determined that the radiological consequences to control room occupants would meet the 10 
CFR Part 50, Appendix A, Criterion 19, control room habitability dose limits during a design basis event. Using the significance determination 
process, the inspectors determined that the issue was of very low safety significance (green) because the dose to control room occupants would 
not have exceeded general design criterion limits. 
Inspection Report# : 2000013(pdf)  

Significance:  Sep 27, 2000 
Identified By: NRC 
Item Type: FIN Finding 
CREACUS not seismically qualified 
The licensee reported (Licensee Event Report 50-361; 362/2000-010-00) that a cracked weld on the electrical power supply conduit coupling 
connection for the Train B control room emergency air cleanup system recirculation fan could prevent the train from performing its safety function 
during a seismic event. The issue is in the licensee's corrective action program as Action Request 000801751. The issue was of very low safety 
significance, because only one cornerstone was involved, only one train was affected, and there was no actual loss of safety function. 
Inspection Report# : 2001003(pdf)  
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Significance:  Aug 26, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to implement timely corrective actions for corroded-open ventilation dampers. 
The licensee failed to implement timely corrective actions after a damper in the ventilation system for the saltwater cooling pump rooms was found 
stuck open because of excessive corrosion and a linkage arm that was found missing in December 1999. This was a violation of 10 CFR Part 50, 
Appendix B, Criterion XVI, which requires that conditions adverse to quality be promptly identified and corrected. The damper was not completely 
repaired and similar dampers, later found stuck open, were not promptly corrected. This violation is being treated as a noncited violation, consistent 
with Section VI.A of the NRC Enforcement Policy. This violation is in the licensee's corrective action program as Action Request 000801431. Using 
the significance determination process the inspectors determined that the issue was of very low safety significance (green) because the saltwater 
cooling pumps remained operable. 
Inspection Report# : 2000010(pdf)  

Significance:  Aug 26, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to perform response time surveillance of LOVS relays because of inadequate corrective actions. 
The licensee failed to include all required relay paths in its biennial response time testing of loss of voltage circuits. The inspectors identified that 
the test procedure did not include the 127X1 relays. When tested, 4 of the 16 relays failed the acceptance criteria specified in Surveillance 
Requirement 3.3.7.3. The relays had been functionally tested satisfactorily, but the response time had not been tested since 1997. This deficiency 
had been previously identified by the licensee in 1997, as documented in Licensee Event Report 361; 362/1997-001-03. At that time the licensee 
tested the relays using maintenance orders. However, the licensee failed to update the surveillance procedure, as it committed to do in the licensee 
event report, resulting in the relays not being tested during the 1999 performance of the surveillance procedure. The failure to correct the 
procedures in a timely manner was a violation of 10 CFR Part 50, Appendix B, Criterion XVI, which requires that conditions adverse to quality be 
promptly identified and corrected. This violation is being treated as a noncited violation, consistent with Section VI.A of the NRC Enforcement 
Policy. This violation is in the licensee's corrective action program as Action Request 000800580. The licensee determined that the as-found 
response time of the relays, while less than the minimum allowed value specified in the surveillance requirement, was within the limits of the 
licensee's safety analysis. The inspectors used the significance determination process and determined that the condition was of very low safety 
significance because operability of the system was not adversely affected. 
Inspection Report# : 2000010(pdf)  

Significance:  Jul 08, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to record unacceptable servo position as unsatisfactory during AFW pump surveillance test. 
On three separate occasions, operators recorded out-of-specification servo housing positions for the turbine-driven Auxiliary Feedwater Pump 
3P140 governor, but failed to recognize that the measurement did not meet the procedural acceptance criteria. In addition, senior reactor operators 
failed to identify the unacceptable conditions during their review of the test results. These occurrences constituted three examples of a violation of 
Technical Specification 5.5.1.1.a for failure to follow procedure. This violation is being treated as a noncited violation, consistent with Section VI.A 
of the NRC Enforcement Policy. This violation is in the licensee's corrective action program as Action Request 000501616. Using the significance 
determination process, the inspectors determined that the issue was of very low safety significance because the condition did not affect the 
operability of the auxiliary feedwater pump. 
Inspection Report# : 2000007(pdf)  

Significance:  Jun 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to monitor SWC system performance as required. 
The licensee failed to correctly count unavailability hours for the Unit 2, Train B, and Unit 3, Train A, saltwater cooling system. This error resulted in 
these trains exceeding the licensee's performance criteria, which were therefore required to have been monitored under 10 CFR 50.65(a)(1). The 
licensee failed to set goals and monitor these trains of saltwater cooling, as required by 10 CFR 50.65(a)(1), as a result of the preventive 
maintenance program not effectively controlling the performance of the systems. This violation is being treated as a noncited violation, consistent 
with Section VI.A of the NRC Enforcement Policy. This violation is in the licensee's corrective action program as Action Request 000700218. The 
inspectors determined that the failure to establish performance goals and corrective actions to achieve those goals resulted in the systems being 
less available, which was a credible impact on safety. Using the significance determination process, the inspectors determined that the issue was 
of very low safety significance (green) because operability of the trains was not affected beyond the allowed outage times specified in the Technical 
Specifications. 
Inspection Report# : 2000010(pdf)  
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Significance:  May 20, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Scaffolding standoff distance less than allowable by procedure. 
The licensee failed to follow its procedure for scaffolding erection, in that the inspectors identified multiple examples of inadequate standoff 
distances between the scaffolding and safety-related components of the safety injection and shutdown cooling systems in both units. This was a 
noncited violation of Technical Specification 5.5.1.1.a, which requires that procedures be followed. The licensee's initial corrective actions were 
prompt but not thorough. The licensee subsequently identified additional examples of inadequate standoff distances in scaffolding around other 
safety systems, indicating that the problem was programmatic. The violation was in the licensee's corrective action program as Action Requests 
000401202 and 000401588. The issue was characterized as a "green" finding using the significance determination process. No components were 
rendered inoperable; therefore, the issue was determined to be of very low significance.  
Inspection Report# : 2000006(pdf)  

Significance:  May 20, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Incorrect operability curves for saltwater cooling. 
The inspectors identified that licensee design engineers failed to correctly translate the design basis required minimum saltwater cooling flow into 
operability curves used by Station Technical engineers. This was a noncited violation of 10 CFR Part 50, Appendix B, Criterion III. The violation is 
in the licensee's corrective action program as Action Request 000400107. The issue was characterized as a "green" finding using the significance 
determination process. The operability curves were nonconservative; however, they did not result in any incorrect saltwater cooling operability 
assessments during the last 2 years; consequently, this issue was determined to be of very low significance. 
Inspection Report# : 2000006(pdf)  

Significance:  May 20, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Design issue renders air-operated saltwater cooling valve inoperable. 
The licensee determined that one Unit 2 Train A saltwater cooling pump discharge isolation valve was inoperable since November 1998 as the 
result of the recognition that leakage from emergency air accumulators could result in the valve not remaining in its safety position following a loss 
of instrument air. Although the redundant pump and valve in Train A were generally available, they were not aligned for automatic operation. 
Consequently, Train A was inoperable for extended periods while the affected pump and valve were aligned for service. This was a noncited 
violation of Technical Specification 3.7.8 and was is in the licensee's corrective action program as Action Requests 000401454 and 000500354. All 
of the saltwater cooling pump discharge valves, and the component cooling water return isolation valves from shutdown cooling heat exchangers, 
in both units, were incrementally found to be inoperable before more rigorous analysis showed only one valve had been inoperable. The inspectors 
identified a significant error in the licensee's initial operability assessment that resulted in all Train A saltwater cooling pump discharge isolation 
valves being considered inoperable before the final evaluation was completed. The issue was characterized as a "green" finding using the 
significance determination process. The inspectors agreed with the licensee's determination that both trains of saltwater cooling were functional, 
although manual operator actions were required to align redundant equipment. Phase 3 of the significance determination process, performed by a 
Senior Reactor Analyst in conjunction with the licensee, accounted for both internal and external events, which, in part, may result in the loss of 
instrument air, concluded that the issue was of very low significance.  
Inspection Report# : 2000006(pdf)  

Significance:  Apr 21, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Prior to initial startup, the licensee failed to identify an analyze for additional axial pipe stress that resulted from a modification 
The licensee failed to account for additional axial loading induced on the inlet nozzles of the component cooling water pumps through bellows-type 
expansion joints when a modification introduced a credible single failure with the potential to increase maximum system pressure. The initial stress 
analysis assumed a 50 psig suction pressure, but the single failure was calculated to result in pressure up to 72 psig. This was considered to be 
potentially significant, because component cooling water removes heat from essential components required for normal and emergency shutdown of 
the plant. The licensee calculated the additional stress to verify the safety function performance of the pumps under the new conditions. The 
analytical result confirmed that the issue was of very low risk significance and there was no actual loss of safety function. 
Inspection Report# : 2000003(pdf)  
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Significance:  Apr 21, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Current configuration outside design basis for ECCS room temperature in Units 2 & 3 
The team identified a condition in both trains of emergency core cooling for both units where the pump rooms were outside the design basis for 
assuring operability. The team observed that most of the emergency core cooling system piping, valves, pumps, and equipment in these rooms 
was not thermally insulated. These rooms contained the emergency core cooling system high pressure safety injection, low pressure safety 
injection, and containment spray pumps, along with associated piping, valves, and instrumentation. The noninsulated piping was contrary to the 
assumptions used in the design basis calculations to determine the heat loads in these rooms. The heat loads from these calculations had been 
used in turn as the design bases for sizing the room emergency coolers. Therefore, the room coolers were undersized and would not maintain the 
environmental conditions needed to satisfy the analysis for the design basis accident to assure adequate performance of the safety-related 
components and systems located in the affected rooms. The licensee's staff used conservative assumptions to determine the worst conditions that 
would exist in the rooms during the design basis accident and recovery. The equipment and commodity items in the rooms were verified as capable 
of performing under the predicted conditions. This was identified as a noncited violation (50-361;362/0003-01) of Criterion III of Appendix B to 10 
CFR Part 50 consistent with Section VI.A of the NRC Enforcement Policy, and was placed in the licensee's corrective action system as Action 
Request 000401086, dated April 19, 2000. 
Inspection Report# : 2000003(pdf)  

Significance:  Apr 21, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Operating procedures not corrected to address credible single and loss of design basis for control room HVAC 
Failure to change procedures affected by a design change to the air flow detection in both trains of the control room ventilation recirculating system, 
introduced a credible single failure that was not previously identified. The current method of detecting and measuring control room ventilation flow 
would not result in a supply fan shutdown when a loss of the train recirculating fan occurred due to loss of power, if the train supply and 
recirculating fans were powered from different units. Therefore, in a design basis accident the control room supply fan would have continued to 
operate and discharge potentially radioactive air directly into the control room through return ducts and registers, bypassing the recirculating 
system high efficiency particulate air filter and gaseous absorption train. As a result, the design basis for the control room environment would not 
have been met, and there could have been a potential whole-body radiation exposure to the control room operators, beyond regulatory limits. 
Procedures, policies, and practices in effect during the inspection, did not preclude operation in the configuration that could result in the scenario of 
concern, or warn the operators that the condition could occur. The team assessed the condition and determined it to be GREEN with the 
inappropriate system lineup. However, system operability concerns became moot when the licensee put the power supplies for the system trains 
under administrative configuration control. The team identified this issue as a noncited violation (50-361;362/0003-02 ) of Criterion III of Appendix B 
to 10 CFR Part 50, consistent with Section VI.A of the NRC Enforcement Policy. The condition resulting in the violation was entered into the 
licensee's corrective action system as Action Request 000400949, dated April 17, 2000. 
Inspection Report# : 2000003(pdf)  

Barrier Integrity 

Emergency Preparedness 

Significance: N/A Aug 26, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Drill performance affected by scenario foreknowledge. 
Performance during some of the 10 emergency preparedness drills, all of which used the same scenario, was affected by scenario foreknowledge. 
Some operators were able to hear elements of the scenario over the public address systems during a morning drill before they participated in the 
afternoon drill. Also, some personnel participated in more than one drill. Drill performance is measured and reported as a performance indicator 
and, if credit for correctly performing critical tasks (event classification, event notification, and protective action recommendations) is given when the 
performer or direct advisors have foreknowledge of the correct outcome, the performance indicator might not be valid. Therefore, this has the 
potential to affect the ability of the NRC to perform its regulatory function. This issue had no credible impact on safety and was not evaluated using 
the significance determination process because it did not involve a failure to meet or implement a planning standard or other regulatory 
requirement. 
Inspection Report# : 2000010(pdf)  
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Occupational Radiation Safety 

Significance:  Aug 31, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to post a radiation area 
10 CFR Part 20.1902 requires an area with radiation levels greater than 5 millirem per hour, but less than or equal to 100 millirem per hour, to be 
posted as a radiation area. On February 1, 2001, the licensee identified that a flatbed trailer with radiation levels as high as 60 millirem per hour on 
contact and 10 millirem per hour at 30 centimeters was not posted as a radiation area. This event is described in the licensee's corrective action 
program, reference Action Request 010200033. This is being treated as a noncited violation. The safety significance of this finding was determined 
to be very low by the Occupational Radiation Safety Significance Determination Process because there was no overexposure or substantial 
potential for an overexposure and the ability to assess dose was not compromised. 
Inspection Report# : 2001011(pdf)  

Significance:  Jan 11, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Release of radioactive material from the restricted area 
Technical Specification 5.5.1 requires procedures for the control of radioactivity. Procedure SO123-VII-20.9.2, "Material Release Surveys," 
Revision 3, Section 6.1, states that the criterion for items released from the Restricted Area is, "No detectable licensed activity above background." 
On both August 18, 2000, and October 31, 2001, the licensee identified an example in which detectable radioactive material was inadvertently 
released from the restricted area. These two events were entered into the licensee's corrective action program as Action Requests AR 000800974 
and AR 011001703. The safety significance of this finding was determined to very low by the Public Radiation Safety Significance Determination 
Process because the public exposure associated with each item was less than 5 millirem and there were fewer than 6 events. 
Inspection Report# : 2002003(pdf)  

Public Radiation Safety 

Physical Protection 

Significance:  Aug 24, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Reduction in Security Plan Effectivenss 
The inspector identified a noncited Severity Level IV violation, which also had very low safety significance, involving a decrease in the effectiveness 
of the training and qualification and contigency plans in violation of 10 CFR 50.54(p). During a review of Revision 22 to the licensee Training and 
Qualifications Plan, dated September 29, 200, and Revision 24 to the Safeguards Contingency Plan, dated August 29, 2000, the inspector 
determined that one change to both plans was a reduction in plan effectiveness. The previously approved plans committed to batons and 
corresponding raining in support of contingency plan requirements for response to riots and civil disturbances; however, the changes to the plans 
removed the requirements to have batos and training without substituting equivalent equipment to support the contingency plan requirement. This 
violation is being treated as a noncited violation consistent with Section VI.A.1 of the NRC Enforcement Policy. This violation is in the licensee's 
corrective action program as AR 001001889. The safety significance of this finding was determined to be very low by the Physical Protection 
Significance Determination Process, because there were less than two similar findings in the last four quarters. The issue represented a credible 
impact on safety because the failure to provide equipment necessary to support the requirements of the Safeuqards Contingency Plan could result 
in unauthorized access to the protected area. In addition, the reduction in plan effectiveness was a violation of 10 CFR 50.54(p). Further, a 10 CFR 
50.54(p) plan change that decreased plan effectiveness impeded the regulatory process because it prevented the NRC from reviewing the matter 
prior to implementation. 
Inspection Report# : 2001019(pdf)  
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Significance:  Aug 24, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inaccurate Information Submitted to NRC 
A noncited Severity Level IV violation was identified for failure to provide accurate information to the NRC in accordance with the requirements of 
10 CFR 50.9. The licensee submitted a "white paper" to the NRC on Cotober 17, 2000, to provide information to dispute the issue involving the 10 
CFR 50.54(p) change associated with the use of the batons. A portion of that document stated that, "Based on agreements with the FBI, it was 
determined the FBI was better equipped/trained to handle public disturbances at the site." Based on subsequent inspection, the NRC determined 
that the FBI was not better equipped/trained to handle public disturbances. The failure to provide accurate information to the NRC impeded the 
regulatory process in that the NRC could have incorrectly approved the plan change based on the information presented in the "white paper." This 
Severity Level IV violation is being treated as a noncited violation consistent with Section IV.A.1 of the NRC Enforcement Policy. This severity Level 
IV violation is in the licensee's corrective action program as AR 010101660-08 
Inspection Report# : 2001019(pdf)  

Significance:  May 09, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Vulnerability in Protective Strategy 
During an Operational Safeguards Response Evaluation conducted on November 28-29, 2000, a vulnerability in the licensee's protective strategy 
was identified that could have resulted in the simulated loss of a target set. Further details (safeguards information) are available in NRC Inspection 
Report 50-361;-362/2000-17. The issue was entered into the licensee's corrective action program as Action Request 001200130. The safety 
significance of this finding was determined to be very low by the Physical Protection Significance Determination Process because it was not 
repeatable or predictable. The issue was more than minor because the potential loss of a target set represents a credible impact on safety and 
impacts a key performance attribute of the Physical Protection Cornerstone. 
Inspection Report# : 2000017(pdf)  
Inspection Report# : 2001009(pdf)  

Significance:  May 09, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Lack of Response Force Timelines 
During an Operational Safeguards Response Evaluation conducted on November 28-29, 2000, the inspectors determined that the licensee had not 
developed response force timelines which could have affected the licensee's and the NRC inspection team's ability to evaluate its protective 
strategy. Further details (safeguards information) are available in Inspection Report 50-361;-362/2000-17. The issue was entered into the 
licensee's corrective action program as Action Request 001200130. The safety significance of this finding was determined to be very low by the 
Physical Protection Significance Determination Process because there had not been more than two similar findings in the past year. The issue was 
more than minor because the lack of response force timelines is a vulnerability in safeguards plans that represents a credible impact on safety and 
impacts a key performance attribute of the Physical Protection Cornerstone. 
Inspection Report# : 2000017(pdf)  
Inspection Report# : 2001009(pdf)  

Significance:  Oct 31, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Incomplete vehicle search 
The inspectors identified a noncited violation for the failure of a licensee employee to maintain visual contact with visitors while performing escort 
duties. The escort entered a vital area and left the visitors on the opposite side of the door, unattended, in the protected area. This was a violation 
of the Physical Security Plan. A human performance deficiency in the escorting of visitors directly contributed to the violation. This finding was of 
very low safety significance because of the short duration the visitors were left unattended and subsequently observed by the inspectors. 
Inspection Report# : 2001012(pdf)  

Significance:  Oct 09, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Loss of visual contact with visitors 
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The inspectors identified a noncited violation for the failure of a licensee employee to maintain visual contact with visitors while performing escort 
duties. The escort entered a vital area and left the visitors on the opposite side of the door, unattended, in the protected area. This was a violation 
of the Physical Security Plan. A human performance deficiency in the escorting of visitors directly contributed to the violation. This finding was of 
very low safety significance because of the short duration the visitors were left unattended and subsequently observed by the inspectors. 
Inspection Report# : 2001012(pdf)  

Significance:  Jul 21, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to identify and post a protected area breach. 
The licensee created a breach of the protected area boundary during the removal of a Unit 1 turbine plant cooling water system spool piece and 
failed to identify and post the breached boundary with a security guard for 6 days. This violation of the physical security plan is being treated as a 
Non-Cited Violation, consistent with Section VI.A of the NRC Enforcement Policy. This violation is in the licensee's corrective action program as 
Action Request 991100485. This issue was determined to be of very low risk significance because of the difficulty for an individual to enter the 
protected area through the breached pathway. Even though the issue was a vulnerability of a safeguards system, using the physical protection 
significance determination process, the team characterized the issue as green because it did not involve an intrusion and there were no additional 
similar findings in the past four quarters. 
Inspection Report# : 2000009(pdf)  

Miscellaneous 

Significance: N/A Jul 20, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Licensee's problem identification and resolution program was effective 
The licensee identified, evaluated, prioritized, and correct problems in a timely and effective manner, consistent with risk and safety significance. 
However, there were isolated instances in which the licensee missed an opportunity for early problem identification, did not formulate corrective 
actions for all identified causes, and implemented corrective actions that were not effective in preventing recurrence of a problem. Licensee audits 
and assessments critically assessed the licensee's problem identification and resolution activity and identified needs for improvement in a number 
of areas including performance of 10CFR50.59 evaluations, establishment of realistic due dates, and the probing and evaluative quality of 
organizational quarterly self-assessments. During inspection interviews, workers at the site expressed no reservations to input safety issues into 
the problem identification and resolution program. 
Inspection Report# : 2001007(pdf)  

Significance: N/A Jul 21, 2000 
Identified By: NRC 
Item Type: FIN Finding 
The facility's corrective action program was effective. 
The licensee was effective at identifying problems and entering these problems into the corrective action program. The licensee's self-assessments 
were found to be effective as evidenced by the identification of a deficiency involving the corrective action followup process, which was also 
identified by the team. The licensee effectively prioritized the extent to which issues would be evaluated consistent with their safety and risk 
significance and established appropriate schedules for implementation of corrective actions. With the exception of two examples, the licensee 
implemented corrective actions that were timely and effective. The team concluded that these two examples were isolated and were not indicative 
of current licensee performance in the corrective action area. 
Inspection Report# : 2000009(pdf)  

Last modified : March 26, 2002 
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San Onofre 3 

Initiating Events 

Significance:  Apr 07, 2000 
Identified By: Licensee 
Item Type: FIN Finding 
Operator performance contributed to dropping a control element assembly. 
Licensed operators responding to a control element assembly timer failure alarm skipped steps in the procedure for placing a control element 
assembly on the maintenance hold bus. Although allowed by procedure, this omission, combined with the initial electrical problem, caused the 
control element assembly to drop, which resulted in a plant transient. The issue was characterized as a "green" finding using the significance 
determination process. This issue was determined to be of very low significance because mitigation equipment was not affected.  
Inspection Report# : 2000006(pdf)  

Mitigating Systems 

Significance:  Mar 09, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate measures to assure that design basis information is correctly translated and maintained 
A noncited violation of 10 CFR Part 50, Appendix B, Criterion III, "Design Control," was identified, with two examples, for having inadequate 
measures to assure that the design basis of the shutdown cooling heat exchangers, and safety-related room coolers supplied by the emergency 
chilled water system, were correctly translated into procedures or were maintained, respectively. This violation is being treated as a noncited 
violation consistent with Section VI.A of the NRC Enforcement Policy. This violation was entered into the licensee's corrective action program as 
Action Requests 000401144 and 010300419. The violation was of very low safety significance because: (1) there were no audible indications of 
damage to the shutdown cooling heat exchangers and there was not a history of leaks for the heat exchangers; and (2) the total emergency chilled 
water flow exceeded the system design basis and the preliminary test data, along with calculations, provide assurance that adequate flow can be 
supplied to each safety-related room cooler. 
Inspection Report# : 2001003(pdf)  

Significance:  Feb 03, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Overfill of condensate storage tank 
The team identified a noncited violation for the licensee's failure to properly implement procedures which resulted in a valve misalignment that 
rendered a secondary auxiliary feedwater supply inoperable (TS 5.5.1.1.a). This finding was of very low safety significance because a nonsafety 
makeup water source was available and all other emergency core cooling equipment remained operable. In addition, since the unit had just exited 
a refueling outage and had a low reactor decay heat load, operators would have had significantly more time to restore the secondary auxiliary 
feedwater supply as a source of water. 
Inspection Report# : 2001005(pdf)  

Significance:  Jan 06, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate corrective actions for containment spray alignment verification 
The inspectors identified that, although the licensee discovered deficiencies in the performance of the containment spray monthly alignment checks 
in both units (Technical Specification Surveillance Requirement 3.6.6.1.1), the licensee failed to implement corrective actions to correct the 
deficiencies. Therefore, for the next 6 months, the licensee did not always conduct the system monthly alignment as required by Technical 
Specifications. The licensee ultimately re-identified the same deficiencies in the monthly alignment check and corrected the problem. This was a 
violation of 10 CFR Part 50, Appendix B, Criterion XVI, which requires that conditions adverse to quality be promptly identified and corrected. This 
violation is being treated as a noncited violation, consistent with Section VI.A.1 of the NRC Enforcement Policy. This violation is in the licensee's 
corrective action program as Action Request 001201139. Additionally, during review of the second occurrence, the licensee failed to discover that 
the issue had been previously identified until so informed by the inspectors. Human performance in the review of the initial Action Request was 
inadequate and directly caused the failure to implement corrective actions. Using the significance determination process the inspectors determined 
that the issue was of very low significance because the system was in the correct valve alignment and remained operable. 
Inspection Report# : 2000015(pdf)  

Significance: SL-IV Jan 06, 2001 
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Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to report missed surveillance 
The licensee failed to submit a licensee event report within 30 days of the discovery of a reportable condition in both units. The licensee ultimately 
reported the condition 6 months later when the same situation was re-identified. This was a violation of 10 CFR 50.73(d). This Severity Level IV 
violation is being treated as a noncited violation, consistent with Section VI.A.1 of the NRC Enforcement Policy. This violation is in the licensee's 
corrective action program as Action Request 001201139. Human performance in the review of the initial Action Request was inadequate and 
directly caused the failure to submit a licensee event report. This issue had no credible impact on safety and was not evaluated using the 
significance determination process. However, this issue had the potential for impacting the NRC's ability to perform its regulatory function and is 
therefore being documented. 
Inspection Report# : 2000015(pdf)  

Significance:  Nov 02, 2000 
Identified By: Licensee 
Item Type: FIN Finding 
Common boration flowpath closed during Mode 4 
Operators rendered both boration flowpaths required by Technical Specification 3.1.9 inoperable by closing a normally locked-open valve in the 
common flowpath during Mode 4 valve testing. This event occurred during the Cycle 10 refueling outages (1998) for both Units 2 and 3. At the time, 
the licensee did not realize that the condition was not allowed and therefore did not enter Technical Specification 3.0.3. However, the licensee 
satisfied the required actions of Technical Specification 3.0.3, so a violation did not occur. Although required by the licensee's Technical 
Specifications, boration capability is not required in Mode 4 in the current Generic Standard Technical Specifications, as boration is not important or 
urgent in accident mitigation from Mode 4 conditions. Using the significance determination process the inspectors determined that the issue was of 
very low significance.  
Inspection Report# : 2000015(pdf)  

Significance:  Oct 14, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
CREACUS boundary in-leakage outside the design basis. 
The licensee determined that air in-leakage into the control room emergency air cleanup system was outside the design basis. The condensate 
drain lines to both normal air conditioner units and several tears in an expansion boot provided a pathway for unfiltered air. The licensee 
determined that both conditions existed for several years, and that the aggregate unfiltered air in-leakage exceeded the limit assumed in the 
Updated Final Safety Analysis Report. This was a violation of 10 CFR Part 50, Appendix B, Criterion III, "Design Control." This violation is being 
treated as a noncited violation, consistent with Section VI.A of the NRC Enforcement Policy. This violation is in the licensee's corrective action 
program as Action Request 000400061. The licensee determined that the radiological consequences to control room occupants would meet the 10 
CFR Part 50, Appendix A, Criterion 19, control room habitability dose limits during a design basis event. Using the significance determination 
process, the inspectors determined that the issue was of very low safety significance (green) because the dose to control room occupants would 
not have exceeded general design criterion limits. 
Inspection Report# : 2000013(pdf)  

Significance:  Sep 27, 2000 
Identified By: NRC 
Item Type: FIN Finding 
CREACUS not seismically qualified 
The licensee reported (Licensee Event Report 50-361; 362/2000-010-00) that a cracked weld on the electrical power supply conduit coupling 
connection for the Train B control room emergency air cleanup system recirculation fan could prevent the train from performing its safety function 
during a seismic event. The issue is in the licensee's corrective action program as Action Request 000801751. The issue was of very low safety 
significance, because only one cornerstone was involved, only one train was affected, and there was no actual loss of safety function. 
Inspection Report# : 2001003(pdf)  

Significance:  Aug 26, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to implement timely corrective actions for corroded-open ventilation dampers. 
The licensee failed to implement timely corrective actions after a damper in the ventilation system for the saltwater cooling pump rooms was found 
stuck open because of excessive corrosion and a linkage arm that was found missing in December 1999. This was a violation of 10 CFR Part 50, 
Appendix B, Criterion XVI, which requires that conditions adverse to quality be promptly identified and corrected. The damper was not completely 
repaired and similar dampers, later found stuck open, were not promptly corrected. This violation is being treated as a noncited violation, consistent 
with Section VI.A of the NRC Enforcement Policy. This violation is in the licensee's corrective action program as Action Request 000801431. Using 
the significance determination process the inspectors determined that the issue was of very low safety significance (green) because the saltwater 
cooling pumps remained operable. 
Inspection Report# : 2000010(pdf)  
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Significance:  Aug 26, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to perform response time surveillance of LOVS relays because of inadequate corrective actions. 
The licensee failed to include all required relay paths in its biennial response time testing of loss of voltage circuits. The inspectors identified that 
the test procedure did not include the 127X1 relays. When tested, 4 of the 16 relays failed the acceptance criteria specified in Surveillance 
Requirement 3.3.7.3. The relays had been functionally tested satisfactorily, but the response time had not been tested since 1997. This deficiency 
had been previously identified by the licensee in 1997, as documented in Licensee Event Report 361; 362/1997-001-03. At that time the licensee 
tested the relays using maintenance orders. However, the licensee failed to update the surveillance procedure, as it committed to do in the licensee 
event report, resulting in the relays not being tested during the 1999 performance of the surveillance procedure. The failure to correct the 
procedures in a timely manner was a violation of 10 CFR Part 50, Appendix B, Criterion XVI, which requires that conditions adverse to quality be 
promptly identified and corrected. This violation is being treated as a noncited violation, consistent with Section VI.A of the NRC Enforcement 
Policy. This violation is in the licensee's corrective action program as Action Request 000800580. The licensee determined that the as-found 
response time of the relays, while less than the minimum allowed value specified in the surveillance requirement, was within the limits of the 
licensee's safety analysis. The inspectors used the significance determination process and determined that the condition was of very low safety 
significance because operability of the system was not adversely affected. 
Inspection Report# : 2000010(pdf)  

Significance:  Jul 08, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to record unacceptable servo position as unsatisfactory during AFW pump surveillance test. 
On three separate occasions, operators recorded out-of-specification servo housing positions for the turbine-driven Auxiliary Feedwater Pump 
3P140 governor, but failed to recognize that the measurement did not meet the procedural acceptance criteria. In addition, senior reactor operators 
failed to identify the unacceptable conditions during their review of the test results. These occurrences constituted three examples of a violation of 
Technical Specification 5.5.1.1.a for failure to follow procedure. This violation is being treated as a noncited violation, consistent with Section VI.A 
of the NRC Enforcement Policy. This violation is in the licensee's corrective action program as Action Request 000501616. Using the significance 
determination process, the inspectors determined that the issue was of very low safety significance because the condition did not affect the 
operability of the auxiliary feedwater pump. 
Inspection Report# : 2000007(pdf)  

Significance:  Jun 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to monitor SWC system performance as required. 
The licensee failed to correctly count unavailability hours for the Unit 2, Train B, and Unit 3, Train A, saltwater cooling system. This error resulted in 
these trains exceeding the licensee's performance criteria, which were therefore required to have been monitored under 10 CFR 50.65(a)(1). The 
licensee failed to set goals and monitor these trains of saltwater cooling, as required by 10 CFR 50.65(a)(1), as a result of the preventive 
maintenance program not effectively controlling the performance of the systems. This violation is being treated as a noncited violation, consistent 
with Section VI.A of the NRC Enforcement Policy. This violation is in the licensee's corrective action program as Action Request 000700218. The 
inspectors determined that the failure to establish performance goals and corrective actions to achieve those goals resulted in the systems being 
less available, which was a credible impact on safety. Using the significance determination process, the inspectors determined that the issue was 
of very low safety significance (green) because operability of the trains was not affected beyond the allowed outage times specified in the Technical 
Specifications. 
Inspection Report# : 2000010(pdf)  

Significance:  May 20, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Scaffolding standoff distance less than allowable by procedure. 
The licensee failed to follow its procedure for scaffolding erection, in that the inspectors identified multiple examples of inadequate standoff 
distances between the scaffolding and safety-related components of the safety injection and shutdown cooling systems in both units. This was a 
noncited violation of Technical Specification 5.5.1.1.a, which requires that procedures be followed. The licensee's initial corrective actions were 
prompt but not thorough. The licensee subsequently identified additional examples of inadequate standoff distances in scaffolding around other 
safety systems, indicating that the problem was programmatic. The violation was in the licensee's corrective action program as Action Requests 
000401202 and 000401588. The issue was characterized as a "green" finding using the significance determination process. No components were 
rendered inoperable; therefore, the issue was determined to be of very low significance.  
Inspection Report# : 2000006(pdf)  

Significance:  May 20, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Incorrect operability curves for saltwater cooling. 
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The inspectors identified that licensee design engineers failed to correctly translate the design basis required minimum saltwater cooling flow into 
operability curves used by Station Technical engineers. This was a noncited violation of 10 CFR Part 50, Appendix B, Criterion III. The violation is 
in the licensee's corrective action program as Action Request 000400107. The issue was characterized as a "green" finding using the significance 
determination process. The operability curves were nonconservative; however, they did not result in any incorrect saltwater cooling operability 
assessments during the last 2 years; consequently, this issue was determined to be of very low significance. 
Inspection Report# : 2000006(pdf)  

Significance:  May 20, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Design issue renders air-operated saltwater cooling valve inoperable. 
The licensee determined that one Unit 2 Train A saltwater cooling pump discharge isolation valve was inoperable since November 1998 as the 
result of the recognition that leakage from emergency air accumulators could result in the valve not remaining in its safety position following a loss 
of instrument air. Although the redundant pump and valve in Train A were generally available, they were not aligned for automatic operation. 
Consequently, Train A was inoperable for extended periods while the affected pump and valve were aligned for service. This was a noncited 
violation of Technical Specification 3.7.8 and was is in the licensee's corrective action program as Action Requests 000401454 and 000500354. All 
of the saltwater cooling pump discharge valves, and the component cooling water return isolation valves from shutdown cooling heat exchangers, 
in both units, were incrementally found to be inoperable before more rigorous analysis showed only one valve had been inoperable. The inspectors 
identified a significant error in the licensee's initial operability assessment that resulted in all Train A saltwater cooling pump discharge isolation 
valves being considered inoperable before the final evaluation was completed. The issue was characterized as a "green" finding using the 
significance determination process. The inspectors agreed with the licensee's determination that both trains of saltwater cooling were functional, 
although manual operator actions were required to align redundant equipment. Phase 3 of the significance determination process, performed by a 
Senior Reactor Analyst in conjunction with the licensee, accounted for both internal and external events, which, in part, may result in the loss of 
instrument air, concluded that the issue was of very low significance.  
Inspection Report# : 2000006(pdf)  

Significance:  Apr 21, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Prior to initial startup, the licensee failed to identify an analyze for additional axial pipe stress that resulted from a modification 
The licensee failed to account for additional axial loading induced on the inlet nozzles of the component cooling water pumps through bellows-type 
expansion joints when a modification introduced a credible single failure with the potential to increase maximum system pressure. The initial stress 
analysis assumed a 50 psig suction pressure, but the single failure was calculated to result in pressure up to 72 psig. This was considered to be 
potentially significant, because component cooling water removes heat from essential components required for normal and emergency shutdown of 
the plant. The licensee calculated the additional stress to verify the safety function performance of the pumps under the new conditions. The 
analytical result confirmed that the issue was of very low risk significance and there was no actual loss of safety function. 
Inspection Report# : 2000003(pdf)  

Significance:  Apr 21, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Current configuration outside design basis for ECCS room temperature in Units 2 & 3 
The team identified a condition in both trains of emergency core cooling for both units where the pump rooms were outside the design basis for 
assuring operability. The team observed that most of the emergency core cooling system piping, valves, pumps, and equipment in these rooms 
was not thermally insulated. These rooms contained the emergency core cooling system high pressure safety injection, low pressure safety 
injection, and containment spray pumps, along with associated piping, valves, and instrumentation. The noninsulated piping was contrary to the 
assumptions used in the design basis calculations to determine the heat loads in these rooms. The heat loads from these calculations had been 
used in turn as the design bases for sizing the room emergency coolers. Therefore, the room coolers were undersized and would not maintain the 
environmental conditions needed to satisfy the analysis for the design basis accident to assure adequate performance of the safety-related 
components and systems located in the affected rooms. The licensee's staff used conservative assumptions to determine the worst conditions that 
would exist in the rooms during the design basis accident and recovery. The equipment and commodity items in the rooms were verified as capable 
of performing under the predicted conditions. This was identified as a noncited violation (50-361;362/0003-01) of Criterion III of Appendix B to 10 
CFR Part 50 consistent with Section VI.A of the NRC Enforcement Policy, and was placed in the licensee's corrective action system as Action 
Request 000401086, dated April 19, 2000. 
Inspection Report# : 2000003(pdf)  

Significance:  Apr 21, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Operating procedures not corrected to address credible single and loss of design basis for control room HVAC 
Failure to change procedures affected by a design change to the air flow detection in both trains of the control room ventilation recirculating system, 
introduced a credible single failure that was not previously identified. The current method of detecting and measuring control room ventilation flow 
would not result in a supply fan shutdown when a loss of the train recirculating fan occurred due to loss of power, if the train supply and 
recirculating fans were powered from different units. Therefore, in a design basis accident the control room supply fan would have continued to 
operate and discharge potentially radioactive air directly into the control room through return ducts and registers, bypassing the recirculating 
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system high efficiency particulate air filter and gaseous absorption train. As a result, the design basis for the control room environment would not 
have been met, and there could have been a potential whole-body radiation exposure to the control room operators, beyond regulatory limits. 
Procedures, policies, and practices in effect during the inspection, did not preclude operation in the configuration that could result in the scenario of 
concern, or warn the operators that the condition could occur. The team assessed the condition and determined it to be GREEN with the 
inappropriate system lineup. However, system operability concerns became moot when the licensee put the power supplies for the system trains 
under administrative configuration control. The team identified this issue as a noncited violation (50-361;362/0003-02 ) of Criterion III of Appendix B 
to 10 CFR Part 50, consistent with Section VI.A of the NRC Enforcement Policy. The condition resulting in the violation was entered into the 
licensee's corrective action system as Action Request 000400949, dated April 17, 2000. 
Inspection Report# : 2000003(pdf)  

Barrier Integrity 

Emergency Preparedness 

Significance: N/A Aug 26, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Drill performance affected by scenario foreknowledge. 
Performance during some of the 10 emergency preparedness drills, all of which used the same scenario, was affected by scenario foreknowledge. 
Some operators were able to hear elements of the scenario over the public address systems during a morning drill before they participated in the 
afternoon drill. Also, some personnel participated in more than one drill. Drill performance is measured and reported as a performance indicator 
and, if credit for correctly performing critical tasks (event classification, event notification, and protective action recommendations) is given when the 
performer or direct advisors have foreknowledge of the correct outcome, the performance indicator might not be valid. Therefore, this has the 
potential to affect the ability of the NRC to perform its regulatory function. This issue had no credible impact on safety and was not evaluated using 
the significance determination process because it did not involve a failure to meet or implement a planning standard or other regulatory 
requirement. 
Inspection Report# : 2000010(pdf)  

Occupational Radiation Safety 

Significance:  Aug 31, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to post a radiation area 
10 CFR Part 20.1902 requires an area with radiation levels greater than 5 millirem per hour, but less than or equal to 100 millirem per hour, to be 
posted as a radiation area. On February 1, 2001, the licensee identified that a flatbed trailer with radiation levels as high as 60 millirem per hour on 
contact and 10 millirem per hour at 30 centimeters was not posted as a radiation area. This event is described in the licensee's corrective action 
program, reference Action Request 010200033. This is being treated as a noncited violation. The safety significance of this finding was determined 
to be very low by the Occupational Radiation Safety Significance Determination Process because there was no overexposure or substantial 
potential for an overexposure and the ability to assess dose was not compromised. 
Inspection Report# : 2001011(pdf)  

Significance:  Jan 11, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Release of radioactive material from the restricted area 
Technical Specification 5.5.1 requires procedures for the control of radioactivity. Procedure SO123-VII-20.9.2, "Material Release Surveys," 
Revision 3, Section 6.1, states that the criterion for items released from the Restricted Area is, "No detectable licensed activity above background." 
On both August 18, 2000, and October 31, 2001, the licensee identified an example in which detectable radioactive material was inadvertently 
released from the restricted area. These two events were entered into the licensee's corrective action program as Action Requests AR 000800974 
and AR 011001703. The safety significance of this finding was determined to very low by the Public Radiation Safety Significance Determination 
Process because the public exposure associated with each item was less than 5 millirem and there were fewer than 6 events. 
Inspection Report# : 2002003(pdf)  

Public Radiation Safety 
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Physical Protection 

Significance:  Oct 31, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Incomplete vehicle search 
The inspectors identified a noncited violation for the failure of a licensee employee to maintain visual contact with visitors while performing escort 
duties. The escort entered a vital area and left the visitors on the opposite side of the door, unattended, in the protected area. This was a violation 
of the Physical Security Plan. A human performance deficiency in the escorting of visitors directly contributed to the violation. This finding was of 
very low safety significance because of the short duration the visitors were left unattended and subsequently observed by the inspectors. 
Inspection Report# : 2001012(pdf)  

Significance:  Oct 09, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Loss of visual contact with visitors 
The inspectors identified a noncited violation for the failure of a licensee employee to maintain visual contact with visitors while performing escort 
duties. The escort entered a vital area and left the visitors on the opposite side of the door, unattended, in the protected area. This was a violation 
of the Physical Security Plan. A human performance deficiency in the escorting of visitors directly contributed to the violation. This finding was of 
very low safety significance because of the short duration the visitors were left unattended and subsequently observed by the inspectors. 
Inspection Report# : 2001012(pdf)  

Significance:  Aug 24, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Reduction in Security Plan Effectivenss 
The inspector identified a noncited Severity Level IV violation, which also had very low safety significance, involving a decrease in the effectiveness 
of the training and qualification and contigency plans in violation of 10 CFR 50.54(p). During a review of Revision 22 to the licensee Training and 
Qualifications Plan, dated September 29, 200, and Revision 24 to the Safeguards Contingency Plan, dated August 29, 2000, the inspector 
determined that one change to both plans was a reduction in plan effectiveness. The previously approved plans committed to batons and 
corresponding raining in support of contingency plan requirements for response to riots and civil disturbances; however, the changes to the plans 
removed the requirements to have batos and training without substituting equivalent equipment to support the contingency plan requirement. This 
violation is being treated as a noncited violation consistent with Section VI.A.1 of the NRC Enforcement Policy. This violation is in the licensee's 
corrective action program as AR 001001889. The safety significance of this finding was determined to be very low by the Physical Protection 
Significance Determination Process, because there were less than two similar findings in the last four quarters. The issue represented a credible 
impact on safety because the failure to provide equipment necessary to support the requirements of the Safeuqards Contingency Plan could result 
in unauthorized access to the protected area. In addition, the reduction in plan effectiveness was a violation of 10 CFR 50.54(p). Further, a 10 CFR 
50.54(p) plan change that decreased plan effectiveness impeded the regulatory process because it prevented the NRC from reviewing the matter 
prior to implementation. 
Inspection Report# : 2001019(pdf)  

Significance:  Aug 24, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inaccurate Information Submitted to NRC 
A noncited Severity Level IV violation was identified for failure to provide accurate information to the NRC in accordance with the requirements of 
10 CFR 50.9. The licensee submitted a "white paper" to the NRC on Cotober 17, 2000, to provide information to dispute the issue involving the 10 
CFR 50.54(p) change associated with the use of the batons. A portion of that document stated that, "Based on agreements with the FBI, it was 
determined the FBI was better equipped/trained to handle public disturbances at the site." Based on subsequent inspection, the NRC determined 
that the FBI was not better equipped/trained to handle public disturbances. The failure to provide accurate information to the NRC impeded the 
regulatory process in that the NRC could have incorrectly approved the plan change based on the information presented in the "white paper." This 
Severity Level IV violation is being treated as a noncited violation consistent with Section IV.A.1 of the NRC Enforcement Policy. This severity Level 
IV violation is in the licensee's corrective action program as AR 010101660-08 
Inspection Report# : 2001019(pdf)  

Significance:  May 09, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Vulnerability in Protective Strategy 
During an Operational Safeguards Response Evaluation conducted on November 28-29, 2000, a vulnerability in the licensee's protective strategy 
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was identified that could have resulted in the simulated loss of a target set. Further details (safeguards information) are available in NRC Inspection 
Report 50-361;-362/2000-17. The issue was entered into the licensee's corrective action program as Action Request 001200130. The safety 
significance of this finding was determined to be very low by the Physical Protection Significance Determination Process because it was not 
repeatable or predictable. The issue was more than minor because the potential loss of a target set represents a credible impact on safety and 
impacts a key performance attribute of the Physical Protection Cornerstone. 
Inspection Report# : 2000017(pdf)  
Inspection Report# : 2001009(pdf)  

Significance:  May 09, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Lack of Response Force Timelines 
During an Operational Safeguards Response Evaluation conducted on November 28-29, 2000, the inspectors determined that the licensee had not 
developed response force timelines which could have affected the licensee's and the NRC inspection team's ability to evaluate its protective 
strategy. Further details (safeguards information) are available in Inspection Report 50-361;-362/2000-17. The issue was entered into the 
licensee's corrective action program as Action Request 001200130. The safety significance of this finding was determined to be very low by the 
Physical Protection Significance Determination Process because there had not been more than two similar findings in the past year. The issue was 
more than minor because the lack of response force timelines is a vulnerability in safeguards plans that represents a credible impact on safety and 
impacts a key performance attribute of the Physical Protection Cornerstone. 
Inspection Report# : 2000017(pdf)  
Inspection Report# : 2001009(pdf)  

Significance:  Jul 21, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to identify and post a protected area breach. 
The licensee created a breach of the protected area boundary during the removal of a Unit 1 turbine plant cooling water system spool piece and 
failed to identify and post the breached boundary with a security guard for 6 days. This violation of the physical security plan is being treated as a 
Non-Cited Violation, consistent with Section VI.A of the NRC Enforcement Policy. This violation is in the licensee's corrective action program as 
Action Request 991100485. This issue was determined to be of very low risk significance because of the difficulty for an individual to enter the 
protected area through the breached pathway. Even though the issue was a vulnerability of a safeguards system, using the physical protection 
significance determination process, the team characterized the issue as green because it did not involve an intrusion and there were no additional 
similar findings in the past four quarters. 
Inspection Report# : 2000009(pdf)  

Miscellaneous 

Significance: N/A Jul 20, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Licensee's problem identification and resolution program was effective 
The licensee identified, evaluated, prioritized, and correct problems in a timely and effective manner, consistent with risk and safety significance. 
However, there were isolated instances in which the licensee missed an opportunity for early problem identification, did not formulate corrective 
actions for all identified causes, and implemented corrective actions that were not effective in preventing recurrence of a problem. Licensee audits 
and assessments critically assessed the licensee's problem identification and resolution activity and identified needs for improvement in a number 
of areas including performance of 10CFR50.59 evaluations, establishment of realistic due dates, and the probing and evaluative quality of 
organizational quarterly self-assessments. During inspection interviews, workers at the site expressed no reservations to input safety issues into 
the problem identification and resolution program. 
Inspection Report# : 2001007(pdf)  

Significance: N/A Jul 21, 2000 
Identified By: NRC 
Item Type: FIN Finding 
The facility's corrective action program was effective. 
The licensee was effective at identifying problems and entering these problems into the corrective action program. The licensee's self-assessments 
were found to be effective as evidenced by the identification of a deficiency involving the corrective action followup process, which was also 
identified by the team. The licensee effectively prioritized the extent to which issues would be evaluated consistent with their safety and risk 
significance and established appropriate schedules for implementation of corrective actions. With the exception of two examples, the licensee 
implemented corrective actions that were timely and effective. The team concluded that these two examples were isolated and were not indicative 
of current licensee performance in the corrective action area. 
Inspection Report# : 2000009(pdf)  

Last modified : March 01, 2002 
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San Onofre 3 

Initiating Events 

Significance:  Jun 16, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadvertent reactor cavity leakage to SG 2E088 
The inspectors identified a noncited violation for a lapse in procedural compliance that resulted in a leak path for water from the 
reactor refueling cavity across a steam generator nozzle dam to the cold leg side of Steam Generator 2E088. This was a violation of 
10 CFR Part 50, Appendix B, Criterion V. This issue was more than minor because it resulted in an inadvertent leak from the reactor 
coolant system of approximately 1500 gallons. The finding was considered to have very low safety significance because the leak 
rate was very small (approximately 0.3 gallons per minute), and the leak was quickly isolated once it was identified. This violation is 
in the licensee's corrective action program as Action Request 020601156.  
Inspection Report# : 2002002(pdf)  

Significance:  Apr 07, 2000 
Identified By: Licensee 
Item Type: FIN Finding 
Operator performance contributed to dropping a control element assembly. 
Licensed operators responding to a control element assembly timer failure alarm skipped steps in the procedure for placing a control 
element assembly on the maintenance hold bus. Although allowed by procedure, this omission, combined with the initial electrical 
problem, caused the control element assembly to drop, which resulted in a plant transient. The issue was characterized as a "green" 
finding using the significance determination process. This issue was determined to be of very low significance because mitigation 
equipment was not affected.  
Inspection Report# : 2000006(pdf)  

Mitigating Systems 

Significance:  Mar 23, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Lack of corrective actions for screenwash system water hammer 
The inspectors identified a noncited violation for the licensee's lack of corrective action to mitigate a water hammer condition in 
screenwash system piping until prompted by the inspectors. This issue was more than minor because this condition had the 
potential to affect the operability of the safety-related saltwater cooling pumps. This was a violation of 10 CFR Part 50, Appendix B, 
Criteria XVI. The finding was considered to have very low safety significance because the screenwash piping remained within ANSI 
codes for allowable stress, no actual rupture of screenwash piping occurred, and the operability of the saltwater cooling pumps was 
not actually affected by the condition This violation is in the licensee's corrective action program as Assignment 26 to Action Request 
010300938. 
Inspection Report# : 2001014(pdf)  

Significance:  Mar 23, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Inoperable train of the CREACUS system 
Operators did not properly change the recorder paper and therefore unknowingly caused the flow-indicating controller and one train 
of the control room emergency air cleanup system to be inoperable. This issue was more than minor because it had the potential to 
affect the integrity of the control room envelope. This was a violation of Technical Specifications 3.0.4 and 3.0.3 for Units 2 and 3, 
respectively, and was characterized as a noncited violation. This finding was of very low safety significance because the issue only 
represented a degradation of the radiological barrier function of the control room. This violation is in the licensee's corrective action 
program as Action Request 011001218. 
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Inspection Report# : 2001014(pdf)  

Significance:  Mar 09, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate measures to assure that design basis information is correctly translated and maintained 
A noncited violation of 10 CFR Part 50, Appendix B, Criterion III, "Design Control," was identified, with two examples, for having 
inadequate measures to assure that the design basis of the shutdown cooling heat exchangers, and safety-related room coolers 
supplied by the emergency chilled water system, were correctly translated into procedures or were maintained, respectively. This 
violation is being treated as a noncited violation consistent with Section VI.A of the NRC Enforcement Policy. This violation was 
entered into the licensee's corrective action program as Action Requests 000401144 and 010300419. The violation was of very low 
safety significance because: (1) there were no audible indications of damage to the shutdown cooling heat exchangers and there 
was not a history of leaks for the heat exchangers; and (2) the total emergency chilled water flow exceeded the system design basis 
and the preliminary test data, along with calculations, provide assurance that adequate flow can be supplied to each safety-related 
room cooler. 
Inspection Report# : 2001003(pdf)  

Significance:  Feb 03, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Overfill of condensate storage tank 
The team identified a noncited violation for the licensee's failure to properly implement procedures which resulted in a valve 
misalignment that rendered a secondary auxiliary feedwater supply inoperable (TS 5.5.1.1.a). This finding was of very low safety 
significance because a nonsafety makeup water source was available and all other emergency core cooling equipment remained 
operable. In addition, since the unit had just exited a refueling outage and had a low reactor decay heat load, operators would have 
had significantly more time to restore the secondary auxiliary feedwater supply as a source of water. 
Inspection Report# : 2001005(pdf)  

Significance:  Jan 06, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate corrective actions for containment spray alignment verification 
The inspectors identified that, although the licensee discovered deficiencies in the performance of the containment spray monthly 
alignment checks in both units (Technical Specification Surveillance Requirement 3.6.6.1.1), the licensee failed to implement 
corrective actions to correct the deficiencies. Therefore, for the next 6 months, the licensee did not always conduct the system 
monthly alignment as required by Technical Specifications. The licensee ultimately re-identified the same deficiencies in the monthly 
alignment check and corrected the problem. This was a violation of 10 CFR Part 50, Appendix B, Criterion XVI, which requires that 
conditions adverse to quality be promptly identified and corrected. This violation is being treated as a noncited violation, consistent 
with Section VI.A.1 of the NRC Enforcement Policy. This violation is in the licensee's corrective action program as Action Request 
001201139. Additionally, during review of the second occurrence, the licensee failed to discover that the issue had been previously 
identified until so informed by the inspectors. Human performance in the review of the initial Action Request was inadequate and 
directly caused the failure to implement corrective actions. Using the significance determination process the inspectors determined 
that the issue was of very low significance because the system was in the correct valve alignment and remained operable. 
Inspection Report# : 2000015(pdf)  

Significance: SL-IV Jan 06, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to report missed surveillance 
The licensee failed to submit a licensee event report within 30 days of the discovery of a reportable condition in both units. The 
licensee ultimately reported the condition 6 months later when the same situation was re-identified. This was a violation of 10 CFR 
50.73(d). This Severity Level IV violation is being treated as a noncited violation, consistent with Section VI.A.1 of the NRC 
Enforcement Policy. This violation is in the licensee's corrective action program as Action Request 001201139. Human performance 
in the review of the initial Action Request was inadequate and directly caused the failure to submit a licensee event report. This 
issue had no credible impact on safety and was not evaluated using the significance determination process. However, this issue had 
the potential for impacting the NRC's ability to perform its regulatory function and is therefore being documented. 
Inspection Report# : 2000015(pdf)  

Significance:  Nov 02, 2000 

Page 2 of 91Q/2002 Inspection Findings - San Onofre 3



Identified By: Licensee 
Item Type: FIN Finding 
Common boration flowpath closed during Mode 4 
Operators rendered both boration flowpaths required by Technical Specification 3.1.9 inoperable by closing a normally locked-open 
valve in the common flowpath during Mode 4 valve testing. This event occurred during the Cycle 10 refueling outages (1998) for 
both Units 2 and 3. At the time, the licensee did not realize that the condition was not allowed and therefore did not enter Technical 
Specification 3.0.3. However, the licensee satisfied the required actions of Technical Specification 3.0.3, so a violation did not occur. 
Although required by the licensee's Technical Specifications, boration capability is not required in Mode 4 in the current Generic 
Standard Technical Specifications, as boration is not important or urgent in accident mitigation from Mode 4 conditions. Using the 
significance determination process the inspectors determined that the issue was of very low significance.  
Inspection Report# : 2000015(pdf)  

Significance:  Oct 14, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
CREACUS boundary in-leakage outside the design basis. 
The licensee determined that air in-leakage into the control room emergency air cleanup system was outside the design basis. The 
condensate drain lines to both normal air conditioner units and several tears in an expansion boot provided a pathway for unfiltered 
air. The licensee determined that both conditions existed for several years, and that the aggregate unfiltered air in-leakage exceeded 
the limit assumed in the Updated Final Safety Analysis Report. This was a violation of 10 CFR Part 50, Appendix B, Criterion III, 
"Design Control." This violation is being treated as a noncited violation, consistent with Section VI.A of the NRC Enforcement Policy. 
This violation is in the licensee's corrective action program as Action Request 000400061. The licensee determined that the 
radiological consequences to control room occupants would meet the 10 CFR Part 50, Appendix A, Criterion 19, control room 
habitability dose limits during a design basis event. Using the significance determination process, the inspectors determined that the 
issue was of very low safety significance (green) because the dose to control room occupants would not have exceeded general 
design criterion limits. 
Inspection Report# : 2000013(pdf)  

Significance:  Sep 27, 2000 
Identified By: NRC 
Item Type: FIN Finding 
CREACUS not seismically qualified 
The licensee reported (Licensee Event Report 50-361; 362/2000-010-00) that a cracked weld on the electrical power supply conduit 
coupling connection for the Train B control room emergency air cleanup system recirculation fan could prevent the train from 
performing its safety function during a seismic event. The issue is in the licensee's corrective action program as Action Request 
000801751. The issue was of very low safety significance, because only one cornerstone was involved, only one train was affected, 
and there was no actual loss of safety function. 
Inspection Report# : 2001003(pdf)  

Significance:  Aug 26, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to implement timely corrective actions for corroded-open ventilation dampers. 
The licensee failed to implement timely corrective actions after a damper in the ventilation system for the saltwater cooling pump 
rooms was found stuck open because of excessive corrosion and a linkage arm that was found missing in December 1999. This was 
a violation of 10 CFR Part 50, Appendix B, Criterion XVI, which requires that conditions adverse to quality be promptly identified and 
corrected. The damper was not completely repaired and similar dampers, later found stuck open, were not promptly corrected. This 
violation is being treated as a noncited violation, consistent with Section VI.A of the NRC Enforcement Policy. This violation is in the 
licensee's corrective action program as Action Request 000801431. Using the significance determination process the inspectors 
determined that the issue was of very low safety significance (green) because the saltwater cooling pumps remained operable. 
Inspection Report# : 2000010(pdf)  

Significance:  Aug 26, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to perform response time surveillance of LOVS relays because of inadequate corrective actions. 
The licensee failed to include all required relay paths in its biennial response time testing of loss of voltage circuits. The inspectors 
identified that the test procedure did not include the 127X1 relays. When tested, 4 of the 16 relays failed the acceptance criteria 
specified in Surveillance Requirement 3.3.7.3. The relays had been functionally tested satisfactorily, but the response time had not 
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been tested since 1997. This deficiency had been previously identified by the licensee in 1997, as documented in Licensee Event 
Report 361; 362/1997-001-03. At that time the licensee tested the relays using maintenance orders. However, the licensee failed to 
update the surveillance procedure, as it committed to do in the licensee event report, resulting in the relays not being tested during 
the 1999 performance of the surveillance procedure. The failure to correct the procedures in a timely manner was a violation of 10 
CFR Part 50, Appendix B, Criterion XVI, which requires that conditions adverse to quality be promptly identified and corrected. This 
violation is being treated as a noncited violation, consistent with Section VI.A of the NRC Enforcement Policy. This violation is in the 
licensee's corrective action program as Action Request 000800580. The licensee determined that the as-found response time of the 
relays, while less than the minimum allowed value specified in the surveillance requirement, was within the limits of the licensee's 
safety analysis. The inspectors used the significance determination process and determined that the condition was of very low safety 
significance because operability of the system was not adversely affected. 
Inspection Report# : 2000010(pdf)  

Significance:  Jul 08, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to record unacceptable servo position as unsatisfactory during AFW pump surveillance test. 
On three separate occasions, operators recorded out-of-specification servo housing positions for the turbine-driven Auxiliary 
Feedwater Pump 3P140 governor, but failed to recognize that the measurement did not meet the procedural acceptance criteria. In 
addition, senior reactor operators failed to identify the unacceptable conditions during their review of the test results. These 
occurrences constituted three examples of a violation of Technical Specification 5.5.1.1.a for failure to follow procedure. This 
violation is being treated as a noncited violation, consistent with Section VI.A of the NRC Enforcement Policy. This violation is in the 
licensee's corrective action program as Action Request 000501616. Using the significance determination process, the inspectors 
determined that the issue was of very low safety significance because the condition did not affect the operability of the auxiliary 
feedwater pump. 
Inspection Report# : 2000007(pdf)  

Significance:  Jun 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to monitor SWC system performance as required. 
The licensee failed to correctly count unavailability hours for the Unit 2, Train B, and Unit 3, Train A, saltwater cooling system. This 
error resulted in these trains exceeding the licensee's performance criteria, which were therefore required to have been monitored 
under 10 CFR 50.65(a)(1). The licensee failed to set goals and monitor these trains of saltwater cooling, as required by 10 CFR 
50.65(a)(1), as a result of the preventive maintenance program not effectively controlling the performance of the systems. This 
violation is being treated as a noncited violation, consistent with Section VI.A of the NRC Enforcement Policy. This violation is in the 
licensee's corrective action program as Action Request 000700218. The inspectors determined that the failure to establish 
performance goals and corrective actions to achieve those goals resulted in the systems being less available, which was a credible 
impact on safety. Using the significance determination process, the inspectors determined that the issue was of very low safety 
significance (green) because operability of the trains was not affected beyond the allowed outage times specified in the Technical 
Specifications. 
Inspection Report# : 2000010(pdf)  

Significance:  May 20, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Scaffolding standoff distance less than allowable by procedure. 
The licensee failed to follow its procedure for scaffolding erection, in that the inspectors identified multiple examples of inadequate 
standoff distances between the scaffolding and safety-related components of the safety injection and shutdown cooling systems in 
both units. This was a noncited violation of Technical Specification 5.5.1.1.a, which requires that procedures be followed. The 
licensee's initial corrective actions were prompt but not thorough. The licensee subsequently identified additional examples of 
inadequate standoff distances in scaffolding around other safety systems, indicating that the problem was programmatic. The 
violation was in the licensee's corrective action program as Action Requests 000401202 and 000401588. The issue was 
characterized as a "green" finding using the significance determination process. No components were rendered inoperable; 
therefore, the issue was determined to be of very low significance.  
Inspection Report# : 2000006(pdf)  

Significance:  May 20, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
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Incorrect operability curves for saltwater cooling. 
The inspectors identified that licensee design engineers failed to correctly translate the design basis required minimum saltwater 
cooling flow into operability curves used by Station Technical engineers. This was a noncited violation of 10 CFR Part 50, Appendix 
B, Criterion III. The violation is in the licensee's corrective action program as Action Request 000400107. The issue was 
characterized as a "green" finding using the significance determination process. The operability curves were nonconservative; 
however, they did not result in any incorrect saltwater cooling operability assessments during the last 2 years; consequently, this 
issue was determined to be of very low significance. 
Inspection Report# : 2000006(pdf)  

Significance:  May 20, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Design issue renders air-operated saltwater cooling valve inoperable. 
The licensee determined that one Unit 2 Train A saltwater cooling pump discharge isolation valve was inoperable since November 
1998 as the result of the recognition that leakage from emergency air accumulators could result in the valve not remaining in its 
safety position following a loss of instrument air. Although the redundant pump and valve in Train A were generally available, they 
were not aligned for automatic operation. Consequently, Train A was inoperable for extended periods while the affected pump and 
valve were aligned for service. This was a noncited violation of Technical Specification 3.7.8 and was is in the licensee's corrective 
action program as Action Requests 000401454 and 000500354. All of the saltwater cooling pump discharge valves, and the 
component cooling water return isolation valves from shutdown cooling heat exchangers, in both units, were incrementally found to 
be inoperable before more rigorous analysis showed only one valve had been inoperable. The inspectors identified a significant 
error in the licensee's initial operability assessment that resulted in all Train A saltwater cooling pump discharge isolation valves 
being considered inoperable before the final evaluation was completed. The issue was characterized as a "green" finding using the 
significance determination process. The inspectors agreed with the licensee's determination that both trains of saltwater cooling 
were functional, although manual operator actions were required to align redundant equipment. Phase 3 of the significance 
determination process, performed by a Senior Reactor Analyst in conjunction with the licensee, accounted for both internal and 
external events, which, in part, may result in the loss of instrument air, concluded that the issue was of very low significance.  
Inspection Report# : 2000006(pdf)  

Significance:  Apr 21, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Prior to initial startup, the licensee failed to identify an analyze for additional axial pipe stress that resulted from a 
modification 
The licensee failed to account for additional axial loading induced on the inlet nozzles of the component cooling water pumps 
through bellows-type expansion joints when a modification introduced a credible single failure with the potential to increase 
maximum system pressure. The initial stress analysis assumed a 50 psig suction pressure, but the single failure was calculated to 
result in pressure up to 72 psig. This was considered to be potentially significant, because component cooling water removes heat 
from essential components required for normal and emergency shutdown of the plant. The licensee calculated the additional stress 
to verify the safety function performance of the pumps under the new conditions. The analytical result confirmed that the issue was 
of very low risk significance and there was no actual loss of safety function. 
Inspection Report# : 2000003(pdf)  

Significance:  Apr 21, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Current configuration outside design basis for ECCS room temperature in Units 2 & 3 
The team identified a condition in both trains of emergency core cooling for both units where the pump rooms were outside the 
design basis for assuring operability. The team observed that most of the emergency core cooling system piping, valves, pumps, 
and equipment in these rooms was not thermally insulated. These rooms contained the emergency core cooling system high 
pressure safety injection, low pressure safety injection, and containment spray pumps, along with associated piping, valves, and 
instrumentation. The noninsulated piping was contrary to the assumptions used in the design basis calculations to determine the 
heat loads in these rooms. The heat loads from these calculations had been used in turn as the design bases for sizing the room 
emergency coolers. Therefore, the room coolers were undersized and would not maintain the environmental conditions needed to 
satisfy the analysis for the design basis accident to assure adequate performance of the safety-related components and systems 
located in the affected rooms. The licensee's staff used conservative assumptions to determine the worst conditions that would exist 
in the rooms during the design basis accident and recovery. The equipment and commodity items in the rooms were verified as 
capable of performing under the predicted conditions. This was identified as a noncited violation (50-361;362/0003-01) of Criterion III 
of Appendix B to 10 CFR Part 50 consistent with Section VI.A of the NRC Enforcement Policy, and was placed in the licensee's 
corrective action system as Action Request 000401086, dated April 19, 2000. 
Inspection Report# : 2000003(pdf)  
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Significance:  Apr 21, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Operating procedures not corrected to address credible single and loss of design basis for control room HVAC 
Failure to change procedures affected by a design change to the air flow detection in both trains of the control room ventilation 
recirculating system, introduced a credible single failure that was not previously identified. The current method of detecting and 
measuring control room ventilation flow would not result in a supply fan shutdown when a loss of the train recirculating fan occurred 
due to loss of power, if the train supply and recirculating fans were powered from different units. Therefore, in a design basis 
accident the control room supply fan would have continued to operate and discharge potentially radioactive air directly into the 
control room through return ducts and registers, bypassing the recirculating system high efficiency particulate air filter and gaseous 
absorption train. As a result, the design basis for the control room environment would not have been met, and there could have been 
a potential whole-body radiation exposure to the control room operators, beyond regulatory limits. Procedures, policies, and 
practices in effect during the inspection, did not preclude operation in the configuration that could result in the scenario of concern, 
or warn the operators that the condition could occur. The team assessed the condition and determined it to be GREEN with the 
inappropriate system lineup. However, system operability concerns became moot when the licensee put the power supplies for the 
system trains under administrative configuration control. The team identified this issue as a noncited violation (50-361;362/0003-02 ) 
of Criterion III of Appendix B to 10 CFR Part 50, consistent with Section VI.A of the NRC Enforcement Policy. The condition resulting 
in the violation was entered into the licensee's corrective action system as Action Request 000400949, dated April 17, 2000. 
Inspection Report# : 2000003(pdf)  

Barrier Integrity 

Emergency Preparedness 
Significance: N/A Aug 26, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Drill performance affected by scenario foreknowledge. 
Performance during some of the 10 emergency preparedness drills, all of which used the same scenario, was affected by scenario 
foreknowledge. Some operators were able to hear elements of the scenario over the public address systems during a morning drill 
before they participated in the afternoon drill. Also, some personnel participated in more than one drill. Drill performance is 
measured and reported as a performance indicator and, if credit for correctly performing critical tasks (event classification, event 
notification, and protective action recommendations) is given when the performer or direct advisors have foreknowledge of the 
correct outcome, the performance indicator might not be valid. Therefore, this has the potential to affect the ability of the NRC to 
perform its regulatory function. This issue had no credible impact on safety and was not evaluated using the significance 
determination process because it did not involve a failure to meet or implement a planning standard or other regulatory requirement.
Inspection Report# : 2000010(pdf)  

Occupational Radiation Safety 

Significance:  Jan 11, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Release of radioactive material from the restricted area 
Technical Specification 5.5.1 requires procedures for the control of radioactivity. Procedure SO123-VII-20.9.2, "Material Release 
Surveys," Revision 3, Section 6.1, states that the criterion for items released from the Restricted Area is, "No detectable licensed 
activity above background." On both August 18, 2000, and October 31, 2001, the licensee identified an example in which detectable 
radioactive material was inadvertently released from the restricted area. These two events were entered into the licensee's 
corrective action program as Action Requests AR 000800974 and AR 011001703. The safety significance of this finding was 
determined to very low by the Public Radiation Safety Significance Determination Process because the public exposure associated 
with each item was less than 5 millirem and there were fewer than 6 events. 
Inspection Report# : 2002003(pdf)  
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Significance:  Aug 31, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to post a radiation area 
10 CFR Part 20.1902 requires an area with radiation levels greater than 5 millirem per hour, but less than or equal to 100 millirem 
per hour, to be posted as a radiation area. On February 1, 2001, the licensee identified that a flatbed trailer with radiation levels as 
high as 60 millirem per hour on contact and 10 millirem per hour at 30 centimeters was not posted as a radiation area. This event is 
described in the licensee's corrective action program, reference Action Request 010200033. This is being treated as a noncited 
violation. The safety significance of this finding was determined to be very low by the Occupational Radiation Safety Significance 
Determination Process because there was no overexposure or substantial potential for an overexposure and the ability to assess 
dose was not compromised. 
Inspection Report# : 2001011(pdf)  

Public Radiation Safety 

Physical Protection 

Significance:  Oct 31, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Incomplete vehicle search 
The inspectors identified a noncited violation for the failure of Security personnel, until prompted by the inspectors, to perform a 
complete search of a station fire truck prior to the truck entering the protected area. This was a violation of the Physical Security 
Plan. A human performance deficiency in the search of the vehicle directly contributed to the violation. This finding was of very low 
safety significance because the inspectors prompted Security personnel to complete the search prior to allowing the vehicle into the 
protected area (Section 3PP2.2). 
Inspection Report# : 2001012(pdf)  

Significance:  Oct 09, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Loss of visual contact with visitors 
The inspectors identified a noncited violation for the failure of a licensee employee to maintain visual contact with visitors while 
performing escort duties. The escort entered a vital area and left the visitors on the opposite side of the door, unattended, in the 
protected area. This was a violation of the Physical Security Plan. A human performance deficiency in the escorting of visitors 
directly contributed to the violation. This finding was of very low safety significance because of the short duration the visitors were 
left unattended and subsequently observed by the inspectors. 
Inspection Report# : 2001012(pdf)  

Significance:  Aug 24, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Reduction in Security Plan Effectivenss 
The inspector identified a noncited Severity Level IV violation, which also had very low safety significance, involving a decrease in 
the effectiveness of the training and qualification and contigency plans in violation of 10 CFR 50.54(p). During a review of Revision 
22 to the licensee Training and Qualifications Plan, dated September 29, 200, and Revision 24 to the Safeguards Contingency Plan, 
dated August 29, 2000, the inspector determined that one change to both plans was a reduction in plan effectiveness. The 
previously approved plans committed to batons and corresponding raining in support of contingency plan requirements for response 
to riots and civil disturbances; however, the changes to the plans removed the requirements to have batos and training without 
substituting equivalent equipment to support the contingency plan requirement. This violation is being treated as a noncited violation 
consistent with Section VI.A.1 of the NRC Enforcement Policy. This violation is in the licensee's corrective action program as AR 
001001889. The safety significance of this finding was determined to be very low by the Physical Protection Significance 
Determination Process, because there were less than two similar findings in the last four quarters. The issue represented a credible 
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impact on safety because the failure to provide equipment necessary to support the requirements of the Safeuqards Contingency 
Plan could result in unauthorized access to the protected area. In addition, the reduction in plan effectiveness was a violation of 10 
CFR 50.54(p). Further, a 10 CFR 50.54(p) plan change that decreased plan effectiveness impeded the regulatory process because 
it prevented the NRC from reviewing the matter prior to implementation. 
Inspection Report# : 2001019(pdf)  

Significance:  Aug 24, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inaccurate Information Submitted to NRC 
A noncited Severity Level IV violation was identified for failure to provide accurate information to the NRC in accordance with the 
requirements of 10 CFR 50.9. The licensee submitted a "white paper" to the NRC on Cotober 17, 2000, to provide information to 
dispute the issue involving the 10 CFR 50.54(p) change associated with the use of the batons. A portion of that document stated 
that, "Based on agreements with the FBI, it was determined the FBI was better equipped/trained to handle public disturbances at the 
site." Based on subsequent inspection, the NRC determined that the FBI was not better equipped/trained to handle public 
disturbances. The failure to provide accurate information to the NRC impeded the regulatory process in that the NRC could have 
incorrectly approved the plan change based on the information presented in the "white paper." This Severity Level IV violation is 
being treated as a noncited violation consistent with Section IV.A.1 of the NRC Enforcement Policy. This severity Level IV violation is 
in the licensee's corrective action program as AR 010101660-08 
Inspection Report# : 2001019(pdf)  

Significance:  May 09, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Vulnerability in Protective Strategy 
During an Operational Safeguards Response Evaluation conducted on November 28-29, 2000, a vulnerability in the licensee's 
protective strategy was identified that could have resulted in the simulated loss of a target set. Further details (safeguards 
information) are available in NRC Inspection Report 50-361;-362/2000-17. The issue was entered into the licensee's corrective 
action program as Action Request 001200130. The safety significance of this finding was determined to be very low by the Physical 
Protection Significance Determination Process because it was not repeatable or predictable. The issue was more than minor 
because the potential loss of a target set represents a credible impact on safety and impacts a key performance attribute of the 
Physical Protection Cornerstone. 
Inspection Report# : 2000017(pdf)  
Inspection Report# : 2001009(pdf)  

Significance:  May 09, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Lack of Response Force Timelines 
During an Operational Safeguards Response Evaluation conducted on November 28-29, 2000, the inspectors determined that the 
licensee had not developed response force timelines which could have affected the licensee's and the NRC inspection team's ability 
to evaluate its protective strategy. Further details (safeguards information) are available in Inspection Report 50-361;-362/2000-17. 
The issue was entered into the licensee's corrective action program as Action Request 001200130. The safety significance of this 
finding was determined to be very low by the Physical Protection Significance Determination Process because there had not been 
more than two similar findings in the past year. The issue was more than minor because the lack of response force timelines is a 
vulnerability in safeguards plans that represents a credible impact on safety and impacts a key performance attribute of the Physical 
Protection Cornerstone. 
Inspection Report# : 2000017(pdf)  
Inspection Report# : 2001009(pdf)  

Significance:  Jul 21, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to identify and post a protected area breach. 
The licensee created a breach of the protected area boundary during the removal of a Unit 1 turbine plant cooling water system 
spool piece and failed to identify and post the breached boundary with a security guard for 6 days. This violation of the physical 
security plan is being treated as a Non-Cited Violation, consistent with Section VI.A of the NRC Enforcement Policy. This violation is 
in the licensee's corrective action program as Action Request 991100485. This issue was determined to be of very low risk 
significance because of the difficulty for an individual to enter the protected area through the breached pathway. Even though the 
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issue was a vulnerability of a safeguards system, using the physical protection significance determination process, the team 
characterized the issue as green because it did not involve an intrusion and there were no additional similar findings in the past four 
quarters. 
Inspection Report# : 2000009(pdf)  

Miscellaneous 
Significance: N/A Jul 20, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Licensee's problem identification and resolution program was effective 
The licensee identified, evaluated, prioritized, and correct problems in a timely and effective manner, consistent with risk and safety 
significance. However, there were isolated instances in which the licensee missed an opportunity for early problem identification, did 
not formulate corrective actions for all identified causes, and implemented corrective actions that were not effective in preventing 
recurrence of a problem. Licensee audits and assessments critically assessed the licensee's problem identification and resolution 
activity and identified needs for improvement in a number of areas including performance of 10CFR50.59 evaluations, establishment 
of realistic due dates, and the probing and evaluative quality of organizational quarterly self-assessments. During inspection 
interviews, workers at the site expressed no reservations to input safety issues into the problem identification and resolution 
program. 
Inspection Report# : 2001007(pdf)  

Significance: N/A Jul 21, 2000 
Identified By: NRC 
Item Type: FIN Finding 
The facility's corrective action program was effective. 
The licensee was effective at identifying problems and entering these problems into the corrective action program. The licensee's 
self-assessments were found to be effective as evidenced by the identification of a deficiency involving the corrective action followup 
process, which was also identified by the team. The licensee effectively prioritized the extent to which issues would be evaluated 
consistent with their safety and risk significance and established appropriate schedules for implementation of corrective actions. 
With the exception of two examples, the licensee implemented corrective actions that were timely and effective. The team concluded 
that these two examples were isolated and were not indicative of current licensee performance in the corrective action area. 
Inspection Report# : 2000009(pdf)  

Last modified : July 22, 2002 
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San Onofre 3 

Initiating Events 

Significance:  Jun 16, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadvertent reactor cavity leakage to SG 2E088 
The inspectors identified a noncited violation for a lapse in procedural compliance that resulted in a leak path for water 
from the reactor refueling cavity across a steam generator nozzle dam to the cold leg side of Steam Generator 2E088. 
This was a violation of 10 CFR Part 50, Appendix B, Criterion V. This issue was more than minor because it resulted 
in an inadvertent leak from the reactor coolant system of approximately 1500 gallons. The finding was considered to 
have very low safety significance because the leak rate was very small (approximately 0.3 gallons per minute), and the 
leak was quickly isolated once it was identified. This violation is in the licensee's corrective action program as Action 
Request 020601156.  
Inspection Report# : 2002002(pdf)  

Significance:  Feb 27, 2002 
Identified By: NRC 
Item Type: FIN Finding 
Failure to take effective measures to control maintenance activities in the switchyard. 
On February 27, 2002, the licensee, contrary to procedural expectations, failed to provide adequate oversight of 
switchyard maintenance activities which resulted in a complete loss of offsite power to Unit 3. Specifically, the 
licensee's procedure for controlling maintenance activities in the switchyard, Technical Procedure SO123-V.2.10, 
"Switchyard Work Performance," Revision 3, had a stated goal to control work within the switchyard, especially when 
the work may adversely effect unit availability. Contrary to this stated goal: (1) the licensee allowed San Diego Gas & 
Electric personnel to perform Breaker Failure Local Backup relay testing on the de-energized Southwest Bus of the of 
the San Diego Gas & Electric portion of the San Onofre Nuclear Generating Station's switchyard without this activity 
having been reviewed by the Switchyard Oversight Committee; and (2) the licensee allowed San Diego Gas & Electric 
relay technician to perform this activity without any oversight or precautionary brief, even though only one remaining 
bus was available to provide offsite power to Unit 3. The San Diego Gas & Electric relay technician, due to 
misunderstanding the limits set forth in the work request, exceeded the authorized work scope and chose to test the 
cross bus trip signal between the southwest bus and the southeast bus. While performing this activity, the technician 
failed to isolate the relay from the rest of the bus. Subsequently, the resulting signal tripped all the breakers connected 
to the southeast bus, including the Unit 3 main transformer breaker and Unit 3 reserve auxiliary transformer breakers. 
This caused the Unit 3 main turbine/generator to trip, the reactor tripped, plus both emergency diesel generators and 
auxiliary feedwater started. This finding was evaluated under the risk significance determination process as having very 
low safety significance since there was no actual loss of safety function, i.e., the emergency diesel generators started 
successfully and the reactor coolant pumps continued to operate with power from Unit 2. The licensee placed this issue 
in their corrective action program as Action Request 020201440-5. 
Inspection Report# : 2002008(pdf)  

Significance:  Apr 07, 2000 
Identified By: Licensee 
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Item Type: FIN Finding 
Operator performance contributed to dropping a control element assembly. 
Licensed operators responding to a control element assembly timer failure alarm skipped steps in the procedure for 
placing a control element assembly on the maintenance hold bus. Although allowed by procedure, this omission, 
combined with the initial electrical problem, caused the control element assembly to drop, which resulted in a plant 
transient. The issue was characterized as a "green" finding using the significance determination process. This issue was 
determined to be of very low significance because mitigation equipment was not affected.  
Inspection Report# : 2000006(pdf)  

Mitigating Systems 

Significance:  Mar 23, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Lack of corrective actions for screenwash system water hammer 
The inspectors identified a noncited violation for the licensee's lack of corrective action to mitigate a water hammer 
condition in screenwash system piping until prompted by the inspectors. This issue was more than minor because this 
condition had the potential to affect the operability of the safety-related saltwater cooling pumps. This was a violation 
of 10 CFR Part 50, Appendix B, Criteria XVI. The finding was considered to have very low safety significance because 
the screenwash piping remained within ANSI codes for allowable stress, no actual rupture of screenwash piping 
occurred, and the operability of the saltwater cooling pumps was not actually affected by the condition This violation is 
in the licensee's corrective action program as Assignment 26 to Action Request 010300938. 
Inspection Report# : 2001014(pdf)  

Significance:  Mar 23, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Inoperable train of the CREACUS system 
Operators did not properly change the recorder paper and therefore unknowingly caused the flow-indicating controller 
and one train of the control room emergency air cleanup system to be inoperable. This issue was more than minor 
because it had the potential to affect the integrity of the control room envelope. This was a violation of Technical 
Specifications 3.0.4 and 3.0.3 for Units 2 and 3, respectively, and was characterized as a noncited violation. This 
finding was of very low safety significance because the issue only represented a degradation of the radiological barrier 
function of the control room. This violation is in the licensee's corrective action program as Action Request 011001218.
Inspection Report# : 2001014(pdf)  

Significance:  Mar 09, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate measures to assure that design basis information is correctly translated and maintained 
A noncited violation of 10 CFR Part 50, Appendix B, Criterion III, "Design Control," was identified, with two 
examples, for having inadequate measures to assure that the design basis of the shutdown cooling heat exchangers, and 
safety-related room coolers supplied by the emergency chilled water system, were correctly translated into procedures 
or were maintained, respectively. This violation is being treated as a noncited violation consistent with Section VI.A of 
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the NRC Enforcement Policy. This violation was entered into the licensee's corrective action program as Action 
Requests 000401144 and 010300419. The violation was of very low safety significance because: (1) there were no 
audible indications of damage to the shutdown cooling heat exchangers and there was not a history of leaks for the heat 
exchangers; and (2) the total emergency chilled water flow exceeded the system design basis and the preliminary test 
data, along with calculations, provide assurance that adequate flow can be supplied to each safety-related room cooler.
Inspection Report# : 2001003(pdf)  

Significance:  Feb 03, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Overfill of condensate storage tank 
The team identified a noncited violation for the licensee's failure to properly implement procedures which resulted in a 
valve misalignment that rendered a secondary auxiliary feedwater supply inoperable (TS 5.5.1.1.a). This finding was of 
very low safety significance because a nonsafety makeup water source was available and all other emergency core 
cooling equipment remained operable. In addition, since the unit had just exited a refueling outage and had a low 
reactor decay heat load, operators would have had significantly more time to restore the secondary auxiliary feedwater 
supply as a source of water. 
Inspection Report# : 2001005(pdf)  

Significance:  Jan 06, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate corrective actions for containment spray alignment verification 
The inspectors identified that, although the licensee discovered deficiencies in the performance of the containment 
spray monthly alignment checks in both units (Technical Specification Surveillance Requirement 3.6.6.1.1), the 
licensee failed to implement corrective actions to correct the deficiencies. Therefore, for the next 6 months, the licensee 
did not always conduct the system monthly alignment as required by Technical Specifications. The licensee ultimately 
re-identified the same deficiencies in the monthly alignment check and corrected the problem. This was a violation of 
10 CFR Part 50, Appendix B, Criterion XVI, which requires that conditions adverse to quality be promptly identified 
and corrected. This violation is being treated as a noncited violation, consistent with Section VI.A.1 of the NRC 
Enforcement Policy. This violation is in the licensee's corrective action program as Action Request 001201139. 
Additionally, during review of the second occurrence, the licensee failed to discover that the issue had been previously 
identified until so informed by the inspectors. Human performance in the review of the initial Action Request was 
inadequate and directly caused the failure to implement corrective actions. Using the significance determination 
process the inspectors determined that the issue was of very low significance because the system was in the correct 
valve alignment and remained operable. 
Inspection Report# : 2000015(pdf)  

Significance: SL-IV Jan 06, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to report missed surveillance 
The licensee failed to submit a licensee event report within 30 days of the discovery of a reportable condition in both 
units. The licensee ultimately reported the condition 6 months later when the same situation was re-identified. This was 
a violation of 10 CFR 50.73(d). This Severity Level IV violation is being treated as a noncited violation, consistent 
with Section VI.A.1 of the NRC Enforcement Policy. This violation is in the licensee's corrective action program as 
Action Request 001201139. Human performance in the review of the initial Action Request was inadequate and 
directly caused the failure to submit a licensee event report. This issue had no credible impact on safety and was not 
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evaluated using the significance determination process. However, this issue had the potential for impacting the NRC's 
ability to perform its regulatory function and is therefore being documented. 
Inspection Report# : 2000015(pdf)  

Significance:  Nov 02, 2000 
Identified By: Licensee 
Item Type: FIN Finding 
Common boration flowpath closed during Mode 4 
Operators rendered both boration flowpaths required by Technical Specification 3.1.9 inoperable by closing a normally 
locked-open valve in the common flowpath during Mode 4 valve testing. This event occurred during the Cycle 10 
refueling outages (1998) for both Units 2 and 3. At the time, the licensee did not realize that the condition was not 
allowed and therefore did not enter Technical Specification 3.0.3. However, the licensee satisfied the required actions 
of Technical Specification 3.0.3, so a violation did not occur. Although required by the licensee's Technical 
Specifications, boration capability is not required in Mode 4 in the current Generic Standard Technical Specifications, 
as boration is not important or urgent in accident mitigation from Mode 4 conditions. Using the significance 
determination process the inspectors determined that the issue was of very low significance.  
Inspection Report# : 2000015(pdf)  

Significance:  Oct 14, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
CREACUS boundary in-leakage outside the design basis. 
The licensee determined that air in-leakage into the control room emergency air cleanup system was outside the design 
basis. The condensate drain lines to both normal air conditioner units and several tears in an expansion boot provided a 
pathway for unfiltered air. The licensee determined that both conditions existed for several years, and that the aggregate 
unfiltered air in-leakage exceeded the limit assumed in the Updated Final Safety Analysis Report. This was a violation 
of 10 CFR Part 50, Appendix B, Criterion III, "Design Control." This violation is being treated as a noncited violation, 
consistent with Section VI.A of the NRC Enforcement Policy. This violation is in the licensee's corrective action 
program as Action Request 000400061. The licensee determined that the radiological consequences to control room 
occupants would meet the 10 CFR Part 50, Appendix A, Criterion 19, control room habitability dose limits during a 
design basis event. Using the significance determination process, the inspectors determined that the issue was of very 
low safety significance (green) because the dose to control room occupants would not have exceeded general design 
criterion limits. 
Inspection Report# : 2000013(pdf)  

Significance:  Sep 27, 2000 
Identified By: NRC 
Item Type: FIN Finding 
CREACUS not seismically qualified 
The licensee reported (Licensee Event Report 50-361; 362/2000-010-00) that a cracked weld on the electrical power 
supply conduit coupling connection for the Train B control room emergency air cleanup system recirculation fan could 
prevent the train from performing its safety function during a seismic event. The issue is in the licensee's corrective 
action program as Action Request 000801751. The issue was of very low safety significance, because only one 
cornerstone was involved, only one train was affected, and there was no actual loss of safety function. 
Inspection Report# : 2001003(pdf)  
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Significance:  Aug 26, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to implement timely corrective actions for corroded-open ventilation dampers. 
The licensee failed to implement timely corrective actions after a damper in the ventilation system for the saltwater 
cooling pump rooms was found stuck open because of excessive corrosion and a linkage arm that was found missing in 
December 1999. This was a violation of 10 CFR Part 50, Appendix B, Criterion XVI, which requires that conditions 
adverse to quality be promptly identified and corrected. The damper was not completely repaired and similar dampers, 
later found stuck open, were not promptly corrected. This violation is being treated as a noncited violation, consistent 
with Section VI.A of the NRC Enforcement Policy. This violation is in the licensee's corrective action program as 
Action Request 000801431. Using the significance determination process the inspectors determined that the issue was 
of very low safety significance (green) because the saltwater cooling pumps remained operable. 
Inspection Report# : 2000010(pdf)  

Significance:  Aug 26, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to perform response time surveillance of LOVS relays because of inadequate corrective actions. 
The licensee failed to include all required relay paths in its biennial response time testing of loss of voltage circuits. 
The inspectors identified that the test procedure did not include the 127X1 relays. When tested, 4 of the 16 relays failed 
the acceptance criteria specified in Surveillance Requirement 3.3.7.3. The relays had been functionally tested 
satisfactorily, but the response time had not been tested since 1997. This deficiency had been previously identified by 
the licensee in 1997, as documented in Licensee Event Report 361; 362/1997-001-03. At that time the licensee tested 
the relays using maintenance orders. However, the licensee failed to update the surveillance procedure, as it committed 
to do in the licensee event report, resulting in the relays not being tested during the 1999 performance of the 
surveillance procedure. The failure to correct the procedures in a timely manner was a violation of 10 CFR Part 50, 
Appendix B, Criterion XVI, which requires that conditions adverse to quality be promptly identified and corrected. 
This violation is being treated as a noncited violation, consistent with Section VI.A of the NRC Enforcement Policy. 
This violation is in the licensee's corrective action program as Action Request 000800580. The licensee determined that 
the as-found response time of the relays, while less than the minimum allowed value specified in the surveillance 
requirement, was within the limits of the licensee's safety analysis. The inspectors used the significance determination 
process and determined that the condition was of very low safety significance because operability of the system was not 
adversely affected. 
Inspection Report# : 2000010(pdf)  

Significance:  Jul 08, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to record unacceptable servo position as unsatisfactory during AFW pump surveillance test. 
On three separate occasions, operators recorded out-of-specification servo housing positions for the turbine-driven 
Auxiliary Feedwater Pump 3P140 governor, but failed to recognize that the measurement did not meet the procedural 
acceptance criteria. In addition, senior reactor operators failed to identify the unacceptable conditions during their 
review of the test results. These occurrences constituted three examples of a violation of Technical Specification 
5.5.1.1.a for failure to follow procedure. This violation is being treated as a noncited violation, consistent with Section 
VI.A of the NRC Enforcement Policy. This violation is in the licensee's corrective action program as Action Request 
000501616. Using the significance determination process, the inspectors determined that the issue was of very low 
safety significance because the condition did not affect the operability of the auxiliary feedwater pump.
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Inspection Report# : 2000007(pdf)  

Significance:  Jun 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to monitor SWC system performance as required. 
The licensee failed to correctly count unavailability hours for the Unit 2, Train B, and Unit 3, Train A, saltwater 
cooling system. This error resulted in these trains exceeding the licensee's performance criteria, which were therefore 
required to have been monitored under 10 CFR 50.65(a)(1). The licensee failed to set goals and monitor these trains of 
saltwater cooling, as required by 10 CFR 50.65(a)(1), as a result of the preventive maintenance program not effectively 
controlling the performance of the systems. This violation is being treated as a noncited violation, consistent with 
Section VI.A of the NRC Enforcement Policy. This violation is in the licensee's corrective action program as Action 
Request 000700218. The inspectors determined that the failure to establish performance goals and corrective actions to 
achieve those goals resulted in the systems being less available, which was a credible impact on safety. Using the 
significance determination process, the inspectors determined that the issue was of very low safety significance (green) 
because operability of the trains was not affected beyond the allowed outage times specified in the Technical 
Specifications. 
Inspection Report# : 2000010(pdf)  

Significance:  May 20, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Scaffolding standoff distance less than allowable by procedure. 
The licensee failed to follow its procedure for scaffolding erection, in that the inspectors identified multiple examples 
of inadequate standoff distances between the scaffolding and safety-related components of the safety injection and 
shutdown cooling systems in both units. This was a noncited violation of Technical Specification 5.5.1.1.a, which 
requires that procedures be followed. The licensee's initial corrective actions were prompt but not thorough. The 
licensee subsequently identified additional examples of inadequate standoff distances in scaffolding around other safety 
systems, indicating that the problem was programmatic. The violation was in the licensee's corrective action program 
as Action Requests 000401202 and 000401588. The issue was characterized as a "green" finding using the significance 
determination process. No components were rendered inoperable; therefore, the issue was determined to be of very low 
significance.  
Inspection Report# : 2000006(pdf)  

Significance:  May 20, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Incorrect operability curves for saltwater cooling. 
The inspectors identified that licensee design engineers failed to correctly translate the design basis required minimum 
saltwater cooling flow into operability curves used by Station Technical engineers. This was a noncited violation of 10 
CFR Part 50, Appendix B, Criterion III. The violation is in the licensee's corrective action program as Action Request 
000400107. The issue was characterized as a "green" finding using the significance determination process. The 
operability curves were nonconservative; however, they did not result in any incorrect saltwater cooling operability 
assessments during the last 2 years; consequently, this issue was determined to be of very low significance. 
Inspection Report# : 2000006(pdf)  
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Significance:  May 20, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Design issue renders air-operated saltwater cooling valve inoperable. 
The licensee determined that one Unit 2 Train A saltwater cooling pump discharge isolation valve was inoperable since 
November 1998 as the result of the recognition that leakage from emergency air accumulators could result in the valve 
not remaining in its safety position following a loss of instrument air. Although the redundant pump and valve in Train 
A were generally available, they were not aligned for automatic operation. Consequently, Train A was inoperable for 
extended periods while the affected pump and valve were aligned for service. This was a noncited violation of 
Technical Specification 3.7.8 and was is in the licensee's corrective action program as Action Requests 000401454 and 
000500354. All of the saltwater cooling pump discharge valves, and the component cooling water return isolation 
valves from shutdown cooling heat exchangers, in both units, were incrementally found to be inoperable before more 
rigorous analysis showed only one valve had been inoperable. The inspectors identified a significant error in the 
licensee's initial operability assessment that resulted in all Train A saltwater cooling pump discharge isolation valves 
being considered inoperable before the final evaluation was completed. The issue was characterized as a "green" 
finding using the significance determination process. The inspectors agreed with the licensee's determination that both 
trains of saltwater cooling were functional, although manual operator actions were required to align redundant 
equipment. Phase 3 of the significance determination process, performed by a Senior Reactor Analyst in conjunction 
with the licensee, accounted for both internal and external events, which, in part, may result in the loss of instrument 
air, concluded that the issue was of very low significance.  
Inspection Report# : 2000006(pdf)  

Significance:  Apr 21, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Prior to initial startup, the licensee failed to identify an analyze for additional axial pipe stress that resulted 
from a modification 
The licensee failed to account for additional axial loading induced on the inlet nozzles of the component cooling water 
pumps through bellows-type expansion joints when a modification introduced a credible single failure with the 
potential to increase maximum system pressure. The initial stress analysis assumed a 50 psig suction pressure, but the 
single failure was calculated to result in pressure up to 72 psig. This was considered to be potentially significant, 
because component cooling water removes heat from essential components required for normal and emergency 
shutdown of the plant. The licensee calculated the additional stress to verify the safety function performance of the 
pumps under the new conditions. The analytical result confirmed that the issue was of very low risk significance and 
there was no actual loss of safety function. 
Inspection Report# : 2000003(pdf)  

Significance:  Apr 21, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Current configuration outside design basis for ECCS room temperature in Units 2 & 3 
The team identified a condition in both trains of emergency core cooling for both units where the pump rooms were 
outside the design basis for assuring operability. The team observed that most of the emergency core cooling system 
piping, valves, pumps, and equipment in these rooms was not thermally insulated. These rooms contained the 
emergency core cooling system high pressure safety injection, low pressure safety injection, and containment spray 
pumps, along with associated piping, valves, and instrumentation. The noninsulated piping was contrary to the 
assumptions used in the design basis calculations to determine the heat loads in these rooms. The heat loads from these 
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calculations had been used in turn as the design bases for sizing the room emergency coolers. Therefore, the room 
coolers were undersized and would not maintain the environmental conditions needed to satisfy the analysis for the 
design basis accident to assure adequate performance of the safety-related components and systems located in the 
affected rooms. The licensee's staff used conservative assumptions to determine the worst conditions that would exist in 
the rooms during the design basis accident and recovery. The equipment and commodity items in the rooms were 
verified as capable of performing under the predicted conditions. This was identified as a noncited violation (50-
361;362/0003-01) of Criterion III of Appendix B to 10 CFR Part 50 consistent with Section VI.A of the NRC 
Enforcement Policy, and was placed in the licensee's corrective action system as Action Request 000401086, dated 
April 19, 2000. 
Inspection Report# : 2000003(pdf)  

Significance:  Apr 21, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Operating procedures not corrected to address credible single and loss of design basis for control room HVAC 
Failure to change procedures affected by a design change to the air flow detection in both trains of the control room 
ventilation recirculating system, introduced a credible single failure that was not previously identified. The current 
method of detecting and measuring control room ventilation flow would not result in a supply fan shutdown when a 
loss of the train recirculating fan occurred due to loss of power, if the train supply and recirculating fans were powered 
from different units. Therefore, in a design basis accident the control room supply fan would have continued to operate 
and discharge potentially radioactive air directly into the control room through return ducts and registers, bypassing the 
recirculating system high efficiency particulate air filter and gaseous absorption train. As a result, the design basis for 
the control room environment would not have been met, and there could have been a potential whole-body radiation 
exposure to the control room operators, beyond regulatory limits. Procedures, policies, and practices in effect during 
the inspection, did not preclude operation in the configuration that could result in the scenario of concern, or warn the 
operators that the condition could occur. The team assessed the condition and determined it to be GREEN with the 
inappropriate system lineup. However, system operability concerns became moot when the licensee put the power 
supplies for the system trains under administrative configuration control. The team identified this issue as a noncited 
violation (50-361;362/0003-02 ) of Criterion III of Appendix B to 10 CFR Part 50, consistent with Section VI.A of the 
NRC Enforcement Policy. The condition resulting in the violation was entered into the licensee's corrective action 
system as Action Request 000400949, dated April 17, 2000. 
Inspection Report# : 2000003(pdf)  

Barrier Integrity 

Emergency Preparedness 
Significance: N/A Aug 26, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Drill performance affected by scenario foreknowledge. 
Performance during some of the 10 emergency preparedness drills, all of which used the same scenario, was affected 
by scenario foreknowledge. Some operators were able to hear elements of the scenario over the public address systems 
during a morning drill before they participated in the afternoon drill. Also, some personnel participated in more than 
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one drill. Drill performance is measured and reported as a performance indicator and, if credit for correctly performing 
critical tasks (event classification, event notification, and protective action recommendations) is given when the 
performer or direct advisors have foreknowledge of the correct outcome, the performance indicator might not be valid. 
Therefore, this has the potential to affect the ability of the NRC to perform its regulatory function. This issue had no 
credible impact on safety and was not evaluated using the significance determination process because it did not involve 
a failure to meet or implement a planning standard or other regulatory requirement. 
Inspection Report# : 2000010(pdf)  

Occupational Radiation Safety 

Significance:  Jan 11, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Release of radioactive material from the restricted area 
Technical Specification 5.5.1 requires procedures for the control of radioactivity. Procedure SO123-VII-20.9.2, 
"Material Release Surveys," Revision 3, Section 6.1, states that the criterion for items released from the Restricted Area 
is, "No detectable licensed activity above background." On both August 18, 2000, and October 31, 2001, the licensee 
identified an example in which detectable radioactive material was inadvertently released from the restricted area. 
These two events were entered into the licensee's corrective action program as Action Requests AR 000800974 and AR 
011001703. The safety significance of this finding was determined to very low by the Public Radiation Safety 
Significance Determination Process because the public exposure associated with each item was less than 5 millirem and 
there were fewer than 6 events. 
Inspection Report# : 2002003(pdf)  

Significance:  Aug 31, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to post a radiation area 
10 CFR Part 20.1902 requires an area with radiation levels greater than 5 millirem per hour, but less than or equal to 
100 millirem per hour, to be posted as a radiation area. On February 1, 2001, the licensee identified that a flatbed trailer 
with radiation levels as high as 60 millirem per hour on contact and 10 millirem per hour at 30 centimeters was not 
posted as a radiation area. This event is described in the licensee's corrective action program, reference Action Request 
010200033. This is being treated as a noncited violation. The safety significance of this finding was determined to be 
very low by the Occupational Radiation Safety Significance Determination Process because there was no overexposure 
or substantial potential for an overexposure and the ability to assess dose was not compromised. 
Inspection Report# : 2001011(pdf)  

Public Radiation Safety 

Physical Protection 
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Significance:  Oct 31, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Incomplete vehicle search 
The inspectors identified a noncited violation for the failure of Security personnel, until prompted by the inspectors, to 
perform a complete search of a station fire truck prior to the truck entering the protected area. This was a violation of 
the Physical Security Plan. A human performance deficiency in the search of the vehicle directly contributed to the 
violation. This finding was of very low safety significance because the inspectors prompted Security personnel to 
complete the search prior to allowing the vehicle into the protected area (Section 3PP2.2). 
Inspection Report# : 2001012(pdf)  

Significance:  Oct 09, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Loss of visual contact with visitors 
The inspectors identified a noncited violation for the failure of a licensee employee to maintain visual contact with 
visitors while performing escort duties. The escort entered a vital area and left the visitors on the opposite side of the 
door, unattended, in the protected area. This was a violation of the Physical Security Plan. A human performance 
deficiency in the escorting of visitors directly contributed to the violation. This finding was of very low safety 
significance because of the short duration the visitors were left unattended and subsequently observed by the 
inspectors. 
Inspection Report# : 2001012(pdf)  

Significance:  Aug 24, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Reduction in Security Plan Effectivenss 
The inspector identified a noncited Severity Level IV violation, which also had very low safety significance, involving 
a decrease in the effectiveness of the training and qualification and contigency plans in violation of 10 CFR 50.54(p). 
During a review of Revision 22 to the licensee Training and Qualifications Plan, dated September 29, 200, and 
Revision 24 to the Safeguards Contingency Plan, dated August 29, 2000, the inspector determined that one change to 
both plans was a reduction in plan effectiveness. The previously approved plans committed to batons and 
corresponding raining in support of contingency plan requirements for response to riots and civil disturbances; 
however, the changes to the plans removed the requirements to have batos and training without substituting equivalent 
equipment to support the contingency plan requirement. This violation is being treated as a noncited violation 
consistent with Section VI.A.1 of the NRC Enforcement Policy. This violation is in the licensee's corrective action 
program as AR 001001889. The safety significance of this finding was determined to be very low by the Physical 
Protection Significance Determination Process, because there were less than two similar findings in the last four 
quarters. The issue represented a credible impact on safety because the failure to provide equipment necessary to 
support the requirements of the Safeuqards Contingency Plan could result in unauthorized access to the protected area. 
In addition, the reduction in plan effectiveness was a violation of 10 CFR 50.54(p). Further, a 10 CFR 50.54(p) plan 
change that decreased plan effectiveness impeded the regulatory process because it prevented the NRC from reviewing 
the matter prior to implementation. 
Inspection Report# : 2001019(pdf)  
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Significance:  Aug 24, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inaccurate Information Submitted to NRC 
A noncited Severity Level IV violation was identified for failure to provide accurate information to the NRC in 
accordance with the requirements of 10 CFR 50.9. The licensee submitted a "white paper" to the NRC on Cotober 17, 
2000, to provide information to dispute the issue involving the 10 CFR 50.54(p) change associated with the use of the 
batons. A portion of that document stated that, "Based on agreements with the FBI, it was determined the FBI was 
better equipped/trained to handle public disturbances at the site." Based on subsequent inspection, the NRC determined 
that the FBI was not better equipped/trained to handle public disturbances. The failure to provide accurate information 
to the NRC impeded the regulatory process in that the NRC could have incorrectly approved the plan change based on 
the information presented in the "white paper." This Severity Level IV violation is being treated as a noncited violation 
consistent with Section IV.A.1 of the NRC Enforcement Policy. This severity Level IV violation is in the licensee's 
corrective action program as AR 010101660-08 
Inspection Report# : 2001019(pdf)  

Significance:  May 09, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Vulnerability in Protective Strategy 
During an Operational Safeguards Response Evaluation conducted on November 28-29, 2000, a vulnerability in the 
licensee's protective strategy was identified that could have resulted in the simulated loss of a target set. Further details 
(safeguards information) are available in NRC Inspection Report 50-361;-362/2000-17. The issue was entered into the 
licensee's corrective action program as Action Request 001200130. The safety significance of this finding was 
determined to be very low by the Physical Protection Significance Determination Process because it was not repeatable 
or predictable. The issue was more than minor because the potential loss of a target set represents a credible impact on 
safety and impacts a key performance attribute of the Physical Protection Cornerstone. 
Inspection Report# : 2000017(pdf)  
Inspection Report# : 2001009(pdf)  

Significance:  May 09, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Lack of Response Force Timelines 
During an Operational Safeguards Response Evaluation conducted on November 28-29, 2000, the inspectors 
determined that the licensee had not developed response force timelines which could have affected the licensee's and 
the NRC inspection team's ability to evaluate its protective strategy. Further details (safeguards information) are 
available in Inspection Report 50-361;-362/2000-17. The issue was entered into the licensee's corrective action 
program as Action Request 001200130. The safety significance of this finding was determined to be very low by the 
Physical Protection Significance Determination Process because there had not been more than two similar findings in 
the past year. The issue was more than minor because the lack of response force timelines is a vulnerability in 
safeguards plans that represents a credible impact on safety and impacts a key performance attribute of the Physical 
Protection Cornerstone. 
Inspection Report# : 2000017(pdf)  
Inspection Report# : 2001009(pdf)  
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Significance:  Jul 21, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to identify and post a protected area breach. 
The licensee created a breach of the protected area boundary during the removal of a Unit 1 turbine plant cooling water 
system spool piece and failed to identify and post the breached boundary with a security guard for 6 days. This 
violation of the physical security plan is being treated as a Non-Cited Violation, consistent with Section VI.A of the 
NRC Enforcement Policy. This violation is in the licensee's corrective action program as Action Request 991100485. 
This issue was determined to be of very low risk significance because of the difficulty for an individual to enter the 
protected area through the breached pathway. Even though the issue was a vulnerability of a safeguards system, using 
the physical protection significance determination process, the team characterized the issue as green because it did not 
involve an intrusion and there were no additional similar findings in the past four quarters. 
Inspection Report# : 2000009(pdf)  

Miscellaneous 
Significance: N/A Jul 20, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Licensee's problem identification and resolution program was effective 
The licensee identified, evaluated, prioritized, and correct problems in a timely and effective manner, consistent with 
risk and safety significance. However, there were isolated instances in which the licensee missed an opportunity for 
early problem identification, did not formulate corrective actions for all identified causes, and implemented corrective 
actions that were not effective in preventing recurrence of a problem. Licensee audits and assessments critically 
assessed the licensee's problem identification and resolution activity and identified needs for improvement in a number 
of areas including performance of 10CFR50.59 evaluations, establishment of realistic due dates, and the probing and 
evaluative quality of organizational quarterly self-assessments. During inspection interviews, workers at the site 
expressed no reservations to input safety issues into the problem identification and resolution program. 
Inspection Report# : 2001007(pdf)  

Significance: N/A Jul 21, 2000 
Identified By: NRC 
Item Type: FIN Finding 
The facility's corrective action program was effective. 
The licensee was effective at identifying problems and entering these problems into the corrective action program. The 
licensee's self-assessments were found to be effective as evidenced by the identification of a deficiency involving the 
corrective action followup process, which was also identified by the team. The licensee effectively prioritized the 
extent to which issues would be evaluated consistent with their safety and risk significance and established appropriate 
schedules for implementation of corrective actions. With the exception of two examples, the licensee implemented 
corrective actions that were timely and effective. The team concluded that these two examples were isolated and were 
not indicative of current licensee performance in the corrective action area. 
Inspection Report# : 2000009(pdf)  

Last modified : August 29, 2002 
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San Onofre 3 

Initiating Events 

Significance:  Jun 16, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadvertent reactor cavity leakage to SG 2E088 
The inspectors identified a noncited violation for a lapse in procedural compliance that resulted in a leak path for water 
from the reactor refueling cavity across a steam generator nozzle dam to the cold leg side of Steam Generator 2E088. 
This was a violation of 10 CFR Part 50, Appendix B, Criterion V. This issue was more than minor because it resulted 
in an inadvertent leak from the reactor coolant system of approximately 1500 gallons. The finding was considered to 
have very low safety significance because the leak rate was very small (approximately 0.3 gallons per minute), and the 
leak was quickly isolated once it was identified. This violation is in the licensee's corrective action program as Action 
Request 020601156.  
Inspection Report# : 2002002(pdf)  

Significance:  Feb 27, 2002 
Identified By: NRC 
Item Type: FIN Finding 
Failure to take effective measures to control maintenance activities in the switchyard. 
On February 27, 2002, the licensee, contrary to procedural expectations, failed to provide adequate oversight of 
switchyard maintenance activities which resulted in a complete loss of offsite power to Unit 3. Specifically, the 
licensee's procedure for controlling maintenance activities in the switchyard, Technical Procedure SO123-V.2.10, 
"Switchyard Work Performance," Revision 3, had a stated goal to control work within the switchyard, especially when 
the work may adversely effect unit availability. Contrary to this stated goal: (1) the licensee allowed San Diego Gas & 
Electric personnel to perform Breaker Failure Local Backup relay testing on the de-energized Southwest Bus of the of 
the San Diego Gas & Electric portion of the San Onofre Nuclear Generating Station's switchyard without this activity 
having been reviewed by the Switchyard Oversight Committee; and (2) the licensee allowed San Diego Gas & Electric 
relay technician to perform this activity without any oversight or precautionary brief, even though only one remaining 
bus was available to provide offsite power to Unit 3. The San Diego Gas & Electric relay technician, due to 
misunderstanding the limits set forth in the work request, exceeded the authorized work scope and chose to test the 
cross bus trip signal between the southwest bus and the southeast bus. While performing this activity, the technician 
failed to isolate the relay from the rest of the bus. Subsequently, the resulting signal tripped all the breakers connected 
to the southeast bus, including the Unit 3 main transformer breaker and Unit 3 reserve auxiliary transformer breakers. 
This caused the Unit 3 main turbine/generator to trip, the reactor tripped, plus both emergency diesel generators and 
auxiliary feedwater started. This finding was evaluated under the risk significance determination process as having very 
low safety significance since there was no actual loss of safety function, i.e., the emergency diesel generators started 
successfully and the reactor coolant pumps continued to operate with power from Unit 2. The licensee placed this issue 
in their corrective action program as Action Request 020201440-5. 
Inspection Report# : 2002008(pdf)  

Significance:  Apr 07, 2000 
Identified By: Licensee 
Item Type: FIN Finding 
Operator performance contributed to dropping a control element assembly. 
Licensed operators responding to a control element assembly timer failure alarm skipped steps in the procedure for 
placing a control element assembly on the maintenance hold bus. Although allowed by procedure, this omission, 
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combined with the initial electrical problem, caused the control element assembly to drop, which resulted in a plant 
transient. The issue was characterized as a "green" finding using the significance determination process. This issue was 
determined to be of very low significance because mitigation equipment was not affected.  
Inspection Report# : 2000006(pdf)  

Mitigating Systems 

Significance:  Mar 23, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Lack of corrective actions for screenwash system water hammer 
The inspectors identified a noncited violation for the licensee's lack of corrective action to mitigate a water hammer 
condition in screenwash system piping until prompted by the inspectors. This issue was more than minor because this 
condition had the potential to affect the operability of the safety-related saltwater cooling pumps. This was a violation 
of 10 CFR Part 50, Appendix B, Criteria XVI. The finding was considered to have very low safety significance because 
the screenwash piping remained within ANSI codes for allowable stress, no actual rupture of screenwash piping 
occurred, and the operability of the saltwater cooling pumps was not actually affected by the condition This violation is 
in the licensee's corrective action program as Assignment 26 to Action Request 010300938. 
Inspection Report# : 2001014(pdf)  

Significance:  Mar 23, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Inoperable train of the CREACUS system 
Operators did not properly change the recorder paper and therefore unknowingly caused the flow-indicating controller 
and one train of the control room emergency air cleanup system to be inoperable. This issue was more than minor 
because it had the potential to affect the integrity of the control room envelope. This was a violation of Technical 
Specifications 3.0.4 and 3.0.3 for Units 2 and 3, respectively, and was characterized as a noncited violation. This 
finding was of very low safety significance because the issue only represented a degradation of the radiological barrier 
function of the control room. This violation is in the licensee's corrective action program as Action Request 011001218.
Inspection Report# : 2001014(pdf)  

Significance:  Mar 09, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate measures to assure that design basis information is correctly translated and maintained 
A noncited violation of 10 CFR Part 50, Appendix B, Criterion III, "Design Control," was identified, with two 
examples, for having inadequate measures to assure that the design basis of the shutdown cooling heat exchangers, and 
safety-related room coolers supplied by the emergency chilled water system, were correctly translated into procedures 
or were maintained, respectively. This violation is being treated as a noncited violation consistent with Section VI.A of 
the NRC Enforcement Policy. This violation was entered into the licensee's corrective action program as Action 
Requests 000401144 and 010300419. The violation was of very low safety significance because: (1) there were no 
audible indications of damage to the shutdown cooling heat exchangers and there was not a history of leaks for the heat 
exchangers; and (2) the total emergency chilled water flow exceeded the system design basis and the preliminary test 
data, along with calculations, provide assurance that adequate flow can be supplied to each safety-related room cooler.
Inspection Report# : 2001003(pdf)  
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Significance:  Feb 03, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Overfill of condensate storage tank 
The team identified a noncited violation for the licensee's failure to properly implement procedures which resulted in a 
valve misalignment that rendered a secondary auxiliary feedwater supply inoperable (TS 5.5.1.1.a). This finding was of 
very low safety significance because a nonsafety makeup water source was available and all other emergency core 
cooling equipment remained operable. In addition, since the unit had just exited a refueling outage and had a low 
reactor decay heat load, operators would have had significantly more time to restore the secondary auxiliary feedwater 
supply as a source of water. 
Inspection Report# : 2001005(pdf)  

Significance:  Jan 06, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate corrective actions for containment spray alignment verification 
The inspectors identified that, although the licensee discovered deficiencies in the performance of the containment 
spray monthly alignment checks in both units (Technical Specification Surveillance Requirement 3.6.6.1.1), the 
licensee failed to implement corrective actions to correct the deficiencies. Therefore, for the next 6 months, the licensee 
did not always conduct the system monthly alignment as required by Technical Specifications. The licensee ultimately 
re-identified the same deficiencies in the monthly alignment check and corrected the problem. This was a violation of 
10 CFR Part 50, Appendix B, Criterion XVI, which requires that conditions adverse to quality be promptly identified 
and corrected. This violation is being treated as a noncited violation, consistent with Section VI.A.1 of the NRC 
Enforcement Policy. This violation is in the licensee's corrective action program as Action Request 001201139. 
Additionally, during review of the second occurrence, the licensee failed to discover that the issue had been previously 
identified until so informed by the inspectors. Human performance in the review of the initial Action Request was 
inadequate and directly caused the failure to implement corrective actions. Using the significance determination 
process the inspectors determined that the issue was of very low significance because the system was in the correct 
valve alignment and remained operable. 
Inspection Report# : 2000015(pdf)  

Significance: SL-IV Jan 06, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to report missed surveillance 
The licensee failed to submit a licensee event report within 30 days of the discovery of a reportable condition in both 
units. The licensee ultimately reported the condition 6 months later when the same situation was re-identified. This was 
a violation of 10 CFR 50.73(d). This Severity Level IV violation is being treated as a noncited violation, consistent 
with Section VI.A.1 of the NRC Enforcement Policy. This violation is in the licensee's corrective action program as 
Action Request 001201139. Human performance in the review of the initial Action Request was inadequate and 
directly caused the failure to submit a licensee event report. This issue had no credible impact on safety and was not 
evaluated using the significance determination process. However, this issue had the potential for impacting the NRC's 
ability to perform its regulatory function and is therefore being documented. 
Inspection Report# : 2000015(pdf)  

Significance:  Nov 02, 2000 
Identified By: Licensee 
Item Type: FIN Finding 
Common boration flowpath closed during Mode 4 
Operators rendered both boration flowpaths required by Technical Specification 3.1.9 inoperable by closing a normally 
locked-open valve in the common flowpath during Mode 4 valve testing. This event occurred during the Cycle 10 

Page 3 of 123Q/2002 Inspection Findings - San Onofre 3 



refueling outages (1998) for both Units 2 and 3. At the time, the licensee did not realize that the condition was not 
allowed and therefore did not enter Technical Specification 3.0.3. However, the licensee satisfied the required actions 
of Technical Specification 3.0.3, so a violation did not occur. Although required by the licensee's Technical 
Specifications, boration capability is not required in Mode 4 in the current Generic Standard Technical Specifications, 
as boration is not important or urgent in accident mitigation from Mode 4 conditions. Using the significance 
determination process the inspectors determined that the issue was of very low significance.  
Inspection Report# : 2000015(pdf)  

Significance:  Oct 14, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
CREACUS boundary in-leakage outside the design basis. 
The licensee determined that air in-leakage into the control room emergency air cleanup system was outside the design 
basis. The condensate drain lines to both normal air conditioner units and several tears in an expansion boot provided a 
pathway for unfiltered air. The licensee determined that both conditions existed for several years, and that the aggregate 
unfiltered air in-leakage exceeded the limit assumed in the Updated Final Safety Analysis Report. This was a violation 
of 10 CFR Part 50, Appendix B, Criterion III, "Design Control." This violation is being treated as a noncited violation, 
consistent with Section VI.A of the NRC Enforcement Policy. This violation is in the licensee's corrective action 
program as Action Request 000400061. The licensee determined that the radiological consequences to control room 
occupants would meet the 10 CFR Part 50, Appendix A, Criterion 19, control room habitability dose limits during a 
design basis event. Using the significance determination process, the inspectors determined that the issue was of very 
low safety significance (green) because the dose to control room occupants would not have exceeded general design 
criterion limits. 
Inspection Report# : 2000013(pdf)  

Significance:  Sep 27, 2000 
Identified By: NRC 
Item Type: FIN Finding 
CREACUS not seismically qualified 
The licensee reported (Licensee Event Report 50-361; 362/2000-010-00) that a cracked weld on the electrical power 
supply conduit coupling connection for the Train B control room emergency air cleanup system recirculation fan could 
prevent the train from performing its safety function during a seismic event. The issue is in the licensee's corrective 
action program as Action Request 000801751. The issue was of very low safety significance, because only one 
cornerstone was involved, only one train was affected, and there was no actual loss of safety function. 
Inspection Report# : 2001003(pdf)  

Significance:  Aug 26, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to implement timely corrective actions for corroded-open ventilation dampers. 
The licensee failed to implement timely corrective actions after a damper in the ventilation system for the saltwater 
cooling pump rooms was found stuck open because of excessive corrosion and a linkage arm that was found missing in 
December 1999. This was a violation of 10 CFR Part 50, Appendix B, Criterion XVI, which requires that conditions 
adverse to quality be promptly identified and corrected. The damper was not completely repaired and similar dampers, 
later found stuck open, were not promptly corrected. This violation is being treated as a noncited violation, consistent 
with Section VI.A of the NRC Enforcement Policy. This violation is in the licensee's corrective action program as 
Action Request 000801431. Using the significance determination process the inspectors determined that the issue was 
of very low safety significance (green) because the saltwater cooling pumps remained operable. 
Inspection Report# : 2000010(pdf)  
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Significance:  Aug 26, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to perform response time surveillance of LOVS relays because of inadequate corrective actions. 
The licensee failed to include all required relay paths in its biennial response time testing of loss of voltage circuits. 
The inspectors identified that the test procedure did not include the 127X1 relays. When tested, 4 of the 16 relays failed 
the acceptance criteria specified in Surveillance Requirement 3.3.7.3. The relays had been functionally tested 
satisfactorily, but the response time had not been tested since 1997. This deficiency had been previously identified by 
the licensee in 1997, as documented in Licensee Event Report 361; 362/1997-001-03. At that time the licensee tested 
the relays using maintenance orders. However, the licensee failed to update the surveillance procedure, as it committed 
to do in the licensee event report, resulting in the relays not being tested during the 1999 performance of the 
surveillance procedure. The failure to correct the procedures in a timely manner was a violation of 10 CFR Part 50, 
Appendix B, Criterion XVI, which requires that conditions adverse to quality be promptly identified and corrected. 
This violation is being treated as a noncited violation, consistent with Section VI.A of the NRC Enforcement Policy. 
This violation is in the licensee's corrective action program as Action Request 000800580. The licensee determined that 
the as-found response time of the relays, while less than the minimum allowed value specified in the surveillance 
requirement, was within the limits of the licensee's safety analysis. The inspectors used the significance determination 
process and determined that the condition was of very low safety significance because operability of the system was not 
adversely affected. 
Inspection Report# : 2000010(pdf)  

Significance:  Jul 08, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to record unacceptable servo position as unsatisfactory during AFW pump surveillance test. 
On three separate occasions, operators recorded out-of-specification servo housing positions for the turbine-driven 
Auxiliary Feedwater Pump 3P140 governor, but failed to recognize that the measurement did not meet the procedural 
acceptance criteria. In addition, senior reactor operators failed to identify the unacceptable conditions during their 
review of the test results. These occurrences constituted three examples of a violation of Technical Specification 
5.5.1.1.a for failure to follow procedure. This violation is being treated as a noncited violation, consistent with Section 
VI.A of the NRC Enforcement Policy. This violation is in the licensee's corrective action program as Action Request 
000501616. Using the significance determination process, the inspectors determined that the issue was of very low 
safety significance because the condition did not affect the operability of the auxiliary feedwater pump. 
Inspection Report# : 2000007(pdf)  

Significance:  Jun 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to monitor SWC system performance as required. 
The licensee failed to correctly count unavailability hours for the Unit 2, Train B, and Unit 3, Train A, saltwater 
cooling system. This error resulted in these trains exceeding the licensee's performance criteria, which were therefore 
required to have been monitored under 10 CFR 50.65(a)(1). The licensee failed to set goals and monitor these trains of 
saltwater cooling, as required by 10 CFR 50.65(a)(1), as a result of the preventive maintenance program not effectively 
controlling the performance of the systems. This violation is being treated as a noncited violation, consistent with 
Section VI.A of the NRC Enforcement Policy. This violation is in the licensee's corrective action program as Action 
Request 000700218. The inspectors determined that the failure to establish performance goals and corrective actions to 
achieve those goals resulted in the systems being less available, which was a credible impact on safety. Using the 
significance determination process, the inspectors determined that the issue was of very low safety significance (green) 
because operability of the trains was not affected beyond the allowed outage times specified in the Technical 
Specifications. 
Inspection Report# : 2000010(pdf)  
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Significance:  May 20, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Scaffolding standoff distance less than allowable by procedure. 
The licensee failed to follow its procedure for scaffolding erection, in that the inspectors identified multiple examples 
of inadequate standoff distances between the scaffolding and safety-related components of the safety injection and 
shutdown cooling systems in both units. This was a noncited violation of Technical Specification 5.5.1.1.a, which 
requires that procedures be followed. The licensee's initial corrective actions were prompt but not thorough. The 
licensee subsequently identified additional examples of inadequate standoff distances in scaffolding around other safety 
systems, indicating that the problem was programmatic. The violation was in the licensee's corrective action program 
as Action Requests 000401202 and 000401588. The issue was characterized as a "green" finding using the significance 
determination process. No components were rendered inoperable; therefore, the issue was determined to be of very low 
significance.  
Inspection Report# : 2000006(pdf)  

Significance:  May 20, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Incorrect operability curves for saltwater cooling. 
The inspectors identified that licensee design engineers failed to correctly translate the design basis required minimum 
saltwater cooling flow into operability curves used by Station Technical engineers. This was a noncited violation of 10 
CFR Part 50, Appendix B, Criterion III. The violation is in the licensee's corrective action program as Action Request 
000400107. The issue was characterized as a "green" finding using the significance determination process. The 
operability curves were nonconservative; however, they did not result in any incorrect saltwater cooling operability 
assessments during the last 2 years; consequently, this issue was determined to be of very low significance. 
Inspection Report# : 2000006(pdf)  

Significance:  May 20, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Design issue renders air-operated saltwater cooling valve inoperable. 
The licensee determined that one Unit 2 Train A saltwater cooling pump discharge isolation valve was inoperable since 
November 1998 as the result of the recognition that leakage from emergency air accumulators could result in the valve 
not remaining in its safety position following a loss of instrument air. Although the redundant pump and valve in Train 
A were generally available, they were not aligned for automatic operation. Consequently, Train A was inoperable for 
extended periods while the affected pump and valve were aligned for service. This was a noncited violation of 
Technical Specification 3.7.8 and was is in the licensee's corrective action program as Action Requests 000401454 and 
000500354. All of the saltwater cooling pump discharge valves, and the component cooling water return isolation 
valves from shutdown cooling heat exchangers, in both units, were incrementally found to be inoperable before more 
rigorous analysis showed only one valve had been inoperable. The inspectors identified a significant error in the 
licensee's initial operability assessment that resulted in all Train A saltwater cooling pump discharge isolation valves 
being considered inoperable before the final evaluation was completed. The issue was characterized as a "green" 
finding using the significance determination process. The inspectors agreed with the licensee's determination that both 
trains of saltwater cooling were functional, although manual operator actions were required to align redundant 
equipment. Phase 3 of the significance determination process, performed by a Senior Reactor Analyst in conjunction 
with the licensee, accounted for both internal and external events, which, in part, may result in the loss of instrument 
air, concluded that the issue was of very low significance.  
Inspection Report# : 2000006(pdf)  
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Significance:  Apr 21, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Prior to initial startup, the licensee failed to identify an analyze for additional axial pipe stress that resulted 
from a modification 
The licensee failed to account for additional axial loading induced on the inlet nozzles of the component cooling water 
pumps through bellows-type expansion joints when a modification introduced a credible single failure with the 
potential to increase maximum system pressure. The initial stress analysis assumed a 50 psig suction pressure, but the 
single failure was calculated to result in pressure up to 72 psig. This was considered to be potentially significant, 
because component cooling water removes heat from essential components required for normal and emergency 
shutdown of the plant. The licensee calculated the additional stress to verify the safety function performance of the 
pumps under the new conditions. The analytical result confirmed that the issue was of very low risk significance and 
there was no actual loss of safety function. 
Inspection Report# : 2000003(pdf)  

Significance:  Apr 21, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Current configuration outside design basis for ECCS room temperature in Units 2 & 3 
The team identified a condition in both trains of emergency core cooling for both units where the pump rooms were 
outside the design basis for assuring operability. The team observed that most of the emergency core cooling system 
piping, valves, pumps, and equipment in these rooms was not thermally insulated. These rooms contained the 
emergency core cooling system high pressure safety injection, low pressure safety injection, and containment spray 
pumps, along with associated piping, valves, and instrumentation. The noninsulated piping was contrary to the 
assumptions used in the design basis calculations to determine the heat loads in these rooms. The heat loads from these 
calculations had been used in turn as the design bases for sizing the room emergency coolers. Therefore, the room 
coolers were undersized and would not maintain the environmental conditions needed to satisfy the analysis for the 
design basis accident to assure adequate performance of the safety-related components and systems located in the 
affected rooms. The licensee's staff used conservative assumptions to determine the worst conditions that would exist in 
the rooms during the design basis accident and recovery. The equipment and commodity items in the rooms were 
verified as capable of performing under the predicted conditions. This was identified as a noncited violation (50-
361;362/0003-01) of Criterion III of Appendix B to 10 CFR Part 50 consistent with Section VI.A of the NRC 
Enforcement Policy, and was placed in the licensee's corrective action system as Action Request 000401086, dated 
April 19, 2000. 
Inspection Report# : 2000003(pdf)  

Significance:  Apr 21, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Operating procedures not corrected to address credible single and loss of design basis for control room HVAC 
Failure to change procedures affected by a design change to the air flow detection in both trains of the control room 
ventilation recirculating system, introduced a credible single failure that was not previously identified. The current 
method of detecting and measuring control room ventilation flow would not result in a supply fan shutdown when a 
loss of the train recirculating fan occurred due to loss of power, if the train supply and recirculating fans were powered 
from different units. Therefore, in a design basis accident the control room supply fan would have continued to operate 
and discharge potentially radioactive air directly into the control room through return ducts and registers, bypassing the 
recirculating system high efficiency particulate air filter and gaseous absorption train. As a result, the design basis for 
the control room environment would not have been met, and there could have been a potential whole-body radiation 
exposure to the control room operators, beyond regulatory limits. Procedures, policies, and practices in effect during 
the inspection, did not preclude operation in the configuration that could result in the scenario of concern, or warn the 
operators that the condition could occur. The team assessed the condition and determined it to be GREEN with the 
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inappropriate system lineup. However, system operability concerns became moot when the licensee put the power 
supplies for the system trains under administrative configuration control. The team identified this issue as a noncited 
violation (50-361;362/0003-02 ) of Criterion III of Appendix B to 10 CFR Part 50, consistent with Section VI.A of the 
NRC Enforcement Policy. The condition resulting in the violation was entered into the licensee's corrective action 
system as Action Request 000400949, dated April 17, 2000. 
Inspection Report# : 2000003(pdf)  

Barrier Integrity 

Emergency Preparedness 
Significance: N/A Aug 26, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Drill performance affected by scenario foreknowledge. 
Performance during some of the 10 emergency preparedness drills, all of which used the same scenario, was affected 
by scenario foreknowledge. Some operators were able to hear elements of the scenario over the public address systems 
during a morning drill before they participated in the afternoon drill. Also, some personnel participated in more than 
one drill. Drill performance is measured and reported as a performance indicator and, if credit for correctly performing 
critical tasks (event classification, event notification, and protective action recommendations) is given when the 
performer or direct advisors have foreknowledge of the correct outcome, the performance indicator might not be valid. 
Therefore, this has the potential to affect the ability of the NRC to perform its regulatory function. This issue had no 
credible impact on safety and was not evaluated using the significance determination process because it did not involve 
a failure to meet or implement a planning standard or other regulatory requirement. 
Inspection Report# : 2000010(pdf)  

Occupational Radiation Safety 

Significance:  Jan 11, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Release of radioactive material from the restricted area 
Technical Specification 5.5.1 requires procedures for the control of radioactivity. Procedure SO123-VII-20.9.2, 
"Material Release Surveys," Revision 3, Section 6.1, states that the criterion for items released from the Restricted Area 
is, "No detectable licensed activity above background." On both August 18, 2000, and October 31, 2001, the licensee 
identified an example in which detectable radioactive material was inadvertently released from the restricted area. 
These two events were entered into the licensee's corrective action program as Action Requests AR 000800974 and AR 
011001703. The safety significance of this finding was determined to very low by the Public Radiation Safety 
Significance Determination Process because the public exposure associated with each item was less than 5 millirem and 
there were fewer than 6 events. 
Inspection Report# : 2002003(pdf)  

Significance:  Aug 31, 2001 
Identified By: Licensee 
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Item Type: NCV NonCited Violation 
Failure to post a radiation area 
10 CFR Part 20.1902 requires an area with radiation levels greater than 5 millirem per hour, but less than or equal to 
100 millirem per hour, to be posted as a radiation area. On February 1, 2001, the licensee identified that a flatbed trailer 
with radiation levels as high as 60 millirem per hour on contact and 10 millirem per hour at 30 centimeters was not 
posted as a radiation area. This event is described in the licensee's corrective action program, reference Action Request 
010200033. This is being treated as a noncited violation. The safety significance of this finding was determined to be 
very low by the Occupational Radiation Safety Significance Determination Process because there was no overexposure 
or substantial potential for an overexposure and the ability to assess dose was not compromised. 
Inspection Report# : 2001011(pdf)  

Public Radiation Safety 

Physical Protection 

Significance:  Oct 31, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Incomplete vehicle search 
The inspectors identified a noncited violation for the failure of Security personnel, until prompted by the inspectors, to 
perform a complete search of a station fire truck prior to the truck entering the protected area. This was a violation of 
the Physical Security Plan. A human performance deficiency in the search of the vehicle directly contributed to the 
violation. This finding was of very low safety significance because the inspectors prompted Security personnel to 
complete the search prior to allowing the vehicle into the protected area (Section 3PP2.2). 
Inspection Report# : 2001012(pdf)  

Significance:  Oct 09, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Loss of visual contact with visitors 
The inspectors identified a noncited violation for the failure of a licensee employee to maintain visual contact with 
visitors while performing escort duties. The escort entered a vital area and left the visitors on the opposite side of the 
door, unattended, in the protected area. This was a violation of the Physical Security Plan. A human performance 
deficiency in the escorting of visitors directly contributed to the violation. This finding was of very low safety 
significance because of the short duration the visitors were left unattended and subsequently observed by the 
inspectors. 
Inspection Report# : 2001012(pdf)  

Significance:  Aug 24, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Reduction in Security Plan Effectivenss 
The inspector identified a noncited Severity Level IV violation, which also had very low safety significance, involving 
a decrease in the effectiveness of the training and qualification and contigency plans in violation of 10 CFR 50.54(p). 
During a review of Revision 22 to the licensee Training and Qualifications Plan, dated September 29, 200, and 
Revision 24 to the Safeguards Contingency Plan, dated August 29, 2000, the inspector determined that one change to 
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both plans was a reduction in plan effectiveness. The previously approved plans committed to batons and 
corresponding raining in support of contingency plan requirements for response to riots and civil disturbances; 
however, the changes to the plans removed the requirements to have batos and training without substituting equivalent 
equipment to support the contingency plan requirement. This violation is being treated as a noncited violation 
consistent with Section VI.A.1 of the NRC Enforcement Policy. This violation is in the licensee's corrective action 
program as AR 001001889. The safety significance of this finding was determined to be very low by the Physical 
Protection Significance Determination Process, because there were less than two similar findings in the last four 
quarters. The issue represented a credible impact on safety because the failure to provide equipment necessary to 
support the requirements of the Safeuqards Contingency Plan could result in unauthorized access to the protected area. 
In addition, the reduction in plan effectiveness was a violation of 10 CFR 50.54(p). Further, a 10 CFR 50.54(p) plan 
change that decreased plan effectiveness impeded the regulatory process because it prevented the NRC from reviewing 
the matter prior to implementation. 
Inspection Report# : 2001019(pdf)  

Significance:  Aug 24, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inaccurate Information Submitted to NRC 
A noncited Severity Level IV violation was identified for failure to provide accurate information to the NRC in 
accordance with the requirements of 10 CFR 50.9. The licensee submitted a "white paper" to the NRC on Cotober 17, 
2000, to provide information to dispute the issue involving the 10 CFR 50.54(p) change associated with the use of the 
batons. A portion of that document stated that, "Based on agreements with the FBI, it was determined the FBI was 
better equipped/trained to handle public disturbances at the site." Based on subsequent inspection, the NRC determined 
that the FBI was not better equipped/trained to handle public disturbances. The failure to provide accurate information 
to the NRC impeded the regulatory process in that the NRC could have incorrectly approved the plan change based on 
the information presented in the "white paper." This Severity Level IV violation is being treated as a noncited violation 
consistent with Section IV.A.1 of the NRC Enforcement Policy. This severity Level IV violation is in the licensee's 
corrective action program as AR 010101660-08 
Inspection Report# : 2001019(pdf)  

Significance:  May 09, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Vulnerability in Protective Strategy 
During an Operational Safeguards Response Evaluation conducted on November 28-29, 2000, a vulnerability in the 
licensee's protective strategy was identified that could have resulted in the simulated loss of a target set. Further details 
(safeguards information) are available in NRC Inspection Report 50-361;-362/2000-17. The issue was entered into the 
licensee's corrective action program as Action Request 001200130. The safety significance of this finding was 
determined to be very low by the Physical Protection Significance Determination Process because it was not repeatable 
or predictable. The issue was more than minor because the potential loss of a target set represents a credible impact on 
safety and impacts a key performance attribute of the Physical Protection Cornerstone. 
Inspection Report# : 2000017(pdf)  
Inspection Report# : 2001009(pdf)  

Significance:  May 09, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Lack of Response Force Timelines 
During an Operational Safeguards Response Evaluation conducted on November 28-29, 2000, the inspectors 
determined that the licensee had not developed response force timelines which could have affected the licensee's and 
the NRC inspection team's ability to evaluate its protective strategy. Further details (safeguards information) are 
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available in Inspection Report 50-361;-362/2000-17. The issue was entered into the licensee's corrective action 
program as Action Request 001200130. The safety significance of this finding was determined to be very low by the 
Physical Protection Significance Determination Process because there had not been more than two similar findings in 
the past year. The issue was more than minor because the lack of response force timelines is a vulnerability in 
safeguards plans that represents a credible impact on safety and impacts a key performance attribute of the Physical 
Protection Cornerstone. 
Inspection Report# : 2000017(pdf)  
Inspection Report# : 2001009(pdf)  

Significance:  Jul 21, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to identify and post a protected area breach. 
The licensee created a breach of the protected area boundary during the removal of a Unit 1 turbine plant cooling water 
system spool piece and failed to identify and post the breached boundary with a security guard for 6 days. This 
violation of the physical security plan is being treated as a Non-Cited Violation, consistent with Section VI.A of the 
NRC Enforcement Policy. This violation is in the licensee's corrective action program as Action Request 991100485. 
This issue was determined to be of very low risk significance because of the difficulty for an individual to enter the 
protected area through the breached pathway. Even though the issue was a vulnerability of a safeguards system, using 
the physical protection significance determination process, the team characterized the issue as green because it did not 
involve an intrusion and there were no additional similar findings in the past four quarters. 
Inspection Report# : 2000009(pdf)  

Miscellaneous 
Significance: N/A Jul 20, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Licensee's problem identification and resolution program was effective 
The licensee identified, evaluated, prioritized, and correct problems in a timely and effective manner, consistent with 
risk and safety significance. However, there were isolated instances in which the licensee missed an opportunity for 
early problem identification, did not formulate corrective actions for all identified causes, and implemented corrective 
actions that were not effective in preventing recurrence of a problem. Licensee audits and assessments critically 
assessed the licensee's problem identification and resolution activity and identified needs for improvement in a number 
of areas including performance of 10CFR50.59 evaluations, establishment of realistic due dates, and the probing and 
evaluative quality of organizational quarterly self-assessments. During inspection interviews, workers at the site 
expressed no reservations to input safety issues into the problem identification and resolution program. 
Inspection Report# : 2001007(pdf)  

Significance: N/A Jul 21, 2000 
Identified By: NRC 
Item Type: FIN Finding 
The facility's corrective action program was effective. 
The licensee was effective at identifying problems and entering these problems into the corrective action program. The 
licensee's self-assessments were found to be effective as evidenced by the identification of a deficiency involving the 
corrective action followup process, which was also identified by the team. The licensee effectively prioritized the 
extent to which issues would be evaluated consistent with their safety and risk significance and established appropriate 
schedules for implementation of corrective actions. With the exception of two examples, the licensee implemented 
corrective actions that were timely and effective. The team concluded that these two examples were isolated and were 
not indicative of current licensee performance in the corrective action area. 
Inspection Report# : 2000009(pdf)  
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San Onofre 3 

Initiating Events 

Significance:  Jun 16, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadvertent reactor cavity leakage to SG 2E088 
The inspectors identified a noncited violation for a lapse in procedural compliance that resulted in a leak path for water from the reactor 
refueling cavity across a steam generator nozzle dam to the cold leg side of Steam Generator 2E088. This was a violation of 10 CFR Part 50, 
Appendix B, Criterion V. This issue was more than minor because it resulted in an inadvertent leak from the reactor coolant system of 
approximately 1500 gallons. The finding was considered to have very low safety significance because the leak rate was very small 
(approximately 0.3 gallons per minute), and the leak was quickly isolated once it was identified. This violation is in the licensee's corrective 
action program as Action Request 020601156.  
Inspection Report# : 2002002(pdf)  

Significance:  Feb 27, 2002 
Identified By: NRC 
Item Type: FIN Finding 
Failure to take effective measures to control maintenance activities in the switchyard. 
On February 27, 2002, the licensee, contrary to procedural expectations, failed to provide adequate oversight of switchyard maintenance 
activities which resulted in a complete loss of offsite power to Unit 3. Specifically, the licensee's procedure for controlling maintenance 
activities in the switchyard, Technical Procedure SO123-V.2.10, "Switchyard Work Performance," Revision 3, had a stated goal to control 
work within the switchyard, especially when the work may adversely effect unit availability. Contrary to this stated goal: (1) the licensee 
allowed San Diego Gas & Electric personnel to perform Breaker Failure Local Backup relay testing on the de-energized Southwest Bus of the 
of the San Diego Gas & Electric portion of the San Onofre Nuclear Generating Station's switchyard without this activity having been reviewed 
by the Switchyard Oversight Committee; and (2) the licensee allowed San Diego Gas & Electric relay technician to perform this activity 
without any oversight or precautionary brief, even though only one remaining bus was available to provide offsite power to Unit 3. The San 
Diego Gas & Electric relay technician, due to misunderstanding the limits set forth in the work request, exceeded the authorized work scope 
and chose to test the cross bus trip signal between the southwest bus and the southeast bus. While performing this activity, the technician failed 
to isolate the relay from the rest of the bus. Subsequently, the resulting signal tripped all the breakers connected to the southeast bus, including 
the Unit 3 main transformer breaker and Unit 3 reserve auxiliary transformer breakers. This caused the Unit 3 main turbine/generator to trip, 
the reactor tripped, plus both emergency diesel generators and auxiliary feedwater started. This finding was evaluated under the risk 
significance determination process as having very low safety significance since there was no actual loss of safety function, i.e., the emergency 
diesel generators started successfully and the reactor coolant pumps continued to operate with power from Unit 2. The licensee placed this issue 
in their corrective action program as Action Request 020201440-5. 
Inspection Report# : 2002008(pdf)  

Mitigating Systems 

Significance:  Mar 23, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Lack of corrective actions for screenwash system water hammer 
The inspectors identified a noncited violation for the licensee's lack of corrective action to mitigate a water hammer condition in screenwash 
system piping until prompted by the inspectors. This issue was more than minor because this condition had the potential to affect the 
operability of the safety-related saltwater cooling pumps. This was a violation of 10 CFR Part 50, Appendix B, Criteria XVI. The finding was 
considered to have very low safety significance because the screenwash piping remained within ANSI codes for allowable stress, no actual 
rupture of screenwash piping occurred, and the operability of the saltwater cooling pumps was not actually affected by the condition This 
violation is in the licensee's corrective action program as Assignment 26 to Action Request 010300938. 
Inspection Report# : 2001014(pdf)  
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Significance:  Mar 23, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Inoperable train of the CREACUS system 
Operators did not properly change the recorder paper and therefore unknowingly caused the flow-indicating controller and one train of the 
control room emergency air cleanup system to be inoperable. This issue was more than minor because it had the potential to affect the integrity 
of the control room envelope. This was a violation of Technical Specifications 3.0.4 and 3.0.3 for Units 2 and 3, respectively, and was 
characterized as a noncited violation. This finding was of very low safety significance because the issue only represented a degradation of the 
radiological barrier function of the control room. This violation is in the licensee's corrective action program as Action Request 011001218. 
Inspection Report# : 2001014(pdf)  

Barrier Integrity 

Significance:  Sep 24, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate corrective actions in response to a Part 21 notification 
The inspectors identified a noncited violation after the licensee implemented inadequate corrective actions in response to a Part 21 notification 
for Asea Brown Boveri K-line circuit breakers. The licensee was unaware that Containment Cooling Fan 3ME402 Circuit Breaker 3B0611 was 
within scope of the Part 21 notification until after two surveillance test failures occurred. This was a violation of 10 CFR Part 50, Appendix B, 
Criterion XVI. The issue was considered more than minor because it resulted in Containment Cooling Fan 3ME402 exceeding its allowed 
Technical Specification outage time of 7 days. However, the finding was considered to have very low safety significance because of a low 
probability for failure (three failures out of approximately 10,000 breakers in service industry-wide), and both containment cooling trains 
remained capable of performing their safety function. 
Inspection Report# : 2002006(pdf)  

Emergency Preparedness 

Significance:  Nov 08, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Procedures inadequate to implement a site area emergency action level 
A noncited violation of 10 CFR Part 50, Appendix E IV.B was identified for inadequate procedures for implementation of an emergency action 
level. EAL C.3.1(c) requires that a site area emergency be declared if radiation readings outside of containment exceed established levels. 
These locations are not monitored by installed devices and licensee procedures do not require these readings to be taken. The finding was 
determined to be a performance deficiency in that the licensee failed to identify that, during certain plant conditions, the emergency response 
procedures would not evaluate EAL C.3.1(c.) The finding was evaluated using the Emergency Preparedness Significance Determination 
Process to be more than minor because failure to evaluate a potential SAE could result in delayed facility and public evacuations. The finding 
was evaluated as having very low safety significance, since it was a failure of a regulatory requirement but not a failure to meet an emergency 
planning standard. This violation is being treated as a noncited violation in accordance with Section VI.A of the NRC Enforcement Policy. 
Inspection Report# : 2002006(pdf)  

Occupational Radiation Safety 

Significance:  Jan 11, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Release of radioactive material from the restricted area
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Technical Specification 5.5.1 requires procedures for the control of radioactivity. Procedure SO123-VII-20.9.2, "Material Release Surveys," 
Revision 3, Section 6.1, states that the criterion for items released from the Restricted Area is, "No detectable licensed activity above 
background." On both August 18, 2000, and October 31, 2001, the licensee identified an example in which detectable radioactive material was 
inadvertently released from the restricted area. These two events were entered into the licensee's corrective action program as Action Requests 
AR 000800974 and AR 011001703. The safety significance of this finding was determined to very low by the Public Radiation Safety 
Significance Determination Process because the public exposure associated with each item was less than 5 millirem and there were fewer than 
6 events. 
Inspection Report# : 2002003(pdf)  

Public Radiation Safety 

Physical Protection 
Significance: N/A Nov 15, 2002 
Identified By: NRC 
Item Type: FIN Finding 
Verification of Compliance With Interim Compensatory Measures Order 
On February 25, 2002, NRC imposed by Order Interim Compensatory Measures that addressed waterborne threats, vehicle bombs, insider 
threats, land-based assaults, and mitigative measures. The inspectors determined that, overall, the licensee appropriately: evaluated the impact 
of the interim design basis explosive on the site; incorporated the Interim Compensatory Measures into the site protective strategy and access 
authorization program; developed and implemented relevant procedures; evaluated the impact of losses of large areas of the site and 
vulnerabilities of their computer systems; ensured that the emergency plan could be implemented; and established and effectively coordinated 
interface agreements with offsite organizations. 
Inspection Report# : 2002013(pdf)  

Miscellaneous 
Last modified : March 25, 2003 
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San Onofre 3 
1Q/2003 Plant Inspection Findings 

Initiating Events 

Significance:  Feb 10, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Thermocouple packing not replaced in accordance with procedural requirements 
The licensee failed to ensure that packing material for a heated junction thermocouple penetration on the Unit 3 reactor 
vessel head was installed in accordance with procedural requirements. A human performance deficiency in the 
compliant use of procedures directly contributed to this violation. A self-revealing noncited violation of Technical 
Specification 5.5.1.1 was identified. This issue had a credible impact on safety because, if left uncorrected, the finding 
would become a more significant safety concern in that reactor coolant system inventory would be lost and boric acid 
would be introduced to the reactor vessel head. However, the finding was determined to have very low safety 
significance because the leak was small, did not affect any plant mitigating equipment, and was discovered and 
repaired while the plant was in a shut down and cooled down condition with primary system pressure equal to or less 
than 150 psig. 
Inspection Report# : 2003002(pdf)  

Significance:  Jan 28, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Inadequate procedure results in reactor vessel lining damage 
 
Inspection Report# : 2003002(pdf)  

Significance:  Jan 17, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Reactor coolant pump gasket not installed in accordance with procedural requirements 
The licensee failed to ensure that a reactor coolant pump vapor stage gasket had been properly installed in accordance 
with procedural requirements. A human performance deficiency in the compliant use of procedures directly contributed 
to this violation. A self-revealing noncited violation of Technical Specification 5.5.1.1 was identified. The issue had a 
credible impact on safety because, if left uncorrected, the leak could become a more significant safety concern in that 
corrosive boric acid could have degraded a reactor coolant pump casing and reactor coolant system piping. The issue is 
therefore more than minor. However, the finding was determined to have very low safety significance because the leak 
was very small, did not contribute to the likelihood of a loss of coolant accident or a reactor trip, did not affect the 
likelihood that mitigation equipment functions would not be available, and did not increase the likelihood of fire or 
flooding. 
Inspection Report# : 2003002(pdf)  

Page 1 of 31Q/2003 Inspection Findings - San Onofre 3

07/22/2003file://C:\RROP\NRR\OVERSIGHT\ASSESS\SANO3\sano3_pim.html



Significance:  Jun 16, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadvertent reactor cavity leakage to SG 2E088 
The inspectors identified a noncited violation for a lapse in procedural compliance that resulted in a leak path for water 
from the reactor refueling cavity across a steam generator nozzle dam to the cold leg side of Steam Generator 2E088. 
This was a violation of 10 CFR Part 50, Appendix B, Criterion V. This issue was more than minor because it resulted 
in an inadvertent leak from the reactor coolant system of approximately 1500 gallons. The finding was considered to 
have very low safety significance because the leak rate was very small (approximately 0.3 gallons per minute), and the 
leak was quickly isolated once it was identified. This violation is in the licensee's corrective action program as Action 
Request 020601156.  
Inspection Report# : 2002002(pdf)  

Mitigating Systems 

Barrier Integrity 

Significance:  Sep 24, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate corrective actions in response to a Part 21 notification 
The inspectors identified a noncited violation after the licensee implemented inadequate corrective actions in response 
to a Part 21 notification for Asea Brown Boveri K-line circuit breakers. The licensee was unaware that Containment 
Cooling Fan 3ME402 Circuit Breaker 3B0611 was within scope of the Part 21 notification until after two surveillance 
test failures occurred. This was a violation of 10 CFR Part 50, Appendix B, Criterion XVI. The issue was considered 
more than minor because it resulted in Containment Cooling Fan 3ME402 exceeding its allowed Technical 
Specification outage time of 7 days. However, the finding was considered to have very low safety significance because 
of a low probability for failure (three failures out of approximately 10,000 breakers in service industry-wide), and both 
containment cooling trains remained capable of performing their safety function. 
Inspection Report# : 2002006(pdf)  

Emergency Preparedness 

Significance:  Nov 08, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Procedures inadequate to implement a site area emergency action level 
A noncited violation of 10 CFR Part 50, Appendix E IV.B was identified for inadequate procedures for implementation 
of an emergency action level. EAL C.3.1(c) requires that a site area emergency be declared if radiation readings outside 
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of containment exceed established levels. These locations are not monitored by installed devices and licensee 
procedures do not require these readings to be taken. The finding was determined to be a performance deficiency in that 
the licensee failed to identify that, during certain plant conditions, the emergency response procedures would not 
evaluate EAL C.3.1(c.) The finding was evaluated using the Emergency Preparedness Significance Determination 
Process to be more than minor because failure to evaluate a potential SAE could result in delayed facility and public 
evacuations. The finding was evaluated as having very low safety significance, since it was a failure of a regulatory 
requirement but not a failure to meet an emergency planning standard. This violation is being treated as a noncited 
violation in accordance with Section VI.A of the NRC Enforcement Policy. 
Inspection Report# : 2002006(pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 
Significance: N/A Nov 15, 2002 
Identified By: NRC 
Item Type: FIN Finding 
Verification of Compliance With Interim Compensatory Measures Order 
On February 25, 2002, NRC imposed by Order Interim Compensatory Measures that addressed waterborne threats, 
vehicle bombs, insider threats, land-based assaults, and mitigative measures. The inspectors determined that, overall, 
the licensee appropriately: evaluated the impact of the interim design basis explosive on the site; incorporated the 
Interim Compensatory Measures into the site protective strategy and access authorization program; developed and 
implemented relevant procedures; evaluated the impact of losses of large areas of the site and vulnerabilities of their 
computer systems; ensured that the emergency plan could be implemented; and established and effectively coordinated 
interface agreements with offsite organizations. 
Inspection Report# : 2002013(pdf)  

Miscellaneous 
Last modified : May 30, 2003 
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San Onofre 3 
2Q/2003 Plant Inspection Findings 

Initiating Events 

Significance:  Feb 10, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Thermocouple packing not replaced in accordance with procedural requirements 
The licensee failed to ensure that packing material for a heated junction thermocouple penetration on the Unit 3 reactor 
vessel head was installed in accordance with procedural requirements. A human performance deficiency in the 
compliant use of procedures directly contributed to this violation. A self-revealing noncited violation of Technical 
Specification 5.5.1.1 was identified. This issue had a credible impact on safety because, if left uncorrected, the finding 
would become a more significant safety concern in that reactor coolant system inventory would be lost and boric acid 
would be introduced to the reactor vessel head. However, the finding was determined to have very low safety 
significance because the leak was small, did not affect any plant mitigating equipment, and was discovered and 
repaired while the plant was in a shut down and cooled down condition with primary system pressure equal to or less 
than 150 psig. 
Inspection Report# : 2003002(pdf)  

Significance:  Jan 28, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Inadequate procedure results in reactor vessel lining damage 
An inadequate procedure was implemented to remove the core barrel from the Unit 3 reactor vessel during the Unit 3 
Cycle 12 refueling outage. The use of the inadequate procedure resulted in a small amount of damage to the stainless 
steel reactor vessel lining. A self-revealing noncited violation of TS 5.5.1.1 was identified. The issue had a credible 
impact on safety because, if left uncorrected, it could become a more significant safety concern in that it could result in 
the inadvertent introduction of foreign material into the reactor coolant system and unnecessary personnel exposure to 
implement repairs. The issue is therefore more than minor. However, the finding was determined to have very low 
safety significance because the damage to the reactor vessel lining did not affect its operability and did not contribute to 
the likelihood of an initiating event. 
Inspection Report# : 2003002(pdf)  

Significance:  Jan 17, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Reactor coolant pump gasket not installed in accordance with procedural requirements 
The licensee failed to ensure that a reactor coolant pump vapor stage gasket had been properly installed in accordance 
with procedural requirements. A human performance deficiency in the compliant use of procedures directly contributed 
to this violation. A self-revealing noncited violation of Technical Specification 5.5.1.1 was identified. The issue had a 
credible impact on safety because, if left uncorrected, the leak could become a more significant safety concern in that 
corrosive boric acid could have degraded a reactor coolant pump casing and reactor coolant system piping. The issue is 
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therefore more than minor. However, the finding was determined to have very low safety significance because the leak 
was very small, did not contribute to the likelihood of a loss of coolant accident or a reactor trip, did not affect the 
likelihood that mitigation equipment functions would not be available, and did not increase the likelihood of fire or 
flooding. 
Inspection Report# : 2003002(pdf)  

Mitigating Systems 

Significance:  Apr 08, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Pressurization of U3 LPSI header 
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion XVI, because the licensee 
failed to implement adequate corrective actions following the identification of a leaking check valve in the Unit 3 low 
pressure safety injection system in May 2001, which resulted in the unnecessary pressurization of the Unit 3 low 
pressure safety injection header and challenged its associated relief valve. The inspectors determined that the issue had 
a credible impact on the mitigating systems cornerstone because it resulted in the unnecessary pressurization of the 
Unit 3 low pressure safety injection header and the cycling of its associated relief valve. The issue was determined to 
be more than minor because, if left uncorrected, it would become a more significant safety concern in that the licensee 
would continue to unknowingly pressurize the low pressure safety injection header and challenge its associated relief 
valve. As a result, the reliability of the relief valve and hence the low pressure safety injection header could be 
compromised. The finding was determined to have very low safety significance because the relief valve maintained the 
low pressure safety injection header pressure below the American Society of Mechanical Engineers code pressure limit 
and the safety function of the low pressure safety injection header was maintained. 
Inspection Report# : 2003003(pdf)  

Barrier Integrity 

Significance:  Sep 24, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate corrective actions in response to a Part 21 notification 
The inspectors identified a noncited violation after the licensee implemented inadequate corrective actions in response 
to a Part 21 notification for Asea Brown Boveri K-line circuit breakers. The licensee was unaware that Containment 
Cooling Fan 3ME402 Circuit Breaker 3B0611 was within scope of the Part 21 notification until after two surveillance 
test failures occurred. This was a violation of 10 CFR Part 50, Appendix B, Criterion XVI. The issue was considered 
more than minor because it resulted in Containment Cooling Fan 3ME402 exceeding its allowed Technical 
Specification outage time of 7 days. However, the finding was considered to have very low safety significance because 
of a low probability for failure (three failures out of approximately 10,000 breakers in service industry-wide), and both 
containment cooling trains remained capable of performing their safety function. 
Inspection Report# : 2002006(pdf)  
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Emergency Preparedness 
Significance: SL-IV Apr 01, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Change to EAL C3 resulting in decrease in effectiveness of EP in violation of 10 CFR 50.54(q) 
Between March 3 and April 25, 2003, the licensee implemented a change to Emergency Action Level C3 which 
constituted a decrease in effectiveness of the emergency plan because two conditions which would previously have 
resulted in site area emergency classification would not be classified by the revised emergency action level. 
Implementation without prior NRC approval of changes to the emergency plan which constitute reduction in the 
effectiveness of the plan was a noncited violation of 10 CFR 50.54(q). The finding was evaluated using NUREG-1600, 
"General Statement of Policy and Procedure for NRC Enforcement Actions," Section IV, because licensee reductions 
in the effectiveness of its emergency plan impact the regulatory process. The finding had greater than minor 
significance because deletion of conditions indicative of a site area emergency has the potential to impact safety. The 
finding was determined to be a noncited Severity Level IV violation because the emergency action level change 
constituted a failure to implement an emergency planning standard and did not constitute a failure to meet an 
emergency planning standard as defined by 10 CFR 50.47(b). This finding has been entered into the licensee's 
corrective action program as Action Request 030400514. 
Inspection Report# : 2003003(pdf)  

Significance:  Nov 08, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Procedures inadequate to implement a site area emergency action level 
A noncited violation of 10 CFR Part 50, Appendix E IV.B was identified for inadequate procedures for implementation 
of an emergency action level. EAL C.3.1(c) requires that a site area emergency be declared if radiation readings outside 
of containment exceed established levels. These locations are not monitored by installed devices and licensee 
procedures do not require these readings to be taken. The finding was determined to be a performance deficiency in that 
the licensee failed to identify that, during certain plant conditions, the emergency response procedures would not 
evaluate EAL C.3.1(c.) The finding was evaluated using the Emergency Preparedness Significance Determination 
Process to be more than minor because failure to evaluate a potential SAE could result in delayed facility and public 
evacuations. The finding was evaluated as having very low safety significance, since it was a failure of a regulatory 
requirement but not a failure to meet an emergency planning standard. This violation is being treated as a noncited 
violation in accordance with Section VI.A of the NRC Enforcement Policy. 
Inspection Report# : 2002006(pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 
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Significance: N/A Nov 15, 2002 
Identified By: NRC 
Item Type: FIN Finding 
Verification of Compliance With Interim Compensatory Measures Order 
On February 25, 2002, NRC imposed by Order Interim Compensatory Measures that addressed waterborne threats, 
vehicle bombs, insider threats, land-based assaults, and mitigative measures. The inspectors determined that, overall, 
the licensee appropriately: evaluated the impact of the interim design basis explosive on the site; incorporated the 
Interim Compensatory Measures into the site protective strategy and access authorization program; developed and 
implemented relevant procedures; evaluated the impact of losses of large areas of the site and vulnerabilities of their 
computer systems; ensured that the emergency plan could be implemented; and established and effectively coordinated 
interface agreements with offsite organizations. 
Inspection Report# : 2002013(pdf)  

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

Initiating Events 

Significance:  Feb 10, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Thermocouple packing not replaced in accordance with procedural requirements 
The licensee failed to ensure that packing material for a heated junction thermocouple penetration on the Unit 3 reactor 
vessel head was installed in accordance with procedural requirements. A human performance deficiency in the 
compliant use of procedures directly contributed to this violation.  
 
A self-revealing noncited violation of Technical Specification 5.5.1.1 was identified. This issue had a credible impact 
on safety because, if left uncorrected, the finding would become a more significant safety concern in that reactor 
coolant system inventory would be lost and boric acid would be introduced to the reactor vessel head. However, the 
finding was determined to have very low safety significance because the leak was small, did not affect any plant 
mitigating equipment, and was discovered and repaired while the plant was in a shut down and cooled down condition 
with primary system pressure equal to or less than 150 psig. 
Inspection Report# : 2003002(pdf)  

Significance:  Jan 28, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Inadequate procedure results in reactor vessel lining damage 
An inadequate procedure was implemented to remove the core barrel from the Unit 3 reactor vessel during the Unit 3 
Cycle 12 refueling outage. The use of the inadequate procedure resulted in a small amount of damage to the stainless 
steel reactor vessel lining.  
 
A self-revealing noncited violation of TS 5.5.1.1 was identified. The issue had a credible impact on safety because, if 
left uncorrected, it could become a more significant safety concern in that it could result in the inadvertent introduction 
of foreign material into the reactor coolant system and unnecessary personnel exposure to implement repairs. The issue 
is therefore more than minor. However, the finding was determined to have very low safety significance because the 
damage to the reactor vessel lining did not affect its operability and did not contribute to the likelihood of an initiating 
event. 
Inspection Report# : 2003002(pdf)  

Significance:  Jan 17, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Reactor coolant pump gasket not installed in accordance with procedural requirements 
The licensee failed to ensure that a reactor coolant pump vapor stage gasket had been properly installed in accordance 
with procedural requirements. A human performance deficiency in the compliant use of procedures directly contributed 
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to this violation.  
 
A self-revealing noncited violation of Technical Specification 5.5.1.1 was identified. The issue had a credible impact 
on safety because, if left uncorrected, the leak could become a more significant safety concern in that corrosive boric 
acid could have degraded a reactor coolant pump casing and reactor coolant system piping. The issue is therefore more 
than minor. However, the finding was determined to have very low safety significance because the leak was very small, 
did not contribute to the likelihood of a loss of coolant accident or a reactor trip, did not affect the likelihood that 
mitigation equipment functions would not be available, and did not increase the likelihood of fire or flooding. 
Inspection Report# : 2003002(pdf)  

Mitigating Systems 

Significance:  Jul 11, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to promptly identify and correct linestarter degradation 
A noncited violation of 10 CFR Part 50, Appendix B, Criterion XVI, was identified as a result of inadequate corrective 
actions in response to the improper use of trichloroethane-based cleaners during linestarter maintenance. This resulted 
in unnecessary degradation of safety-related linestarter auxiliary contacts.  
 
This issue was considered more than minor because the damage caused by improper maintenance practices to safety-
related linestarters, if left uncorrected, could lead to a more significant safety concern in that a risk-significant valve 
could fail to perform its safety function. The finding was characterized under the Significance Determination Process as 
having very low safety significance because there was no actual impact on the safety-related function of any Unit 3 
valve. Additionally, the results of the inspection of the remaining Unit 2 risk dominant valves, completed on July 11, 
2003, did not result in any additional test failures. 
Inspection Report# : 2003004(pdf)  

Significance:  Apr 08, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Pressurization of U3 LPSI header 
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion XVI, because the licensee 
failed to implement adequate corrective actions following the identification of a leaking check valve in the Unit 3 low 
pressure safety injection system in May 2001, which resulted in the unnecessary pressurization of the Unit 3 low 
pressure safety injection header and challenged its associated relief valve.  
The inspectors determined that the issue had a credible impact on the mitigating systems cornerstone because it resulted 
in the unnecessary pressurization of the Unit 3 low pressure safety injection header and the cycling of its associated 
relief valve. The issue was determined to be more than minor because, if left uncorrected, it would become a more 
significant safety concern in that the licensee would continue to unknowingly pressurize the low pressure safety 
injection header and challenge its associated relief valve. As a result, the reliability of the relief valve and hence the low 
pressure safety injection header could be compromised. The finding was determined to have very low safety 
significance because the relief valve maintained the low pressure safety injection header pressure below the American 
Society of Mechanical Engineers code pressure limit and the safety function of the low pressure safety injection header 
was maintained. 
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Inspection Report# : 2003003(pdf)  

Barrier Integrity 

Emergency Preparedness 
Significance: SL-IV Apr 01, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Change to EAL C3 resulting in decrease in effectiveness of EP in violation of 10 CFR 50.54(q) 
Between March 3 and April 25, 2003, the licensee implemented a change to Emergency Action Level C3 which 
constituted a decrease in effectiveness of the emergency plan because two conditions which would previously have 
resulted in site area emergency classification would not be classified by the revised emergency action level. 
Implementation without prior NRC approval of changes to the emergency plan which constitute reduction in the 
effectiveness of the plan was a noncited violation of 10 CFR 50.54(q).  
The finding was evaluated using NUREG-1600, "General Statement of Policy and Procedure for NRC Enforcement 
Actions," Section IV, because licensee reductions in the effectiveness of its emergency plan impact the regulatory 
process. The finding had greater than minor significance because deletion of conditions indicative of a site area 
emergency has the potential to impact safety. The finding was determined to be a noncited Severity Level IV violation 
because the emergency action level change constituted a failure to implement an emergency planning standard and did 
not constitute a failure to meet an emergency planning standard as defined by 10 CFR 50.47(b). This finding has been 
entered into the licensee's corrective action program as Action Request 030400514. 
Inspection Report# : 2003003(pdf)  

Significance:  Nov 08, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Procedures inadequate to implement a site area emergency action level 
A noncited violation of 10 CFR Part 50, Appendix E IV.B was identified for inadequate procedures for implementation 
of an emergency action level. EAL C.3.1(c) requires that a site area emergency be declared if radiation readings outside 
of containment exceed established levels. These locations are not monitored by installed devices and licensee 
procedures do not require these readings to be taken.  
 
The finding was determined to be a performance deficiency in that the licensee failed to identify that, during certain 
plant conditions, the emergency response procedures would not evaluate EAL C.3.1(c.) The finding was evaluated 
using the Emergency Preparedness Significance Determination Process to be more than minor because failure to 
evaluate a potential SAE could result in delayed facility and public evacuations. The finding was evaluated as having 
very low safety significance, since it was a failure of a regulatory requirement but not a failure to meet an emergency 
planning standard. This violation is being treated as a noncited violation in accordance with Section VI.A of the NRC 
Enforcement Policy. 
Inspection Report# : 2002006(pdf)  

Page 3 of 43Q/2003 Inspection Findings - San Onofre 3

01/12/2004file://C:\RROP\NRR\OVERSIGHT\ASSESS\SANO3\sano3_pim.html



Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 
Significance: N/A Nov 15, 2002 
Identified By: NRC 
Item Type: FIN Finding 
Verification of Compliance With Interim Compensatory Measures Order 
On February 25, 2002, NRC imposed by Order Interim Compensatory Measures that addressed waterborne threats, 
vehicle bombs, insider threats, land-based assaults, and mitigative measures. The inspectors determined that, overall, 
the licensee appropriately: evaluated the impact of the interim design basis explosive on the site; incorporated the 
Interim Compensatory Measures into the site protective strategy and access authorization program; developed and 
implemented relevant procedures; evaluated the impact of losses of large areas of the site and vulnerabilities of their 
computer systems; ensured that the emergency plan could be implemented; and established and effectively coordinated 
interface agreements with offsite organizations. 
Inspection Report# : 2002013(pdf)  

Miscellaneous 
Last modified : December 01, 2003 
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San Onofre 3 
4Q/2003 Plant Inspection Findings 

Initiating Events 
Significance: N/A Oct 10, 2003 
Identified By: NRC 
Item Type: FIN Finding 
95001 for Green to White 
During this supplemental inspection, performed in accordance with Inspection Procedure 95001, the inspector 
determined that the licensee performed a comprehensive and thorough evaluation in which specific problems were 
identified, an adequate root cause evaluation was performed and corrective actions were taken or planned to prevent 
recurrence. 
Inspection Report# : 2003011(pdf)  

Significance:  Feb 10, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Thermocouple packing not replaced in accordance with procedural requirements 
The licensee failed to ensure that packing material for a heated junction thermocouple penetration on the Unit 3 reactor 
vessel head was installed in accordance with procedural requirements. A human performance deficiency in the 
compliant use of procedures directly contributed to this violation.  
 
A self-revealing noncited violation of Technical Specification 5.5.1.1 was identified. This issue had a credible impact 
on safety because, if left uncorrected, the finding would become a more significant safety concern in that reactor 
coolant system inventory would be lost and boric acid would be introduced to the reactor vessel head. However, the 
finding was determined to have very low safety significance because the leak was small, did not affect any plant 
mitigating equipment, and was discovered and repaired while the plant was in a shut down and cooled down condition 
with primary system pressure equal to or less than 150 psig.  
 
[In addition to the noncited violation, an ALARA finding was also identified (Inspection Report 50-362/2003005, 
Section 4OA5). A finding was identified because the corrective actions associated with the above human performance 
deficiency failed to maintain collective doses ALARA. Specifically, the rework exceeded 5 person-rem and the dose 
estimage by more than 50 percent. The ALARA aspects of this finding were found to have no more than very low saety 
significance because the finding was an ALARA work control issue and the licensee's three-year rolling average 
collective dose was less than 135 person-rem.] 
Inspection Report# : 2003002(pdf)  

Significance:  Jan 28, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Inadequate procedure results in reactor vessel lining damage 
An inadequate procedure was implemented to remove the core barrel from the Unit 3 reactor vessel during the Unit 3 
Cycle 12 refueling outage. The use of the inadequate procedure resulted in a small amount of damage to the stainless 
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steel reactor vessel lining.  
 
A self-revealing noncited violation of TS 5.5.1.1 was identified. The issue had a credible impact on safety because, if 
left uncorrected, it could become a more significant safety concern in that it could result in the inadvertent introduction 
of foreign material into the reactor coolant system and unnecessary personnel exposure to implement repairs. The issue 
is therefore more than minor. However, the finding was determined to have very low safety significance because the 
damage to the reactor vessel lining did not affect its operability and did not contribute to the likelihood of an initiating 
event. 
Inspection Report# : 2003002(pdf)  

Significance:  Jan 17, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Reactor coolant pump gasket not installed in accordance with procedural requirements 
The licensee failed to ensure that a reactor coolant pump vapor stage gasket had been properly installed in accordance 
with procedural requirements. A human performance deficiency in the compliant use of procedures directly contributed 
to this violation.  
 
A self-revealing noncited violation of Technical Specification 5.5.1.1 was identified. The issue had a credible impact 
on safety because, if left uncorrected, the leak could become a more significant safety concern in that corrosive boric 
acid could have degraded a reactor coolant pump casing and reactor coolant system piping. The issue is therefore more 
than minor. However, the finding was determined to have very low safety significance because the leak was very small, 
did not contribute to the likelihood of a loss of coolant accident or a reactor trip, did not affect the likelihood that 
mitigation equipment functions would not be available, and did not increase the likelihood of fire or flooding. 
Inspection Report# : 2003002(pdf)  

Mitigating Systems 

Significance:  Jul 11, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to promptly identify and correct linestarter degradation 
A noncited violation of 10 CFR Part 50, Appendix B, Criterion XVI, was identified as a result of inadequate corrective 
actions in response to the improper use of trichloroethane-based cleaners during linestarter maintenance. This resulted 
in unnecessary degradation of safety-related linestarter auxiliary contacts.  
 
This issue was considered more than minor because the damage caused by improper maintenance practices to safety-
related linestarters, if left uncorrected, could lead to a more significant safety concern in that a risk-significant valve 
could fail to perform its safety function. The finding was characterized under the Significance Determination Process as 
having very low safety significance because there was no actual impact on the safety-related function of any Unit 3 
valve. Additionally, the results of the inspection of the remaining Unit 2 risk dominant valves, completed on July 11, 
2003, did not result in any additional test failures. 
Inspection Report# : 2003004(pdf)  
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Significance:  Apr 08, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Pressurization of U3 LPSI header 
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion XVI, because the licensee 
failed to implement adequate corrective actions following the identification of a leaking check valve in the Unit 3 low 
pressure safety injection system in May 2001, which resulted in the unnecessary pressurization of the Unit 3 low 
pressure safety injection header and challenged its associated relief valve.  
The inspectors determined that the issue had a credible impact on the mitigating systems cornerstone because it resulted 
in the unnecessary pressurization of the Unit 3 low pressure safety injection header and the cycling of its associated 
relief valve. The issue was determined to be more than minor because, if left uncorrected, it would become a more 
significant safety concern in that the licensee would continue to unknowingly pressurize the low pressure safety 
injection header and challenge its associated relief valve. As a result, the reliability of the relief valve and hence the low 
pressure safety injection header could be compromised. The finding was determined to have very low safety 
significance because the relief valve maintained the low pressure safety injection header pressure below the American 
Society of Mechanical Engineers code pressure limit and the safety function of the low pressure safety injection header 
was maintained. 
Inspection Report# : 2003003(pdf)  

Barrier Integrity 

Emergency Preparedness 
Significance: SL-IV Apr 01, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Change to EAL C3 resulting in decrease in effectiveness of EP in violation of 10 CFR 50.54(q) 
Between March 3 and April 25, 2003, the licensee implemented a change to Emergency Action Level C3 which 
constituted a decrease in effectiveness of the emergency plan because two conditions which would previously have 
resulted in site area emergency classification would not be classified by the revised emergency action level. 
Implementation without prior NRC approval of changes to the emergency plan which constitute reduction in the 
effectiveness of the plan was a noncited violation of 10 CFR 50.54(q).  
The finding was evaluated using NUREG-1600, "General Statement of Policy and Procedure for NRC Enforcement 
Actions," Section IV, because licensee reductions in the effectiveness of its emergency plan impact the regulatory 
process. The finding had greater than minor significance because deletion of conditions indicative of a site area 
emergency has the potential to impact safety. The finding was determined to be a noncited Severity Level IV violation 
because the emergency action level change constituted a failure to implement an emergency planning standard and did 
not constitute a failure to meet an emergency planning standard as defined by 10 CFR 50.47(b). This finding has been 
entered into the licensee's corrective action program as Action Request 030400514. 
Inspection Report# : 2003003(pdf)  

Occupational Radiation Safety
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Public Radiation Safety 

Physical Protection 

Miscellaneous 
Last modified : March 02, 2004 
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San Onofre 3 
1Q/2004 Plant Inspection Findings 

Initiating Events 
Significance: N/A Oct 10, 2003 
Identified By: NRC 
Item Type: FIN Finding 
95001 for Green to White 
During this supplemental inspection, performed in accordance with Inspection Procedure 95001, the inspector determined that the licensee 
performed a comprehensive and thorough evaluation in which specific problems were identified, an adequate root cause evaluation was 
performed and corrective actions were taken or planned to prevent recurrence. 
Inspection Report# : 2003011(pdf)  

Mitigating Systems 

Significance:  Jul 11, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to promptly identify and correct linestarter degradation 
A noncited violation of 10 CFR Part 50, Appendix B, Criterion XVI, was identified as a result of inadequate corrective actions in response to 
the improper use of trichloroethane-based cleaners during linestarter maintenance. This resulted in unnecessary degradation of safety-related 
linestarter auxiliary contacts.  
 
This issue was considered more than minor because the damage caused by improper maintenance practices to safety-related linestarters, if left 
uncorrected, could lead to a more significant safety concern in that a risk-significant valve could fail to perform its safety function. The finding 
was characterized under the Significance Determination Process as having very low safety significance because there was no actual impact on 
the safety-related function of any Unit 3 valve. Additionally, the results of the inspection of the remaining Unit 2 risk dominant valves, 
completed on July 11, 2003, did not result in any additional test failures. 
Inspection Report# : 2003004(pdf)  

Significance:  Apr 08, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Pressurization of U3 LPSI header 
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion XVI, because the licensee failed to implement 
adequate corrective actions following the identification of a leaking check valve in the Unit 3 low pressure safety injection system in May 
2001, which resulted in the unnecessary pressurization of the Unit 3 low pressure safety injection header and challenged its associated relief 
valve.  
The inspectors determined that the issue had a credible impact on the mitigating systems cornerstone because it resulted in the unnecessary 
pressurization of the Unit 3 low pressure safety injection header and the cycling of its associated relief valve. The issue was determined to be 
more than minor because, if left uncorrected, it would become a more significant safety concern in that the licensee would continue to 
unknowingly pressurize the low pressure safety injection header and challenge its associated relief valve. As a result, the reliability of the relief 
valve and hence the low pressure safety injection header could be compromised. The finding was determined to have very low safety 
significance because the relief valve maintained the low pressure safety injection header pressure below the American Society of Mechanical 
Engineers code pressure limit and the safety function of the low pressure safety injection header was maintained. 
Inspection Report# : 2003003(pdf)  

Barrier Integrity 

Page 1 of 21Q/2004 Inspection Findings - San Onofre 3

07/14/2004



Emergency Preparedness 
Significance: SL-IV Apr 01, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Change to EAL C3 resulting in decrease in effectiveness of EP in violation of 10 CFR 50.54(q) 
Between March 3 and April 25, 2003, the licensee implemented a change to Emergency Action Level C3 which constituted a decrease in 
effectiveness of the emergency plan because two conditions which would previously have resulted in site area emergency classification would 
not be classified by the revised emergency action level. Implementation without prior NRC approval of changes to the emergency plan which 
constitute reduction in the effectiveness of the plan was a noncited violation of 10 CFR 50.54(q).  
The finding was evaluated using NUREG-1600, "General Statement of Policy and Procedure for NRC Enforcement Actions," Section IV, 
because licensee reductions in the effectiveness of its emergency plan impact the regulatory process. The finding had greater than minor 
significance because deletion of conditions indicative of a site area emergency has the potential to impact safety. The finding was determined to 
be a noncited Severity Level IV violation because the emergency action level change constituted a failure to implement an emergency planning 
standard and did not constitute a failure to meet an emergency planning standard as defined by 10 CFR 50.47(b). This finding has been entered 
into the licensee's corrective action program as Action Request 030400514. 
Inspection Report# : 2003003(pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Miscellaneous 

Last modified : May 05, 2004 
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San Onofre 3 
2Q/2004 Plant Inspection Findings 

Initiating Events 
Significance: N/A Oct 10, 2003 
Identified By: NRC 
Item Type: FIN Finding 
95001 for Green to White 
During this supplemental inspection, performed in accordance with Inspection Procedure 95001, the inspector determined that the licensee performed a 
comprehensive and thorough evaluation in which specific problems were identified, an adequate root cause evaluation was performed and corrective 
actions were taken or planned to prevent recurrence. 
Inspection Report# : 2003011(pdf)  

Mitigating Systems 

Significance:  Apr 10, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Auxiliary Feedwater Pump Oil Leak Not Promptly Identified or Corrected 
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion XVI, because the licensee failed to adequately correct an 
identified oil leak from the inboad bearing of the motor to Auxiliary Feedwater Pump 3P504 and subsequently failed to promptly re-identify the leak 
during subsequent routine inspections of the pump.  
 
This finding is greater than minor because it had a credible impact on the mitigating systems cornerstone in that, if left uncorrected, it would have 
become a more significant safety concern. Specifically, the unidentified accelerated oil leak would have likely continued to the point where Auxiliary 
Feedwater Pump 3P504 would have been rendered inoperable. The finding was determined to have very low safety significance (Green) because 
Auxiliary Feedwater Pump 3P504 remained operable. 
Inspection Report# : 2004002(pdf)  

Significance:  Jul 11, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to promptly identify and correct linestarter degradation 
A noncited violation of 10 CFR Part 50, Appendix B, Criterion XVI, was identified as a result of inadequate corrective actions in response to the 
improper use of trichloroethane-based cleaners during linestarter maintenance. This resulted in unnecessary degradation of safety-related linestarter 
auxiliary contacts.  
 
This issue was considered more than minor because the damage caused by improper maintenance practices to safety-related linestarters, if left 
uncorrected, could lead to a more significant safety concern in that a risk-significant valve could fail to perform its safety function. The finding was 
characterized under the Significance Determination Process as having very low safety significance because there was no actual impact on the safety-
related function of any Unit 3 valve. Additionally, the results of the inspection of the remaining Unit 2 risk dominant valves, completed on July 11, 
2003, did not result in any additional test failures. 
Inspection Report# : 2003004(pdf)  

Barrier Integrity 

Emergency Preparedness 
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Occupational Radiation Safety 

Significance:  Apr 10, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Post a Radiological Hazard 
Green. On March 10, 2004, the inspector identified a non-cited violation of Technical Specification 5.5.1.1a because the licensee failed to post a 
radiological hazard (hot spot). A survey performed by the licensee on February 17, 2004, identified a hot spot, with radiation levels of 350 millirem per 
hour on contact and 50 millirem per hour at 30 centimeters, on the 17-foot elevation of the Unit 2 containment building.  
 
The failure to post a hot spot is a performance deficiency. The finding was greater than minor because it was associated with the Occupational Radiation 
Safety cornerstone attribute of Program and Process and affected the cornerstone objective to ensure the adequate protection of a worker's health and 
safety from exposure to radiation. When processed through the Occupational Radiation Safety Significance Determination Process, the finding was 
determined to be of very low safety significance because it was not associated with as low as is reasonably achievable planning or work controls, there 
was no overexposure or a substantial potential for overexposure, and the ability to assess dose was not compromised. The finding was entered into the 
licensee's corrective action program as Action Request 040201480.  
 
Inspection Report# : 2004002(pdf)  

Public Radiation Safety 

Significance:  Jan 30, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
The licensee failed to have all the required effluent monitors channels operable or implement auxiliary sampling requirements as specified in 
the Offsite Dose Calculation Manual. 
The licensee failed to have all the required effluent monitors channels operable or implement auxiliary sampling requirements as specified in the Offsite 
Dose Calculation Manual  
 
A self-revealing, non-cited violation of Technical Specification 5.5.2.1 was reviewed by the team because the licensee failed to have all the required 
effluent monitors channels operable or implement auxiliary sampling requirements as specified in the Offsite Dose Calculation Manual. Specifically, the 
Unit 3 condenser air ejector monitor (3-7870) was declared inoperable on May 26, 2003, at 5:40 p.m. and auxiliary sampling equipment was initially put 
in place. However, from 8:00 p.m. on May 27, 2003, until 9:55 a.m. on May 28, 2003, continuous particulate and iodine samples were not obtained via 
the compensatory sampling device because a chemistry technician di not install the necessary filters. The situation was discovered during the successive, 
routine filter change out.  
 
The finding was greater than minor because it was associated with cornerstone attributes (radiation monitoring and chemistry technician performance) 
and affected the associated cornerstone objective (to ensure adequate protection of public health and safety from exposure to radioactive materials 
released into the public domain). The finding involved an occurrence in the licensee's radiological effluent monitoring program that was contrary to 
Offsite Dose Calculation Manual requirements; therefore, it was evaluated using the Public Radiation Safety Significance Determination Process. The 
finding had very low significance because the finding was not a radioactive material control findings, but it was an effluent release program finding. The 
finding impaired the licensee's ability to assess dose; however, the licensee was able to assess dose to the pubic through use of an operational noble gas 
monitor (3RT-7818) in the condenser evacuation system and the dose did not exceed 10 CFR Part 50 Appendix I values . 
Inspection Report# : 2004006(pdf)  

Significance:  Jan 30, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
The licensee failed to to follow radiation protection procedures related to the release of radioactive material from the protected area-magenta- 
painted hose with total fixed activity of 40 nanocuries 
The licensee failed to follow radiation protection procedures related to the release of radioactive material from the protected area - magenta-painted hose 
with total fixed activity of 40 nanocuries.  
 
A self-revealing, non-cited violation of Technical Specification 5.5.1 was reviewed by the team because the licensee failed to follow radiation protection 
procedures related to the release of radioative material from the protected area. Specifically, on November 6, 2003, the licensee discovred one magenta-
painted hose in a  
55 gallon drum which had been stored in the Mesa rea (outside the protected area) since January 1998. The licensee surveyed the hose and determined 
that it contained a total fixed activity of 40 nanocuries.  
 
The finding was greater than minor because it is associated with the cornerstone attribute (material release) and it affected the associated cornerstone 
objective (to ensure adequate protection of public health and safety from exposure to radioactive material released into the public domain). The finding 
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involved an occurrence in the licensee's radioactive material control program that was contrary to licensee procedures. This finding was evaluated as 
having very low safety signifiance using the Public Radiation Safety Significance Determination Process because the finding was a radioactive material 
control issues, was not a transportation issue, public exposure was not greater than 5 millimrem, and there wre less than 5 occurrences over the past 
rolling 8 quarters.  
 
The finding was greated than minor because it is associated with the cornerstone attribute (material release) and it affected the associated cornerstone 
objective (to ensure adequate protection of public health and safety from exposure to radioactive material released into the public domain). The finding 
involved an occurrence in the licensee's radioactive material control program that was contrary to licensee procedures. This finding was evaluated as 
having very low safety significance using the Public Radiation Safety Significance Determination Process because the finding was a radioactive material 
control issues, was not a transportation issue, public exposure was not greated than 5 millirem, and there were less than 5 occurrences over the past 
rolling 8 quarters. 
Inspection Report# : 2004006(pdf)  

Physical Protection 
Physical Protection information not publicly available. 

Miscellaneous 
Last modified : September 08, 2004 
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San Onofre 3 
3Q/2004 Plant Inspection Findings 

Initiating Events 

Significance: N/A Oct 10, 2003 
Identified By: NRC 
Item Type: FIN Finding 
95001 for Green to White 
During this supplemental inspection, performed in accordance with Inspection Procedure 95001, the inspector determined that the licensee 
performed a comprehensive and thorough evaluation in which specific problems were identified, an adequate root cause evaluation was 
performed and corrective actions were taken or planned to prevent recurrence. 
Inspection Report# : 2003011(pdf)  

Mitigating Systems 

Significance:  Jul 07, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Licensee Failure to Correct Defficiencies in Saltwater Cooling Pump Removal and Installation Procedure 
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion XVI, because the licensee failed to correct deficiencies 
in Procedure SO23-I-5.4, "Saltwater Cooling Pump Removal and Installation," following the improper assembly of saltwater cooling Pump 
3P307 on March 13, 2004.  
 
The finding was more than minor since it affected the procedure quality attribute o the mitigating systems cornerstone. The finding was 
determined to have very low safety significance (Green) because the inadequate procedure did not result in an actual loss of safety function. 
This finding also had cross-cutting aspects associated with problem identification and resolution based on the fact that the condition was 
entered into the corrective action program but no corrective actions were implemented. 
Inspection Report# : 2004003(pdf)  

Significance:  Apr 10, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Auxiliary Feedwater Pump Oil Leak Not Promptly Identified or Corrected 
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion XVI, because the licensee failed to adequately correct 
an identified oil leak from the inboad bearing of the motor to Auxiliary Feedwater Pump 3P504 and subsequently failed to promptly re-identify 
the leak during subsequent routine inspections of the pump.  
 
This finding is greater than minor because it had a credible impact on the mitigating systems cornerstone in that, if left uncorrected, it would 
have become a more significant safety concern. Specifically, the unidentified accelerated oil leak would have likely continued to the point 
where Auxiliary Feedwater Pump 3P504 would have been rendered inoperable. The finding was determined to have very low safety 
significance (Green) because Auxiliary Feedwater Pump 3P504 remained operable. 
Inspection Report# : 2004002(pdf)  

Barrier Integrity 

Emergency Preparedness 
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Occupational Radiation Safety 

Significance:  Apr 10, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Post a Radiological Hazard 
Green. On March 10, 2004, the inspector identified a non-cited violation of Technical Specification 5.5.1.1a because the licensee failed to post 
a radiological hazard (hot spot). A survey performed by the licensee on February 17, 2004, identified a hot spot, with radiation levels of 350 
millirem per hour on contact and 50 millirem per hour at 30 centimeters, on the 17-foot elevation of the Unit 2 containment building.  
 
The failure to post a hot spot is a performance deficiency. The finding was greater than minor because it was associated with the Occupational 
Radiation Safety cornerstone attribute of Program and Process and affected the cornerstone objective to ensure the adequate protection of a 
worker's health and safety from exposure to radiation. When processed through the Occupational Radiation Safety Significance Determination 
Process, the finding was determined to be of very low safety significance because it was not associated with as low as is reasonably achievable 
planning or work controls, there was no overexposure or a substantial potential for overexposure, and the ability to assess dose was not 
compromised. The finding was entered into the licensee's corrective action program as Action Request 040201480.  
 
Inspection Report# : 2004002(pdf)  

Public Radiation Safety 

Significance:  Jan 30, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
The licensee failed to have all the required effluent monitors channels operable or implement auxiliary sampling requirements as 
specified in the Offsite Dose Calculation Manual. 
The licensee failed to have all the required effluent monitors channels operable or implement auxiliary sampling requirements as specified in 
the Offsite Dose Calculation Manual  
 
A self-revealing, non-cited violation of Technical Specification 5.5.2.1 was reviewed by the team because the licensee failed to have all the 
required effluent monitors channels operable or implement auxiliary sampling requirements as specified in the Offsite Dose Calculation 
Manual. Specifically, the Unit 3 condenser air ejector monitor (3-7870) was declared inoperable on May 26, 2003, at 5:40 p.m. and auxiliary 
sampling equipment was initially put in place. However, from 8:00 p.m. on May 27, 2003, until 9:55 a.m. on May 28, 2003, continuous 
particulate and iodine samples were not obtained via the compensatory sampling device because a chemistry technician di not install the 
necessary filters. The situation was discovered during the successive, routine filter change out.  
 
The finding was greater than minor because it was associated with cornerstone attributes (radiation monitoring and chemistry technician 
performance) and affected the associated cornerstone objective (to ensure adequate protection of public health and safety from exposure to 
radioactive materials released into the public domain). The finding involved an occurrence in the licensee's radiological effluent monitoring 
program that was contrary to Offsite Dose Calculation Manual requirements; therefore, it was evaluated using the Public Radiation Safety 
Significance Determination Process. The finding had very low significance because the finding was not a radioactive material control findings, 
but it was an effluent release program finding. The finding impaired the licensee's ability to assess dose; however, the licensee was able to 
assess dose to the pubic through use of an operational noble gas monitor (3RT-7818) in the condenser evacuation system and the dose did not 
exceed 10 CFR Part 50 Appendix I values . 
Inspection Report# : 2004006(pdf)  

Significance:  Jan 30, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
The licensee failed to to follow radiation protection procedures related to the release of radioactive material from the protected area-
magenta- painted hose with total fixed activity of 40 nanocuries 
The licensee failed to follow radiation protection procedures related to the release of radioactive material from the protected area - magenta-
painted hose with total fixed activity of 40 nanocuries.  
 
A self-revealing, non-cited violation of Technical Specification 5.5.1 was reviewed by the team because the licensee failed to follow radiation 
protection procedures related to the release of radioative material from the protected area. Specifically, on November 6, 2003, the licensee 
discovred one magenta-painted hose in a  
55 gallon drum which had been stored in the Mesa rea (outside the protected area) since January 1998. The licensee surveyed the hose and 
determined that it contained a total fixed activity of 40 nanocuries. 
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The finding was greater than minor because it is associated with the cornerstone attribute (material release) and it affected the associated 
cornerstone objective (to ensure adequate protection of public health and safety from exposure to radioactive material released into the public 
domain). The finding involved an occurrence in the licensee's radioactive material control program that was contrary to licensee procedures. 
This finding was evaluated as having very low safety signifiance using the Public Radiation Safety Significance Determination Process because 
the finding was a radioactive material control issues, was not a transportation issue, public exposure was not greater than 5 millimrem, and 
there wre less than 5 occurrences over the past rolling 8 quarters.  
 
The finding was greated than minor because it is associated with the cornerstone attribute (material release) and it affected the associated 
cornerstone objective (to ensure adequate protection of public health and safety from exposure to radioactive material released into the public 
domain). The finding involved an occurrence in the licensee's radioactive material control program that was contrary to licensee procedures. 
This finding was evaluated as having very low safety significance using the Public Radiation Safety Significance Determination Process 
because the finding was a radioactive material control issues, was not a transportation issue, public exposure was not greated than 5 millirem, 
and there were less than 5 occurrences over the past rolling 8 quarters. 
Inspection Report# : 2004006(pdf)  

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

Last modified : December 29, 2004 
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San Onofre 3 
4Q/2004 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 31, 2004 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Inadequate Procedure Results in an Inadvertent Crosstie of RWST to Spent Fuel Pool Cooling System 
A self-revealing, noncited violation of Technical Specification 5.5.1.1 was identified for the implementation of inadequate procedures which 
led to the inadvertent crosstie of the Unit 3 Train B refueling water storage tank (RWST) to the Unit 3 spent fuel pool cooling system on 
November 8, 2004. The two systems were crosstied for approximately 45 minutes which resulted in approximately 6000 gallons of borated 
water being transferred from the Train B RWST to the Unit 3 spent fuel pool. The Unit 3 spent fuel pool overflowed to the Unit 3 fuel handling 
building sump, causing the excess water to back-up into the fuel handling building through its floor drains.  
 
The finding was determined to be more than minor because it was associated with the procedure quality attribute of the initiating events 
cornerstone. It also affected the cornerstone objective of limiting the likelihood of events that upset plant stability and challenge critical safety 
functions during shutdown conditions. This finding cannot be evaluated by the significance determination process because Manual Chapter 
0609, "Significance Determination Process," Appendix A, "Significance Determination of Reactor Inspection Findings for At-Power 
Situations," and Appendix G, "Shutdown Operations Significance Determination Process," do not apply to the spent fuel pool. However, this 
finding was determined to be of very low safety significance by management review because spent fuel pool cooling and the fuel handling 
building ventilation system were still available and no personnel contamination events occurred. The finding had crosscutting aspects in the 
area of human performance because the inadequate procedures directly contributed to the cause of the finding. 
Inspection Report# : 2004005(pdf)  

Significance:  Dec 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
A Maintenance Technician Failed to Follow a Maintenance Procedure Causing the Inadvertent Actuation of Several Unit 3 Safety-
Related Relays 
A self-revealing, noncited violation of Technical Specification 5.5.1.1 was identified for the failure of a maintenance technician to follow a 
maintenance order (MO) which led to the inadvertent actuation of several Unit 3 safety-related relays and the temporary loss of one qualified 
electrical circuit between the offsite transmission network and the Unit 2 onsite Class 1E electrical power distribution system .  
 
The finding was determined to be more than minor because the initiating events cornerstone objective was affected by a human performance 
error that increased the likelihood of a loss of offsite power event. Based on the results of the significance determination process (Phase 1 
evaluation), the finding was determined to have very low safety significance (Green) because the failure of the maintenance technician to 
follow the work plan of the MO did not contribute to both the likelihood of a reactor trip and simultaneously the lack of availability of 
mitigating equipment or functions. Both of Unit 2's EDGs were available. The finding had cross-cutting aspects in the area of human 
performance because the failure of the maintenance technician to follow the work plan of the MO was the direct cause of the finding. 
Inspection Report# : 2004005(pdf)  

Significance: N/A Dec 03, 2004 
Identified By: Self Disclosing 
Item Type: FIN Finding 
Unplanned Scrams with Loss of Normal Heat Removal 
The U.S. Nuclear Regulatory Commission performed this supplemental inspection to assess the licensee's evaluations associated with two 
unplanned reactor trips with loss of normal heat removal of Unit 2 during calender year 2002 and one unplanned reactor trip with loss of 
normal heat removal of Unit 2 during calendar year 2004. The cumulative effect of these trips was that the Performance Indicator for 
unplanned scrams with loss of normal heat removal crossed the threshold from Green (very low risk significance) to White (low to moderate 
risk significance) for the second quarter of calendar year 2004. The licensee performed individual root cause evaluations for the three trips. In 
addition to the individual trip evaluations, the licensee performed a self-assessment evaluation to identify any performance and process issues 
that led to the White performance indicator. During this supplemental inspection, performed in accordance with Inspection Procedure 95001, 
the inspector determined that the licensee performed a comprehensive and thorough evaluation in which specific problems were identified, an 
adequate root cause evaluation was performed, and corrective actions were taken or planned to prevent recurrence. 
Inspection Report# : 2004017(pdf)  
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Mitigating Systems 

Significance:  Dec 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Improper High Pressure Safety Injection Check Valve Maintenance 
A self-revealing, noncited violation of Technical Specification 5.5.1.1 was identified for the failure of the licensee to implement adequate 
maintenance procedures which led to RWST inventory to inadvertently be introduced into the reactor coolant system.  
 
The finding was determined to be more than minor because it affected the procedure quality attribute of the mitigating systems cornerstone. 
Based on the results of the significance determination process (Phase 1 evaluation), the finding was determined to have very low safety 
significance (Green) because the improper maintenance performed did not result in an actual loss of safety function. The finding had 
crosscutting aspects in the area of human performance because the inadequate MO directly contributed to the cause of the finding. 
Inspection Report# : 2004005(pdf)  

Significance:  Dec 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Missing Taper Pins in Component Cooling Water System Butterfly Valves 
A self-revealing, noncited violation of 10CFR 50, Appendix B, Criterion XVI, was identified for the licensee’s failure to determine the cause of 
missing taper pins in component cooling water (CCW) 28 inch Fisher butterfly valves and to take appropriate corrective actions to prevent 
recurrence.  
 
The finding was more than minor because it affected the equipment performance attribute of the mitigating systems cornerstone, and if left 
uncorrected, could result in a more significant safety concern. Missing taper pins increase the potential to render the CCW system inoperable 
due to cross train leakage because the 50 gpm leak caused by a missing taper pin exceeds the operability leak rate limit of 18 gpm. Based on the 
results of the Significance Determination Process, Phase 1 evaluation, the finding was determined to have very low safety significance (Green) 
because it did not result in an actual loss of safety function of the CCW system. This finding also had crosscutting aspects associated with 
problem identification and resolution, because the condition was not properly corrected when previously identified. 
Inspection Report# : 2004005(pdf)  

Significance:  Oct 26, 2004 
Identified By: NRC 
Item Type: FIN Finding 
Intermittent Failure Not Rigorously Troubleshot or Postmaintenance Tested 
A finding was identified concerning non-rigorous troubleshooting and postmaintenance testing of an intermittent failure which led to the 
declaring equipment operable without reasonable assurance that the system would reliably perform as intended. Between September 10 and 16, 
2004, an intermittent failure spuriously tripped in the Steam Generator 2 low flow or pre-trip bistables in Channel A of the plant protection 
system in Unit 3 five times. On separate occasions, maintenance technicians replaced different circuit cards that were thought to possibly cause 
the failures observed. Each time, operators declared the system operable based on passing its surveillance test without any additional 
monitoring for further intermittent failures and without confirming that any of the removed parts were bad. The team determined that no formal 
troubleshooting plan was used until the team asked to review the plan. Upon creating a formal plan, the licensee promptly identified debris in a 
circuit card connected thought to have been introduced during a recent calibration activity.  
 
The performance deficiency associated with this event was a failure to follow the guidance of Generic Letter 91-18 to ensure there was a 
reasonable assurance that the system would perform reliably before declaring it operable. This resulted in receiving a repeat spurious bistable 
trip signal during unrelated testing on a redundant channel, necessitating unplanned LCO actions which placed the plant closer to a trip 
condition. This finding was greater than minor because it affected the equipment performance attribute of the Initiating Events cornerstone and 
directly affected the cornerstone objective of limiting events that challenge plant stability. The finding was of very low safety significance 
because it did not contribute to the likelihood of a LOCA initiator, did not increase the likelihood of both a reactor trip and unavailability of 
mitigation equipment, and did not simultaneously increase the likelihood of a fire or flooding event as described in the Significance 
Determination Process Phase 1 screening worksheet. 
Inspection Report# : 2004009(pdf)  

Significance:  Oct 26, 2004 
Identified By: NRC 
Item Type: FIN Finding 
Response Procedures for Clogged Intake Screens Did Not Address a Plant-Level Response to Avoid Unnessary Trips 
A self-revealing finding was identified because plant procedures for responding to debris at the plant intake did not address responding to a 
large influx of sea grass. The licensee identified this issue during their root cause assessment of the July 24, 2004, manual trip of Unit 3. Sea 
grass blocked the sea water intake for the circulating water system, and operators unsuccessfully attempted to keep the traveling screens clear 
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until they eventually failed and stopped rotating. Neither SO23-2-5, "Operating Instruction for Circulating Water System," Revision 21, nor 
SO23-2-7, Operation of Traveling Rakes and Screens," Revision 10, nor Alarm Response Instruction SO23-15-99.C, "Annunciator Panel 
99.C," Revision 6 provided adequate guidance. Specifically, these procedures contained no guidance to take plant-level actions to reduce 
circulating water flow if actions to clear the screens were inadequate to restore normal flow. The licensee implemented appropriate corrective 
actions to improve the applicable response procedures, and improved policies for proactive monitoring of tide and weather conditions which 
could produce excessive sea grass intake. Reference Licensee Event Report 05000362/2004001-00 and Action Request 040600324. The team 
determined that the finding did not represent a noncompliance because it related to non-safety-related secondary plant equipment.  
 
The finding is a performance deficiency because the alarm response and system operating procedures did not provide adequate instructions to 
operators to allow them to appropriately respond to more significant episodes of sea grass intrusion at the plant intake. The licensee's root cause 
assessment stated that more debris was expected during periods of strong surf and large tidal scope, such as was experienced in this event. This 
finding was more than minor because it was similar to Example 4.b in Manual Chapter 0612, Appendix E. This finding affected the Initiating 
Events cornerstone objective that procedures have sufficient quality to limit the likelihood of those events that upset plant stability during 
power operations. This issue screened as having very low safety significance in a Phase 1 assessment, since the finding affected only the 
initiating events cornerstone, and it affected a transient initiator without simultaneously affecting transient mitigation equipment. 
Inspection Report# : 2004009(pdf)  

Significance:  Oct 26, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Establish Measures to Prevent Installing Spare Past Their Shelf-life 
A non-cited violation was identified for failure to establish measures to ensure non-conforming replacement parts would not be installed in the 
plant. The licensee's apparent cause evaluation for a premature failure of an electrolytic capacitor in the Channel C power supply of the plant 
protection system noted that the failed component should not have been installed in the plant because it was beyond its recommended shelf life 
at the time of installation. This may have contributed to the power supply failure 18 months into a 10-year service life. The team noted that the 
licensee failed to subsequently implement measures to ensure that replacement parts with electrolytic capacitors were within their shelf-life 
prior to installation in safety-related systems, which was a violation of 10 CFR 50, Appendix B, Criterion XV. The licensee's program 
controlled only electrolytic capacitors stocked individually. This issue was entered in to the licensee's corrective action program under Action 
Request 041101130.  
 
This finding affected the mitigating systems cornerstone, and was more than minor because, if left uncorrected, it could become a more 
significant safety problem, since it could increase the failure rate of the plant protection system. This issue screened as Green in a Phase 1 
assessment, since the finding did not result in a loss of function, since only one train was affected by the only known failure. 
Inspection Report# : 2004009(pdf)  

Significance:  Oct 07, 2004 
Identified By: NRC 
Item Type: FIN Finding 
INADEQUATE PROGRAM TO PROVIDE TRAINING FOR OPERATORS ASSIGNED DUTIES AS FIRE TECHNICAL 
ADVISORS 
A finding was identified related to an inadequate program to provide training for operators assigned duties as fire technical advisors. The team 
identified that the fire protection training program was made applicable only to the onsite fire department members. The licensed operators, 
who perform this advisory role to the onsite fire department, were not provided specific initial or periodic refresher training to be able to 
perform this role effectively, and there were only enough fire drills conducted for each fire technical advisor to participate in one fire drill every 
3 years on average. The licensee approved fire protection program requires that fire department members receive periodic refresher training. 
This includes repeat classroom instruction for all members over a 2-year period and participation in at least two drills per year. However, the 
licensee's approved fire protection training program did not discuss training requirements for fire technical advisors. No violation of regulatory 
requirements occurred because San Onofre Nuclear Generating Station, Units 2 and 3, were licensed before the NRC clarified fire brigade 
training requirements. This finding was entered into the licensee's corrective action program under Action Request 040801076.  
 
This issue was more than minor because it affected the mitigating systems cornerstone objectives for human performance and protection from 
external factors (fire), which is to support the capability to prevent undesirable consequences. In Manual Chapter 0609, Appendix F, this 
finding was categorized as affecting fire prevention and administrative controls, and was assigned a low degradation rating based on the NRC's 
and licensee's fire drill observations that coordination was generally acceptable between the fire department and the operating crews. Based on 
this, this finding screens as having very low safety significance (Green) in a Phase 1 Initial Qualitative Screening. 
Inspection Report# : 2004008(pdf)  

Significance:  Jul 07, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Licensee Failure to Correct Defficiencies in Saltwater Cooling Pump Removal and Installation Procedure 
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion XVI, because the licensee failed to correct deficiencies 
in Procedure SO23-I-5.4, "Saltwater Cooling Pump Removal and Installation," following the improper assembly of saltwater cooling Pump 
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3P307 on March 13, 2004.  
 
The finding was more than minor since it affected the procedure quality attribute o the mitigating systems cornerstone. The finding was 
determined to have very low safety significance (Green) because the inadequate procedure did not result in an actual loss of safety function. 
This finding also had cross-cutting aspects associated with problem identification and resolution based on the fact that the condition was 
entered into the corrective action program but no corrective actions were implemented. 
Inspection Report# : 2004003(pdf)  

Significance:  Apr 10, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Auxiliary Feedwater Pump Oil Leak Not Promptly Identified or Corrected 
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion XVI, because the licensee failed to adequately correct 
an identified oil leak from the inboad bearing of the motor to Auxiliary Feedwater Pump 3P504 and subsequently failed to promptly re-identify 
the leak during subsequent routine inspections of the pump.  
 
This finding is greater than minor because it had a credible impact on the mitigating systems cornerstone in that, if left uncorrected, it would 
have become a more significant safety concern. Specifically, the unidentified accelerated oil leak would have likely continued to the point 
where Auxiliary Feedwater Pump 3P504 would have been rendered inoperable. The finding was determined to have very low safety 
significance (Green) because Auxiliary Feedwater Pump 3P504 remained operable. 
Inspection Report# : 2004002(pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Apr 10, 2004 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Two Examples of a Failure to Control a High Radiation Area with Radiation Levels Greater than 1.0 rem in One Hour at 30 
Centimeters 
Green. The inspector reviewed the circumstances related to a self-revealing non-cited violation of Technical Specification 5.8.2 because the 
licensee failed to control two high radiation areas with radiation levels greater than 1.0 rem in one hour at 30 centimeters. On March 8, 2004, a 
plant operator entered the Unit 2 Volume Control Tank Valve Room 319A and received a personal electronic dosimeter alarm due to higher 
than expected radiation levels. Health Physics personnel subsequently surveyed the room and determined that the radiation levels were as high 
as 15 rem per hour at 30 centimeters. In addition, Room 305H, Ion Purification Exchanger Room to E075, was found to have radiation levels as 
high as 5 rem per hour at 30 centimeters. Neither of these rooms was controlled in accordance with Technical Specification requirements.  
 
The two examples of a failure to control a high radiation area with radiation levels greater than 1.0 rem in one hour at 30 centimeters is a 
performance deficiency. The finding was greater than minor because it was associated with the Occupational Radiation Safety cornerstone 
attribute of Program and Process and affected the cornerstone objective to ensure the adequate protection of a worker's health and safety from 
exposure to radiation. When processed through the Occupational Radiation Safety Significance Determination Process, the finding was 
determined to be of very low safety significance because it was not associated with as low as is reasonably achievable planning or work 
controls, there was no overexposure or a substantial potential for overexposure, and the ability to assess dose was not compromised. The 
finding was entered into the licensee's corrective action program as Action Request 040300701.  
 
Inspection Report# : 2004002(pdf)  

Significance:  Apr 10, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
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Failure to Post a Radiological Hazard 
Green. On March 10, 2004, the inspector identified a non-cited violation of Technical Specification 5.5.1.1a because the licensee failed to post 
a radiological hazard (hot spot). A survey performed by the licensee on February 17, 2004, identified a hot spot, with radiation levels of 350 
millirem per hour on contact and 50 millirem per hour at 30 centimeters, on the 17-foot elevation of the Unit 2 containment building.  
 
The failure to post a hot spot is a performance deficiency. The finding was greater than minor because it was associated with the Occupational 
Radiation Safety cornerstone attribute of Program and Process and affected the cornerstone objective to ensure the adequate protection of a 
worker's health and safety from exposure to radiation. When processed through the Occupational Radiation Safety Significance Determination 
Process, the finding was determined to be of very low safety significance because it was not associated with as low as is reasonably achievable 
planning or work controls, there was no overexposure or a substantial potential for overexposure, and the ability to assess dose was not 
compromised. The finding was entered into the licensee's corrective action program as Action Request 040201480.  
 
Inspection Report# : 2004002(pdf)  

Public Radiation Safety 

Significance:  Jan 30, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
The licensee failed to have all the required effluent monitors channels operable or implement auxiliary sampling requirements as 
specified in the Offsite Dose Calculation Manual. 
The licensee failed to have all the required effluent monitors channels operable or implement auxiliary sampling requirements as specified in 
the Offsite Dose Calculation Manual  
 
A self-revealing, non-cited violation of Technical Specification 5.5.2.1 was reviewed by the team because the licensee failed to have all the 
required effluent monitors channels operable or implement auxiliary sampling requirements as specified in the Offsite Dose Calculation 
Manual. Specifically, the Unit 3 condenser air ejector monitor (3-7870) was declared inoperable on May 26, 2003, at 5:40 p.m. and auxiliary 
sampling equipment was initially put in place. However, from 8:00 p.m. on May 27, 2003, until 9:55 a.m. on May 28, 2003, continuous 
particulate and iodine samples were not obtained via the compensatory sampling device because a chemistry technician di not install the 
necessary filters. The situation was discovered during the successive, routine filter change out.  
 
The finding was greater than minor because it was associated with cornerstone attributes (radiation monitoring and chemistry technician 
performance) and affected the associated cornerstone objective (to ensure adequate protection of public health and safety from exposure to 
radioactive materials released into the public domain). The finding involved an occurrence in the licensee's radiological effluent monitoring 
program that was contrary to Offsite Dose Calculation Manual requirements; therefore, it was evaluated using the Public Radiation Safety 
Significance Determination Process. The finding had very low significance because the finding was not a radioactive material control findings, 
but it was an effluent release program finding. The finding impaired the licensee's ability to assess dose; however, the licensee was able to 
assess dose to the pubic through use of an operational noble gas monitor (3RT-7818) in the condenser evacuation system and the dose did not 
exceed 10 CFR Part 50 Appendix I values . 
Inspection Report# : 2004006(pdf)  

Significance:  Jan 30, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
The licensee failed to to follow radiation protection procedures related to the release of radioactive material from the protected area-
magenta- painted hose with total fixed activity of 40 nanocuries 
The licensee failed to follow radiation protection procedures related to the release of radioactive material from the protected area - magenta-
painted hose with total fixed activity of 40 nanocuries.  
 
A self-revealing, non-cited violation of Technical Specification 5.5.1 was reviewed by the team because the licensee failed to follow radiation 
protection procedures related to the release of radioative material from the protected area. Specifically, on November 6, 2003, the licensee 
discovred one magenta-painted hose in a  
55 gallon drum which had been stored in the Mesa rea (outside the protected area) since January 1998. The licensee surveyed the hose and 
determined that it contained a total fixed activity of 40 nanocuries.  
 
The finding was greater than minor because it is associated with the cornerstone attribute (material release) and it affected the associated 
cornerstone objective (to ensure adequate protection of public health and safety from exposure to radioactive material released into the public 
domain). The finding involved an occurrence in the licensee's radioactive material control program that was contrary to licensee procedures. 
This finding was evaluated as having very low safety signifiance using the Public Radiation Safety Significance Determination Process because 
the finding was a radioactive material control issues, was not a transportation issue, public exposure was not greater than 5 millimrem, and 
there wre less than 5 occurrences over the past rolling 8 quarters. 
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The finding was greated than minor because it is associated with the cornerstone attribute (material release) and it affected the associated 
cornerstone objective (to ensure adequate protection of public health and safety from exposure to radioactive material released into the public 
domain). The finding involved an occurrence in the licensee's radioactive material control program that was contrary to licensee procedures. 
This finding was evaluated as having very low safety significance using the Public Radiation Safety Significance Determination Process 
because the finding was a radioactive material control issues, was not a transportation issue, public exposure was not greated than 5 millirem, 
and there were less than 5 occurrences over the past rolling 8 quarters. 
Inspection Report# : 2004006(pdf)  

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

Significance: N/A Oct 26, 2004 
Identified By: NRC 
Item Type: FIN Finding 
Identification and Resolution of Problems 
The team concluded that the licensee was effective in identifying, evaluating, and correcting problems. The licensee was proactive in 
performing self-assessments which were probing and aggressive in addressing negative behavior trends at a low level. The quality of root and 
apparent cause evaluations continued to be inconsistent, although appropriate actions were being taken to address this issue. The team 
identified that the operability assessment process was not being implemented consistent with procedures, in part because the procedures did not 
cover control room operator responsibilities. 
Inspection Report# : 2004009(pdf)  

Last modified : March 09, 2005 
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San Onofre 3 
1Q/2005 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 31, 2004 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Inadequate Procedure Results in an Inadvertent Crosstie of RWST to Spent Fuel Pool Cooling System 
A self-revealing, noncited violation of Technical Specification 5.5.1.1 was identified for the implementation of inadequate procedures which 
led to the inadvertent crosstie of the Unit 3 Train B refueling water storage tank (RWST) to the Unit 3 spent fuel pool cooling system on 
November 8, 2004. The two systems were crosstied for approximately 45 minutes which resulted in approximately 6000 gallons of borated 
water being transferred from the Train B RWST to the Unit 3 spent fuel pool. The Unit 3 spent fuel pool overflowed to the Unit 3 fuel handling 
building sump, causing the excess water to back-up into the fuel handling building through its floor drains.  
 
The finding was determined to be more than minor because it was associated with the procedure quality attribute of the initiating events 
cornerstone. It also affected the cornerstone objective of limiting the likelihood of events that upset plant stability and challenge critical safety 
functions during shutdown conditions. This finding cannot be evaluated by the significance determination process because Manual Chapter 
0609, "Significance Determination Process," Appendix A, "Significance Determination of Reactor Inspection Findings for At-Power 
Situations," and Appendix G, "Shutdown Operations Significance Determination Process," do not apply to the spent fuel pool. However, this 
finding was determined to be of very low safety significance by management review because spent fuel pool cooling and the fuel handling 
building ventilation system were still available and no personnel contamination events occurred. The finding had crosscutting aspects in the 
area of human performance because the inadequate procedures directly contributed to the cause of the finding. 
Inspection Report# : 2004005(pdf)  

Significance:  Dec 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
A Maintenance Technician Failed to Follow a Maintenance Procedure Causing the Inadvertent Actuation of Several Unit 3 Safety-
Related Relays 
A self-revealing, noncited violation of Technical Specification 5.5.1.1 was identified for the failure of a maintenance technician to follow a 
maintenance order (MO) which led to the inadvertent actuation of several Unit 3 safety-related relays and the temporary loss of one qualified 
electrical circuit between the offsite transmission network and the Unit 2 onsite Class 1E electrical power distribution system .  
 
The finding was determined to be more than minor because the initiating events cornerstone objective was affected by a human performance 
error that increased the likelihood of a loss of offsite power event. Based on the results of the significance determination process (Phase 1 
evaluation), the finding was determined to have very low safety significance (Green) because the failure of the maintenance technician to 
follow the work plan of the MO did not contribute to both the likelihood of a reactor trip and simultaneously the lack of availability of 
mitigating equipment or functions. Both of Unit 2's EDGs were available. The finding had cross-cutting aspects in the area of human 
performance because the failure of the maintenance technician to follow the work plan of the MO was the direct cause of the finding. 
Inspection Report# : 2004005(pdf)  

Significance: N/A Dec 03, 2004 
Identified By: Self Disclosing 
Item Type: FIN Finding 
Unplanned Scrams with Loss of Normal Heat Removal 
The U.S. Nuclear Regulatory Commission performed this supplemental inspection to assess the licensee's evaluations associated with two 
unplanned reactor trips with loss of normal heat removal of Unit 2 during calender year 2002 and one unplanned reactor trip with loss of 
normal heat removal of Unit 2 during calendar year 2004. The cumulative effect of these trips was that the Performance Indicator for 
unplanned scrams with loss of normal heat removal crossed the threshold from Green (very low risk significance) to White (low to moderate 
risk significance) for the second quarter of calendar year 2004. The licensee performed individual root cause evaluations for the three trips. In 
addition to the individual trip evaluations, the licensee performed a self-assessment evaluation to identify any performance and process issues 
that led to the White performance indicator. During this supplemental inspection, performed in accordance with Inspection Procedure 95001, 
the inspector determined that the licensee performed a comprehensive and thorough evaluation in which specific problems were identified, an 
adequate root cause evaluation was performed, and corrective actions were taken or planned to prevent recurrence. 
Inspection Report# : 2004017(pdf)  
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Mitigating Systems 

Significance:  Dec 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Improper High Pressure Safety Injection Check Valve Maintenance 
A self-revealing, noncited violation of Technical Specification 5.5.1.1 was identified for the failure of the licensee to implement adequate 
maintenance procedures which led to RWST inventory to inadvertently be introduced into the reactor coolant system.  
 
The finding was determined to be more than minor because it affected the procedure quality attribute of the mitigating systems cornerstone. 
Based on the results of the significance determination process (Phase 1 evaluation), the finding was determined to have very low safety 
significance (Green) because the improper maintenance performed did not result in an actual loss of safety function. The finding had 
crosscutting aspects in the area of human performance because the inadequate MO directly contributed to the cause of the finding. 
Inspection Report# : 2004005(pdf)  

Significance:  Dec 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Missing Taper Pins in Component Cooling Water System Butterfly Valves 
A self-revealing, noncited violation of 10CFR 50, Appendix B, Criterion XVI, was identified for the licensee’s failure to determine the cause of 
missing taper pins in component cooling water (CCW) 28 inch Fisher butterfly valves and to take appropriate corrective actions to prevent 
recurrence.  
 
The finding was more than minor because it affected the equipment performance attribute of the mitigating systems cornerstone, and if left 
uncorrected, could result in a more significant safety concern. Missing taper pins increase the potential to render the CCW system inoperable 
due to cross train leakage because the 50 gpm leak caused by a missing taper pin exceeds the operability leak rate limit of 18 gpm. Based on the 
results of the Significance Determination Process, Phase 1 evaluation, the finding was determined to have very low safety significance (Green) 
because it did not result in an actual loss of safety function of the CCW system. This finding also had crosscutting aspects associated with 
problem identification and resolution, because the condition was not properly corrected when previously identified. 
Inspection Report# : 2004005(pdf)  

Significance:  Oct 26, 2004 
Identified By: NRC 
Item Type: FIN Finding 
Intermittent Failure Not Rigorously Troubleshot or Postmaintenance Tested 
A finding was identified concerning non-rigorous troubleshooting and postmaintenance testing of an intermittent failure which led to the 
declaring equipment operable without reasonable assurance that the system would reliably perform as intended. Between September 10 and 16, 
2004, an intermittent failure spuriously tripped in the Steam Generator 2 low flow or pre-trip bistables in Channel A of the plant protection 
system in Unit 3 five times. On separate occasions, maintenance technicians replaced different circuit cards that were thought to possibly cause 
the failures observed. Each time, operators declared the system operable based on passing its surveillance test without any additional 
monitoring for further intermittent failures and without confirming that any of the removed parts were bad. The team determined that no formal 
troubleshooting plan was used until the team asked to review the plan. Upon creating a formal plan, the licensee promptly identified debris in a 
circuit card connected thought to have been introduced during a recent calibration activity.  
 
The performance deficiency associated with this event was a failure to follow the guidance of Generic Letter 91-18 to ensure there was a 
reasonable assurance that the system would perform reliably before declaring it operable. This resulted in receiving a repeat spurious bistable 
trip signal during unrelated testing on a redundant channel, necessitating unplanned LCO actions which placed the plant closer to a trip 
condition. This finding was greater than minor because it affected the equipment performance attribute of the Initiating Events cornerstone and 
directly affected the cornerstone objective of limiting events that challenge plant stability. The finding was of very low safety significance 
because it did not contribute to the likelihood of a LOCA initiator, did not increase the likelihood of both a reactor trip and unavailability of 
mitigation equipment, and did not simultaneously increase the likelihood of a fire or flooding event as described in the Significance 
Determination Process Phase 1 screening worksheet. 
Inspection Report# : 2004009(pdf)  

Significance:  Oct 26, 2004 
Identified By: NRC 
Item Type: FIN Finding 
Response Procedures for Clogged Intake Screens Did Not Address a Plant-Level Response to Avoid Unnessary Trips 
A self-revealing finding was identified because plant procedures for responding to debris at the plant intake did not address responding to a 
large influx of sea grass. The licensee identified this issue during their root cause assessment of the July 24, 2004, manual trip of Unit 3. Sea 
grass blocked the sea water intake for the circulating water system, and operators unsuccessfully attempted to keep the traveling screens clear 
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until they eventually failed and stopped rotating. Neither SO23-2-5, "Operating Instruction for Circulating Water System," Revision 21, nor 
SO23-2-7, Operation of Traveling Rakes and Screens," Revision 10, nor Alarm Response Instruction SO23-15-99.C, "Annunciator Panel 
99.C," Revision 6 provided adequate guidance. Specifically, these procedures contained no guidance to take plant-level actions to reduce 
circulating water flow if actions to clear the screens were inadequate to restore normal flow. The licensee implemented appropriate corrective 
actions to improve the applicable response procedures, and improved policies for proactive monitoring of tide and weather conditions which 
could produce excessive sea grass intake. Reference Licensee Event Report 05000362/2004001-00 and Action Request 040600324. The team 
determined that the finding did not represent a noncompliance because it related to non-safety-related secondary plant equipment.  
 
The finding is a performance deficiency because the alarm response and system operating procedures did not provide adequate instructions to 
operators to allow them to appropriately respond to more significant episodes of sea grass intrusion at the plant intake. The licensee's root cause 
assessment stated that more debris was expected during periods of strong surf and large tidal scope, such as was experienced in this event. This 
finding was more than minor because it was similar to Example 4.b in Manual Chapter 0612, Appendix E. This finding affected the Initiating 
Events cornerstone objective that procedures have sufficient quality to limit the likelihood of those events that upset plant stability during 
power operations. This issue screened as having very low safety significance in a Phase 1 assessment, since the finding affected only the 
initiating events cornerstone, and it affected a transient initiator without simultaneously affecting transient mitigation equipment. 
Inspection Report# : 2004009(pdf)  

Significance:  Oct 26, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Establish Measures to Prevent Installing Spare Past Their Shelf-life 
A non-cited violation was identified for failure to establish measures to ensure non-conforming replacement parts would not be installed in the 
plant. The licensee's apparent cause evaluation for a premature failure of an electrolytic capacitor in the Channel C power supply of the plant 
protection system noted that the failed component should not have been installed in the plant because it was beyond its recommended shelf life 
at the time of installation. This may have contributed to the power supply failure 18 months into a 10-year service life. The team noted that the 
licensee failed to subsequently implement measures to ensure that replacement parts with electrolytic capacitors were within their shelf-life 
prior to installation in safety-related systems, which was a violation of 10 CFR 50, Appendix B, Criterion XV. The licensee's program 
controlled only electrolytic capacitors stocked individually. This issue was entered in to the licensee's corrective action program under Action 
Request 041101130.  
 
This finding affected the mitigating systems cornerstone, and was more than minor because, if left uncorrected, it could become a more 
significant safety problem, since it could increase the failure rate of the plant protection system. This issue screened as Green in a Phase 1 
assessment, since the finding did not result in a loss of function, since only one train was affected by the only known failure. 
Inspection Report# : 2004009(pdf)  

Significance:  Oct 07, 2004 
Identified By: NRC 
Item Type: FIN Finding 
INADEQUATE PROGRAM TO PROVIDE TRAINING FOR OPERATORS ASSIGNED DUTIES AS FIRE TECHNICAL 
ADVISORS 
A finding was identified related to an inadequate program to provide training for operators assigned duties as fire technical advisors. The team 
identified that the fire protection training program was made applicable only to the onsite fire department members. The licensed operators, 
who perform this advisory role to the onsite fire department, were not provided specific initial or periodic refresher training to be able to 
perform this role effectively, and there were only enough fire drills conducted for each fire technical advisor to participate in one fire drill every 
3 years on average. The licensee approved fire protection program requires that fire department members receive periodic refresher training. 
This includes repeat classroom instruction for all members over a 2-year period and participation in at least two drills per year. However, the 
licensee's approved fire protection training program did not discuss training requirements for fire technical advisors. No violation of regulatory 
requirements occurred because San Onofre Nuclear Generating Station, Units 2 and 3, were licensed before the NRC clarified fire brigade 
training requirements. This finding was entered into the licensee's corrective action program under Action Request 040801076.  
 
This issue was more than minor because it affected the mitigating systems cornerstone objectives for human performance and protection from 
external factors (fire), which is to support the capability to prevent undesirable consequences. In Manual Chapter 0609, Appendix F, this 
finding was categorized as affecting fire prevention and administrative controls, and was assigned a low degradation rating based on the NRC's 
and licensee's fire drill observations that coordination was generally acceptable between the fire department and the operating crews. Based on 
this, this finding screens as having very low safety significance (Green) in a Phase 1 Initial Qualitative Screening. 
Inspection Report# : 2004008(pdf)  

Significance:  Jul 07, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Licensee Failure to Correct Defficiencies in Saltwater Cooling Pump Removal and Installation Procedure 
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion XVI, because the licensee failed to correct deficiencies 
in Procedure SO23-I-5.4, "Saltwater Cooling Pump Removal and Installation," following the improper assembly of saltwater cooling Pump 
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3P307 on March 13, 2004.  
 
The finding was more than minor since it affected the procedure quality attribute o the mitigating systems cornerstone. The finding was 
determined to have very low safety significance (Green) because the inadequate procedure did not result in an actual loss of safety function. 
This finding also had cross-cutting aspects associated with problem identification and resolution based on the fact that the condition was 
entered into the corrective action program but no corrective actions were implemented. 
Inspection Report# : 2004003(pdf)  

Significance:  Apr 10, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Auxiliary Feedwater Pump Oil Leak Not Promptly Identified or Corrected 
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion XVI, because the licensee failed to adequately correct 
an identified oil leak from the inboad bearing of the motor to Auxiliary Feedwater Pump 3P504 and subsequently failed to promptly re-identify 
the leak during subsequent routine inspections of the pump.  
 
This finding is greater than minor because it had a credible impact on the mitigating systems cornerstone in that, if left uncorrected, it would 
have become a more significant safety concern. Specifically, the unidentified accelerated oil leak would have likely continued to the point 
where Auxiliary Feedwater Pump 3P504 would have been rendered inoperable. The finding was determined to have very low safety 
significance (Green) because Auxiliary Feedwater Pump 3P504 remained operable. 
Inspection Report# : 2004002(pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Apr 10, 2004 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Two Examples of a Failure to Control a High Radiation Area with Radiation Levels Greater than 1.0 rem in One Hour at 30 
Centimeters 
Green. The inspector reviewed the circumstances related to a self-revealing non-cited violation of Technical Specification 5.8.2 because the 
licensee failed to control two high radiation areas with radiation levels greater than 1.0 rem in one hour at 30 centimeters. On March 8, 2004, a 
plant operator entered the Unit 2 Volume Control Tank Valve Room 319A and received a personal electronic dosimeter alarm due to higher 
than expected radiation levels. Health Physics personnel subsequently surveyed the room and determined that the radiation levels were as high 
as 15 rem per hour at 30 centimeters. In addition, Room 305H, Ion Purification Exchanger Room to E075, was found to have radiation levels as 
high as 5 rem per hour at 30 centimeters. Neither of these rooms was controlled in accordance with Technical Specification requirements.  
 
The two examples of a failure to control a high radiation area with radiation levels greater than 1.0 rem in one hour at 30 centimeters is a 
performance deficiency. The finding was greater than minor because it was associated with the Occupational Radiation Safety cornerstone 
attribute of Program and Process and affected the cornerstone objective to ensure the adequate protection of a worker's health and safety from 
exposure to radiation. When processed through the Occupational Radiation Safety Significance Determination Process, the finding was 
determined to be of very low safety significance because it was not associated with as low as is reasonably achievable planning or work 
controls, there was no overexposure or a substantial potential for overexposure, and the ability to assess dose was not compromised. The 
finding was entered into the licensee's corrective action program as Action Request 040300701.  
 
Inspection Report# : 2004002(pdf)  

Significance:  Apr 10, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
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Failure to Post a Radiological Hazard 
Green. On March 10, 2004, the inspector identified a non-cited violation of Technical Specification 5.5.1.1a because the licensee failed to post 
a radiological hazard (hot spot). A survey performed by the licensee on February 17, 2004, identified a hot spot, with radiation levels of 350 
millirem per hour on contact and 50 millirem per hour at 30 centimeters, on the 17-foot elevation of the Unit 2 containment building.  
 
The failure to post a hot spot is a performance deficiency. The finding was greater than minor because it was associated with the Occupational 
Radiation Safety cornerstone attribute of Program and Process and affected the cornerstone objective to ensure the adequate protection of a 
worker's health and safety from exposure to radiation. When processed through the Occupational Radiation Safety Significance Determination 
Process, the finding was determined to be of very low safety significance because it was not associated with as low as is reasonably achievable 
planning or work controls, there was no overexposure or a substantial potential for overexposure, and the ability to assess dose was not 
compromised. The finding was entered into the licensee's corrective action program as Action Request 040201480.  
 
Inspection Report# : 2004002(pdf)  

Public Radiation Safety 

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

Significance: N/A Oct 26, 2004 
Identified By: NRC 
Item Type: FIN Finding 
Identification and Resolution of Problems 
The team concluded that the licensee was effective in identifying, evaluating, and correcting problems. The licensee was proactive in 
performing self-assessments which were probing and aggressive in addressing negative behavior trends at a low level. The quality of root and 
apparent cause evaluations continued to be inconsistent, although appropriate actions were being taken to address this issue. The team 
identified that the operability assessment process was not being implemented consistent with procedures, in part because the procedures did not 
cover control room operator responsibilities. 
Inspection Report# : 2004009(pdf)  

Last modified : June 17, 2005 
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San Onofre 3 
2Q/2005 Plant Inspection Findings 

Initiating Events 

Significance:  Jun 26, 2005 
Identified By: NRC 
Item Type: FIN Finding 
FAILURE TO IDENTIFY HYDRAULIC LEAK ON MAIN FEEDWATER BLOCK VALVE 3HV4051 
The inspectors identified a Green finding for the failure to develop an adequate monitoring plan to timely identify a hydraulic leak on Main 
Feedwater Block Valve 3HV4051 on April 20, 2005. Specifically, Operations personnel were unaware that the leak existed until notified by the 
inspectors. This issue involved human performance crosscutting aspects associated with operators failing to identify the leak on shiftly rounds. 
This issue was entered into the licensee's corrective action program as Action Requests 050401214 and 050401222.  
 
The finding is determined to be greater than minor because it was associated with the human performance attribute of the initiating events 
cornerstone and affects the cornerstone objective of limiting the likelihood of those events that upset plant stability. Furthermore, if left 
uncorrected, the finding would become a more significant safety concern in that it would continue to challenge the licensee to promptly identify 
a hydraulic leak on Valve 3HV4051 in order to prevent a plant transient. Using Manual Chapter 0609, "Significance Determination Process," 
Phase 1 Worksheet, the finding is determined to have very low safety significance because the finding did not contribute to both the likelihood 
of a reactor trip and the likelihood that mitigation equipment or functions were not available. 
Inspection Report# : 2005003(pdf)  

Significance:  Dec 31, 2004 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Inadequate Procedure Results in an Inadvertent Crosstie of RWST to Spent Fuel Pool Cooling System 
A self-revealing, noncited violation of Technical Specification 5.5.1.1 was identified for the implementation of inadequate procedures which 
led to the inadvertent crosstie of the Unit 3 Train B refueling water storage tank (RWST) to the Unit 3 spent fuel pool cooling system on 
November 8, 2004. The two systems were crosstied for approximately 45 minutes which resulted in approximately 6000 gallons of borated 
water being transferred from the Train B RWST to the Unit 3 spent fuel pool. The Unit 3 spent fuel pool overflowed to the Unit 3 fuel handling 
building sump, causing the excess water to back-up into the fuel handling building through its floor drains.  
 
The finding was determined to be more than minor because it was associated with the procedure quality attribute of the initiating events 
cornerstone. It also affected the cornerstone objective of limiting the likelihood of events that upset plant stability and challenge critical safety 
functions during shutdown conditions. This finding cannot be evaluated by the significance determination process because Manual Chapter 
0609, "Significance Determination Process," Appendix A, "Significance Determination of Reactor Inspection Findings for At-Power 
Situations," and Appendix G, "Shutdown Operations Significance Determination Process," do not apply to the spent fuel pool. However, this 
finding was determined to be of very low safety significance by management review because spent fuel pool cooling and the fuel handling 
building ventilation system were still available and no personnel contamination events occurred. The finding had crosscutting aspects in the 
area of human performance because the inadequate procedures directly contributed to the cause of the finding. 
Inspection Report# : 2004005(pdf)  

Significance:  Dec 31, 2004 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
A Maintenance Technician Failed to Follow a Maintenance Procedure Causing the Inadvertent Actuation of Several Unit 3 Safety-
Related Relays 
A self-revealing, noncited violation of Technical Specification 5.5.1.1 was identified for the failure of a maintenance technician to follow a 
maintenance order (MO) which led to the inadvertent actuation of several Unit 3 safety-related relays and the temporary loss of one qualified 
electrical circuit between the offsite transmission network and the Unit 2 onsite Class 1E electrical power distribution system .  
 
The finding was determined to be more than minor because the initiating events cornerstone objective was affected by a human performance 
error that increased the likelihood of a loss of offsite power event. Based on the results of the significance determination process (Phase 1 
evaluation), the finding was determined to have very low safety significance (Green) because the failure of the maintenance technician to 
follow the work plan of the MO did not contribute to both the likelihood of a reactor trip and simultaneously the lack of availability of 
mitigating equipment or functions. Both of Unit 2's EDGs were available. The finding had cross-cutting aspects in the area of human 
performance because the failure of the maintenance technician to follow the work plan of the MO was the direct cause of the finding. 
Inspection Report# : 2004005(pdf)  
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Significance: N/A Dec 03, 2004 
Identified By: Self Disclosing 
Item Type: FIN Finding 
Unplanned Scrams with Loss of Normal Heat Removal 
The U.S. Nuclear Regulatory Commission performed this supplemental inspection to assess the licensee's evaluations associated with two 
unplanned reactor trips with loss of normal heat removal of Unit 2 during calender year 2002 and one unplanned reactor trip with loss of 
normal heat removal of Unit 2 during calendar year 2004. The cumulative effect of these trips was that the Performance Indicator for 
unplanned scrams with loss of normal heat removal crossed the threshold from Green (very low risk significance) to White (low to moderate 
risk significance) for the second quarter of calendar year 2004. The licensee performed individual root cause evaluations for the three trips. In 
addition to the individual trip evaluations, the licensee performed a self-assessment evaluation to identify any performance and process issues 
that led to the White performance indicator. During this supplemental inspection, performed in accordance with Inspection Procedure 95001, 
the inspector determined that the licensee performed a comprehensive and thorough evaluation in which specific problems were identified, an 
adequate root cause evaluation was performed, and corrective actions were taken or planned to prevent recurrence. 
Inspection Report# : 2004017(pdf)  

Mitigating Systems 

Significance:  Jun 26, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PROPERLY IMPLEMENT MAINTENANCE RULE REQUIREMENTS FOR SBCS HEADER CRACKS 
The inspectors identified a noncited violation of 10 CFR 50.65 (a)(1) for the failure to include component deficiencies of a system important to 
safety in the maintenance rule program. Specifically, the licensee did not incorporate piping header failures of the Unit 2 and Unit 3 steam 
bypass control system into the maintenance rule program to ensure appropriate monitoring and goal setting activities were established. This 
issue was entered into the corrective action program as AR 050200923.  
 
The finding was determined to be greater than minor because it affected the equipment reliability attribute of the mitigating systems 
cornerstone and affected the cornerstone objective of ensuring the availability and reliability of systems that respond to initiating events. Using 
Manual Chapter 0609, "Significance Determination Process," Phase 1 worksheet, the finding was determined to have very low safety 
significance because the SBCS did not actually experience a loss of safety function. 
Inspection Report# : 2005003(pdf)  

Significance:  Dec 31, 2004 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Improper High Pressure Safety Injection Check Valve Maintenance 
A self-revealing, noncited violation of Technical Specification 5.5.1.1 was identified for the failure of the licensee to implement adequate 
maintenance procedures which led to RWST inventory to inadvertently be introduced into the reactor coolant system.  
 
The finding was determined to be more than minor because it affected the procedure quality attribute of the mitigating systems cornerstone. 
Based on the results of the significance determination process (Phase 1 evaluation), the finding was determined to have very low safety 
significance (Green) because the improper maintenance performed did not result in an actual loss of safety function. The finding had 
crosscutting aspects in the area of human performance because the inadequate MO directly contributed to the cause of the finding. 
Inspection Report# : 2004005(pdf)  

Significance:  Dec 31, 2004 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Missing Taper Pins in Component Cooling Water System Butterfly Valves 
A self-revealing, noncited violation of 10CFR 50, Appendix B, Criterion XVI, was identified for the licensee’s failure to determine the cause of 
missing taper pins in component cooling water (CCW) 28 inch Fisher butterfly valves and to take appropriate corrective actions to prevent 
recurrence.  
 
The finding was more than minor because it affected the equipment performance attribute of the mitigating systems cornerstone, and if left 
uncorrected, could result in a more significant safety concern. Missing taper pins increase the potential to render the CCW system inoperable 
due to cross train leakage because the 50 gpm leak caused by a missing taper pin exceeds the operability leak rate limit of 18 gpm. Based on the 
results of the Significance Determination Process, Phase 1 evaluation, the finding was determined to have very low safety significance (Green) 
because it did not result in an actual loss of safety function of the CCW system. This finding also had crosscutting aspects associated with 
problem identification and resolution, because the condition was not properly corrected when previously identified. 
Inspection Report# : 2004005(pdf)  
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Significance:  Oct 26, 2004 
Identified By: NRC 
Item Type: FIN Finding 
Intermittent Failure Not Rigorously Troubleshot or Postmaintenance Tested 
A finding was identified concerning non-rigorous troubleshooting and postmaintenance testing of an intermittent failure which led to the 
declaring equipment operable without reasonable assurance that the system would reliably perform as intended. Between September 10 and 16, 
2004, an intermittent failure spuriously tripped in the Steam Generator 2 low flow or pre-trip bistables in Channel A of the plant protection 
system in Unit 3 five times. On separate occasions, maintenance technicians replaced different circuit cards that were thought to possibly cause 
the failures observed. Each time, operators declared the system operable based on passing its surveillance test without any additional 
monitoring for further intermittent failures and without confirming that any of the removed parts were bad. The team determined that no formal 
troubleshooting plan was used until the team asked to review the plan. Upon creating a formal plan, the licensee promptly identified debris in a 
circuit card connected thought to have been introduced during a recent calibration activity.  
 
The performance deficiency associated with this event was a failure to follow the guidance of Generic Letter 91-18 to ensure there was a 
reasonable assurance that the system would perform reliably before declaring it operable. This resulted in receiving a repeat spurious bistable 
trip signal during unrelated testing on a redundant channel, necessitating unplanned LCO actions which placed the plant closer to a trip 
condition. This finding was greater than minor because it affected the equipment performance attribute of the Initiating Events cornerstone and 
directly affected the cornerstone objective of limiting events that challenge plant stability. The finding was of very low safety significance 
because it did not contribute to the likelihood of a LOCA initiator, did not increase the likelihood of both a reactor trip and unavailability of 
mitigation equipment, and did not simultaneously increase the likelihood of a fire or flooding event as described in the Significance 
Determination Process Phase 1 screening worksheet. 
Inspection Report# : 2004009(pdf)  

Significance:  Oct 26, 2004 
Identified By: Self Disclosing 
Item Type: FIN Finding 
Response Procedures for Clogged Intake Screens Did Not Address a Plant-Level Response to Avoid Unnessary Trips 
A self-revealing finding was identified because plant procedures for responding to debris at the plant intake did not address responding to a 
large influx of sea grass. The licensee identified this issue during their root cause assessment of the July 24, 2004, manual trip of Unit 3. Sea 
grass blocked the sea water intake for the circulating water system, and operators unsuccessfully attempted to keep the traveling screens clear 
until they eventually failed and stopped rotating. Neither SO23-2-5, "Operating Instruction for Circulating Water System," Revision 21, nor 
SO23-2-7, Operation of Traveling Rakes and Screens," Revision 10, nor Alarm Response Instruction SO23-15-99.C, "Annunciator Panel 
99.C," Revision 6 provided adequate guidance. Specifically, these procedures contained no guidance to take plant-level actions to reduce 
circulating water flow if actions to clear the screens were inadequate to restore normal flow. The licensee implemented appropriate corrective 
actions to improve the applicable response procedures, and improved policies for proactive monitoring of tide and weather conditions which 
could produce excessive sea grass intake. Reference Licensee Event Report 05000362/2004001-00 and Action Request 040600324. The team 
determined that the finding did not represent a noncompliance because it related to non-safety-related secondary plant equipment.  
 
The finding is a performance deficiency because the alarm response and system operating procedures did not provide adequate instructions to 
operators to allow them to appropriately respond to more significant episodes of sea grass intrusion at the plant intake. The licensee's root cause 
assessment stated that more debris was expected during periods of strong surf and large tidal scope, such as was experienced in this event. This 
finding was more than minor because it was similar to Example 4.b in Manual Chapter 0612, Appendix E. This finding affected the Initiating 
Events cornerstone objective that procedures have sufficient quality to limit the likelihood of those events that upset plant stability during 
power operations. This issue screened as having very low safety significance in a Phase 1 assessment, since the finding affected only the 
initiating events cornerstone, and it affected a transient initiator without simultaneously affecting transient mitigation equipment. 
Inspection Report# : 2004009(pdf)  

Significance:  Oct 26, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Establish Measures to Prevent Installing Spare Past Their Shelf-life 
A non-cited violation was identified for failure to establish measures to ensure non-conforming replacement parts would not be installed in the 
plant. The licensee's apparent cause evaluation for a premature failure of an electrolytic capacitor in the Channel C power supply of the plant 
protection system noted that the failed component should not have been installed in the plant because it was beyond its recommended shelf life 
at the time of installation. This may have contributed to the power supply failure 18 months into a 10-year service life. The team noted that the 
licensee failed to subsequently implement measures to ensure that replacement parts with electrolytic capacitors were within their shelf-life 
prior to installation in safety-related systems, which was a violation of 10 CFR 50, Appendix B, Criterion XV. The licensee's program 
controlled only electrolytic capacitors stocked individually. This issue was entered in to the licensee's corrective action program under Action 
Request 041101130.  
 
This finding affected the mitigating systems cornerstone, and was more than minor because, if left uncorrected, it could become a more 
significant safety problem, since it could increase the failure rate of the plant protection system. This issue screened as Green in a Phase 1 
assessment, since the finding did not result in a loss of function, since only one train was affected by the only known failure.
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Inspection Report# : 2004009(pdf)  

Significance:  Oct 07, 2004 
Identified By: NRC 
Item Type: FIN Finding 
INADEQUATE PROGRAM TO PROVIDE TRAINING FOR OPERATORS ASSIGNED DUTIES AS FIRE TECHNICAL 
ADVISORS 
A finding was identified related to an inadequate program to provide training for operators assigned duties as fire technical advisors. The team 
identified that the fire protection training program was made applicable only to the onsite fire department members. The licensed operators, 
who perform this advisory role to the onsite fire department, were not provided specific initial or periodic refresher training to be able to 
perform this role effectively, and there were only enough fire drills conducted for each fire technical advisor to participate in one fire drill every 
3 years on average. The licensee approved fire protection program requires that fire department members receive periodic refresher training. 
This includes repeat classroom instruction for all members over a 2-year period and participation in at least two drills per year. However, the 
licensee's approved fire protection training program did not discuss training requirements for fire technical advisors. No violation of regulatory 
requirements occurred because San Onofre Nuclear Generating Station, Units 2 and 3, were licensed before the NRC clarified fire brigade 
training requirements. This finding was entered into the licensee's corrective action program under Action Request 040801076.  
 
This issue was more than minor because it affected the mitigating systems cornerstone objectives for human performance and protection from 
external factors (fire), which is to support the capability to prevent undesirable consequences. In Manual Chapter 0609, Appendix F, this 
finding was categorized as affecting fire prevention and administrative controls, and was assigned a low degradation rating based on the NRC's 
and licensee's fire drill observations that coordination was generally acceptable between the fire department and the operating crews. Based on 
this, this finding screens as having very low safety significance (Green) in a Phase 1 Initial Qualitative Screening. 
Inspection Report# : 2004008(pdf)  

Significance:  Jul 07, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Licensee Failure to Correct Defficiencies in Saltwater Cooling Pump Removal and Installation Procedure 
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion XVI, because the licensee failed to correct deficiencies 
in Procedure SO23-I-5.4, "Saltwater Cooling Pump Removal and Installation," following the improper assembly of saltwater cooling Pump 
3P307 on March 13, 2004.  
 
The finding was more than minor since it affected the procedure quality attribute o the mitigating systems cornerstone. The finding was 
determined to have very low safety significance (Green) because the inadequate procedure did not result in an actual loss of safety function. 
This finding also had cross-cutting aspects associated with problem identification and resolution based on the fact that the condition was 
entered into the corrective action program but no corrective actions were implemented. 
Inspection Report# : 2004003(pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 
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Physical Protection information not publicly available. 

Miscellaneous 

Significance: N/A Oct 26, 2004 
Identified By: NRC 
Item Type: FIN Finding 
Identification and Resolution of Problems 
The team concluded that the licensee was effective in identifying, evaluating, and correcting problems. The licensee was proactive in 
performing self-assessments which were probing and aggressive in addressing negative behavior trends at a low level. The quality of root and 
apparent cause evaluations continued to be inconsistent, although appropriate actions were being taken to address this issue. The team 
identified that the operability assessment process was not being implemented consistent with procedures, in part because the procedures did not 
cover control room operator responsibilities. 
Inspection Report# : 2004009(pdf)  

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

Initiating Events 

Significance:  Aug 02, 2005 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Follow Surveillance Procedure Results in Inadvertent Reactivity Addition 
A self-revealing, noncited violation of Technical Specification 5.5.1.1 was identified for the failure to follow procedural requirements during 
surveillance testing of the Unit 3 steam generator blowdown processing system. This failure resulted in the blowdown flow control valve going 
to the full open position and an inadvertent reactivity addition to Unit 3. The finding had crosscutting aspects in the area of human performance 
because the failure of instrumentation and control technicians to follow the procedure directly contributed to the cause of the finding.  
 
The finding was determined to be more than minor because it was associated with the human performance attribute of the initiating events 
cornerstone. It also affected the cornerstone objective of limiting the likelihood of events that upset plant stability. Using the Manual Chapter 
0609, "Significance Determination Process," Phase 1 worksheet, the finding was determined to have very low safety significance because the 
finding did not contribute to both the likelihood of a reactor trip and the likelihood that mitigation equipment or functions would not be 
available. 
Inspection Report# : 2005004(pdf)  

Significance:  Jun 26, 2005 
Identified By: NRC 
Item Type: FIN Finding 
FAILURE TO IDENTIFY HYDRAULIC LEAK ON MAIN FEEDWATER BLOCK VALVE 3HV4051 
The inspectors identified a Green finding for the failure to develop an adequate monitoring plan to timely identify a hydraulic leak on Main 
Feedwater Block Valve 3HV4051 on April 20, 2005. Specifically, Operations personnel were unaware that the leak existed until notified by the 
inspectors. This issue involved human performance crosscutting aspects associated with operators failing to identify the leak on shiftly rounds. 
This issue was entered into the licensee's corrective action program as Action Requests 050401214 and 050401222.  
 
The finding is determined to be greater than minor because it was associated with the human performance attribute of the initiating events 
cornerstone and affects the cornerstone objective of limiting the likelihood of those events that upset plant stability. Furthermore, if left 
uncorrected, the finding would become a more significant safety concern in that it would continue to challenge the licensee to promptly identify 
a hydraulic leak on Valve 3HV4051 in order to prevent a plant transient. Using Manual Chapter 0609, "Significance Determination Process," 
Phase 1 Worksheet, the finding is determined to have very low safety significance because the finding did not contribute to both the likelihood 
of a reactor trip and the likelihood that mitigation equipment or functions were not available. 
Inspection Report# : 2005003(pdf)  

Significance:  Dec 31, 2004 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Procedure Results in an Inadvertent Crosstie of RWST to Spent Fuel Pool Cooling System 
A self-revealing, noncited violation of Technical Specification 5.5.1.1 was identified for the implementation of inadequate procedures which 
led to the inadvertent crosstie of the Unit 3 Train B refueling water storage tank (RWST) to the Unit 3 spent fuel pool cooling system on 
November 8, 2004. The two systems were crosstied for approximately 45 minutes which resulted in approximately 6000 gallons of borated 
water being transferred from the Train B RWST to the Unit 3 spent fuel pool. The Unit 3 spent fuel pool overflowed to the Unit 3 fuel handling 
building sump, causing the excess water to back-up into the fuel handling building through its floor drains.  
 
The finding was determined to be more than minor because it was associated with the procedure quality attribute of the initiating events 
cornerstone. It also affected the cornerstone objective of limiting the likelihood of events that upset plant stability and challenge critical safety 
functions during shutdown conditions. This finding cannot be evaluated by the significance determination process because Manual Chapter 
0609, "Significance Determination Process," Appendix A, "Significance Determination of Reactor Inspection Findings for At-Power 
Situations," and Appendix G, "Shutdown Operations Significance Determination Process," do not apply to the spent fuel pool. However, this 
finding was determined to be of very low safety significance by management review because spent fuel pool cooling and the fuel handling 
building ventilation system were still available and no personnel contamination events occurred. The finding had crosscutting aspects in the 
area of human performance because the inadequate procedures directly contributed to the cause of the finding. 
Inspection Report# : 2004005(pdf)  

Page 1 of 53Q/2005 Inspection Findings - San Onofre 3



Significance:  Dec 31, 2004 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
A Maintenance Technician Failed to Follow a Maintenance Procedure Causing the Inadvertent Actuation of Several Unit 3 Safety-
Related Relays 
A self-revealing, noncited violation of Technical Specification 5.5.1.1 was identified for the failure of a maintenance technician to follow a 
maintenance order (MO) which led to the inadvertent actuation of several Unit 3 safety-related relays and the temporary loss of one qualified 
electrical circuit between the offsite transmission network and the Unit 2 onsite Class 1E electrical power distribution system .  
 
The finding was determined to be more than minor because the initiating events cornerstone objective was affected by a human performance 
error that increased the likelihood of a loss of offsite power event. Based on the results of the significance determination process (Phase 1 
evaluation), the finding was determined to have very low safety significance (Green) because the failure of the maintenance technician to 
follow the work plan of the MO did not contribute to both the likelihood of a reactor trip and simultaneously the lack of availability of 
mitigating equipment or functions. Both of Unit 2's EDGs were available. The finding had cross-cutting aspects in the area of human 
performance because the failure of the maintenance technician to follow the work plan of the MO was the direct cause of the finding. 
Inspection Report# : 2004005(pdf)  

Significance: N/A Dec 03, 2004 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Unplanned Scrams with Loss of Normal Heat Removal 
The U.S. Nuclear Regulatory Commission performed this supplemental inspection to assess the licensee's evaluations associated with two 
unplanned reactor trips with loss of normal heat removal of Unit 2 during calender year 2002 and one unplanned reactor trip with loss of 
normal heat removal of Unit 2 during calendar year 2004. The cumulative effect of these trips was that the Performance Indicator for 
unplanned scrams with loss of normal heat removal crossed the threshold from Green (very low risk significance) to White (low to moderate 
risk significance) for the second quarter of calendar year 2004. The licensee performed individual root cause evaluations for the three trips. In 
addition to the individual trip evaluations, the licensee performed a self-assessment evaluation to identify any performance and process issues 
that led to the White performance indicator. During this supplemental inspection, performed in accordance with Inspection Procedure 95001, 
the inspector determined that the licensee performed a comprehensive and thorough evaluation in which specific problems were identified, an 
adequate root cause evaluation was performed, and corrective actions were taken or planned to prevent recurrence. 
Inspection Report# : 2004017(pdf)  

Mitigating Systems 

Significance:  Aug 17, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Improper Acceptance Limits for Surveillance Testing  
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion XI, "Test Control," for the failure to provide 
procedures that incorporated requirements and acceptance limits for inservice testing. The licensee's use of an inappropriate computer software 
program resulted in an incorrect determination of acceptability for 14 of 28 surveillance tests. For example, on August 15, 2005, an alert limit 
was exceeded on charging Pump 3P191 and the issue was not identified until 8 hours after completing the surveillance test. The finding had 
crosscutting aspects in the area of human performance because the use of the faulty software program by maintenance engineering personnel 
directly contributed to the cause of the finding. Additionally, this issue had problem identification and resolution crosscutting aspects in that 
maintenance engineering personnel did not implement timely corrective actions to resolve the software issues.  
 
The finding was determined to be more than minor because it was associated with the human performance attribute of the mitigating systems 
cornerstone. It also affected the cornerstone objective of ensuring the availability and reliability of systems that respond to initiating events to 
prevent undesirable consequences. Additionally, if left uncorrected, this issue could have resulted in equipment being considered operable even 
though testing may have demonstrated the equipment was inoperable. Using the Manual Chapter 0609, "Significance Determination Process," 
Phase 1 worksheet, the finding was determined to have very low safety significance because the finding did not represent an actual loss of a 
single train of a safety system for greater than its Technical Specification allowed outage time.  
 
Inspection Report# : 2005004(pdf)  

Significance:  Jun 26, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PROPERLY IMPLEMENT MAINTENANCE RULE REQUIREMENTS FOR SBCS HEADER CRACKS 
The inspectors identified a noncited violation of 10 CFR 50.65 (a)(1) for the failure to include component deficiencies of a system important to 
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safety in the maintenance rule program. Specifically, the licensee did not incorporate piping header failures of the Unit 2 and Unit 3 steam 
bypass control system into the maintenance rule program to ensure appropriate monitoring and goal setting activities were established. This 
issue was entered into the corrective action program as AR 050200923.  
 
The finding was determined to be greater than minor because it affected the equipment reliability attribute of the mitigating systems 
cornerstone and affected the cornerstone objective of ensuring the availability and reliability of systems that respond to initiating events. Using 
Manual Chapter 0609, "Significance Determination Process," Phase 1 worksheet, the finding was determined to have very low safety 
significance because the SBCS did not actually experience a loss of safety function. 
Inspection Report# : 2005003(pdf)  

Significance:  Dec 31, 2004 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Improper High Pressure Safety Injection Check Valve Maintenance 
A self-revealing, noncited violation of Technical Specification 5.5.1.1 was identified for the failure of the licensee to implement adequate 
maintenance procedures which led to RWST inventory to inadvertently be introduced into the reactor coolant system.  
 
The finding was determined to be more than minor because it affected the procedure quality attribute of the mitigating systems cornerstone. 
Based on the results of the significance determination process (Phase 1 evaluation), the finding was determined to have very low safety 
significance (Green) because the improper maintenance performed did not result in an actual loss of safety function. The finding had 
crosscutting aspects in the area of human performance because the inadequate MO directly contributed to the cause of the finding. 
Inspection Report# : 2004005(pdf)  

Significance:  Dec 31, 2004 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Missing Taper Pins in Component Cooling Water System Butterfly Valves 
A self-revealing, noncited violation of 10CFR 50, Appendix B, Criterion XVI, was identified for the licensee’s failure to determine the cause of 
missing taper pins in component cooling water (CCW) 28 inch Fisher butterfly valves and to take appropriate corrective actions to prevent 
recurrence.  
 
The finding was more than minor because it affected the equipment performance attribute of the mitigating systems cornerstone, and if left 
uncorrected, could result in a more significant safety concern. Missing taper pins increase the potential to render the CCW system inoperable 
due to cross train leakage because the 50 gpm leak caused by a missing taper pin exceeds the operability leak rate limit of 18 gpm. Based on the 
results of the Significance Determination Process, Phase 1 evaluation, the finding was determined to have very low safety significance (Green) 
because it did not result in an actual loss of safety function of the CCW system. This finding also had crosscutting aspects associated with 
problem identification and resolution, because the condition was not properly corrected when previously identified. 
Inspection Report# : 2004005(pdf)  

Significance:  Oct 26, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Establish Measures to Prevent Installing Spare Past Their Shelf-life 
A non-cited violation was identified for failure to establish measures to ensure non-conforming replacement parts would not be installed in the 
plant. The licensee's apparent cause evaluation for a premature failure of an electrolytic capacitor in the Channel C power supply of the plant 
protection system noted that the failed component should not have been installed in the plant because it was beyond its recommended shelf life 
at the time of installation. This may have contributed to the power supply failure 18 months into a 10-year service life. The team noted that the 
licensee failed to subsequently implement measures to ensure that replacement parts with electrolytic capacitors were within their shelf-life 
prior to installation in safety-related systems, which was a violation of 10 CFR 50, Appendix B, Criterion XV. The licensee's program 
controlled only electrolytic capacitors stocked individually. This issue was entered in to the licensee's corrective action program under Action 
Request 041101130.  
 
This finding affected the mitigating systems cornerstone, and was more than minor because, if left uncorrected, it could become a more 
significant safety problem, since it could increase the failure rate of the plant protection system. This issue screened as Green in a Phase 1 
assessment, since the finding did not result in a loss of function, since only one train was affected by the only known failure. 
Inspection Report# : 2004009(pdf)  

Significance:  Oct 26, 2004 
Identified By: NRC 
Item Type: FIN Finding 
Intermittent Failure Not Rigorously Troubleshot or Postmaintenance Tested
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A finding was identified concerning non-rigorous troubleshooting and postmaintenance testing of an intermittent failure which led to the 
declaring equipment operable without reasonable assurance that the system would reliably perform as intended. Between September 10 and 16, 
2004, an intermittent failure spuriously tripped in the Steam Generator 2 low flow or pre-trip bistables in Channel A of the plant protection 
system in Unit 3 five times. On separate occasions, maintenance technicians replaced different circuit cards that were thought to possibly cause 
the failures observed. Each time, operators declared the system operable based on passing its surveillance test without any additional 
monitoring for further intermittent failures and without confirming that any of the removed parts were bad. The team determined that no formal 
troubleshooting plan was used until the team asked to review the plan. Upon creating a formal plan, the licensee promptly identified debris in a 
circuit card connected thought to have been introduced during a recent calibration activity.  
 
The performance deficiency associated with this event was a failure to follow the guidance of Generic Letter 91-18 to ensure there was a 
reasonable assurance that the system would perform reliably before declaring it operable. This resulted in receiving a repeat spurious bistable 
trip signal during unrelated testing on a redundant channel, necessitating unplanned LCO actions which placed the plant closer to a trip 
condition. This finding was greater than minor because it affected the equipment performance attribute of the Initiating Events cornerstone and 
directly affected the cornerstone objective of limiting events that challenge plant stability. The finding was of very low safety significance 
because it did not contribute to the likelihood of a LOCA initiator, did not increase the likelihood of both a reactor trip and unavailability of 
mitigation equipment, and did not simultaneously increase the likelihood of a fire or flooding event as described in the Significance 
Determination Process Phase 1 screening worksheet. 
Inspection Report# : 2004009(pdf)  

Significance:  Oct 26, 2004 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Response Procedures for Clogged Intake Screens Did Not Address a Plant-Level Response to Avoid Unnessary Trips 
A self-revealing finding was identified because plant procedures for responding to debris at the plant intake did not address responding to a 
large influx of sea grass. The licensee identified this issue during their root cause assessment of the July 24, 2004, manual trip of Unit 3. Sea 
grass blocked the sea water intake for the circulating water system, and operators unsuccessfully attempted to keep the traveling screens clear 
until they eventually failed and stopped rotating. Neither SO23-2-5, "Operating Instruction for Circulating Water System," Revision 21, nor 
SO23-2-7, Operation of Traveling Rakes and Screens," Revision 10, nor Alarm Response Instruction SO23-15-99.C, "Annunciator Panel 
99.C," Revision 6 provided adequate guidance. Specifically, these procedures contained no guidance to take plant-level actions to reduce 
circulating water flow if actions to clear the screens were inadequate to restore normal flow. The licensee implemented appropriate corrective 
actions to improve the applicable response procedures, and improved policies for proactive monitoring of tide and weather conditions which 
could produce excessive sea grass intake. Reference Licensee Event Report 05000362/2004001-00 and Action Request 040600324. The team 
determined that the finding did not represent a noncompliance because it related to non-safety-related secondary plant equipment.  
 
The finding is a performance deficiency because the alarm response and system operating procedures did not provide adequate instructions to 
operators to allow them to appropriately respond to more significant episodes of sea grass intrusion at the plant intake. The licensee's root cause 
assessment stated that more debris was expected during periods of strong surf and large tidal scope, such as was experienced in this event. This 
finding was more than minor because it was similar to Example 4.b in Manual Chapter 0612, Appendix E. This finding affected the Initiating 
Events cornerstone objective that procedures have sufficient quality to limit the likelihood of those events that upset plant stability during 
power operations. This issue screened as having very low safety significance in a Phase 1 assessment, since the finding affected only the 
initiating events cornerstone, and it affected a transient initiator without simultaneously affecting transient mitigation equipment. 
Inspection Report# : 2004009(pdf)  

Significance:  Oct 07, 2004 
Identified By: NRC 
Item Type: FIN Finding 
INADEQUATE PROGRAM TO PROVIDE TRAINING FOR OPERATORS ASSIGNED DUTIES AS FIRE TECHNICAL 
ADVISORS 
A finding was identified related to an inadequate program to provide training for operators assigned duties as fire technical advisors. The team 
identified that the fire protection training program was made applicable only to the onsite fire department members. The licensed operators, 
who perform this advisory role to the onsite fire department, were not provided specific initial or periodic refresher training to be able to 
perform this role effectively, and there were only enough fire drills conducted for each fire technical advisor to participate in one fire drill every 
3 years on average. The licensee approved fire protection program requires that fire department members receive periodic refresher training. 
This includes repeat classroom instruction for all members over a 2-year period and participation in at least two drills per year. However, the 
licensee's approved fire protection training program did not discuss training requirements for fire technical advisors. No violation of regulatory 
requirements occurred because San Onofre Nuclear Generating Station, Units 2 and 3, were licensed before the NRC clarified fire brigade 
training requirements. This finding was entered into the licensee's corrective action program under Action Request 040801076.  
 
This issue was more than minor because it affected the mitigating systems cornerstone objectives for human performance and protection from 
external factors (fire), which is to support the capability to prevent undesirable consequences. In Manual Chapter 0609, Appendix F, this 
finding was categorized as affecting fire prevention and administrative controls, and was assigned a low degradation rating based on the NRC's 
and licensee's fire drill observations that coordination was generally acceptable between the fire department and the operating crews. Based on 
this, this finding screens as having very low safety significance (Green) in a Phase 1 Initial Qualitative Screening. 
Inspection Report# : 2004008(pdf)  
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Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

Significance: N/A Oct 26, 2004 
Identified By: NRC 
Item Type: FIN Finding 
Identification and Resolution of Problems 
The team concluded that the licensee was effective in identifying, evaluating, and correcting problems. The licensee was proactive in 
performing self-assessments which were probing and aggressive in addressing negative behavior trends at a low level. The quality of root and 
apparent cause evaluations continued to be inconsistent, although appropriate actions were being taken to address this issue. The team 
identified that the operability assessment process was not being implemented consistent with procedures, in part because the procedures did not 
cover control room operator responsibilities. 
Inspection Report# : 2004009(pdf)  

Last modified : November 30, 2005 
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San Onofre 3 
4Q/2005 Plant Inspection Findings 

Initiating Events 

Significance:  Oct 15, 2005 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Failure to Ensure Procedural Compliance During Unit 3 Heat Treat  
A self-revealing finding was identified for the failure of operations personnel to adequately monitor circulating water gates in accordance with 
Procedure S023-5.1.1, "Heat Treating the Circulating Water System," while performing a heat treat of the Unit 3 intake structure. This failure 
caused Unit 3 condenser vacuum to degrade, prompting operations personnel to reduce reactor power by approximately 6 percent. Operations 
personnel were counseled on the importance of maintaining attentiveness while performing evolutions which could upset plant stability. This 
finding was entered into the licensee's corrective action program as Action Request 051000701.  
 
The finding is greater than minor because it was associated with the human performance attribute of the initiating events cornerstone and 
affected the cornerstone objective of limiting the likelihood of those events that upset plant stability. Using the Manual Chapter 0609, 
"Significance Determination Process," Phase 1 worksheet, the finding was determined to have very low safety significance because the finding 
did not contributed to both the likelihood of a reactor trip and the likelihood that mitigation equipment or functions were not available. The 
cause of the finding was related to the crosscutting element of human performance in that operations personnel did not ensure that procedural 
requirements were followed. 
Inspection Report# : 2005005(pdf)  

Significance:  Aug 02, 2005 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Follow Surveillance Procedure Results in Inadvertent Reactivity Addition 
A self-revealing, noncited violation of Technical Specification 5.5.1.1 was identified for the failure to follow procedural requirements during 
surveillance testing of the Unit 3 steam generator blowdown processing system. This failure resulted in the blowdown flow control valve going 
to the full open position and an inadvertent reactivity addition to Unit 3. The finding had crosscutting aspects in the area of human performance 
because the failure of instrumentation and control technicians to follow the procedure directly contributed to the cause of the finding.  
 
The finding was determined to be more than minor because it was associated with the human performance attribute of the initiating events 
cornerstone. It also affected the cornerstone objective of limiting the likelihood of events that upset plant stability. Using the Manual Chapter 
0609, "Significance Determination Process," Phase 1 worksheet, the finding was determined to have very low safety significance because the 
finding did not contribute to both the likelihood of a reactor trip and the likelihood that mitigation equipment or functions would not be 
available. 
Inspection Report# : 2005004(pdf)  

Significance:  Jun 26, 2005 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Identify Hydraulic Leak on Main Feedwater Block Valve 3HV4051 
The inspectors identified a Green finding for the failure to develop an adequate monitoring plan to timely identify a hydraulic leak on Main 
Feedwater Block Valve 3HV4051 on April 20, 2005. Specifically, Operations personnel were unaware that the leak existed until notified by the 
inspectors. This issue involved human performance crosscutting aspects associated with operators failing to identify the leak on shiftly rounds. 
This issue was entered into the licensee's corrective action program as Action Requests 050401214 and 050401222.  
 
The finding is determined to be greater than minor because it was associated with the human performance attribute of the initiating events 
cornerstone and affects the cornerstone objective of limiting the likelihood of those events that upset plant stability. Furthermore, if left 
uncorrected, the finding would become a more significant safety concern in that it would continue to challenge the licensee to promptly identify 
a hydraulic leak on Valve 3HV4051 in order to prevent a plant transient. Using Manual Chapter 0609, "Significance Determination Process," 
Phase 1 Worksheet, the finding is determined to have very low safety significance because the finding did not contribute to both the likelihood 
of a reactor trip and the likelihood that mitigation equipment or functions were not available. 
Inspection Report# : 2005003(pdf)  
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Mitigating Systems 

Significance:  Dec 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Design Controls for Component Cooling Water Heat Exchanger Tube Plugging  
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion III, "Design Control," for the failure to implement 
appropriate design controls when plugging component cooling water heat exchanger tubes. Specifically, plugging heat exchanger tubes 
constitutes a design change. Criterion III requires the licensee to implement design control measures commensurate with those applied to the 
original design. The licensee entered the issue into their corrective action program as Action Request 051201123.  
 
The failure to implement appropriate design controls when plugging heat exchanger tubes was a performance deficiency. The issue was more 
than minor because, if left uncorrected, it could result in a more significant safety concern, in that the heat exchanger may not be able to meet 
licensing basis/design basis heat exchanger capabilities. The inspectors assessed the finding in accordance with the Manual Chapter 0609, 
"Significance Determination Process," Phase 1 worksheet and determined the finding was of very low safety significance. Specifically, this 
design deficiency was confirmed not to result in loss of operability in accordance with "Part 9900, Technical Guidance, Operability 
Determination Process for Operability and Functional Assessment."  
 
Inspection Report# : 2005005(pdf)  

Significance:  Aug 17, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Improper Acceptance Limits for Surveillance Testing  
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion XI, "Test Control," for the failure to provide 
procedures that incorporated requirements and acceptance limits for inservice testing. The licensee's use of an inappropriate computer software 
program resulted in an incorrect determination of acceptability for 14 of 28 surveillance tests. For example, on August 15, 2005, an alert limit 
was exceeded on charging Pump 3P191 and the issue was not identified until 8 hours after completing the surveillance test. The finding had 
crosscutting aspects in the area of human performance because the use of the faulty software program by maintenance engineering personnel 
directly contributed to the cause of the finding. Additionally, this issue had problem identification and resolution crosscutting aspects in that 
maintenance engineering personnel did not implement timely corrective actions to resolve the software issues.  
 
The finding was determined to be more than minor because it was associated with the human performance attribute of the mitigating systems 
cornerstone. It also affected the cornerstone objective of ensuring the availability and reliability of systems that respond to initiating events to 
prevent undesirable consequences. Additionally, if left uncorrected, this issue could have resulted in equipment being considered operable even 
though testing may have demonstrated the equipment was inoperable. Using the Manual Chapter 0609, "Significance Determination Process," 
Phase 1 worksheet, the finding was determined to have very low safety significance because the finding did not represent an actual loss of a 
single train of a safety system for greater than its Technical Specification allowed outage time.  
 
Inspection Report# : 2005004(pdf)  

Significance:  Jun 26, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Implement Maintenance Rule Requirements for SBCS Header Cracks 
The inspectors identified a noncited violation of 10 CFR 50.65 (a)(1) for the failure to include component deficiencies of a system important to 
safety in the maintenance rule program. Specifically, the licensee did not incorporate piping header failures of the Unit 2 and Unit 3 steam 
bypass control system into the maintenance rule program to ensure appropriate monitoring and goal setting activities were established. This 
issue was entered into the corrective action program as AR 050200923.  
 
The finding was determined to be greater than minor because it affected the equipment reliability attribute of the mitigating systems 
cornerstone and affected the cornerstone objective of ensuring the availability and reliability of systems that respond to initiating events. Using 
Manual Chapter 0609, "Significance Determination Process," Phase 1 worksheet, the finding was determined to have very low safety 
significance because the SBCS did not actually experience a loss of safety function. 
Inspection Report# : 2005003(pdf)  

Barrier Integrity 
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Significance:  Oct 22, 2005 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Procedure Results in Inadvertent Loss of Containment Cooling 
A self-revealing noncited violation of Technical Specification 3.6.6.1 was identified for the Unit 3 containment emergency cooling units being 
inoperable for longer than the allowed outage time of 72 hours. The implementation of inadequate procedures, specifically Procedure SO23-3-
3.13, "Containment Cooling/Spray Monthly Tests," resulted in containment fan cooler breakers having improper overcurrent setpoints. The 
procedures were revised and the containment cooler fan breakers were adjusted to their proper setpoints. This issue has been entered into the 
licensee's corrective action program as Action Request 051000020.  
 
The finding is greater than minor because it is associated with the procedure quality attribute of the barrier integrity cornerstone. It also affected 
the cornerstone objective of ensuring the integrity of the reactor containment. The Phase 1 worksheets in Manual Chapter 0609, "Significance 
Determination Process," were used to conclude that an Appendix H "Containment Integrity Determination Process," analysis was required 
because the finding involved an actual reduction in defense-in-depth for the atmospheric pressure control of the reactor containment. Table 4.1 
of Appendix H of Manual Chapter 0609 indicated that the containment cooling safety function can impact late containment failure and source 
terms, but not large early release frequency. Based on the results of the Appendix H analysis, the finding is determined to have very low safety 
significance. The cause of the finding is related to the crosscutting element of human performance in that maintenance personnel did not ensure 
the correct breaker overcurrent tolerances were incorporated into surveillance and postmaintenance testing procedures. 
Inspection Report# : 2005005(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

Last modified : March 03, 2006 
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San Onofre 3 
1Q/2006 Plant Inspection Findings 

Initiating Events 

Significance:  Oct 15, 2005 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Failure to Ensure Procedural Compliance During Unit 3 Heat Treat  
A self-revealing finding was identified for the failure of operations personnel to adequately monitor circulating water gates in accordance with 
Procedure S023-5.1.1, "Heat Treating the Circulating Water System," while performing a heat treat of the Unit 3 intake structure. This failure 
caused Unit 3 condenser vacuum to degrade, prompting operations personnel to reduce reactor power by approximately 6 percent. Operations 
personnel were counseled on the importance of maintaining attentiveness while performing evolutions which could upset plant stability. This 
finding was entered into the licensee's corrective action program as Action Request 051000701.  
 
The finding is greater than minor because it was associated with the human performance attribute of the initiating events cornerstone and 
affected the cornerstone objective of limiting the likelihood of those events that upset plant stability. Using the Manual Chapter 0609, 
"Significance Determination Process," Phase 1 worksheet, the finding was determined to have very low safety significance because the finding 
did not contributed to both the likelihood of a reactor trip and the likelihood that mitigation equipment or functions were not available. The 
cause of the finding was related to the crosscutting element of human performance in that operations personnel did not ensure that procedural 
requirements were followed. 
Inspection Report# : 2005005(pdf)  

Significance:  Aug 02, 2005 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Follow Surveillance Procedure Results in Inadvertent Reactivity Addition 
A self-revealing, noncited violation of Technical Specification 5.5.1.1 was identified for the failure to follow procedural requirements during 
surveillance testing of the Unit 3 steam generator blowdown processing system. This failure resulted in the blowdown flow control valve going 
to the full open position and an inadvertent reactivity addition to Unit 3. The finding had crosscutting aspects in the area of human performance 
because the failure of instrumentation and control technicians to follow the procedure directly contributed to the cause of the finding.  
 
The finding was determined to be more than minor because it was associated with the human performance attribute of the initiating events 
cornerstone. It also affected the cornerstone objective of limiting the likelihood of events that upset plant stability. Using the Manual Chapter 
0609, "Significance Determination Process," Phase 1 worksheet, the finding was determined to have very low safety significance because the 
finding did not contribute to both the likelihood of a reactor trip and the likelihood that mitigation equipment or functions would not be 
available. 
Inspection Report# : 2005004(pdf)  

Significance:  Jun 26, 2005 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Identify Hydraulic Leak on Main Feedwater Block Valve 3HV4051 
The inspectors identified a Green finding for the failure to develop an adequate monitoring plan to timely identify a hydraulic leak on Main 
Feedwater Block Valve 3HV4051 on April 20, 2005. Specifically, Operations personnel were unaware that the leak existed until notified by the 
inspectors. This issue involved human performance crosscutting aspects associated with operators failing to identify the leak on shiftly rounds. 
This issue was entered into the licensee's corrective action program as Action Requests 050401214 and 050401222.  
 
The finding is determined to be greater than minor because it was associated with the human performance attribute of the initiating events 
cornerstone and affects the cornerstone objective of limiting the likelihood of those events that upset plant stability. Furthermore, if left 
uncorrected, the finding would become a more significant safety concern in that it would continue to challenge the licensee to promptly identify 
a hydraulic leak on Valve 3HV4051 in order to prevent a plant transient. Using Manual Chapter 0609, "Significance Determination Process," 
Phase 1 Worksheet, the finding is determined to have very low safety significance because the finding did not contribute to both the likelihood 
of a reactor trip and the likelihood that mitigation equipment or functions were not available. 
Inspection Report# : 2005003(pdf)  
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Mitigating Systems 

Significance:  Dec 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Design Controls for Component Cooling Water Heat Exchanger Tube Plugging  
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion III, "Design Control," for the failure to implement 
appropriate design controls when plugging component cooling water heat exchanger tubes. Specifically, plugging heat exchanger tubes 
constitutes a design change. Criterion III requires the licensee to implement design control measures commensurate with those applied to the 
original design. The licensee entered the issue into their corrective action program as Action Request 051201123.  
 
The failure to implement appropriate design controls when plugging heat exchanger tubes was a performance deficiency. The issue was more 
than minor because, if left uncorrected, it could result in a more significant safety concern, in that the heat exchanger may not be able to meet 
licensing basis/design basis heat exchanger capabilities. The inspectors assessed the finding in accordance with the Manual Chapter 0609, 
"Significance Determination Process," Phase 1 worksheet and determined the finding was of very low safety significance. Specifically, this 
design deficiency was confirmed not to result in loss of operability in accordance with "Part 9900, Technical Guidance, Operability 
Determination Process for Operability and Functional Assessment."  
 
Inspection Report# : 2005005(pdf)  

Significance:  Aug 17, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Improper Acceptance Limits for Surveillance Testing  
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion XI, "Test Control," for the failure to provide 
procedures that incorporated requirements and acceptance limits for inservice testing. The licensee's use of an inappropriate computer software 
program resulted in an incorrect determination of acceptability for 14 of 28 surveillance tests. For example, on August 15, 2005, an alert limit 
was exceeded on charging Pump 3P191 and the issue was not identified until 8 hours after completing the surveillance test. The finding had 
crosscutting aspects in the area of human performance because the use of the faulty software program by maintenance engineering personnel 
directly contributed to the cause of the finding. Additionally, this issue had problem identification and resolution crosscutting aspects in that 
maintenance engineering personnel did not implement timely corrective actions to resolve the software issues.  
 
The finding was determined to be more than minor because it was associated with the human performance attribute of the mitigating systems 
cornerstone. It also affected the cornerstone objective of ensuring the availability and reliability of systems that respond to initiating events to 
prevent undesirable consequences. Additionally, if left uncorrected, this issue could have resulted in equipment being considered operable even 
though testing may have demonstrated the equipment was inoperable. Using the Manual Chapter 0609, "Significance Determination Process," 
Phase 1 worksheet, the finding was determined to have very low safety significance because the finding did not represent an actual loss of a 
single train of a safety system for greater than its Technical Specification allowed outage time.  
 
Inspection Report# : 2005004(pdf)  

Significance:  Jun 26, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Implement Maintenance Rule Requirements for SBCS Header Cracks 
The inspectors identified a noncited violation of 10 CFR 50.65 (a)(1) for the failure to include component deficiencies of a system important to 
safety in the maintenance rule program. Specifically, the licensee did not incorporate piping header failures of the Unit 2 and Unit 3 steam 
bypass control system into the maintenance rule program to ensure appropriate monitoring and goal setting activities were established. This 
issue was entered into the corrective action program as AR 050200923.  
 
The finding was determined to be greater than minor because it affected the equipment reliability attribute of the mitigating systems 
cornerstone and affected the cornerstone objective of ensuring the availability and reliability of systems that respond to initiating events. Using 
Manual Chapter 0609, "Significance Determination Process," Phase 1 worksheet, the finding was determined to have very low safety 
significance because the SBCS did not actually experience a loss of safety function. 
Inspection Report# : 2005003(pdf)  

Barrier Integrity 
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Significance:  Oct 22, 2005 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Procedure Results in Inadvertent Loss of Containment Cooling 
A self-revealing noncited violation of Technical Specification 3.6.6.1 was identified for the Unit 3 containment emergency cooling units being 
inoperable for longer than the allowed outage time of 72 hours. The implementation of inadequate procedures, specifically Procedure SO23-3-
3.13, "Containment Cooling/Spray Monthly Tests," resulted in containment fan cooler breakers having improper overcurrent setpoints. The 
procedures were revised and the containment cooler fan breakers were adjusted to their proper setpoints. This issue has been entered into the 
licensee's corrective action program as Action Request 051000020.  
 
The finding is greater than minor because it is associated with the procedure quality attribute of the barrier integrity cornerstone. It also affected 
the cornerstone objective of ensuring the integrity of the reactor containment. The Phase 1 worksheets in Manual Chapter 0609, "Significance 
Determination Process," were used to conclude that an Appendix H "Containment Integrity Determination Process," analysis was required 
because the finding involved an actual reduction in defense-in-depth for the atmospheric pressure control of the reactor containment. Table 4.1 
of Appendix H of Manual Chapter 0609 indicated that the containment cooling safety function can impact late containment failure and source 
terms, but not large early release frequency. Based on the results of the Appendix H analysis, the finding is determined to have very low safety 
significance. The cause of the finding is related to the crosscutting element of human performance in that maintenance personnel did not ensure 
the correct breaker overcurrent tolerances were incorporated into surveillance and postmaintenance testing procedures. 
Inspection Report# : 2005005(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

Last modified : May 25, 2006 
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San Onofre 3 
2Q/2006 Plant Inspection Findings 

Initiating Events 

Significance:  Oct 26, 2005 
Identified By: NRC 
Item Type: FIN Finding 
Failure to conduct simulator performance testing 
A Green finding was identified for the licensee's failure to conduct simulator performance testing in accordance with ANSI/ANS 3.5,1998, "Nuclear 
Power Plant Simulators for Use in Operator Training and Examination." A review of the malfunction tests contained in the annual performance test 
book for the simulator revealed that several transient parameters did not include all necessary data. In addition, differences in transient parameters 
between the simulator data and the actual plant data were not documented or justified. This is considered to be a Green finding using the Operator 
Requalification Human Performance Significant Determination Process (SDP) because it is a requalification training issue related to simulator 
fidelity. The lack of data affects the ability of the simulator transient tests to detect simulator fidelity issues. It is more than minor because these 
issues (simulator fidelity) can contribute to human error, which can directly impact the Human Performance attribute for both the Initiating Events 
and Mitigating Systems Cornerstones. The objectives of these two cornerstones are 1) to limit the likelihood of those events that upset plant stability 
and challenge critical safety functions during shutdown, as well as power operations; and 2) to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences, respectively. This is a finding of very low safety significance because 
the discrepancies have not impacted operator actions in the plant.  
 
This is considered to be a performance deficiency because San Onofre Nuclear Generating Station has committed to conduct testing in accordance 
with ANSI/ANS 3.5, 1998, as endorsed by Regulatory Guide 1.149, "Nuclear Power Plant Simulation Facilities for Use in Operator Training and 
License Examinations," Revision 3, October 2001. Specifically, ANSI/ANS 3.5, 1998 specifies that certain key parameters be measured and 
analyzed. The ANSI standard also specifies that any differences between the simulator data and the actual plant data be analyzed and justified. The 
performance deficiency is more than minor because inadequate simulator transient tests affects the ability to detect fidelity issues with the simulator, 
which degrade the Human Performance attribute (human error) of the Initiating Events and Mitigating Systems cornerstones 
Inspection Report# : 2005302(pdf)  

Significance:  Oct 15, 2005 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Failure to Ensure Procedural Compliance During Unit 3 Heat Treat  
A self-revealing finding was identified for the failure of operations personnel to adequately monitor circulating water gates in accordance with 
Procedure S023-5.1.1, "Heat Treating the Circulating Water System," while performing a heat treat of the Unit 3 intake structure. This failure 
caused Unit 3 condenser vacuum to degrade, prompting operations personnel to reduce reactor power by approximately 6 percent. Operations 
personnel were counseled on the importance of maintaining attentiveness while performing evolutions which could upset plant stability. This 
finding was entered into the licensee's corrective action program as Action Request 051000701.  
 
The finding is greater than minor because it was associated with the human performance attribute of the initiating events cornerstone and affected 
the cornerstone objective of limiting the likelihood of those events that upset plant stability. Using the Manual Chapter 0609, "Significance 
Determination Process," Phase 1 worksheet, the finding was determined to have very low safety significance because the finding did not contributed 
to both the likelihood of a reactor trip and the likelihood that mitigation equipment or functions were not available. The cause of the finding was 
related to the crosscutting element of human performance in that operations personnel did not ensure that procedural requirements were followed. 
Inspection Report# : 2005005(pdf)  

Significance:  Aug 02, 2005 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Follow Surveillance Procedure Results in Inadvertent Reactivity Addition 
A self-revealing, noncited violation of Technical Specification 5.5.1.1 was identified for the failure to follow procedural requirements during 
surveillance testing of the Unit 3 steam generator blowdown processing system. This failure resulted in the blowdown flow control valve going to 
the full open position and an inadvertent reactivity addition to Unit 3. The finding had crosscutting aspects in the area of human performance 
because the failure of instrumentation and control technicians to follow the procedure directly contributed to the cause of the finding. This issue was 
entered into the licensee's corrective action program a Action Requests 050800099 and 050800114.  
 
The finding was determined to be more than minor because it was associated with the human performance attribute of the initiating events 
cornerstone. It also affected the cornerstone objective of limiting the likelihood of events that upset plant stability. Using the Manual Chapter 0609, 
"Significance Determination Process," Phase 1 worksheet, the finding was determined to have very low safety significance because the finding did 
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not contribute to both the likelihood of a reactor trip and the likelihood that mitigation equipment or functions would not be available. 
Inspection Report# : 2005004(pdf)  

Mitigating Systems 

Significance:  Mar 25, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Safety Injection Tank Manway Gaskets 
A self-revealing, noncited violation of 10 CFR Part 50, Appendix B, Criterion III, "Design Control," was identified for the failure to select an 
appropriate replacement gasket for the Units 2 and 3 safety injection tank manways. The inadequate gaskets buckled during installation and began 
to unravel. The Unit 2 safety injection Tank 2T008 discharge check Valve 2MU040 failed to fully close when an unraveled gasket wrapped itself 
around the valve internals. This issue has been entered into the licensee's corrective action program as Action Request 060301594.  
 
The finding was determined to be more than minor because, if left uncorrected, it would become a more significant safety concern in that the 
inadequate gaskets would likely continue to unravel, possibly introducing foreign material into the safety injection tanks. The finding affected the 
mitigating systems cornerstone. Using Manual Chapter 0609, "Significance Determination Process," Phase 1 worksheet, the finding is determined to 
have very low safety significance because the finding did not result in the actual loss of the safety function of either Units' emergency core cooling 
system. 
Inspection Report# : 2006003(pdf)  

Significance:  Dec 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Design Controls for Component Cooling Water Heat Exchanger Tube Plugging  
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion III, "Design Control," for the failure to implement 
appropriate design controls when plugging component cooling water heat exchanger tubes. Specifically, plugging heat exchanger tubes constitutes a 
design change. Criterion III requires the licensee to implement design control measures commensurate with those applied to the original design. The 
licensee entered the issue into their corrective action program as Action Request 051201123.  
 
The failure to implement appropriate design controls when plugging heat exchanger tubes was a performance deficiency. The issue was more than 
minor because, if left uncorrected, it could result in a more significant safety concern, in that the heat exchanger may not be able to meet licensing 
basis/design basis heat exchanger capabilities. The inspectors assessed the finding in accordance with the Manual Chapter 0609, "Significance 
Determination Process," Phase 1 worksheet and determined the finding was of very low safety significance. Specifically, this design deficiency was 
confirmed not to result in loss of operability in accordance with "Part 9900, Technical Guidance, Operability Determination Process for Operability 
and Functional Assessment."  
 
Inspection Report# : 2005005(pdf)  

Significance:  Aug 17, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Improper Acceptance Limits for Surveillance Testing  
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion XI, "Test Control," for the failure to provide procedures 
that incorporated requirements and acceptance limits for inservice testing. The licensee's use of an inappropriate computer software program 
resulted in an incorrect determination of acceptability for 14 of 28 surveillance tests. For example, on August 15, 2005, an alert limit was exceeded 
on charging Pump 3P191 and the issue was not identified until 8 hours after completing the surveillance test. The finding had crosscutting aspects in 
the area of human performance because the use of the faulty software program by maintenance engineering personnel directly contributed to the 
cause of the finding. Additionally, this issue had problem identification and resolution crosscutting aspects in that maintenance engineering 
personnel did not implement timely corrective actions to resolve the software issues. This issue was entered into the licensee’s corrective action 
program as Action Request 050800238.  
 
The finding was determined to be more than minor because it was associated with the human performance attribute of the mitigating systems 
cornerstone. It also affected the cornerstone objective of ensuring the availability and reliability of systems that respond to initiating events to 
prevent undesirable consequences. Additionally, if left uncorrected, this issue could have resulted in equipment being considered operable even 
though testing may have demonstrated the equipment was inoperable. Using the Manual Chapter 0609, "Significance Determination Process," Phase 
1 worksheet, the finding was determined to have very low safety significance because the finding did not represent an actual loss of a single train of 
a safety system for greater than its Technical Specification allowed outage time.  
 
Inspection Report# : 2005004(pdf)  
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Barrier Integrity 

Significance:  Oct 22, 2005 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Procedure Results in Inadvertent Loss of Containment Cooling 
A self-revealing noncited violation of Technical Specification 3.6.6.1 was identified for the Unit 3 containment emergency cooling units being 
inoperable for longer than the allowed outage time of 72 hours. The implementation of inadequate procedures, specifically Procedure SO23-3-3.13, 
"Containment Cooling/Spray Monthly Tests," resulted in containment fan cooler breakers having improper overcurrent setpoints. The procedures 
were revised and the containment cooler fan breakers were adjusted to their proper setpoints. This issue has been entered into the licensee's 
corrective action program as Action Request 051000020.  
 
The finding is greater than minor because it is associated with the procedure quality attribute of the barrier integrity cornerstone. It also affected the 
cornerstone objective of ensuring the integrity of the reactor containment. The Phase 1 worksheets in Manual Chapter 0609, "Significance 
Determination Process," were used to conclude that an Appendix H "Containment Integrity Determination Process," analysis was required because 
the finding involved an actual reduction in defense-in-depth for the atmospheric pressure control of the reactor containment. Table 4.1 of Appendix 
H of Manual Chapter 0609 indicated that the containment cooling safety function can impact late containment failure and source terms, but not 
large early release frequency. Based on the results of the Appendix H analysis, the finding is determined to have very low safety significance. The 
cause of the finding is related to the crosscutting element of human performance in that maintenance personnel did not ensure the correct breaker 
overcurrent tolerances were incorporated into surveillance and postmaintenance testing procedures. 
Inspection Report# : 2005005(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

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

Initiating Events 

Significance:  Oct 26, 2005 
Identified By: NRC 
Item Type: FIN Finding 
Failure to conduct simulator performance testing 
A Green finding was identified for the licensee's failure to conduct simulator performance testing in accordance with 
ANSI/ANS 3.5,1998, "Nuclear Power Plant Simulators for Use in Operator Training and Examination." A review of the 
malfunction tests contained in the annual performance test book for the simulator revealed that several transient parameters 
did not include all necessary data. In addition, differences in transient parameters between the simulator data and the actual 
plant data were not documented or justified. This is considered to be a Green finding using the Operator Requalification 
Human Performance Significant Determination Process (SDP) because it is a requalification training issue related to 
simulator fidelity. The lack of data affects the ability of the simulator transient tests to detect simulator fidelity issues. It is 
more than minor because these issues (simulator fidelity) can contribute to human error, which can directly impact the 
Human Performance attribute for both the Initiating Events and Mitigating Systems Cornerstones. The objectives of these 
two cornerstones are 1) to limit the likelihood of those events that upset plant stability and challenge critical safety 
functions during shutdown, as well as power operations; and 2) to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences, respectively. This is a finding of very low 
safety significance because the discrepancies have not impacted operator actions in the plant.  
 
This is considered to be a performance deficiency because San Onofre Nuclear Generating Station has committed to 
conduct testing in accordance with ANSI/ANS 3.5, 1998, as endorsed by Regulatory Guide 1.149, "Nuclear Power Plant 
Simulation Facilities for Use in Operator Training and License Examinations," Revision 3, October 2001. Specifically, 
ANSI/ANS 3.5, 1998 specifies that certain key parameters be measured and analyzed. The ANSI standard also specifies 
that any differences between the simulator data and the actual plant data be analyzed and justified. The performance 
deficiency is more than minor because inadequate simulator transient tests affects the ability to detect fidelity issues with 
the simulator, which degrade the Human Performance attribute (human error) of the Initiating Events and Mitigating 
Systems cornerstones 
Inspection Report# : 2005302(pdf)  

Significance:  Oct 15, 2005 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Failure to Ensure Procedural Compliance During Unit 3 Heat Treat  
A self-revealing finding was identified for the failure of operations personnel to adequately monitor circulating water gates 
in accordance with Procedure S023-5.1.1, "Heat Treating the Circulating Water System," while performing a heat treat of 
the Unit 3 intake structure. This failure caused Unit 3 condenser vacuum to degrade, prompting operations personnel to 
reduce reactor power by approximately 6 percent. Operations personnel were counseled on the importance of maintaining 
attentiveness while performing evolutions which could upset plant stability. This finding was entered into the licensee's 
corrective action program as Action Request 051000701.  
 
The finding is greater than minor because it was associated with the human performance attribute of the initiating events 
cornerstone and affected the cornerstone objective of limiting the likelihood of those events that upset plant stability. Using 
the Manual Chapter 0609, "Significance Determination Process," Phase 1 worksheet, the finding was determined to have 
very low safety significance because the finding did not contributed to both the likelihood of a reactor trip and the 
likelihood that mitigation equipment or functions were not available. The cause of the finding was related to the 
crosscutting element of human performance in that operations personnel did not ensure that procedural requirements were 
followed. 
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Inspection Report# : 2005005(pdf)  

Mitigating Systems 

Significance:  Mar 25, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Safety Injection Tank Manway Gaskets 
A self-revealing, noncited violation of 10 CFR Part 50, Appendix B, Criterion III, "Design Control," was identified for the 
failure to select an appropriate replacement gasket for the Units 2 and 3 safety injection tank manways. The inadequate 
gaskets buckled during installation and began to unravel. The Unit 2 safety injection Tank 2T008 discharge check Valve 
2MU040 failed to fully close when an unraveled gasket wrapped itself around the valve internals. This issue has been 
entered into the licensee's corrective action program as Action Request 060301594.  
 
The finding was determined to be more than minor because, if left uncorrected, it would become a more significant safety 
concern in that the inadequate gaskets would likely continue to unravel, possibly introducing foreign material into the 
safety injection tanks. The finding affected the mitigating systems cornerstone. Using Manual Chapter 0609, "Significance 
Determination Process," Phase 1 worksheet, the finding is determined to have very low safety significance because the 
finding did not result in the actual loss of the safety function of either Units' emergency core cooling system. 
Inspection Report# : 2006003(pdf)  

Significance:  Dec 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Design Controls for Component Cooling Water Heat Exchanger Tube Plugging  
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion III, "Design Control," for the 
failure to implement appropriate design controls when plugging component cooling water heat exchanger tubes. 
Specifically, plugging heat exchanger tubes constitutes a design change. Criterion III requires the licensee to implement 
design control measures commensurate with those applied to the original design. The licensee entered the issue into their 
corrective action program as Action Request 051201123.  
 
The failure to implement appropriate design controls when plugging heat exchanger tubes was a performance deficiency. 
The issue was more than minor because, if left uncorrected, it could result in a more significant safety concern, in that the 
heat exchanger may not be able to meet licensing basis/design basis heat exchanger capabilities. The inspectors assessed 
the finding in accordance with the Manual Chapter 0609, "Significance Determination Process," Phase 1 worksheet and 
determined the finding was of very low safety significance. Specifically, this design deficiency was confirmed not to result 
in loss of operability in accordance with "Part 9900, Technical Guidance, Operability Determination Process for 
Operability and Functional Assessment."  
 
Inspection Report# : 2005005(pdf)  

Barrier Integrity 

Significance:  Oct 22, 2005 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Procedure Results in Inadvertent Loss of Containment Cooling 
A self-revealing noncited violation of Technical Specification 3.6.6.1 was identified for the Unit 3 containment emergency 
cooling units being inoperable for longer than the allowed outage time of 72 hours. The implementation of inadequate 
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procedures, specifically Procedure SO23-3-3.13, "Containment Cooling/Spray Monthly Tests," resulted in containment fan 
cooler breakers having improper overcurrent setpoints. The procedures were revised and the containment cooler fan 
breakers were adjusted to their proper setpoints. This issue has been entered into the licensee's corrective action program as 
Action Request 051000020.  
 
The finding is greater than minor because it is associated with the procedure quality attribute of the barrier integrity 
cornerstone. It also affected the cornerstone objective of ensuring the integrity of the reactor containment. The Phase 1 
worksheets in Manual Chapter 0609, "Significance Determination Process," were used to conclude that an Appendix H 
"Containment Integrity Determination Process," analysis was required because the finding involved an actual reduction in 
defense-in-depth for the atmospheric pressure control of the reactor containment. Table 4.1 of Appendix H of Manual 
Chapter 0609 indicated that the containment cooling safety function can impact late containment failure and source terms, 
but not large early release frequency. Based on the results of the Appendix H analysis, the finding is determined to have 
very low safety significance. The cause of the finding is related to the crosscutting element of human performance in that 
maintenance personnel did not ensure the correct breaker overcurrent tolerances were incorporated into surveillance and 
postmaintenance testing procedures. 
Inspection Report# : 2005005(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 
Physical Protection information not publicly available. 

Miscellaneous 
Last modified : December 21, 2006 
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San Onofre 3 
4Q/2006 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 31, 2006 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
UNPLANNED POWER INCREASE RESULTS IN VIOLATION OF TECHNICAL SPECIFICATIONS 
A self-revealing noncited violation of Technical Specification 5.5.1.1 was identified for the failure of operations personnel 
to follow procedures while diluting the reactor coolant system. This resulted in the Technical Specification required 
surveillances on the core operating limits supervisory system not being performed prior to exceeding 20 percent reactor 
power following a Unit 3 reactor startup. The issue was entered into the licensee's corrective action program as Action 
Request 061200640.  
 
The finding was determined to be more than minor because unplanned reactivity excursions could be reasonably viewed as 
a precursor to a significant event, in that they could lead to more serious situations where reactor protection equipment may 
be required. Using the Manual Chapter 0609, “Significance Determination Process,” Phase 1 worksheet, the finding was 
determined to have very low safety significance because it did not contribute to both the likelihood of a reactor trip and the 
likelihood that mitigation equipment or functions would not be available. The core operating limits supervisory system was 
verified operable within approximately one hour after the event, and all other mitigating equipment and functions remained 
available. The finding had a crosscutting aspect in the area of human performance associated with work practices in that 
Unit 3 control room operators did not perform a controlled reactor power increase in accordance with established 
procedural requirements. In addition, supervisory oversight failed to ensure that the reactivity change was properly planned 
and briefed prior to execution 
Inspection Report# : 2006005 (pdf)  

Mitigating Systems 

Significance:  Dec 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PREVENT RECURRENCE OF PREMATURE TRIPPING OF SQUARE D THERMAL 
OVERLOADS 
The inspectors identified a Green noncited violation of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Action,” 
for the failure to prevent recurrence of a significant condition adverse to quality involving the premature tripping of Square 
D thermal overloads used for equipment protection on safety-related equipment. This deficiency had not been properly 
evaluated or corrected since 2001. This issue was entered into the licensee's corrective action program as Action Request 
061000859.  
 
The finding was determined to be more than minor because it was associated with the equipment performance attribute of 
the mitigating systems cornerstone and it affected the cornerstone objective by challenging the availability and capability of 
safety-related components. Using the Manual Chapter 0609, “Significance Determination Process,” Phase 1 worksheet, the 
finding was determined to have very low safety significance because it did not result in an actual loss of safety function for 
affected systems. This finding also had crosscutting aspects in the area of problem identification and resolution associated 
with the corrective action program because the licensee failed to thoroughly evaluate and correct the problem in a timely 
manner 
Inspection Report# : 2006005 (pdf)  
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Significance:  Nov 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Diesel Ground Alarm Procedure 
The team identified a noncited violation of Technical Specification 5.5.1.a for an inadequate emergency diesel generator 
ground fault alarm response procedure. Specifically, the procedure had operators check for grounds associated with the 
emergency diesel generator itself but did not specify actions to address the more likely ground locations, which included 
components on the 4.16kV bus. Since other plant procedures permit cross-tying the safety-related buses on the opposite 
unit in the event of a loss of an emergency diesel generator, the failure to properly consider grounds in other locations could 
result in additional equipment failures. The licensee captured this finding in their corrective action program as Action 
Request 060700753.  
 
The failure to provide an adequate alarm response procedure was a performance deficiency. This issue was more than 
minor because the procedure deficiency affected the mitigating system cornerstone objective (procedure quality attribute) 
of ensuring availability, reliability, and capability of systems needed to respond to initiating events to prevent undesired 
consequences. Specifically, under certain circumstances, the emergency diesel generators may not have functioned 
following a seismic event. Using the Manual Chapter 0609, Significance Determination Process, Phase 1 screening 
worksheet, the issue screened as having very low safety significance because the finding was not a design or qualification 
deficiency, did not result in a loss of safety function, and did not screen as potentially risk significant due to external 
events.  
 
Inspection Report# : 2006009 (pdf)  

Significance:  Nov 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Incorrect Methodology for 125VDC Calculations 
The team identified a noncited violation of Part 50 of Title 10 of the Code of Federal Regulations, Appendix B, Criterion 
III, Design Control, for the failure to properly calculate control circuit voltages associated with the Unit 3 motor-driven 
auxiliary feedwater Pump 3P504 breaker. Correcting the error used approximately 1/3 of the available design margin. The 
licensee captured this finding in their corrective action program as Action Request 060700765.  
 
The failure to properly implement proper design controls was a performance deficiency. This issue was more than minor 
because, if left uncorrected, it could become a more significant safety concern. Specifically, the noted calculations are used 
for operability determinations and plant modifications. Uncorrected errors could mask equipment operability issues. This 
issue was similar to non-minor violation Example 3.j in NRC Inspection Manual Chapter 0612, Appendix E, Examples of 
Minor Issues, because there was a reasonable doubt of the operability of the pump breaker. Using the Manual Chapter 
0609, Significance Determination Process, Phase 1 screening worksheet, the issue screened as having very low safety 
significance because it was a design deficiency confirmed not to result in loss-of-operability in accordance with NRC 
Manual Chapter Part 9900, Technical Guidance, Operability Determination Process for Operability and Functional 
Assessment. 
Inspection Report# : 2006009 (pdf)  

Significance:  Nov 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify Air Voids in Safeety Injection Suction Piping 
The team identified a noncited violation of the Code of Federal Regulations, Title 10, Part 50, Appendix B, Criterion XVI, 
Corrective Actions, for the failure to promptly identify a condition adverse to quality (trapped air in the safety injection 
suction lines). Each suction line contained approximately 11.5 cubic feet of trapped air, but the licensee's official design 
calculations assumed the lines were full of water. Additionally, industry operating experience notified the licensee that air 
in the safety injection system suction lines could cause operational problems (a condition adverse to quality) but the 
licensee failed to promptly identify the condition at San Onofre Nuclear Generating Station. The licensee's engineering 
evaluation erroneously determined that San Onofre Nuclear Generating Station was not vulnerable to the condition 
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identified in the operating experience. The licensee captured this finding in their corrective action program as Action 
Request 060700747.  
 
The failure to promptly identify and correct a condition adverse to quality in response to applicable operating experience 
was a performance deficiency. This finding was more than minor because it affected the mitigating system cornerstone 
objective (equipment performance attribute) to ensure the reliability and capability of equipment needed to respond to 
initiating events. Using the Manual Chapter 0609, Significance Determination Process, Phase 1 screening worksheet, the 
finding was of very low safety significance because it was a design deficiency confirmed not to result in loss-of-operability 
in accordance with NRC Manual Chapter Part 9900, Technical Guidance, Operability Determination Process for 
Operability and Functional Assessment. This finding has a cross-cutting aspect in the area of problem identification and 
resolution, in that the licensee failed to thoroughly evaluate applicable industry operating experience concerning air voids 
in recirculation piping suction lines. 
Inspection Report# : 2006009 (pdf)  

Significance:  Nov 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify Diesel Generator Seismic Nonconformance 
The team identified a Code of Federal Regulations, Title 10, Part 50, Appendix B, Criterion XVI, Corrective Actions, 
violation for the failure to promptly identify a condition adverse to quality (Train A emergency diesel generators lost 
seismic qualification). The licensee had identified that a ground fault on a nonsafety-related uninterruptible power supply 
could cause the emergency diesel generator to trip during a fire but failed to further determine that the same scenario could 
occur during a seismic event. The licensee captured this finding in their corrective action program as Action Request 
060600500.  
 
The failure to promptly identify a condition adverse to quality was a performance deficiency. This finding is more than 
minor because it affected the mitigating system cornerstone objective (equipment performance attribute) of ensuring the 
availability, reliability and capability of systems that respond to initiating events to prevent undesirable consequences. 
Specifically, Train A emergency diesel generator operability was not assured for seismic events. Using the Manual Chapter 
0609, Significance Determination Process, Phase 1 screening worksheet, the internal events portion of the worksheet did 
not apply, because the finding only involved an external seismic event with a loss of offsite power. Additionally, for 
external events, the finding screened as have very low safety significance because it did not involve the loss or degradation 
of equipment or function specifically designed to mitigate an external event (e.g., seismic snubbers, flooding barriers, 
tornado doors) and the safety function was not considered completely failed or unavailable, as the Train B emergency 
diesel generators were unaffected by the issue. This finding has a cross-cutting aspect in the area of problem identification 
and resolution, in that engineers failed to perform an appropriate extent of condition review and promptly identify the 
nonconforming emergency diesel generators, a condition adverse to quality. 
Inspection Report# : 2006009 (pdf)  

Significance:  Jul 12, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Procedures Addressing Foreign Material Exclusion 
The team identified a noncited violation of Part 50 of Title 10 of the Code of Federal Regulations, Appendix B, Criterion 
V, Procedures, for the failure to follow procedural requirements and establish the Units 2 and 3 CST-120 condensate 
storage tank enclosures as foreign material exclusion areas. The team found several pieces of foreign material in each 
enclosure. Foreign materials in these areas could have caused auxiliary feedwater system operational problems following a 
seismic event. In addition, the licensee failed to properly address industry operating experience related to foreign materials 
in auxiliary feedwater system water sources. Finally, a related condensate storage tank sizing calculation failed to consider 
the potential for reactor vessel head void formation during the cooldown to shutdown cooling conditions. The licensee 
captured this finding in their corrective action program as Action Requests 060700471 and 0601000172.  
 
The failure to follow plant procedures was a performance deficiency. This finding is more than minor because it affected 
the mitigating system cornerstone objective (equipment performance attribute) of ensuring the availability, reliability and 
capability of systems that respond to initiating events to prevent undesirable consequences. The team determined that a 
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Phase 3 significance determination was required because the finding screened as potentially risk significant due to a 
seismic initiating event. Region IV senior risk analysts performed a Phase 3 significance determination and determined that 
the issue represents a finding of very low safety significance. 
Inspection Report# : 2006009 (pdf)  

Significance:  Mar 25, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Safety Injection Tank Manway Gaskets 
A self-revealing, noncited violation of 10 CFR Part 50, Appendix B, Criterion III, "Design Control," was identified for the 
failure to select an appropriate replacement gasket for the Units 2 and 3 safety injection tank manways. The inadequate 
gaskets buckled during installation and began to unravel. The Unit 2 safety injection Tank 2T008 discharge check Valve 
2MU040 failed to fully close when an unraveled gasket wrapped itself around the valve internals. This issue has been 
entered into the licensee's corrective action program as Action Request 060301594.  
 
The finding was determined to be more than minor because, if left uncorrected, it would become a more significant safety 
concern in that the inadequate gaskets would likely continue to unravel, possibly introducing foreign material into the 
safety injection tanks. The finding affected the mitigating systems cornerstone. Using Manual Chapter 0609, "Significance 
Determination Process," Phase 1 worksheet, the finding is determined to have very low safety significance because the 
finding did not result in the actual loss of the safety function of either Units' emergency core cooling system. 
Inspection Report# : 2006003 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Dec 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE CONTAINMENT AIRBORNE RADIOACTIVITY BRIEFING 
The inspectors identified a noncited violation of 10 CFR 19.12 for the failure of health physics personnel to adequately 
inform workers of the radiological conditions of the Unit 3 containment on October 23, 2006. A contract health physics 
technician and a health physics supervisor failed to inform workers of the airborne radiological conditions. This issue was 
entered into the licensee's corrective action program as Action Request 061001435.  
 
The finding was determined to be more than minor because if left uncorrected it would become a more significant safety 
concern in that the failure to inform workers of radiological conditions could result in unintended exposures. The inspectors 
processed the finding through Appendix C, "Occupational Radiation Safety Significance Determination Process," of 
Manual Chapter 0609, "Significance Determination Process," and determined that the finding is of very low safety 
significance because it was not an ALARA issue; there was not an overexposure or substantial potential for an 
overexposure; and the ability to assess dose was not compromised. The cause of the finding has a crosscutting aspect in the 
area of human performance associated with work practices in that the contract health physics technician did not follow 
established health physics procedures for adequately informing workers of radiological conditions. In addition, supervisory 
oversight of the radiological condition briefings failed to ensure that nuclear safety was supported in that the airborne 
radioactivity component of the health physics briefings was being omitted and the supervisor was not cognizant of the 

Page 4 of 64Q/2006 Inspection Findings - San Onofre 3



airborne radioactivity levels 
Inspection Report# : 2006005 (pdf)  

Significance:  Dec 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ADEQUATELY LABEL A CONTAINER OF RADIOACTIVE MATERIAL 
The inspector identified a noncited violation of 10 CFR 20.1904(a) because the licensee failed to adequately label a 
container of radioactive material. On August 4, 2006, a vial of spent resin that had a dose rate of 5 millirem per hour on 
contact and contained 14 microcuries of fission and activation products (primarily cesium-137 and cobalt-60) was found in 
the reactor chemistry lab trash can designated for “clean” non-radioactive waste. The health physics department had 
previously determined that when the vial was transferred to the reactor chemistry lab, the vial was in a plastic bag that was 
appropriately labeled with the words “Caution Radioactive Material” and sufficient information about the radiation hazards 
as required by 10 CFR 20.1904(a). However, when the inspector questioned whether the vial was adequately labeled, the 
licensee conducted an apparent cause evaluation and determined that the vial was found in the “clean” trash without an 
adequate label. The licensee’s immediate corrective action was to place a radioactive material label with dose rate 
information on the bag and store it in a lead pig. This issue was entered into the licensee's corrective action program as 
Action Request 060800249.  
 
The finding was greater than minor because it was associated with the Occupational Radiation Safety Cornerstone attribute 
of Exposure Control, and affected the cornerstone objective to ensure the adequate protection of a worker’s health and 
safety from exposure to radioactive materials because workers could have received additional exposure. The finding was 
processed through the Occupational Radiation Safety Significance Determination Process and was determined to be of very 
low safety significance because: (1) it was not an as low as reasonably achievable finding, (2) there was no personnel 
overexposure, (3) there was no substantial potential for personnel overexposure, and (4) the finding did not compromise 
licensee’s ability to assess dose. Additionally, this finding had a crosscutting aspect in the area of human performance 
related to work practices because the licensee’s staff did not perform self checking to ensure the container of radioactive 
material was adequately labeled 
Inspection Report# : 2006005 (pdf)  

Public Radiation Safety 

Physical Protection 
Physical Protection information not publicly available. 

Miscellaneous 
Significance: N/A Sep 22, 2006 
Identified By: NRC 
Item Type: FIN Finding 
Corrective Action Program Assessment 
The inspectors reviewed 260 action requests, work orders, associated root and apparent cause evaluations, and other 
supporting documentation to assess problem identification and resolution activities. Overall, the team concluded that the 
licensee was effective in identifying, evaluating, and correcting problems. Corrective actions, when specified, were 
generally implemented in a timely manner. The licensee continued to be proactive in performing self-assessments which 
were probing and self-critical, and in addressing negative behavior trends at a low level. However, the team concluded that 
the licensee’s efforts to address a longstanding trend in human performance errors has not been completely effective 
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because workers were not consistently using the error prevention techniques. The team noted that the licensee used bench 
marking of industry best practices to make numerous improvements to the corrective action program since the last PI&R 
inspection. While some of the changes were too recent to evaluate, the team concluded that improvements in the quality of 
evaluations, documentation of the decision making process, and scope and timing of corrective actions showed 
improvement. The team identified that the quality and documentation for operability assessments and operational decision-
making improved over the course of the evaluation period. The licensee expanded review of operating experience during 
cause evaluations, however several root cause evaluations identified instances where applicable operating experience had 
not been addressed sufficiently to prevent subsequent events. On the basis of 41 interviews conducted during this 
inspection, workers at the site felt free to input safety findings into the corrective action program, raise safety concerns to 
their supervision or bring concerns to the employee concerns program. The team concluded that a positive safety-conscious 
work environment exists at San Onofre Nuclear Generating Station. 
Inspection Report# : 2006013 (pdf)  

Last modified : March 01, 2007 
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San Onofre 3 
1Q/2007 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 31, 2006 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
UNPLANNED POWER INCREASE RESULTS IN VIOLATION OF TECHNICAL SPECIFICATIONS 
A self-revealing noncited violation of Technical Specification 5.5.1.1 was identified for the failure of operations personnel 
to follow procedures while diluting the reactor coolant system. This resulted in the Technical Specification required 
surveillances on the core operating limits supervisory system not being performed prior to exceeding 20 percent reactor 
power following a Unit 3 reactor startup. The issue was entered into the licensee's corrective action program as Action 
Request 061200640.  
 
The finding was determined to be more than minor because unplanned reactivity excursions could be reasonably viewed as 
a precursor to a significant event, in that they could lead to more serious situations where reactor protection equipment may 
be required. Using the Manual Chapter 0609, “Significance Determination Process,” Phase 1 worksheet, the finding was 
determined to have very low safety significance because it did not contribute to both the likelihood of a reactor trip and the 
likelihood that mitigation equipment or functions would not be available. The core operating limits supervisory system was 
verified operable within approximately one hour after the event, and all other mitigating equipment and functions remained 
available. The finding had a crosscutting aspect in the area of human performance associated with work practices in that 
Unit 3 control room operators did not perform a controlled reactor power increase in accordance with established 
procedural requirements. In addition, supervisory oversight failed to ensure that the reactivity change was properly planned 
and briefed prior to execution 
Inspection Report# : 2006005 (pdf)  

Mitigating Systems 

Significance:  Mar 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow an Abnormal Operating Instruction in Response to High Offsite Power Grid Voltage 
The inspectors identified a Green NCV of Technical Specification 5.5.1.1 for the failure of operations personnel to enter 
and implement abnormal operating Instruction SO23-13-4, “Operation During Major System Disturbances,” on multiple 
occasions from 2004 to 2006 to address high offsite power voltage. On November 22, 2006, the inspectors discovered 
through review of historical data that the action limit for high offsite grid voltage (234 kV) had been briefly exceeded 
multiple times since August 2004. The inspectors further identified that there was no provision in place to alert control 
room operators to take appropriate actions should the high grid voltage limit be reached. This issue was entered into the 
licensee’s corrective action program as Action Request 061101250.  
 
The finding was determined to be more than minor because if left uncorrected it could result in a more significant safety 
concern due to potential long-term degradation of vital equipment. Using Manual Chapter 0609, “Significance 
Determination Process,” Phase 1 worksheet, the finding was determined to have very low safety significance (Green), 
because it did not result in a loss of safety function and did not affect the risk of external initiators. The finding has a 
crosscutting aspect in the area of human performance associated with resources, in that there was no provision in place to 
alert control room operators to take appropriate actions should the high grid voltage limit be reached. 
Inspection Report# : 2007002 (pdf)  



Significance:  Dec 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PREVENT RECURRENCE OF PREMATURE TRIPPING OF SQUARE D THERMAL 
OVERLOADS 
The inspectors identified a Green noncited violation of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Action,” 
for the failure to prevent recurrence of a significant condition adverse to quality involving the premature tripping of Square 
D thermal overloads used for equipment protection on safety-related equipment. This deficiency had not been properly 
evaluated or corrected since 2001. This issue was entered into the licensee's corrective action program as Action Request 
061000859.  
 
The finding was determined to be more than minor because it was associated with the equipment performance attribute of 
the mitigating systems cornerstone and it affected the cornerstone objective by challenging the availability and capability of 
safety-related components. Using the Manual Chapter 0609, “Significance Determination Process,” Phase 1 worksheet, the 
finding was determined to have very low safety significance because it did not result in an actual loss of safety function for 
affected systems. This finding also had crosscutting aspects in the area of problem identification and resolution associated 
with the corrective action program because the licensee failed to thoroughly evaluate and correct the problem in a timely 
manner 
Inspection Report# : 2006005 (pdf)  

Significance:  Nov 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Diesel Ground Alarm Procedure 
The team identified a noncited violation of Technical Specification 5.5.1.a for an inadequate emergency diesel generator 
ground fault alarm response procedure. Specifically, the procedure had operators check for grounds associated with the 
emergency diesel generator itself but did not specify actions to address the more likely ground locations, which included 
components on the 4.16kV bus. Since other plant procedures permit cross-tying the safety-related buses on the opposite 
unit in the event of a loss of an emergency diesel generator, the failure to properly consider grounds in other locations 
could result in additional equipment failures. The licensee captured this finding in their corrective action program as Action 
Request 060700753.  
 
The failure to provide an adequate alarm response procedure was a performance deficiency. This issue was more than 
minor because the procedure deficiency affected the mitigating system cornerstone objective (procedure quality attribute) 
of ensuring availability, reliability, and capability of systems needed to respond to initiating events to prevent undesired 
consequences. Specifically, under certain circumstances, the emergency diesel generators may not have functioned 
following a seismic event. Using the Manual Chapter 0609, Significance Determination Process, Phase 1 screening 
worksheet, the issue screened as having very low safety significance because the finding was not a design or qualification 
deficiency, did not result in a loss of safety function, and did not screen as potentially risk significant due to external 
events.  
 
Inspection Report# : 2006009 (pdf)  

Significance:  Nov 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Incorrect Methodology for 125VDC Calculations 
The team identified a noncited violation of Part 50 of Title 10 of the Code of Federal Regulations, Appendix B, Criterion 
III, Design Control, for the failure to properly calculate control circuit voltages associated with the Unit 3 motor-driven 
auxiliary feedwater Pump 3P504 breaker. Correcting the error used approximately 1/3 of the available design margin. The 
licensee captured this finding in their corrective action program as Action Request 060700765.  
 
The failure to properly implement proper design controls was a performance deficiency. This issue was more than minor 
because, if left uncorrected, it could become a more significant safety concern. Specifically, the noted calculations are used 
for operability determinations and plant modifications. Uncorrected errors could mask equipment operability issues. This 



issue was similar to non-minor violation Example 3.j in NRC Inspection Manual Chapter 0612, Appendix E, Examples of 
Minor Issues, because there was a reasonable doubt of the operability of the pump breaker. Using the Manual Chapter 
0609, Significance Determination Process, Phase 1 screening worksheet, the issue screened as having very low safety 
significance because it was a design deficiency confirmed not to result in loss-of-operability in accordance with NRC 
Manual Chapter Part 9900, Technical Guidance, Operability Determination Process for Operability and Functional 
Assessment. 
Inspection Report# : 2006009 (pdf)  

Significance:  Nov 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify Air Voids in Safeety Injection Suction Piping 
The team identified a noncited violation of the Code of Federal Regulations, Title 10, Part 50, Appendix B, Criterion XVI, 
Corrective Actions, for the failure to promptly identify a condition adverse to quality (trapped air in the safety injection 
suction lines). Each suction line contained approximately 11.5 cubic feet of trapped air, but the licensee's official design 
calculations assumed the lines were full of water. Additionally, industry operating experience notified the licensee that air 
in the safety injection system suction lines could cause operational problems (a condition adverse to quality) but the 
licensee failed to promptly identify the condition at San Onofre Nuclear Generating Station. The licensee's engineering 
evaluation erroneously determined that San Onofre Nuclear Generating Station was not vulnerable to the condition 
identified in the operating experience. The licensee captured this finding in their corrective action program as Action 
Request 060700747.  
 
The failure to promptly identify and correct a condition adverse to quality in response to applicable operating experience 
was a performance deficiency. This finding was more than minor because it affected the mitigating system cornerstone 
objective (equipment performance attribute) to ensure the reliability and capability of equipment needed to respond to 
initiating events. Using the Manual Chapter 0609, Significance Determination Process, Phase 1 screening worksheet, the 
finding was of very low safety significance because it was a design deficiency confirmed not to result in loss-of-operability 
in accordance with NRC Manual Chapter Part 9900, Technical Guidance, Operability Determination Process for 
Operability and Functional Assessment. This finding has a cross-cutting aspect in the area of problem identification and 
resolution, in that the licensee failed to thoroughly evaluate applicable industry operating experience concerning air voids 
in recirculation piping suction lines. 
Inspection Report# : 2006009 (pdf)  

Significance:  Nov 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify Diesel Generator Seismic Nonconformance 
The team identified a Code of Federal Regulations, Title 10, Part 50, Appendix B, Criterion XVI, Corrective Actions, 
violation for the failure to promptly identify a condition adverse to quality (Train A emergency diesel generators lost 
seismic qualification). The licensee had identified that a ground fault on a nonsafety-related uninterruptible power supply 
could cause the emergency diesel generator to trip during a fire but failed to further determine that the same scenario could 
occur during a seismic event. The licensee captured this finding in their corrective action program as Action Request 
060600500.  
 
The failure to promptly identify a condition adverse to quality was a performance deficiency. This finding is more than 
minor because it affected the mitigating system cornerstone objective (equipment performance attribute) of ensuring the 
availability, reliability and capability of systems that respond to initiating events to prevent undesirable consequences. 
Specifically, Train A emergency diesel generator operability was not assured for seismic events. Using the Manual Chapter 
0609, Significance Determination Process, Phase 1 screening worksheet, the internal events portion of the worksheet did 
not apply, because the finding only involved an external seismic event with a loss of offsite power. Additionally, for 
external events, the finding screened as have very low safety significance because it did not involve the loss or degradation 
of equipment or function specifically designed to mitigate an external event (e.g., seismic snubbers, flooding barriers, 
tornado doors) and the safety function was not considered completely failed or unavailable, as the Train B emergency 
diesel generators were unaffected by the issue. This finding has a cross-cutting aspect in the area of problem identification 
and resolution, in that engineers failed to perform an appropriate extent of condition review and promptly identify the 
nonconforming emergency diesel generators, a condition adverse to quality.



Inspection Report# : 2006009 (pdf)  

Significance:  Jul 12, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Procedures Addressing Foreign Material Exclusion 
The team identified a noncited violation of Part 50 of Title 10 of the Code of Federal Regulations, Appendix B, Criterion 
V, Procedures, for the failure to follow procedural requirements and establish the Units 2 and 3 CST-120 condensate 
storage tank enclosures as foreign material exclusion areas. The team found several pieces of foreign material in each 
enclosure. Foreign materials in these areas could have caused auxiliary feedwater system operational problems following a 
seismic event. In addition, the licensee failed to properly address industry operating experience related to foreign materials 
in auxiliary feedwater system water sources. Finally, a related condensate storage tank sizing calculation failed to consider 
the potential for reactor vessel head void formation during the cooldown to shutdown cooling conditions. The licensee 
captured this finding in their corrective action program as Action Requests 060700471 and 0601000172.  
 
The failure to follow plant procedures was a performance deficiency. This finding is more than minor because it affected 
the mitigating system cornerstone objective (equipment performance attribute) of ensuring the availability, reliability and 
capability of systems that respond to initiating events to prevent undesirable consequences. The team determined that a 
Phase 3 significance determination was required because the finding screened as potentially risk significant due to a 
seismic initiating event. Region IV senior risk analysts performed a Phase 3 significance determination and determined that 
the issue represents a finding of very low safety significance. 
Inspection Report# : 2006009 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Dec 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE CONTAINMENT AIRBORNE RADIOACTIVITY BRIEFING 
The inspectors identified a noncited violation of 10 CFR 19.12 for the failure of health physics personnel to adequately 
inform workers of the radiological conditions of the Unit 3 containment on October 23, 2006. A contract health physics 
technician and a health physics supervisor failed to inform workers of the airborne radiological conditions. This issue was 
entered into the licensee's corrective action program as Action Request 061001435.  
 
The finding was determined to be more than minor because if left uncorrected it would become a more significant safety 
concern in that the failure to inform workers of radiological conditions could result in unintended exposures. The inspectors 
processed the finding through Appendix C, "Occupational Radiation Safety Significance Determination Process," of 
Manual Chapter 0609, "Significance Determination Process," and determined that the finding is of very low safety 
significance because it was not an ALARA issue; there was not an overexposure or substantial potential for an 
overexposure; and the ability to assess dose was not compromised. The cause of the finding has a crosscutting aspect in the 
area of human performance associated with work practices in that the contract health physics technician did not follow 
established health physics procedures for adequately informing workers of radiological conditions. In addition, supervisory 
oversight of the radiological condition briefings failed to ensure that nuclear safety was supported in that the airborne 
radioactivity component of the health physics briefings was being omitted and the supervisor was not cognizant of the 



airborne radioactivity levels 
Inspection Report# : 2006005 (pdf)  

Significance:  Dec 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ADEQUATELY LABEL A CONTAINER OF RADIOACTIVE MATERIAL 
The inspector identified a noncited violation of 10 CFR 20.1904(a) because the licensee failed to adequately label a 
container of radioactive material. On August 4, 2006, a vial of spent resin that had a dose rate of 5 millirem per hour on 
contact and contained 14 microcuries of fission and activation products (primarily cesium-137 and cobalt-60) was found in 
the reactor chemistry lab trash can designated for “clean” non-radioactive waste. The health physics department had 
previously determined that when the vial was transferred to the reactor chemistry lab, the vial was in a plastic bag that was 
appropriately labeled with the words “Caution Radioactive Material” and sufficient information about the radiation hazards 
as required by 10 CFR 20.1904(a). However, when the inspector questioned whether the vial was adequately labeled, the 
licensee conducted an apparent cause evaluation and determined that the vial was found in the “clean” trash without an 
adequate label. The licensee’s immediate corrective action was to place a radioactive material label with dose rate 
information on the bag and store it in a lead pig. This issue was entered into the licensee's corrective action program as 
Action Request 060800249.  
 
The finding was greater than minor because it was associated with the Occupational Radiation Safety Cornerstone attribute 
of Exposure Control, and affected the cornerstone objective to ensure the adequate protection of a worker’s health and 
safety from exposure to radioactive materials because workers could have received additional exposure. The finding was 
processed through the Occupational Radiation Safety Significance Determination Process and was determined to be of very 
low safety significance because: (1) it was not an as low as reasonably achievable finding, (2) there was no personnel 
overexposure, (3) there was no substantial potential for personnel overexposure, and (4) the finding did not compromise 
licensee’s ability to assess dose. Additionally, this finding had a crosscutting aspect in the area of human performance 
related to work practices because the licensee’s staff did not perform self checking to ensure the container of radioactive 
material was adequately labeled 
Inspection Report# : 2006005 (pdf)  

Significance:  Dec 03, 2006 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Follow Instructions Results in Dose Rate Alarm 
A self-revealing, noncited violation of Technical Specification 5.5.1 was processed regarding the failure to follow written 
instructions in a radiation exposure permit. A worker received an electronic dosimeter alarm on dose rate when the worker 
entered a radiation field of 226 mrem/hr. The electronic dosimeter was set to alarm at 200 mrem/hr. The worker had not 
notified radiation protection technicians that the area would be entered. This action was contrary to licensee procedures and 
radiation exposure permit instructions. Although the worker was authorized to enter high radiation areas on the radiation 
exposure permit, the worker was instructed to contact radiation protection prior to entering any high radiation area in which 
a briefing had not been received. This event is in the licensee corrective action program as Action Request 061200747 and 
070100370.  
 
The finding is greater than minor because it is associated with the Occupational Radiation Safety Cornerstone attribute of 
human performance, and the failure to follow written radiological safety instructions affects the cornerstone objective to 
ensure the adequate protection of worker health and safety from exposure to radiation from radioactive materials during 
routine civilian nuclear reactor operation. The finding was processed through the Occupational Radiation Safety 
Significance Determination Process and determined to be of very low safety significance (Green) because it was not an 
ALARA finding, there was no overexposure or substantial potential for an overexposure, and the ability to assess dose was 
not compromised. Additionally, this finding had a human performance cross-cutting aspect associated with work practices 
because the worker failed to use human error prevention techniques such as self- and peer checking to ensure that work 
activities were performed safely. 
Inspection Report# : 2007002 (pdf)  



Public Radiation Safety 

Physical Protection 
Physical Protection information not publicly available. 

Miscellaneous 
Significance: N/A Sep 22, 2006 
Identified By: NRC 
Item Type: FIN Finding 
Corrective Action Program Assessment 
The inspectors reviewed 260 action requests, work orders, associated root and apparent cause evaluations, and other 
supporting documentation to assess problem identification and resolution activities. Overall, the team concluded that the 
licensee was effective in identifying, evaluating, and correcting problems. Corrective actions, when specified, were 
generally implemented in a timely manner. The licensee continued to be proactive in performing self-assessments which 
were probing and self-critical, and in addressing negative behavior trends at a low level. However, the team concluded that 
the licensee’s efforts to address a longstanding trend in human performance errors has not been completely effective 
because workers were not consistently using the error prevention techniques. The team noted that the licensee used bench 
marking of industry best practices to make numerous improvements to the corrective action program since the last PI&R 
inspection. While some of the changes were too recent to evaluate, the team concluded that improvements in the quality of 
evaluations, documentation of the decision making process, and scope and timing of corrective actions showed 
improvement. The team identified that the quality and documentation for operability assessments and operational decision-
making improved over the course of the evaluation period. The licensee expanded review of operating experience during 
cause evaluations, however several root cause evaluations identified instances where applicable operating experience had 
not been addressed sufficiently to prevent subsequent events. On the basis of 41 interviews conducted during this 
inspection, workers at the site felt free to input safety findings into the corrective action program, raise safety concerns to 
their supervision or bring concerns to the employee concerns program. The team concluded that a positive safety-conscious 
work environment exists at San Onofre Nuclear Generating Station. 
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San Onofre 3 
2Q/2007 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 31, 2006 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
UNPLANNED POWER INCREASE RESULTS IN VIOLATION OF TECHNICAL SPECIFICATIONS 
A self-revealing noncited violation of Technical Specification 5.5.1.1 was identified for the failure of operations 
personnel to follow procedures while diluting the reactor coolant system. This resulted in the Technical Specification 
required surveillances on the core operating limits supervisory system not being performed prior to exceeding 20 
percent reactor power following a Unit 3 reactor startup. The issue was entered into the licensee's corrective action 
program as Action Request 061200640.  
 
The finding was determined to be more than minor because unplanned reactivity excursions could be reasonably 
viewed as a precursor to a significant event, in that they could lead to more serious situations where reactor protection 
equipment may be required. Using the Manual Chapter 0609, “Significance Determination Process,” Phase 1 
worksheet, the finding was determined to have very low safety significance because it did not contribute to both the 
likelihood of a reactor trip and the likelihood that mitigation equipment or functions would not be available. The core 
operating limits supervisory system was verified operable within approximately one hour after the event, and all other 
mitigating equipment and functions remained available. The finding had a crosscutting aspect in the area of human 
performance associated with work practices in that Unit 3 control room operators did not perform a controlled reactor 
power increase in accordance with established procedural requirements. In addition, supervisory oversight failed to 
ensure that the reactivity change was properly planned and briefed prior to execution 
Inspection Report# : 2006005 (pdf)  

Mitigating Systems 

Significance:  Jun 15, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Fire Separation in Fire Area 2/3-AC-50-29 Did Not Comply With Deviation Request. 
A noncited violation of License Condition 2.C.(14), “Fire Protection,” was identified for failure to ensure that 
redundant trains of safe shutdown equipment would remain free of fire damage in Fire Area 2-AC-50-29. Specifically, 
the cables for redundant trains of safe shutdown equipment in both units were not separated by at least 10 feet as 
described in Deviation Number 8, and they also failed to meet Section III.G.2 of Appendix R to 10 CFR 50. Four 
Train B cables in conduits were found to be located within 10 feet of the Train A switchgear room cooling units in 
both plants. The concern was that a single fire could cause loss of Train B 120V vital ac power and battery charger, as 
well as cause loss of Train A ac and dc power due to the loss of room cooling. This issue was entered into the 
corrective action program under Action Requests 070400873 and 070400998.  
 
Failure to ensure that redundant trains of safe shutdown equipment would remain free of fire damage in accordance 
with the license basis was a performance deficiency. This finding was more than minor because it affected the 
protection against external factors attribute of the Mitigating Systems cornerstone. The significance of this finding 
was assessed using Appendix F of Manual Chapter 0609, “Fire Protection Significance Determination Process.” This 
finding was categorized as a localized cable/component protection issue with high degradation rating. The evaluation 
of the potential fire sources and fire targets indicated that the finding had very low safety significance because none of 
the potential fire sources were expected to damage all four Train B cables or cause the loss of function in both trains.
Inspection Report# : 2007008 (pdf)  



Significance:  Mar 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow an Abnormal Operating Instruction in Response to High Offsite Power Grid Voltage 
The inspectors identified a Green NCV of Technical Specification 5.5.1.1 for the failure of operations personnel to 
enter and implement abnormal operating Instruction SO23-13-4, “Operation During Major System Disturbances,” on 
multiple occasions from 2004 to 2006 to address high offsite power voltage. On November 22, 2006, the inspectors 
discovered through review of historical data that the action limit for high offsite grid voltage (234 kV) had been 
briefly exceeded multiple times since August 2004. The inspectors further identified that there was no provision in 
place to alert control room operators to take appropriate actions should the high grid voltage limit be reached. This 
issue was entered into the licensee’s corrective action program as Action Request 061101250.  
 
The finding was determined to be more than minor because if left uncorrected it could result in a more significant 
safety concern due to potential long-term degradation of vital equipment. Using Manual Chapter 0609, “Significance 
Determination Process,” Phase 1 worksheet, the finding was determined to have very low safety significance (Green), 
because it did not result in a loss of safety function and did not affect the risk of external initiators. The finding has a 
crosscutting aspect in the area of human performance associated with resources, in that there was no provision in 
place to alert control room operators to take appropriate actions should the high grid voltage limit be reached. 
Inspection Report# : 2007002 (pdf)  

Significance:  Dec 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PREVENT RECURRENCE OF PREMATURE TRIPPING OF SQUARE D THERMAL 
OVERLOADS 
The inspectors identified a Green noncited violation of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective 
Action,” for the failure to prevent recurrence of a significant condition adverse to quality involving the premature 
tripping of Square D thermal overloads used for equipment protection on safety-related equipment. This deficiency 
had not been properly evaluated or corrected since 2001. This issue was entered into the licensee's corrective action 
program as Action Request 061000859.  
 
The finding was determined to be more than minor because it was associated with the equipment performance 
attribute of the mitigating systems cornerstone and it affected the cornerstone objective by challenging the availability 
and capability of safety-related components. Using the Manual Chapter 0609, “Significance Determination Process,” 
Phase 1 worksheet, the finding was determined to have very low safety significance because it did not result in an 
actual loss of safety function for affected systems. This finding also had crosscutting aspects in the area of problem 
identification and resolution associated with the corrective action program because the licensee failed to thoroughly 
evaluate and correct the problem in a timely manner 
Inspection Report# : 2006005 (pdf)  

Significance:  Nov 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Diesel Ground Alarm Procedure 
The team identified a noncited violation of Technical Specification 5.5.1.a for an inadequate emergency diesel 
generator ground fault alarm response procedure. Specifically, the procedure had operators check for grounds 
associated with the emergency diesel generator itself but did not specify actions to address the more likely ground 
locations, which included components on the 4.16kV bus. Since other plant procedures permit cross-tying the safety-
related buses on the opposite unit in the event of a loss of an emergency diesel generator, the failure to properly 
consider grounds in other locations could result in additional equipment failures. The licensee captured this finding in 
their corrective action program as Action Request 060700753.  
 
The failure to provide an adequate alarm response procedure was a performance deficiency. This issue was more than 
minor because the procedure deficiency affected the mitigating system cornerstone objective (procedure quality 
attribute) of ensuring availability, reliability, and capability of systems needed to respond to initiating events to 



prevent undesired consequences. Specifically, under certain circumstances, the emergency diesel generators may not 
have functioned following a seismic event. Using the Manual Chapter 0609, Significance Determination Process, 
Phase 1 screening worksheet, the issue screened as having very low safety significance because the finding was not a 
design or qualification deficiency, did not result in a loss of safety function, and did not screen as potentially risk 
significant due to external events.  
 
Inspection Report# : 2006009 (pdf)  

Significance:  Nov 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Incorrect Methodology for 125VDC Calculations 
The team identified a noncited violation of Part 50 of Title 10 of the Code of Federal Regulations, Appendix B, 
Criterion III, Design Control, for the failure to properly calculate control circuit voltages associated with the Unit 3 
motor-driven auxiliary feedwater Pump 3P504 breaker. Correcting the error used approximately 1/3 of the available 
design margin. The licensee captured this finding in their corrective action program as Action Request 060700765.  
 
The failure to properly implement proper design controls was a performance deficiency. This issue was more than 
minor because, if left uncorrected, it could become a more significant safety concern. Specifically, the noted 
calculations are used for operability determinations and plant modifications. Uncorrected errors could mask 
equipment operability issues. This issue was similar to non-minor violation Example 3.j in NRC Inspection Manual 
Chapter 0612, Appendix E, Examples of Minor Issues, because there was a reasonable doubt of the operability of the 
pump breaker. Using the Manual Chapter 0609, Significance Determination Process, Phase 1 screening worksheet, the 
issue screened as having very low safety significance because it was a design deficiency confirmed not to result in 
loss-of-operability in accordance with NRC Manual Chapter Part 9900, Technical Guidance, Operability 
Determination Process for Operability and Functional Assessment. 
Inspection Report# : 2006009 (pdf)  

Significance:  Nov 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify Air Voids in Safeety Injection Suction Piping 
The team identified a noncited violation of the Code of Federal Regulations, Title 10, Part 50, Appendix B, Criterion 
XVI, Corrective Actions, for the failure to promptly identify a condition adverse to quality (trapped air in the safety 
injection suction lines). Each suction line contained approximately 11.5 cubic feet of trapped air, but the licensee's 
official design calculations assumed the lines were full of water. Additionally, industry operating experience notified 
the licensee that air in the safety injection system suction lines could cause operational problems (a condition adverse 
to quality) but the licensee failed to promptly identify the condition at San Onofre Nuclear Generating Station. The 
licensee's engineering evaluation erroneously determined that San Onofre Nuclear Generating Station was not 
vulnerable to the condition identified in the operating experience. The licensee captured this finding in their corrective 
action program as Action Request 060700747.  
 
The failure to promptly identify and correct a condition adverse to quality in response to applicable operating 
experience was a performance deficiency. This finding was more than minor because it affected the mitigating system 
cornerstone objective (equipment performance attribute) to ensure the reliability and capability of equipment needed 
to respond to initiating events. Using the Manual Chapter 0609, Significance Determination Process, Phase 1 
screening worksheet, the finding was of very low safety significance because it was a design deficiency confirmed not 
to result in loss-of-operability in accordance with NRC Manual Chapter Part 9900, Technical Guidance, Operability 
Determination Process for Operability and Functional Assessment. This finding has a cross-cutting aspect in the area 
of problem identification and resolution, in that the licensee failed to thoroughly evaluate applicable industry 
operating experience concerning air voids in recirculation piping suction lines. 
Inspection Report# : 2006009 (pdf)  

Significance:  Nov 30, 2006 
Identified By: NRC 



Item Type: NCV NonCited Violation 
Failure to Identify Diesel Generator Seismic Nonconformance 
The team identified a Code of Federal Regulations, Title 10, Part 50, Appendix B, Criterion XVI, Corrective Actions, 
violation for the failure to promptly identify a condition adverse to quality (Train A emergency diesel generators lost 
seismic qualification). The licensee had identified that a ground fault on a nonsafety-related uninterruptible power 
supply could cause the emergency diesel generator to trip during a fire but failed to further determine that the same 
scenario could occur during a seismic event. The licensee captured this finding in their corrective action program as 
Action Request 060600500.  
 
The failure to promptly identify a condition adverse to quality was a performance deficiency. This finding is more 
than minor because it affected the mitigating system cornerstone objective (equipment performance attribute) of 
ensuring the availability, reliability and capability of systems that respond to initiating events to prevent undesirable 
consequences. Specifically, Train A emergency diesel generator operability was not assured for seismic events. Using 
the Manual Chapter 0609, Significance Determination Process, Phase 1 screening worksheet, the internal events 
portion of the worksheet did not apply, because the finding only involved an external seismic event with a loss of 
offsite power. Additionally, for external events, the finding screened as have very low safety significance because it 
did not involve the loss or degradation of equipment or function specifically designed to mitigate an external event 
(e.g., seismic snubbers, flooding barriers, tornado doors) and the safety function was not considered completely failed 
or unavailable, as the Train B emergency diesel generators were unaffected by the issue. This finding has a cross-
cutting aspect in the area of problem identification and resolution, in that engineers failed to perform an appropriate 
extent of condition review and promptly identify the nonconforming emergency diesel generators, a condition adverse 
to quality. 
Inspection Report# : 2006009 (pdf)  

Significance:  Jul 12, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Procedures Addressing Foreign Material Exclusion 
The team identified a noncited violation of Part 50 of Title 10 of the Code of Federal Regulations, Appendix B, 
Criterion V, Procedures, for the failure to follow procedural requirements and establish the Units 2 and 3 CST-120 
condensate storage tank enclosures as foreign material exclusion areas. The team found several pieces of foreign 
material in each enclosure. Foreign materials in these areas could have caused auxiliary feedwater system operational 
problems following a seismic event. In addition, the licensee failed to properly address industry operating experience 
related to foreign materials in auxiliary feedwater system water sources. Finally, a related condensate storage tank 
sizing calculation failed to consider the potential for reactor vessel head void formation during the cooldown to 
shutdown cooling conditions. The licensee captured this finding in their corrective action program as Action Requests 
060700471 and 0601000172.  
 
The failure to follow plant procedures was a performance deficiency. This finding is more than minor because it 
affected the mitigating system cornerstone objective (equipment performance attribute) of ensuring the availability, 
reliability and capability of systems that respond to initiating events to prevent undesirable consequences. The team 
determined that a Phase 3 significance determination was required because the finding screened as potentially risk 
significant due to a seismic initiating event. Region IV senior risk analysts performed a Phase 3 significance 
determination and determined that the issue represents a finding of very low safety significance. 
Inspection Report# : 2006009 (pdf)  

Barrier Integrity 

Emergency Preparedness 



Occupational Radiation Safety 

Significance:  Dec 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE CONTAINMENT AIRBORNE RADIOACTIVITY BRIEFING 
The inspectors identified a noncited violation of 10 CFR 19.12 for the failure of health physics personnel to 
adequately inform workers of the radiological conditions of the Unit 3 containment on October 23, 2006. A contract 
health physics technician and a health physics supervisor failed to inform workers of the airborne radiological 
conditions. This issue was entered into the licensee's corrective action program as Action Request 061001435.  
 
The finding was determined to be more than minor because if left uncorrected it would become a more significant 
safety concern in that the failure to inform workers of radiological conditions could result in unintended exposures. 
The inspectors processed the finding through Appendix C, "Occupational Radiation Safety Significance 
Determination Process," of Manual Chapter 0609, "Significance Determination Process," and determined that the 
finding is of very low safety significance because it was not an ALARA issue; there was not an overexposure or 
substantial potential for an overexposure; and the ability to assess dose was not compromised. The cause of the 
finding has a crosscutting aspect in the area of human performance associated with work practices in that the contract 
health physics technician did not follow established health physics procedures for adequately informing workers of 
radiological conditions. In addition, supervisory oversight of the radiological condition briefings failed to ensure that 
nuclear safety was supported in that the airborne radioactivity component of the health physics briefings was being 
omitted and the supervisor was not cognizant of the airborne radioactivity levels 
Inspection Report# : 2006005 (pdf)  

Significance:  Dec 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ADEQUATELY LABEL A CONTAINER OF RADIOACTIVE MATERIAL 
The inspector identified a noncited violation of 10 CFR 20.1904(a) because the licensee failed to adequately label a 
container of radioactive material. On August 4, 2006, a vial of spent resin that had a dose rate of 5 millirem per hour 
on contact and contained 14 microcuries of fission and activation products (primarily cesium-137 and cobalt-60) was 
found in the reactor chemistry lab trash can designated for “clean” non-radioactive waste. The health physics 
department had previously determined that when the vial was transferred to the reactor chemistry lab, the vial was in a 
plastic bag that was appropriately labeled with the words “Caution Radioactive Material” and sufficient information 
about the radiation hazards as required by 10 CFR 20.1904(a). However, when the inspector questioned whether the 
vial was adequately labeled, the licensee conducted an apparent cause evaluation and determined that the vial was 
found in the “clean” trash without an adequate label. The licensee’s immediate corrective action was to place a 
radioactive material label with dose rate information on the bag and store it in a lead pig. This issue was entered into 
the licensee's corrective action program as Action Request 060800249.  
 
The finding was greater than minor because it was associated with the Occupational Radiation Safety Cornerstone 
attribute of Exposure Control, and affected the cornerstone objective to ensure the adequate protection of a worker’s 
health and safety from exposure to radioactive materials because workers could have received additional exposure. 
The finding was processed through the Occupational Radiation Safety Significance Determination Process and was 
determined to be of very low safety significance because: (1) it was not an as low as reasonably achievable finding, 
(2) there was no personnel overexposure, (3) there was no substantial potential for personnel overexposure, and (4) 
the finding did not compromise licensee’s ability to assess dose. Additionally, this finding had a crosscutting aspect in 
the area of human performance related to work practices because the licensee’s staff did not perform self checking to 
ensure the container of radioactive material was adequately labeled 
Inspection Report# : 2006005 (pdf)  

Significance:  Dec 03, 2006 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 



Failure to Follow Instructions Results in Dose Rate Alarm 
A self-revealing, noncited violation of Technical Specification 5.5.1 was processed regarding the failure to follow 
written instructions in a radiation exposure permit. A worker received an electronic dosimeter alarm on dose rate 
when the worker entered a radiation field of 226 mrem/hr. The electronic dosimeter was set to alarm at 200 mrem/hr. 
The worker had not notified radiation protection technicians that the area would be entered. This action was contrary 
to licensee procedures and radiation exposure permit instructions. Although the worker was authorized to enter high 
radiation areas on the radiation exposure permit, the worker was instructed to contact radiation protection prior to 
entering any high radiation area in which a briefing had not been received. This event is in the licensee corrective 
action program as Action Request 061200747 and 070100370.  
 
The finding is greater than minor because it is associated with the Occupational Radiation Safety Cornerstone attribute 
of human performance, and the failure to follow written radiological safety instructions affects the cornerstone 
objective to ensure the adequate protection of worker health and safety from exposure to radiation from radioactive 
materials during routine civilian nuclear reactor operation. The finding was processed through the Occupational 
Radiation Safety Significance Determination Process and determined to be of very low safety significance (Green) 
because it was not an ALARA finding, there was no overexposure or substantial potential for an overexposure, and 
the ability to assess dose was not compromised. Additionally, this finding had a human performance cross-cutting 
aspect associated with work practices because the worker failed to use human error prevention techniques such as 
self- and peer checking to ensure that work activities were performed safely. 
Inspection Report# : 2007002 (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 Sep 22, 2006 
Identified By: NRC 
Item Type: FIN Finding 
Corrective Action Program Assessment 
The inspectors reviewed 260 action requests, work orders, associated root and apparent cause evaluations, and other 
supporting documentation to assess problem identification and resolution activities. Overall, the team concluded that 
the licensee was effective in identifying, evaluating, and correcting problems. Corrective actions, when specified, 
were generally implemented in a timely manner. The licensee continued to be proactive in performing self-
assessments which were probing and self-critical, and in addressing negative behavior trends at a low level. However, 
the team concluded that the licensee’s efforts to address a longstanding trend in human performance errors has not 
been completely effective because workers were not consistently using the error prevention techniques. The team 
noted that the licensee used bench marking of industry best practices to make numerous improvements to the 
corrective action program since the last PI&R inspection. While some of the changes were too recent to evaluate, the 
team concluded that improvements in the quality of evaluations, documentation of the decision making process, and 
scope and timing of corrective actions showed improvement. The team identified that the quality and documentation 
for operability assessments and operational decision-making improved over the course of the evaluation period. The 
licensee expanded review of operating experience during cause evaluations, however several root cause evaluations 
identified instances where applicable operating experience had not been addressed sufficiently to prevent subsequent 
events. On the basis of 41 interviews conducted during this inspection, workers at the site felt free to input safety 



findings into the corrective action program, raise safety concerns to their supervision or bring concerns to the 
employee concerns program. The team concluded that a positive safety-conscious work environment exists at San 
Onofre Nuclear Generating Station. 
Inspection Report# : 2006013 (pdf)  
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San Onofre 3 
3Q/2007 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 31, 2006 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
UNPLANNED POWER INCREASE RESULTS IN VIOLATION OF TECHNICAL SPECIFICATIONS 
A self-revealing noncited violation of Technical Specification 5.5.1.1 was identified for the failure of operations 
personnel to follow procedures while diluting the reactor coolant system. This resulted in the Technical Specification 
required surveillances on the core operating limits supervisory system not being performed prior to exceeding 20 
percent reactor power following a Unit 3 reactor startup. The issue was entered into the licensee's corrective action 
program as Action Request 061200640.  
 
The finding was determined to be more than minor because unplanned reactivity excursions could be reasonably 
viewed as a precursor to a significant event, in that they could lead to more serious situations where reactor protection 
equipment may be required. Using the Manual Chapter 0609, “Significance Determination Process,” Phase 1 
worksheet, the finding was determined to have very low safety significance because it did not contribute to both the 
likelihood of a reactor trip and the likelihood that mitigation equipment or functions would not be available. The core 
operating limits supervisory system was verified operable within approximately one hour after the event, and all other 
mitigating equipment and functions remained available. The finding had a crosscutting aspect in the area of human 
performance associated with work practices in that Unit 3 control room operators did not perform a controlled reactor 
power increase in accordance with established procedural requirements. In addition, supervisory oversight failed to 
ensure that the reactivity change was properly planned and briefed prior to execution 
Inspection Report# : 2006005 (pdf)  

Mitigating Systems 

Significance:  Jun 26, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Promptly Identify and Correct Gas Accumulation in the Units 2 and 3 Component Cooling Water 
Systems 
The inspectors identified a Green NCV of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Action,” for the 
failure to promptly identify and correct the formation of gas pockets in the piping of the Units 2 and 3 component 
cooling water systems from March 8 to December 15, 2006 . This deficiency resulted in the Unit 3 Train B component
cooling water system being inoperable for approximately eight days from December 8 to 15, 2007. This issue was 
entered into the licensee’s corrective action program as Action Requests 061001379 and 070500468.  
 
This finding was determined to be more than minor because if left uncorrected it would become a more significant 
safety concern in that the operability of the Units 2 and 3 CCW systems would continue to be challenged by the 
accumulation of gas. The inspectors evaluated the issue using the Manual Chapter 0609, Appendix A, "Significance 
Determination of Reactor Inspection Findings for At-Power Situations," Phase 1 screening worksheet. The inspectors 
determined that a Phase 2 significance determination was required because both the mitigating systems and 
containment barriers cornerstones were affected. The inspectors performed a Phase 2 significance determination using 
the Risk-Informed Inspection Notebook for San Onofre Nuclear Generating Stations, Units 2 and 3, Revision 2.1. The 
finding was potentially greater than Green using these worksheets. The inspectors requested that a Region IV Senior 
Reactor Analyst perform a Phase 3 significance determination to provide a better estimation of overall risk 
significance. Based on the results of the Phase 3 analysis, the finding is determined to have very low safety 



significance (Green). The cause of the finding has a cross-cutting aspect in the area of problem identification and 
resolution associated with the corrective action program because the licensee failed to thoroughly evaluate the 
formation of gas in the Units 2 and 3 CCW systems to ensure that the cause and extent of condition were addressed in 
a timely manner. 
Inspection Report# : 2007003 (pdf)  

Significance:  Jun 26, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Promptly Correct Deficient Emergency Diesel Generator Potentiometers 
The inspectors identified a Green noncited violation of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective 
Action,” for the failure to promptly correct a common cause problem associated with debris intrusion into 
potentiometers in the automatic voltage regulators of the emergency diesel generators. The licensee identified the root 
cause of the problem in September 2006, but failed to correct the problem before an additional failure on March 3, 
2007. This issue was entered into the licensee’s corrective action program as Action Requests 060800603 and 
070300161.  
 
The finding was determined to be more than minor because it was associated with the equipment performance 
attribute of the mitigating systems cornerstone and it affected the cornerstone objective by reducing the availability, 
reliability, and capability of the emergency diesel generators. Using the Manual Chapter 0609, “Significance 
Determination Process,” Phase 1 worksheet, the finding was determined to have very low safety significance (Green) 
because it did not result in an actual loss of safety function for the affected system. The cause of the finding has a 
cross-cutting aspect in the area of problem identification and resolution associated with the corrective action program 
because the licensee failed to take appropriate corrective action to address the deficient emergency diesel generator 
automatic voltage regulator potentiometers in a timely manner. 
Inspection Report# : 2007003 (pdf)  

Significance:  Jun 15, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Fire Separation in Fire Area 2/3-AC-50-29 Did Not Comply With Deviation Request. 
A noncited violation of License Condition 2.C.(14), “Fire Protection,” was identified for failure to ensure that 
redundant trains of safe shutdown equipment would remain free of fire damage in Fire Area 2-AC-50-29. Specifically, 
the cables for redundant trains of safe shutdown equipment in both units were not separated by at least 10 feet as 
described in Deviation Number 8, and they also failed to meet Section III.G.2 of Appendix R to 10 CFR 50. Four 
Train B cables in conduits were found to be located within 10 feet of the Train A switchgear room cooling units in 
both plants. The concern was that a single fire could cause loss of Train B 120V vital ac power and battery charger, as 
well as cause loss of Train A ac and dc power due to the loss of room cooling. This issue was entered into the 
corrective action program under Action Requests 070400873 and 070400998.  
 
Failure to ensure that redundant trains of safe shutdown equipment would remain free of fire damage in accordance 
with the license basis was a performance deficiency. This finding was more than minor because it affected the 
protection against external factors attribute of the Mitigating Systems cornerstone. The significance of this finding 
was assessed using Appendix F of Manual Chapter 0609, “Fire Protection Significance Determination Process.” This 
finding was categorized as a localized cable/component protection issue with high degradation rating. The evaluation 
of the potential fire sources and fire targets indicated that the finding had very low safety significance because none of 
the potential fire sources were expected to damage all four Train B cables or cause the loss of function in both trains.
Inspection Report# : 2007008 (pdf)  

Significance:  Mar 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow an Abnormal Operating Instruction in Response to High Offsite Power Grid Voltage 
The inspectors identified a Green NCV of Technical Specification 5.5.1.1 for the failure of operations personnel to 
enter and implement abnormal operating Instruction SO23-13-4, “Operation During Major System Disturbances,” on 



multiple occasions from 2004 to 2006 to address high offsite power voltage. On November 22, 2006, the inspectors 
discovered through review of historical data that the action limit for high offsite grid voltage (234 kV) had been 
briefly exceeded multiple times since August 2004. The inspectors further identified that there was no provision in 
place to alert control room operators to take appropriate actions should the high grid voltage limit be reached. This 
issue was entered into the licensee’s corrective action program as Action Request 061101250.  
 
The finding was determined to be more than minor because if left uncorrected it could result in a more significant 
safety concern due to potential long-term degradation of vital equipment. Using Manual Chapter 0609, “Significance 
Determination Process,” Phase 1 worksheet, the finding was determined to have very low safety significance (Green), 
because it did not result in a loss of safety function and did not affect the risk of external initiators. The finding has a 
crosscutting aspect in the area of human performance associated with resources, in that there was no provision in 
place to alert control room operators to take appropriate actions should the high grid voltage limit be reached. 
Inspection Report# : 2007002 (pdf)  

Significance:  Dec 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PREVENT RECURRENCE OF PREMATURE TRIPPING OF SQUARE D THERMAL 
OVERLOADS 
The inspectors identified a Green noncited violation of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective 
Action,” for the failure to prevent recurrence of a significant condition adverse to quality involving the premature 
tripping of Square D thermal overloads used for equipment protection on safety-related equipment. This deficiency 
had not been properly evaluated or corrected since 2001. This issue was entered into the licensee's corrective action 
program as Action Request 061000859.  
 
The finding was determined to be more than minor because it was associated with the equipment performance 
attribute of the mitigating systems cornerstone and it affected the cornerstone objective by challenging the availability 
and capability of safety-related components. Using the Manual Chapter 0609, “Significance Determination Process,” 
Phase 1 worksheet, the finding was determined to have very low safety significance because it did not result in an 
actual loss of safety function for affected systems. This finding also had crosscutting aspects in the area of problem 
identification and resolution associated with the corrective action program because the licensee failed to thoroughly 
evaluate and correct the problem in a timely manner 
Inspection Report# : 2006005 (pdf)  

Significance:  Nov 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Diesel Ground Alarm Procedure 
The team identified a noncited violation of Technical Specification 5.5.1.a for an inadequate emergency diesel 
generator ground fault alarm response procedure. Specifically, the procedure had operators check for grounds 
associated with the emergency diesel generator itself but did not specify actions to address the more likely ground 
locations, which included components on the 4.16kV bus. Since other plant procedures permit cross-tying the safety-
related buses on the opposite unit in the event of a loss of an emergency diesel generator, the failure to properly 
consider grounds in other locations could result in additional equipment failures. The licensee captured this finding in 
their corrective action program as Action Request 060700753.  
 
The failure to provide an adequate alarm response procedure was a performance deficiency. This issue was more than 
minor because the procedure deficiency affected the mitigating system cornerstone objective (procedure quality 
attribute) of ensuring availability, reliability, and capability of systems needed to respond to initiating events to 
prevent undesired consequences. Specifically, under certain circumstances, the emergency diesel generators may not 
have functioned following a seismic event. Using the Manual Chapter 0609, Significance Determination Process, 
Phase 1 screening worksheet, the issue screened as having very low safety significance because the finding was not a 
design or qualification deficiency, did not result in a loss of safety function, and did not screen as potentially risk 
significant due to external events.  
 
Inspection Report# : 2006009 (pdf)  



Significance:  Nov 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Incorrect Methodology for 125VDC Calculations 
The team identified a noncited violation of Part 50 of Title 10 of the Code of Federal Regulations, Appendix B, 
Criterion III, Design Control, for the failure to properly calculate control circuit voltages associated with the Unit 3 
motor-driven auxiliary feedwater Pump 3P504 breaker. Correcting the error used approximately 1/3 of the available 
design margin. The licensee captured this finding in their corrective action program as Action Request 060700765.  
 
The failure to properly implement proper design controls was a performance deficiency. This issue was more than 
minor because, if left uncorrected, it could become a more significant safety concern. Specifically, the noted 
calculations are used for operability determinations and plant modifications. Uncorrected errors could mask 
equipment operability issues. This issue was similar to non-minor violation Example 3.j in NRC Inspection Manual 
Chapter 0612, Appendix E, Examples of Minor Issues, because there was a reasonable doubt of the operability of the 
pump breaker. Using the Manual Chapter 0609, Significance Determination Process, Phase 1 screening worksheet, the 
issue screened as having very low safety significance because it was a design deficiency confirmed not to result in 
loss-of-operability in accordance with NRC Manual Chapter Part 9900, Technical Guidance, Operability 
Determination Process for Operability and Functional Assessment. 
Inspection Report# : 2006009 (pdf)  

Significance:  Nov 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify Air Voids in Safeety Injection Suction Piping 
The team identified a noncited violation of the Code of Federal Regulations, Title 10, Part 50, Appendix B, Criterion 
XVI, Corrective Actions, for the failure to promptly identify a condition adverse to quality (trapped air in the safety 
injection suction lines). Each suction line contained approximately 11.5 cubic feet of trapped air, but the licensee's 
official design calculations assumed the lines were full of water. Additionally, industry operating experience notified 
the licensee that air in the safety injection system suction lines could cause operational problems (a condition adverse 
to quality) but the licensee failed to promptly identify the condition at San Onofre Nuclear Generating Station. The 
licensee's engineering evaluation erroneously determined that San Onofre Nuclear Generating Station was not 
vulnerable to the condition identified in the operating experience. The licensee captured this finding in their corrective 
action program as Action Request 060700747.  
 
The failure to promptly identify and correct a condition adverse to quality in response to applicable operating 
experience was a performance deficiency. This finding was more than minor because it affected the mitigating system 
cornerstone objective (equipment performance attribute) to ensure the reliability and capability of equipment needed 
to respond to initiating events. Using the Manual Chapter 0609, Significance Determination Process, Phase 1 
screening worksheet, the finding was of very low safety significance because it was a design deficiency confirmed not 
to result in loss-of-operability in accordance with NRC Manual Chapter Part 9900, Technical Guidance, Operability 
Determination Process for Operability and Functional Assessment. This finding has a cross-cutting aspect in the area 
of problem identification and resolution, in that the licensee failed to thoroughly evaluate applicable industry 
operating experience concerning air voids in recirculation piping suction lines. 
Inspection Report# : 2006009 (pdf)  

Significance:  Nov 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify Diesel Generator Seismic Nonconformance 
The team identified a Code of Federal Regulations, Title 10, Part 50, Appendix B, Criterion XVI, Corrective Actions, 
violation for the failure to promptly identify a condition adverse to quality (Train A emergency diesel generators lost 
seismic qualification). The licensee had identified that a ground fault on a nonsafety-related uninterruptible power 
supply could cause the emergency diesel generator to trip during a fire but failed to further determine that the same 
scenario could occur during a seismic event. The licensee captured this finding in their corrective action program as 
Action Request 060600500.  



 
The failure to promptly identify a condition adverse to quality was a performance deficiency. This finding is more 
than minor because it affected the mitigating system cornerstone objective (equipment performance attribute) of 
ensuring the availability, reliability and capability of systems that respond to initiating events to prevent undesirable 
consequences. Specifically, Train A emergency diesel generator operability was not assured for seismic events. Using 
the Manual Chapter 0609, Significance Determination Process, Phase 1 screening worksheet, the internal events 
portion of the worksheet did not apply, because the finding only involved an external seismic event with a loss of 
offsite power. Additionally, for external events, the finding screened as have very low safety significance because it 
did not involve the loss or degradation of equipment or function specifically designed to mitigate an external event 
(e.g., seismic snubbers, flooding barriers, tornado doors) and the safety function was not considered completely failed 
or unavailable, as the Train B emergency diesel generators were unaffected by the issue. This finding has a cross-
cutting aspect in the area of problem identification and resolution, in that engineers failed to perform an appropriate 
extent of condition review and promptly identify the nonconforming emergency diesel generators, a condition adverse 
to quality. 
Inspection Report# : 2006009 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Dec 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE CONTAINMENT AIRBORNE RADIOACTIVITY BRIEFING 
The inspectors identified a noncited violation of 10 CFR 19.12 for the failure of health physics personnel to 
adequately inform workers of the radiological conditions of the Unit 3 containment on October 23, 2006. A contract 
health physics technician and a health physics supervisor failed to inform workers of the airborne radiological 
conditions. This issue was entered into the licensee's corrective action program as Action Request 061001435.  
 
The finding was determined to be more than minor because if left uncorrected it would become a more significant 
safety concern in that the failure to inform workers of radiological conditions could result in unintended exposures. 
The inspectors processed the finding through Appendix C, "Occupational Radiation Safety Significance 
Determination Process," of Manual Chapter 0609, "Significance Determination Process," and determined that the 
finding is of very low safety significance because it was not an ALARA issue; there was not an overexposure or 
substantial potential for an overexposure; and the ability to assess dose was not compromised. The cause of the 
finding has a crosscutting aspect in the area of human performance associated with work practices in that the contract 
health physics technician did not follow established health physics procedures for adequately informing workers of 
radiological conditions. In addition, supervisory oversight of the radiological condition briefings failed to ensure that 
nuclear safety was supported in that the airborne radioactivity component of the health physics briefings was being 
omitted and the supervisor was not cognizant of the airborne radioactivity levels 
Inspection Report# : 2006005 (pdf)  

Significance:  Dec 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ADEQUATELY LABEL A CONTAINER OF RADIOACTIVE MATERIAL 



The inspector identified a noncited violation of 10 CFR 20.1904(a) because the licensee failed to adequately label a 
container of radioactive material. On August 4, 2006, a vial of spent resin that had a dose rate of 5 millirem per hour 
on contact and contained 14 microcuries of fission and activation products (primarily cesium-137 and cobalt-60) was 
found in the reactor chemistry lab trash can designated for “clean” non-radioactive waste. The health physics 
department had previously determined that when the vial was transferred to the reactor chemistry lab, the vial was in a 
plastic bag that was appropriately labeled with the words “Caution Radioactive Material” and sufficient information 
about the radiation hazards as required by 10 CFR 20.1904(a). However, when the inspector questioned whether the 
vial was adequately labeled, the licensee conducted an apparent cause evaluation and determined that the vial was 
found in the “clean” trash without an adequate label. The licensee’s immediate corrective action was to place a 
radioactive material label with dose rate information on the bag and store it in a lead pig. This issue was entered into 
the licensee's corrective action program as Action Request 060800249.  
 
The finding was greater than minor because it was associated with the Occupational Radiation Safety Cornerstone 
attribute of Exposure Control, and affected the cornerstone objective to ensure the adequate protection of a worker’s 
health and safety from exposure to radioactive materials because workers could have received additional exposure. 
The finding was processed through the Occupational Radiation Safety Significance Determination Process and was 
determined to be of very low safety significance because: (1) it was not an as low as reasonably achievable finding, 
(2) there was no personnel overexposure, (3) there was no substantial potential for personnel overexposure, and (4) 
the finding did not compromise licensee’s ability to assess dose. Additionally, this finding had a crosscutting aspect in 
the area of human performance related to work practices because the licensee’s staff did not perform self checking to 
ensure the container of radioactive material was adequately labeled 
Inspection Report# : 2006005 (pdf)  

Significance:  Dec 03, 2006 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Follow Instructions Results in Dose Rate Alarm 
A self-revealing, noncited violation of Technical Specification 5.5.1 was processed regarding the failure to follow 
written instructions in a radiation exposure permit. A worker received an electronic dosimeter alarm on dose rate 
when the worker entered a radiation field of 226 mrem/hr. The electronic dosimeter was set to alarm at 200 mrem/hr. 
The worker had not notified radiation protection technicians that the area would be entered. This action was contrary 
to licensee procedures and radiation exposure permit instructions. Although the worker was authorized to enter high 
radiation areas on the radiation exposure permit, the worker was instructed to contact radiation protection prior to 
entering any high radiation area in which a briefing had not been received. This event is in the licensee corrective 
action program as Action Request 061200747 and 070100370.  
 
The finding is greater than minor because it is associated with the Occupational Radiation Safety Cornerstone attribute 
of human performance, and the failure to follow written radiological safety instructions affects the cornerstone 
objective to ensure the adequate protection of worker health and safety from exposure to radiation from radioactive 
materials during routine civilian nuclear reactor operation. The finding was processed through the Occupational 
Radiation Safety Significance Determination Process and determined to be of very low safety significance (Green) 
because it was not an ALARA finding, there was no overexposure or substantial potential for an overexposure, and 
the ability to assess dose was not compromised. Additionally, this finding had a human performance cross-cutting 
aspect associated with work practices because the worker failed to use human error prevention techniques such as 
self- and peer checking to ensure that work activities were performed safely. 
Inspection Report# : 2007002 (pdf)  

Public Radiation Safety 

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



pertaining to security cornerstone will not be publicly available to ensure that potentially useful information is not 
provided to a possible adversary. Therefore, the cover letters to security inspection reports may be viewed. 
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San Onofre 3 
4Q/2007 Plant Inspection Findings 

Initiating Events 

Significance:  Oct 11, 2007 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Ineffective Corrective Actions for Instrument Air Header Ruptures 
The inspectors reviewed a self-revealing Green finding involving ineffective corrective actions taken in response to 
site and industry operating experience with instrument air header ruptures. Specifically, contrary to Section 6.2.3 of 
Procedure SO-123-I-1.42, “Maintenance Division Experience Report,” Revision 0, the licensee failed to implement 
corrective actions to prevent recurrence for an equipment failure with the potential to cause a significant plant 
transient, and failed to appropriately consider previous industry and plant experience similar to the event. 
Additionally, licensee personnel failed to properly evaluate and take corrective actions based on industry operating 
experience through 2006 involving improperly made soldered joints in instrument air systems. As a result, an 
additional failure of an improperly made instrument air header joint occurred at SONGS on June 20, 2007. The 
licensee entered this issue in their corrective action program as Action Request AR 070600867.  
 
This finding was more than minor since it was associated with the equipment reliability attribute of the initiating 
events cornerstone and affected the cornerstone objective to limit the likelihood of events that upset plant stability and 
challenge critical safety functions. This finding required a Phase 2 analysis per the Manual Chapter 0609, 
“Significance Determination Process,” Phase 1 Worksheets since the loss of instrument air is a transient initiator 
resulting in the loss of the feedwater system which is part of the power conversion system which can be used to 
mitigate the consequences of an accident. Based on the results of the Phase 2 analysis and a subsequent Phase 3 
analysis, the finding was determined to be of very low safety significance (Green) because of the availability of the 
diverse auxiliary feedwater system and the ability of the operators to depressurize the steam generators and utilize the 
condensate system for heat removal. These results were evaluated by a senior reactor analyst. This finding has a 
crosscutting aspect in the area of problem identification and resolution associated with operating experience in that the 
licensee failed to effectively implement changes to station processes, procedures, and equipment in response to 
operating experience involving improperly made instrument air system joints [P.2(b)]. 
Inspection Report# : 2007013 (pdf)  

Significance:  Oct 11, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failured to Follow Abnormal Operating Instruction in Response to a Loss of Instrument Air 
The inspectors identified a Green noncited violation of Technical Specification 5.5.1.1 involving the failure to meet 
procedural requirements following a loss of instrument air. Specifically, operators failed to monitor nitrogen tank 
levels or take precautions for the possibility of oxygen-deficient areas in the plant following actuation of the low 
pressure backup nitrogen system. The licensee entered this issue in their corrective action program as Action Request 
AR 070700291.  
 
This finding was more than minor since it was associated with the human performance attribute of the initiating events 
cornerstone and affected the cornerstone objective to limit the likelihood of events that upset plant stability and 
challenge critical safety functions. This finding required a Phase 2 analysis in accordance with the Manual Chapter 
0609, “Significance Determination Process,” Phase 1 Worksheets since the loss of instrument air is a transient initiator 
resulting in the loss of the feedwater system which is part of the power conversion system which can be used to 
mitigate the consequences of an accident. Based on the results of the Phase 2 analysis, the finding was determined to 
be of very low safety significance because of the low likelihood of a complete loss of instrument air and the 
availability of the auxiliary feedwater system. The cause of this finding has a crosscutting aspect in the area of human 
performance associated with resources because licensee personnel were not adequately trained on the operation of the 



low pressure nitrogen system to effectively implement the abnormal operating instruction [H.2(b)]. 
Inspection Report# : 2007013 (pdf)  

Mitigating Systems 

Significance:  Oct 11, 2007 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Evaluation Results in CCW Pump Runout 
A self-revealing, Green noncited violation of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” was 
identified when Unit 2 experienced a loss of instrument air due to the failure of a soldered joint. Specifically, the loss 
of instrument air resulted in component cooling water (CCW) Pump 024 being in a runout condition for 
approximately 75 minutes due to a previous system modification. The licensee entered this issue in their corrective 
action program as Action Requests AR 070700051 and 070600872.  
 
This finding was greater than minor because it was associated with the mitigating systems cornerstone attribute of 
design control and affected the associated cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. The finding did not affect the initiating 
events cornerstone functions of the component cooling water system because the condition would only have existed 
given a loss of instrument air initiator had already occurred. In accordance with NRC Inspection Manual Chapter 
0609, Appendix A, Phase 1 Worksheet, “Significance Determination Process (SDP) Phase 1 Screening Worksheet for 
the Initiating Events, Mitigating Systems, and Barriers Cornerstones,” this finding was determined to be of very low 
safety significance because the finding was a design deficiency confirmed not to result in a loss of operability per 
“Part 9900, Technical Guidance, Operability Determination Process for Operability and Functional Assessment.” 
Inspection Report# : 2007013 (pdf)  

Significance:  Oct 11, 2007 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Ineffective Corrective Actions for a Failed Control Room Annunciator 
The inspectors reviewed a self-revealing Green finding involving the failure to take effective corrective actions for a 
failed control room annunciator. Specifically, after the annunciator for actuation of the backup nitrogen supply to the 
instrument air system failed to function on demand on several occasions from 1994 through 2007, the corrective 
actions taken by the licensee to restore the annunciator to service were inadequate and narrowly focused. The 
annunciator subsequently failed to function during the loss of instrument air event on June 20, 2007. The licensee 
entered this issue in their corrective action program as Action Request AR 070601250.  
 
This finding was more than minor since it was associated with the human performance attribute of the initiating events 
cornerstone and affected the cornerstone objective to limit the likelihood of events that upset plant stability and 
challenge critical safety functions. This finding required a Phase 2 analysis in accordance with the Manual Chapter 
0609, “Significance Determination Process,” Phase 1 Worksheets since the loss of instrument air is a transient initiator 
resulting in the loss of the feedwater system which is part of the power conversion system which can be used to 
mitigate the consequences of an accident. Based on the results of the Phase 2 analysis, the finding was determined to 
be of very low safety significance because of the low likelihood of a complete loss of instrument air and the 
availability of the auxiliary feedwater system. This finding has a crosscutting aspect in the area of problem 
identification and resolution associated with the corrective action program in that the licensee failed to thoroughly 
evaluate the failed annunciator such that the resolution appropriately addressed the causes [P.1(c)]. 
Inspection Report# : 2007013 (pdf)  

Significance:  Oct 11, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 



Inadequate Procedure for Loss of Instrument Air 
The inspectors identified a Green noncited violation of Technical Specification 5.5.1.1 involving the failure to 
maintain an adequate abnormal operating instruction for a loss of instrument air event. The licensee entered this issue 
in their corrective action program as Action Request AR 070801151.  
 
This finding was more than minor because it was associated with the procedure quality 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, in that a less than adequate abnormal operating procedure could have 
prevented operators from promptly tripping the reactor, allowing conditions to continue to degrade and resulting in a 
demand on the reactor protection system. Using the Significance Determination Process Phase 1 Screening Worksheet 
in Appendix A of Inspection Manual Chapter 0609, the inspectors determined this finding had very low safety 
significance because it did not result in an actual loss of safety function per “Part 9900, Technical Guidance, 
Operability Determination Process for Operability and Functional Assessment.” This finding has a crosscutting aspect 
in the area of human performance associated with resources in that the licensee failed to provide operators with 
complete, accurate, and up-to-date procedures [H.2(c)]. 
Inspection Report# : 2007013 (pdf)  

Significance:  Oct 11, 2007 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Simulator Incorrectly Modeled Plant Response to Loss of Instrument Air 
A self-revealing, Green noncited violation of 10 CFR Part 55.46(c)(1) was identified involving the licensee’s failure 
to incorporate a design change in modeling plant response for the plant-referenced simulator. Specifically, during 
operator training in the plant-referenced simulator, the controlled bleedoff valves for the reactor coolant pumps were 
modeled to fail closed on a loss of instrument air, whereas the valves in the plant remained open during an actual loss 
of instrument air event on June 20, 2007. The licensee entered this issue in their corrective action program as Action 
Requests AR 070600873 and 070900160.  
 
This finding was greater than minor because it was associated with the mitigating systems cornerstone attribute of 
human performance and affected the associated cornerstone objective to ensure the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. The inspectors evaluated 
this finding using the Appendix I, “Licensed Operator Requalification Significance Determination Process” 
worksheets of Manual Chapter 0609 because the finding is a requalification training issue related to simulator fidelity. 
The finding is of very low safety significance because the discrepancy did not have an adverse impact on operator 
actions such that safety related equipment was made inoperable during normal operations or in response to a plant 
transient. This finding has a crosscutting aspect in the area of human performance associated with resources in that the 
licensee did not provide operators with adequate facilities and equipment for use in operator training [H.2(d)]. 
Inspection Report# : 2007013 (pdf)  

Significance:  Oct 11, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure for an Impaired Annunciator 
The inspectors identified a Green noncited violation of Technical Specification 5.5.1.1 involving the failure to meet 
procedural requirements governing impaired annunciators. Specifically, after the identification of a failed annunciator, 
operators did not enter the annunciator in the failed annunciator log or mark the affected annunciator window with an 
annunciator compensatory action flag. The licensee entered this issue in their corrective action program as Action 
Request AR 070700291.  
 
This finding was more than minor since it was associated with the human performance attribute of the initiating events 
cornerstone and affected the cornerstone objective to limit the likelihood of events that upset plant stability and 
challenge critical safety functions. This finding required a Phase 2 analysis in accordance with the Manual Chapter 
0609, “Significance Determination Process,” Phase 1 Worksheets since the loss of instrument air is a transient initiator 
resulting in the loss of the feedwater system which is part of the power conversion system which can be used to 
mitigate the consequences of an accident. Based on the results of the Phase 2 analysis, the finding was determined to 
be of very low safety significance because of the low likelihood of a complete loss of instrument air and the 



availability of the auxiliary feedwater system. This finding has a crosscutting aspect in the area of human performance 
associated with resources because the operators were not sufficiently trained to consistently implement the 
annunciator operating procedure [H.2(b)]. 
Inspection Report# : 2007013 (pdf)  

Significance:  Oct 11, 2007 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Inadequate Implementation of Corrective Actions for Air Operated Valve Regulators 
A Green self-revealing finding was identified associated with the failure of the reactor coolant pump controlled bleed 
off valve to shut during a loss of instrument air event. The licensee failed to adequately implement corrective actions 
from previously evaluated industry operating experience for new valve regulators that were installed in the unit. The 
licensee entered this issue in their corrective action program as Action Request AR 070600873.  
 
The finding was greater than minor because it was associated with the mitigating systems cornerstone attribute of 
design control and affected the associated cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. Using Manual Chapter 0609, 
“Significance Determination Process,” Phase 1 Worksheet, the finding is determined to have very low safety 
significance because the condition only affected the mitigation systems cornerstone and it was confirmed not to result 
in loss of operability per “Part 9900, Technical guidance, Operability Determination Process for Operability and 
Functionality Assessment” 
Inspection Report# : 2007013 (pdf)  

Significance:  Sep 27, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Evaluate Operating Experience for Missing Nuts in 4kV Electrical Breakers 
The inspectors identified a noncited violation of 10 CFR 50, Appendix B, Criterion V (Procedures) for the failure to 
follow requirements for evaluating applicable 4 kV breaker operating experience. Engineers had inappropriately 
determined that operating experience related to loose and/or missing mechanism operated cell components, dated 
2003, was not applicable to San Onofre. Subsequently, a safety related 4 kV breaker (offsite power to 4 kV safety bus) 
malfunctioned because of a missing nut. In addition, following the breaker malfunction, the licensee’s extent of 
condition review was initially untimely and lacked rigor. After NRC prompting, other loose and missing fastening 
nuts were identified. This issue was entered into the licensee’s corrective action program as Action Request 
070601194.  
 
The finding was more than minor because it was associated with the equipment performance attribute of the 
mitigating systems cornerstone and it affected the cornerstone objective by reducing the availability, reliability, and 
capability of the electrical systems. Using the Manual Chapter 0609, “Significance Determination Process,” Phase 1 
worksheet, the finding had very low safety significance (Green) because it did not result in a loss of system safety 
function, a loss of a single train of safety equipment for greater than its technical specification allowed outage time, 
and did not screen as potentially risk significant due to seismic, flooding or severe weather initiating events. The cause
of the finding had a cross-cutting aspect in the area of problem identification and resolution, corrective action program 
component (P.1(c)) because of the poor extent of condition evaluation. 
Inspection Report# : 2007004 (pdf)  

Significance:  Sep 27, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate corrective Actions to Prevent Water Intrusion into auxiliary Feedwater Valve Cabinet 3MS4706 
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion XVI (Corrective Actions) for 
the failure to prevent the recurrence of a significant condition adverse to quality, water intrusion into auxiliary 
feedwater electrical Cabinet 3MS4706. In the most recent event, the water rendered Valve 3HV4706 (auxiliary 
feedwater turbine driven pump to steam Generator 3E089 discharge valve) inoperable. Several previous occurrences 
of water intrusion were identified in the 1990s, including one instance where a valve contactor was significantly 



corroded. This issue was entered into the licensee’s corrective action program as Action Request 070701029.  
 
The finding was more than minor because it was associated with the equipment performance and external factors 
attributes of the mitigating systems cornerstone and it affected the cornerstone objective by reducing the availability, 
reliability, and capability of the auxiliary feedwater system. Using the Manual Chapter 0609, “Significance 
Determination Process,” Phase 1 worksheet, the finding had very low safety significance (Green) because it did not 
result in a loss of system safety function, a loss of a single train of safety equipment for greater than its technical 
specification allowed outage time, and did not screen as potentially risk significant due to seismic, flooding or severe 
weather initiating events. 
Inspection Report# : 2007004 (pdf)  

Significance:  Jun 26, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Promptly Identify and Correct Gas Accumulation in the Units 2 and 3 Component Cooling Water 
Systems 
The inspectors identified a Green NCV of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Action,” for the 
failure to promptly identify and correct the formation of gas pockets in the piping of the Units 2 and 3 component 
cooling water systems from March 8 to December 15, 2006 . This deficiency resulted in the Unit 3 Train B component
cooling water system being inoperable for approximately eight days from December 8 to 15, 2007. This issue was 
entered into the licensee’s corrective action program as Action Requests 061001379 and 070500468.  
 
This finding was determined to be more than minor because if left uncorrected it would become a more significant 
safety concern in that the operability of the Units 2 and 3 CCW systems would continue to be challenged by the 
accumulation of gas. The inspectors evaluated the issue using the Manual Chapter 0609, Appendix A, "Significance 
Determination of Reactor Inspection Findings for At-Power Situations," Phase 1 screening worksheet. The inspectors 
determined that a Phase 2 significance determination was required because both the mitigating systems and 
containment barriers cornerstones were affected. The inspectors performed a Phase 2 significance determination using 
the Risk-Informed Inspection Notebook for San Onofre Nuclear Generating Stations, Units 2 and 3, Revision 2.1. The 
finding was potentially greater than Green using these worksheets. The inspectors requested that a Region IV Senior 
Reactor Analyst perform a Phase 3 significance determination to provide a better estimation of overall risk 
significance. Based on the results of the Phase 3 analysis, the finding is determined to have very low safety 
significance (Green). The cause of the finding has a cross-cutting aspect in the area of problem identification and 
resolution associated with the corrective action program because the licensee failed to thoroughly evaluate the 
formation of gas in the Units 2 and 3 CCW systems to ensure that the cause and extent of condition were addressed in 
a timely manner. 
Inspection Report# : 2007003 (pdf)  

Significance:  Jun 26, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Promptly Correct Deficient Emergency Diesel Generator Potentiometers 
The inspectors identified a Green noncited violation of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective 
Action,” for the failure to promptly correct a common cause problem associated with debris intrusion into 
potentiometers in the automatic voltage regulators of the emergency diesel generators. The licensee identified the root 
cause of the problem in September 2006, but failed to correct the problem before an additional failure on March 3, 
2007. This issue was entered into the licensee’s corrective action program as Action Requests 060800603 and 
070300161.  
 
The finding was determined to be more than minor because it was associated with the equipment performance 
attribute of the mitigating systems cornerstone and it affected the cornerstone objective by reducing the availability, 
reliability, and capability of the emergency diesel generators. Using the Manual Chapter 0609, “Significance 
Determination Process,” Phase 1 worksheet, the finding was determined to have very low safety significance (Green) 
because it did not result in an actual loss of safety function for the affected system. The cause of the finding has a 
cross-cutting aspect in the area of problem identification and resolution associated with the corrective action program 
because the licensee failed to take appropriate corrective action to address the deficient emergency diesel generator 



automatic voltage regulator potentiometers in a timely manner. 
Inspection Report# : 2007003 (pdf)  

Significance:  Jun 15, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Fire Separation in Fire Area 2/3-AC-50-29 Did Not Comply With Deviation Request. 
A noncited violation of License Condition 2.C.(14), “Fire Protection,” was identified for failure to ensure that 
redundant trains of safe shutdown equipment would remain free of fire damage in Fire Area 2-AC-50-29. Specifically, 
the cables for redundant trains of safe shutdown equipment in both units were not separated by at least 10 feet as 
described in Deviation Number 8, and they also failed to meet Section III.G.2 of Appendix R to 10 CFR 50. Four 
Train B cables in conduits were found to be located within 10 feet of the Train A switchgear room cooling units in 
both plants. The concern was that a single fire could cause loss of Train B 120V vital ac power and battery charger, as 
well as cause loss of Train A ac and dc power due to the loss of room cooling. This issue was entered into the 
corrective action program under Action Requests 070400873 and 070400998.  
 
Failure to ensure that redundant trains of safe shutdown equipment would remain free of fire damage in accordance 
with the license basis was a performance deficiency. This finding was more than minor because it affected the 
protection against external factors attribute of the Mitigating Systems cornerstone. The significance of this finding 
was assessed using Appendix F of Manual Chapter 0609, “Fire Protection Significance Determination Process.” This 
finding was categorized as a localized cable/component protection issue with high degradation rating. The evaluation 
of the potential fire sources and fire targets indicated that the finding had very low safety significance because none of 
the potential fire sources were expected to damage all four Train B cables or cause the loss of function in both trains.
Inspection Report# : 2007008 (pdf)  

Significance:  Mar 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow an Abnormal Operating Instruction in Response to High Offsite Power Grid Voltage 
The inspectors identified a Green NCV of Technical Specification 5.5.1.1 for the failure of operations personnel to 
enter and implement abnormal operating Instruction SO23-13-4, “Operation During Major System Disturbances,” on 
multiple occasions from 2004 to 2006 to address high offsite power voltage. On November 22, 2006, the inspectors 
discovered through review of historical data that the action limit for high offsite grid voltage (234 kV) had been 
briefly exceeded multiple times since August 2004. The inspectors further identified that there was no provision in 
place to alert control room operators to take appropriate actions should the high grid voltage limit be reached. This 
issue was entered into the licensee’s corrective action program as Action Request 061101250.  
 
The finding was determined to be more than minor because if left uncorrected it could result in a more significant 
safety concern due to potential long-term degradation of vital equipment. Using Manual Chapter 0609, “Significance 
Determination Process,” Phase 1 worksheet, the finding was determined to have very low safety significance (Green), 
because it did not result in a loss of safety function and did not affect the risk of external initiators. The finding has a 
crosscutting aspect in the area of human performance associated with resources, in that there was no provision in 
place to alert control room operators to take appropriate actions should the high grid voltage limit be reached. 
Inspection Report# : 2007002 (pdf)  

Barrier Integrity 

Emergency Preparedness 



Occupational Radiation Safety 

Significance:  Mar 31, 2007 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Follow Instructions Results in Dose Rate Alarm 
A self-revealing, noncited violation of Technical Specification 5.5.1 was processed regarding the failure to follow 
written instructions in a radiation exposure permit. A worker received an electronic dosimeter alarm on dose rate 
when the worker entered a radiation field of 226 mrem/hr. The electronic dosimeter was set to alarm at 200 mrem/hr. 
The worker had not notified radiation protection technicians that the area would be entered. This action was contrary 
to licensee procedures and radiation exposure permit instructions. Although the worker was authorized to enter high 
radiation areas on the radiation exposure permit, the worker was instructed to contact radiation protection prior to 
entering any high radiation area in which a briefing had not been received. This event is in the licensee corrective 
action program as Action Request 061200747 and 070100370.  
 
The finding is greater than minor because it is associated with the Occupational Radiation Safety Cornerstone attribute 
of human performance, and the failure to follow written radiological safety instructions affects the cornerstone 
objective to ensure the adequate protection of worker health and safety from exposure to radiation from radioactive 
materials during routine civilian nuclear reactor operation. The finding was processed through the Occupational 
Radiation Safety Significance Determination Process and determined to be of very low safety significance (Green) 
because it was not an ALARA finding, there was no overexposure or substantial potential for an overexposure, and 
the ability to assess dose was not compromised. Additionally, this finding had a human performance cross-cutting 
aspect associated with work practices because the worker failed to use human error prevention techniques such as 
self- and peer checking to ensure that work activities were performed safely. [H.4(a)] 
Inspection Report# : 2007002 (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 
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San Onofre 3 
1Q/2008 Plant Inspection Findings 

Initiating Events 

Significance:  Oct 11, 2007 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Ineffective Corrective Actions for Instrument Air Header Ruptures 
The inspectors reviewed a self-revealing Green finding involving ineffective corrective actions taken in response to 
site and industry operating experience with instrument air header ruptures. Specifically, contrary to Section 6.2.3 of 
Procedure SO-123-I-1.42, “Maintenance Division Experience Report,” Revision 0, the licensee failed to implement 
corrective actions to prevent recurrence for an equipment failure with the potential to cause a significant plant 
transient, and failed to appropriately consider previous industry and plant experience similar to the event. 
Additionally, licensee personnel failed to properly evaluate and take corrective actions based on industry operating 
experience through 2006 involving improperly made soldered joints in instrument air systems. As a result, an 
additional failure of an improperly made instrument air header joint occurred at SONGS on June 20, 2007. The 
licensee entered this issue in their corrective action program as Action Request AR 070600867.  
 
This finding was more than minor since it was associated with the equipment reliability attribute of the initiating 
events cornerstone and affected the cornerstone objective to limit the likelihood of events that upset plant stability and 
challenge critical safety functions. This finding required a Phase 2 analysis per the Manual Chapter 0609, 
“Significance Determination Process,” Phase 1 Worksheets since the loss of instrument air is a transient initiator 
resulting in the loss of the feedwater system which is part of the power conversion system which can be used to 
mitigate the consequences of an accident. Based on the results of the Phase 2 analysis and a subsequent Phase 3 
analysis, the finding was determined to be of very low safety significance (Green) because of the availability of the 
diverse auxiliary feedwater system and the ability of the operators to depressurize the steam generators and utilize the 
condensate system for heat removal. These results were evaluated by a senior reactor analyst. This finding has a 
crosscutting aspect in the area of problem identification and resolution associated with operating experience in that the 
licensee failed to effectively implement changes to station processes, procedures, and equipment in response to 
operating experience involving improperly made instrument air system joints [P.2(b)]. 
Inspection Report# : 2007013 (pdf)  

Significance:  Oct 11, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failured to Follow Abnormal Operating Instruction in Response to a Loss of Instrument Air 
The inspectors identified a Green noncited violation of Technical Specification 5.5.1.1 involving the failure to meet 
procedural requirements following a loss of instrument air. Specifically, operators failed to monitor nitrogen tank 
levels or take precautions for the possibility of oxygen-deficient areas in the plant following actuation of the low 
pressure backup nitrogen system. The licensee entered this issue in their corrective action program as Action Request 
AR 070700291.  
 
This finding was more than minor since it was associated with the human performance attribute of the initiating events 
cornerstone and affected the cornerstone objective to limit the likelihood of events that upset plant stability and 
challenge critical safety functions. This finding required a Phase 2 analysis in accordance with the Manual Chapter 
0609, “Significance Determination Process,” Phase 1 Worksheets since the loss of instrument air is a transient initiator 
resulting in the loss of the feedwater system which is part of the power conversion system which can be used to 
mitigate the consequences of an accident. Based on the results of the Phase 2 analysis, the finding was determined to 
be of very low safety significance because of the low likelihood of a complete loss of instrument air and the 
availability of the auxiliary feedwater system. The cause of this finding has a crosscutting aspect in the area of human 
performance associated with resources because licensee personnel were not adequately trained on the operation of the 
low pressure nitrogen system to effectively implement the abnormal operating instruction [H.2(b)]. 



Inspection Report# : 2007013 (pdf)  

Mitigating Systems 

Significance:  Jan 12, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Operability Procedure 
The inspectors identified a Green noncited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings,” for the failure of operations personnel to meet operability determination procedural 
requirements following unexplained load swings on Emergency Diesel Generator 3G002. Specifically, operations 
personnel failed to evaluate the operability of the diesel, per procedure, once a degrading condition had been 
identified. The licensee entered this issue in their corrective action program as Action Request AR 071201393.  
 
The inspectors determined that the failure to follow SONGS’s Procedure SO123 XV 52, Revision 7, “Functionality 
Assessments and Operability Determinations,” constituted a performance deficiency and a violation. The inspectors 
determined that the violation was more than minor because it is associated with the mitigating systems cornerstone 
attribute of human performance and it affected the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. The failure to identify the 
degraded condition associated with Emergency Diesel Generator 3G002 led to operation of Unit 3 with an inoperable 
diesel for approximately 9 days. Furthermore, the inspectors determined that the cause of the violation is related to the 
crosscutting area of problem identification and resolution because the licensee did not thoroughly evaluate the 
problem, including not properly classifying, prioritizing, and evaluating for operability a condition adverse to quality 
[P.1(c)].  
 
In accordance with Inspection Manual Chapter 0609, “Significance Determination  
Process,” Attachment 4, “Phase 1 – Initial Screening and Characterization of Findings,” the inspectors concluded the 
violation was of very low safety significance (Green) because it did not represent an actual loss of safety function of a 
single train for greater than its Technical Specification allowed outage time  
 
Inspection Report# : 2008006 (pdf)  

Significance:  Jan 12, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Surveillance Test Procedure 
The inspectors identified a Green noncited violation of Technical Specification 5.5.1.1 for an inadequate monthly 
Surveillance Test Procedure SO23-3-3.23, “Diesel Generator Monthly and Semi-Annual Testing,” Revision 30. The 
licensee failed to provide adequate guidance for evaluating momentary transients while performing emergency diesel 
generator surveillance testing. The licensee entered this issue in their corrective action program as Action Requests 
AR 071201393.  
 
The failure to have a proper procedure in place for emergency diesel generator surveillance testing was considered a 
performance deficiency. The inspectors determined that the violation was more than minor because it is associated 
with the mitigating systems cornerstone attribute of human performance and it affected the cornerstone objective of 
ensuring availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. The failure to fully understand the statement regarding momentary transients contributed to the delayed 
identification of a degraded condition associated with the Emergency Diesel Generator 3G002. The inspectors 
determined that the cause of the violation is related to the crosscutting area of human performance because operations 
personnel did not use conservation assumptions in decision making. Specifically, the operations personnel did not 
understand what the reference to momentary transients meant and failed to evaluate the statement in the procedure 
further in the face of uncertainty. The procedure indicated that momentary transients might be acceptable and 
operations personnel made the decision to accept the guidance without proper investigation [H.1(b)].  
 



In accordance with Inspection Manual Chapter 0609, “Significance Determination Process,” Attachment 4, “Phase 1 –
Initial Screening and Characterization of Findings,” the inspectors concluded the violation was of very low safety 
significance (Green) because it did not represent an actual loss of safety function of a single train for greater than its 
Technical Specification allowed outage time  
 
Inspection Report# : 2008006 (pdf)  

Significance:  Dec 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Implement Maintenance Rule Requirements for EDG AVRs 
Green. The inspectors identified a Green noncited violation of 10 CFR 50.65(a)(1) for the failure to include Units 2 
and 3 emergency diesel generator automatic voltage regulator deficiencies as functional failures in the maintenance 
rule program. The inspectors noted that the voltage regulator deficiencies should have placed the emergency diesel 
generators into maintenance rule 10 CFR 50.65(a)(1) status approximately six months after the failure occurred. This 
caused a lapse in the determination of appropriate system monitoring and goal setting to maintain system reliability. 
This issue was entered into the licensee's corrective action program as Action Request 070300161.  
 
The finding was determined to be more than minor because it was associated with the equipment performance 
attribute of the mitigating systems cornerstone and it affected the cornerstone objective by challenging the availability 
and capability of safety-related components. Based on the results of the Significance Determination Process Phase 1 
evaluation, the finding was determined to have very low safety significance because it did not result in an actual loss 
of a system safety function, a loss of a single train of safety equipment for greater than its technical specification 
allowed outage time, and did not screen as potentially risk significant due to seismic, flooding, or severe weather 
initiating events. This finding also had crosscutting aspects in the area of problem identification and resolution 
associated with the corrective action program (P.1(c)) because the licensee failed to thoroughly evaluate the cause and 
extent of condition of the failed EDG AVRs. 
Inspection Report# : 2007005 (pdf)  

Significance:  Dec 31, 2007 
Identified By: NRC 
Item Type: VIO Violation 
Failure to Prevent Recurrence of Premature Tripping of Square D Thermal Overloads 
Green. A self revealing Green violation of 10 CFR Part 50, Appendix B, Criterion XVI, was identified for the failure 
to prevent recurrence of premature tripping of Square D thermal overloads used for equipment protection on safety-
related equipment. The licensee failed to scope the thermal overloads associated with the Unit 3 saltwater cooling 
pump room because they had previously determined that it had sufficient margin such that it would not be susceptible 
to failure. The licensee has since replaced all 75 susceptible thermal overloads that were previously scoped out of the 
corrective action process. This issue was entered into the licensee's corrective action program as Action Request 
070800454.  
 
The finding was determined to be more than minor because it was associated with the equipment performance 
attribute of the mitigating systems cornerstone and it affected the cornerstone objective by challenging the availability 
and capability of safety-related components. The inspectors also noted that this a repetitive problem in implementing 
corrective actions. Based on the results of the Significance Determination Process Phase 1 evaluation, the finding was 
determined to have very low safety significance because it did not result in an actual loss of a system safety function, 
a loss of a single train of safety equipment for greater than its technical specification allowed outage time, and did not 
screen as potentially risk significant due to seismic, flooding, or severe weather initiating events. This finding also had 
crosscutting aspects in the area of problem identification and resolution associated with the corrective action program 
(P.1(c)) because the licensee failed to thoroughly evaluate the extent of condition of insufficient solder material on 
safety-related thermal overloads. 
Inspection Report# : 2007005 (pdf)  

Significance:  Oct 11, 2007 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 



Inadequate Evaluation Results in CCW Pump Runout 
A self-revealing, Green noncited violation of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” was 
identified when Unit 2 experienced a loss of instrument air due to the failure of a soldered joint. Specifically, the loss 
of instrument air resulted in component cooling water (CCW) Pump 024 being in a runout condition for 
approximately 75 minutes due to a previous system modification. The licensee entered this issue in their corrective 
action program as Action Requests AR 070700051 and 070600872.  
 
This finding was greater than minor because it was associated with the mitigating systems cornerstone attribute of 
design control and affected the associated cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. The finding did not affect the initiating 
events cornerstone functions of the component cooling water system because the condition would only have existed 
given a loss of instrument air initiator had already occurred. In accordance with NRC Inspection Manual Chapter 
0609, Appendix A, Phase 1 Worksheet, “Significance Determination Process (SDP) Phase 1 Screening Worksheet for 
the Initiating Events, Mitigating Systems, and Barriers Cornerstones,” this finding was determined to be of very low 
safety significance because the finding was a design deficiency confirmed not to result in a loss of operability per 
“Part 9900, Technical Guidance, Operability Determination Process for Operability and Functional Assessment.” 
Inspection Report# : 2007013 (pdf)  

Significance:  Oct 11, 2007 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Ineffective Corrective Actions for a Failed Control Room Annunciator 
The inspectors reviewed a self-revealing Green finding involving the failure to take effective corrective actions for a 
failed control room annunciator. Specifically, after the annunciator for actuation of the backup nitrogen supply to the 
instrument air system failed to function on demand on several occasions from 1994 through 2007, the corrective 
actions taken by the licensee to restore the annunciator to service were inadequate and narrowly focused. The 
annunciator subsequently failed to function during the loss of instrument air event on June 20, 2007. The licensee 
entered this issue in their corrective action program as Action Request AR 070601250.  
 
This finding was more than minor since it was associated with the human performance attribute of the initiating events 
cornerstone and affected the cornerstone objective to limit the likelihood of events that upset plant stability and 
challenge critical safety functions. This finding required a Phase 2 analysis in accordance with the Manual Chapter 
0609, “Significance Determination Process,” Phase 1 Worksheets since the loss of instrument air is a transient initiator 
resulting in the loss of the feedwater system which is part of the power conversion system which can be used to 
mitigate the consequences of an accident. Based on the results of the Phase 2 analysis, the finding was determined to 
be of very low safety significance because of the low likelihood of a complete loss of instrument air and the 
availability of the auxiliary feedwater system. This finding has a crosscutting aspect in the area of problem 
identification and resolution associated with the corrective action program in that the licensee failed to thoroughly 
evaluate the failed annunciator such that the resolution appropriately addressed the causes [P.1(c)]. 
Inspection Report# : 2007013 (pdf)  

Significance:  Oct 11, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedure for Loss of Instrument Air 
The inspectors identified a Green noncited violation of Technical Specification 5.5.1.1 involving the failure to 
maintain an adequate abnormal operating instruction for a loss of instrument air event. The licensee entered this issue 
in their corrective action program as Action Request AR 070801151.  
 
This finding was more than minor because it was associated with the procedure quality 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, in that a less than adequate abnormal operating procedure could have 
prevented operators from promptly tripping the reactor, allowing conditions to continue to degrade and resulting in a 
demand on the reactor protection system. Using the Significance Determination Process Phase 1 Screening Worksheet 
in Appendix A of Inspection Manual Chapter 0609, the inspectors determined this finding had very low safety 
significance because it did not result in an actual loss of safety function per “Part 9900, Technical Guidance, 
Operability Determination Process for Operability and Functional Assessment.” This finding has a crosscutting aspect 



in the area of human performance associated with resources in that the licensee failed to provide operators with 
complete, accurate, and up-to-date procedures [H.2(c)]. 
Inspection Report# : 2007013 (pdf)  

Significance:  Oct 11, 2007 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Simulator Incorrectly Modeled Plant Response to Loss of Instrument Air 
A self-revealing, Green noncited violation of 10 CFR Part 55.46(c)(1) was identified involving the licensee’s failure 
to incorporate a design change in modeling plant response for the plant-referenced simulator. Specifically, during 
operator training in the plant-referenced simulator, the controlled bleedoff valves for the reactor coolant pumps were 
modeled to fail closed on a loss of instrument air, whereas the valves in the plant remained open during an actual loss 
of instrument air event on June 20, 2007. The licensee entered this issue in their corrective action program as Action 
Requests AR 070600873 and 070900160.  
 
This finding was greater than minor because it was associated with the mitigating systems cornerstone attribute of 
human performance and affected the associated cornerstone objective to ensure the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. The inspectors evaluated 
this finding using the Appendix I, “Licensed Operator Requalification Significance Determination Process” 
worksheets of Manual Chapter 0609 because the finding is a requalification training issue related to simulator fidelity. 
The finding is of very low safety significance because the discrepancy did not have an adverse impact on operator 
actions such that safety related equipment was made inoperable during normal operations or in response to a plant 
transient. This finding has a crosscutting aspect in the area of human performance associated with resources in that the 
licensee did not provide operators with adequate facilities and equipment for use in operator training [H.2(d)]. 
Inspection Report# : 2007013 (pdf)  

Significance:  Oct 11, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure for an Impaired Annunciator 
The inspectors identified a Green noncited violation of Technical Specification 5.5.1.1 involving the failure to meet 
procedural requirements governing impaired annunciators. Specifically, after the identification of a failed annunciator, 
operators did not enter the annunciator in the failed annunciator log or mark the affected annunciator window with an 
annunciator compensatory action flag. The licensee entered this issue in their corrective action program as Action 
Request AR 070700291.  
 
This finding was more than minor since it was associated with the human performance attribute of the initiating events 
cornerstone and affected the cornerstone objective to limit the likelihood of events that upset plant stability and 
challenge critical safety functions. This finding required a Phase 2 analysis in accordance with the Manual Chapter 
0609, “Significance Determination Process,” Phase 1 Worksheets since the loss of instrument air is a transient initiator 
resulting in the loss of the feedwater system which is part of the power conversion system which can be used to 
mitigate the consequences of an accident. Based on the results of the Phase 2 analysis, the finding was determined to 
be of very low safety significance because of the low likelihood of a complete loss of instrument air and the 
availability of the auxiliary feedwater system. This finding has a crosscutting aspect in the area of human performance 
associated with resources because the operators were not sufficiently trained to consistently implement the 
annunciator operating procedure [H.2(b)]. 
Inspection Report# : 2007013 (pdf)  

Significance:  Oct 11, 2007 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Inadequate Implementation of Corrective Actions for Air Operated Valve Regulators 
A Green self-revealing finding was identified associated with the failure of the reactor coolant pump controlled bleed 
off valve to shut during a loss of instrument air event. The licensee failed to adequately implement corrective actions 
from previously evaluated industry operating experience for new valve regulators that were installed in the unit. The 
licensee entered this issue in their corrective action program as Action Request AR 070600873.  



 
The finding was greater than minor because it was associated with the mitigating systems cornerstone attribute of 
design control and affected the associated cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. Using Manual Chapter 0609, 
“Significance Determination Process,” Phase 1 Worksheet, the finding is determined to have very low safety 
significance because the condition only affected the mitigation systems cornerstone and it was confirmed not to result 
in loss of operability per “Part 9900, Technical guidance, Operability Determination Process for Operability and 
Functionality Assessment” 
Inspection Report# : 2007013 (pdf)  

Significance:  Sep 27, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Evaluate Operating Experience for Missing Nuts in 4kV Electrical Breakers 
The inspectors identified a noncited violation of 10 CFR 50, Appendix B, Criterion V (Procedures) for the failure to 
follow requirements for evaluating applicable 4 kV breaker operating experience. Engineers had inappropriately 
determined that operating experience related to loose and/or missing mechanism operated cell components, dated 
2003, was not applicable to San Onofre. Subsequently, a safety related 4 kV breaker (offsite power to 4 kV safety bus) 
malfunctioned because of a missing nut. In addition, following the breaker malfunction, the licensee’s extent of 
condition review was initially untimely and lacked rigor. After NRC prompting, other loose and missing fastening 
nuts were identified. This issue was entered into the licensee’s corrective action program as Action Request 
070601194.  
 
The finding was more than minor because it was associated with the equipment performance attribute of the 
mitigating systems cornerstone and it affected the cornerstone objective by reducing the availability, reliability, and 
capability of the electrical systems. Using the Manual Chapter 0609, “Significance Determination Process,” Phase 1 
worksheet, the finding had very low safety significance (Green) because it did not result in a loss of system safety 
function, a loss of a single train of safety equipment for greater than its technical specification allowed outage time, 
and did not screen as potentially risk significant due to seismic, flooding or severe weather initiating events. The cause
of the finding had a cross-cutting aspect in the area of problem identification and resolution, corrective action program 
component (P.1(c)) because of the poor extent of condition evaluation. 
Inspection Report# : 2007004 (pdf)  

Significance:  Sep 27, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate corrective Actions to Prevent Water Intrusion into auxiliary Feedwater Valve Cabinet 3MS4706 
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion XVI (Corrective Actions) for 
the failure to prevent the recurrence of a significant condition adverse to quality, water intrusion into auxiliary 
feedwater electrical Cabinet 3MS4706. In the most recent event, the water rendered Valve 3HV4706 (auxiliary 
feedwater turbine driven pump to steam Generator 3E089 discharge valve) inoperable. Several previous occurrences 
of water intrusion were identified in the 1990s, including one instance where a valve contactor was significantly 
corroded. This issue was entered into the licensee’s corrective action program as Action Request 070701029.  
 
The finding was more than minor because it was associated with the equipment performance and external factors 
attributes of the mitigating systems cornerstone and it affected the cornerstone objective by reducing the availability, 
reliability, and capability of the auxiliary feedwater system. Using the Manual Chapter 0609, “Significance 
Determination Process,” Phase 1 worksheet, the finding had very low safety significance (Green) because it did not 
result in a loss of system safety function, a loss of a single train of safety equipment for greater than its technical 
specification allowed outage time, and did not screen as potentially risk significant due to seismic, flooding or severe 
weather initiating events. 
Inspection Report# : 2007004 (pdf)  

Significance:  Jun 26, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 



Failure to Promptly Identify and Correct Gas Accumulation in the Units 2 and 3 Component Cooling Water 
Systems 
The inspectors identified a Green NCV of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Action,” for the 
failure to promptly identify and correct the formation of gas pockets in the piping of the Units 2 and 3 component 
cooling water systems from March 8 to December 15, 2006 . This deficiency resulted in the Unit 3 Train B component
cooling water system being inoperable for approximately eight days from December 8 to 15, 2007. This issue was 
entered into the licensee’s corrective action program as Action Requests 061001379 and 070500468.  
 
This finding was determined to be more than minor because if left uncorrected it would become a more significant 
safety concern in that the operability of the Units 2 and 3 CCW systems would continue to be challenged by the 
accumulation of gas. The inspectors evaluated the issue using the Manual Chapter 0609, Appendix A, "Significance 
Determination of Reactor Inspection Findings for At-Power Situations," Phase 1 screening worksheet. The inspectors 
determined that a Phase 2 significance determination was required because both the mitigating systems and 
containment barriers cornerstones were affected. The inspectors performed a Phase 2 significance determination using 
the Risk-Informed Inspection Notebook for San Onofre Nuclear Generating Stations, Units 2 and 3, Revision 2.1. The 
finding was potentially greater than Green using these worksheets. The inspectors requested that a Region IV Senior 
Reactor Analyst perform a Phase 3 significance determination to provide a better estimation of overall risk 
significance. Based on the results of the Phase 3 analysis, the finding is determined to have very low safety 
significance (Green). The cause of the finding has a cross-cutting aspect in the area of problem identification and 
resolution associated with the corrective action program because the licensee failed to thoroughly evaluate the 
formation of gas in the Units 2 and 3 CCW systems to ensure that the cause and extent of condition were addressed in 
a timely manner. 
Inspection Report# : 2007003 (pdf)  

Significance:  Jun 26, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Promptly Correct Deficient Emergency Diesel Generator Potentiometers 
The inspectors identified a Green noncited violation of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective 
Action,” for the failure to promptly correct a common cause problem associated with debris intrusion into 
potentiometers in the automatic voltage regulators of the emergency diesel generators. The licensee identified the root 
cause of the problem in September 2006, but failed to correct the problem before an additional failure on March 3, 
2007. This issue was entered into the licensee’s corrective action program as Action Requests 060800603 and 
070300161.  
 
The finding was determined to be more than minor because it was associated with the equipment performance 
attribute of the mitigating systems cornerstone and it affected the cornerstone objective by reducing the availability, 
reliability, and capability of the emergency diesel generators. Using the Manual Chapter 0609, “Significance 
Determination Process,” Phase 1 worksheet, the finding was determined to have very low safety significance (Green) 
because it did not result in an actual loss of safety function for the affected system. The cause of the finding has a 
cross-cutting aspect in the area of problem identification and resolution associated with the corrective action program 
because the licensee failed to take appropriate corrective action to address the deficient emergency diesel generator 
automatic voltage regulator potentiometers in a timely manner. 
Inspection Report# : 2007003 (pdf)  

Significance:  Jun 15, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Fire Separation in Fire Area 2/3-AC-50-29 Did Not Comply With Deviation Request. 
A noncited violation of License Condition 2.C.(14), “Fire Protection,” was identified for failure to ensure that 
redundant trains of safe shutdown equipment would remain free of fire damage in Fire Area 2-AC-50-29. Specifically, 
the cables for redundant trains of safe shutdown equipment in both units were not separated by at least 10 feet as 
described in Deviation Number 8, and they also failed to meet Section III.G.2 of Appendix R to 10 CFR 50. Four 
Train B cables in conduits were found to be located within 10 feet of the Train A switchgear room cooling units in 
both plants. The concern was that a single fire could cause loss of Train B 120V vital ac power and battery charger, as 
well as cause loss of Train A ac and dc power due to the loss of room cooling. This issue was entered into the 
corrective action program under Action Requests 070400873 and 070400998. 



 
Failure to ensure that redundant trains of safe shutdown equipment would remain free of fire damage in accordance 
with the license basis was a performance deficiency. This finding was more than minor because it affected the 
protection against external factors attribute of the Mitigating Systems cornerstone. The significance of this finding 
was assessed using Appendix F of Manual Chapter 0609, “Fire Protection Significance Determination Process.” This 
finding was categorized as a localized cable/component protection issue with high degradation rating. The evaluation 
of the potential fire sources and fire targets indicated that the finding had very low safety significance because none of 
the potential fire sources were expected to damage all four Train B cables or cause the loss of function in both trains.
Inspection Report# : 2007008 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Dec 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow a Radiation Exposure Permit Requirement 
Green. The inspector reviewed a self-revealing noncited violation of Technical Specification 5.5.1.1 when a worker 
failed to follow radiation work permit instructions. On July 14, 2007, after completing a pre-job site review, a worker 
proceeded to verify work authorization boundaries in Unit 3, Room 209, without contacting radiation protection for 
current radiological conditions and discussing the work scope and locations as required by the radiation work permit. 
The worker approached Valve S31902MU012 and received a dose rate alarm. The maximum dose rate levels in the 
area were 30 millirem per hour on contact with the piping system and 12 millirem per hour at 30 centimeters. The 
licensee’s corrective actions were to coach the worker and to develop and implement a mechanism to communicate 
associated boundary walk downs in maintenance orders.  
 
The failure to follow a radiation work permit instruction is a performance deficiency. This finding is greater than 
minor because it is associated with one of the cornerstone attributes (exposure control) and affected the Occupational 
Radiation Safety cornerstone objective, in that workers not following their radiation work permit does not ensure 
adequate protection of the worker health and safety from additional personnel exposure. The finding was determined 
to be of very low safety significance because it did not involve: (1) ALARA planning and controls, (2) an 
overexposure, (3) a substantial potential for overexposure, or (4) an impaired ability to assess dose. Further, this 
finding had a human performance cross-cutting aspect in the work practices component because the workers did not 
use human error prevention techniques, such as self checking, to ensure the full work scope, locations, and 
radiological conditions were discussed with radiation protection personnel as required by the radiation work permit 
[H4a]. 
Inspection Report# : 2007005 (pdf)  

Public Radiation Safety 

Physical Protection 



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

Miscellaneous 
Last modified : June 05, 2008 



San Onofre 3 
2Q/2008 Plant Inspection Findings 

Initiating Events 

Significance:  Oct 11, 2007 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Ineffective Corrective Actions for Instrument Air Header Ruptures 
The inspectors reviewed a self-revealing Green finding involving ineffective corrective actions taken in response to 
site and industry operating experience with instrument air header ruptures. Specifically, contrary to Section 6.2.3 of 
Procedure SO-123-I-1.42, “Maintenance Division Experience Report,” Revision 0, the licensee failed to implement 
corrective actions to prevent recurrence for an equipment failure with the potential to cause a significant plant 
transient, and failed to appropriately consider previous industry and plant experience similar to the event. 
Additionally, licensee personnel failed to properly evaluate and take corrective actions based on industry operating 
experience through 2006 involving improperly made soldered joints in instrument air systems. As a result, an 
additional failure of an improperly made instrument air header joint occurred at SONGS on June 20, 2007. The 
licensee entered this issue in their corrective action program as Action Request AR 070600867.  
 
This finding was more than minor since it was associated with the equipment reliability attribute of the initiating 
events cornerstone and affected the cornerstone objective to limit the likelihood of events that upset plant stability and 
challenge critical safety functions. This finding required a Phase 2 analysis per the Manual Chapter 0609, 
“Significance Determination Process,” Phase 1 Worksheets since the loss of instrument air is a transient initiator 
resulting in the loss of the feedwater system which is part of the power conversion system which can be used to 
mitigate the consequences of an accident. Based on the results of the Phase 2 analysis and a subsequent Phase 3 
analysis, the finding was determined to be of very low safety significance (Green) because of the availability of the 
diverse auxiliary feedwater system and the ability of the operators to depressurize the steam generators and utilize the 
condensate system for heat removal. These results were evaluated by a senior reactor analyst. This finding has a 
crosscutting aspect in the area of problem identification and resolution associated with operating experience in that the 
licensee failed to effectively implement changes to station processes, procedures, and equipment in response to 
operating experience involving improperly made instrument air system joints [P.2(b)]. 
Inspection Report# : 2007013 (pdf)  

Significance:  Oct 11, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failured to Follow Abnormal Operating Instruction in Response to a Loss of Instrument Air 
The inspectors identified a Green noncited violation of Technical Specification 5.5.1.1 involving the failure to meet 
procedural requirements following a loss of instrument air. Specifically, operators failed to monitor nitrogen tank 
levels or take precautions for the possibility of oxygen-deficient areas in the plant following actuation of the low 
pressure backup nitrogen system. The licensee entered this issue in their corrective action program as Action Request 
AR 070700291.  
 
This finding was more than minor since it was associated with the human performance attribute of the initiating events 
cornerstone and affected the cornerstone objective to limit the likelihood of events that upset plant stability and 
challenge critical safety functions. This finding required a Phase 2 analysis in accordance with the Manual Chapter 
0609, “Significance Determination Process,” Phase 1 Worksheets since the loss of instrument air is a transient initiator 
resulting in the loss of the feedwater system which is part of the power conversion system which can be used to 
mitigate the consequences of an accident. Based on the results of the Phase 2 analysis, the finding was determined to 
be of very low safety significance because of the low likelihood of a complete loss of instrument air and the 
availability of the auxiliary feedwater system. The cause of this finding has a crosscutting aspect in the area of human 
performance associated with resources because licensee personnel were not adequately trained on the operation of the 
low pressure nitrogen system to effectively implement the abnormal operating instruction [H.2(b)]. 



Inspection Report# : 2007013 (pdf)  

Mitigating Systems 

Significance:  Jan 12, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Operability Procedure 
The inspectors identified a Green noncited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings,” for the failure of operations personnel to meet operability determination procedural 
requirements following unexplained load swings on Emergency Diesel Generator 3G002. Specifically, operations 
personnel failed to evaluate the operability of the diesel, per procedure, once a degrading condition had been 
identified. The licensee entered this issue in their corrective action program as Action Request AR 071201393.  
 
The inspectors determined that the failure to follow SONGS’s Procedure SO123 XV 52, Revision 7, “Functionality 
Assessments and Operability Determinations,” constituted a performance deficiency and a violation. The inspectors 
determined that the violation was more than minor because it is associated with the mitigating systems cornerstone 
attribute of human performance and it affected the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. The failure to identify the 
degraded condition associated with Emergency Diesel Generator 3G002 led to operation of Unit 3 with an inoperable 
diesel for approximately 9 days. Furthermore, the inspectors determined that the cause of the violation is related to the 
crosscutting area of problem identification and resolution because the licensee did not thoroughly evaluate the 
problem, including not properly classifying, prioritizing, and evaluating for operability a condition adverse to quality 
[P.1(c)].  
 
In accordance with Inspection Manual Chapter 0609, “Significance Determination  
Process,” Attachment 4, “Phase 1 – Initial Screening and Characterization of Findings,” the inspectors concluded the 
violation was of very low safety significance (Green) because it did not represent an actual loss of safety function of a 
single train for greater than its Technical Specification allowed outage time  
 
Inspection Report# : 2008006 (pdf)  

Significance:  Jan 12, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Surveillance Test Procedure 
The inspectors identified a Green noncited violation of Technical Specification 5.5.1.1 for an inadequate monthly 
Surveillance Test Procedure SO23-3-3.23, “Diesel Generator Monthly and Semi-Annual Testing,” Revision 30. The 
licensee failed to provide adequate guidance for evaluating momentary transients while performing emergency diesel 
generator surveillance testing. The licensee entered this issue in their corrective action program as Action Requests 
AR 071201393.  
 
The failure to have a proper procedure in place for emergency diesel generator surveillance testing was considered a 
performance deficiency. The inspectors determined that the violation was more than minor because it is associated 
with the mitigating systems cornerstone attribute of human performance and it affected the cornerstone objective of 
ensuring availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. The failure to fully understand the statement regarding momentary transients contributed to the delayed 
identification of a degraded condition associated with the Emergency Diesel Generator 3G002. The inspectors 
determined that the cause of the violation is related to the crosscutting area of human performance because operations 
personnel did not use conservation assumptions in decision making. Specifically, the operations personnel did not 
understand what the reference to momentary transients meant and failed to evaluate the statement in the procedure 
further in the face of uncertainty. The procedure indicated that momentary transients might be acceptable and 
operations personnel made the decision to accept the guidance without proper investigation [H.1(b)].  
 



In accordance with Inspection Manual Chapter 0609, “Significance Determination Process,” Attachment 4, “Phase 1 –
Initial Screening and Characterization of Findings,” the inspectors concluded the violation was of very low safety 
significance (Green) because it did not represent an actual loss of safety function of a single train for greater than its 
Technical Specification allowed outage time  
 
Inspection Report# : 2008006 (pdf)  

Significance:  Dec 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Implement Maintenance Rule Requirements for EDG AVRs 
Green. The inspectors identified a Green noncited violation of 10 CFR 50.65(a)(1) for the failure to include Units 2 
and 3 emergency diesel generator automatic voltage regulator deficiencies as functional failures in the maintenance 
rule program. The inspectors noted that the voltage regulator deficiencies should have placed the emergency diesel 
generators into maintenance rule 10 CFR 50.65(a)(1) status approximately six months after the failure occurred. This 
caused a lapse in the determination of appropriate system monitoring and goal setting to maintain system reliability. 
This issue was entered into the licensee's corrective action program as Action Request 070300161.  
 
The finding was determined to be more than minor because it was associated with the equipment performance 
attribute of the mitigating systems cornerstone and it affected the cornerstone objective by challenging the availability 
and capability of safety-related components. Based on the results of the Significance Determination Process Phase 1 
evaluation, the finding was determined to have very low safety significance because it did not result in an actual loss 
of a system safety function, a loss of a single train of safety equipment for greater than its technical specification 
allowed outage time, and did not screen as potentially risk significant due to seismic, flooding, or severe weather 
initiating events. This finding also had crosscutting aspects in the area of problem identification and resolution 
associated with the corrective action program (P.1(c)) because the licensee failed to thoroughly evaluate the cause and 
extent of condition of the failed EDG AVRs. 
Inspection Report# : 2007005 (pdf)  

Significance:  Dec 31, 2007 
Identified By: NRC 
Item Type: VIO Violation 
Failure to Prevent Recurrence of Premature Tripping of Square D Thermal Overloads 
Green. A self revealing Green violation of 10 CFR Part 50, Appendix B, Criterion XVI, was identified for the failure 
to prevent recurrence of premature tripping of Square D thermal overloads used for equipment protection on safety-
related equipment. The licensee failed to scope the thermal overloads associated with the Unit 3 saltwater cooling 
pump room because they had previously determined that it had sufficient margin such that it would not be susceptible 
to failure. The licensee has since replaced all 75 susceptible thermal overloads that were previously scoped out of the 
corrective action process. This issue was entered into the licensee's corrective action program as Action Request 
070800454.  
 
The finding was determined to be more than minor because it was associated with the equipment performance 
attribute of the mitigating systems cornerstone and it affected the cornerstone objective by challenging the availability 
and capability of safety-related components. The inspectors also noted that this a repetitive problem in implementing 
corrective actions. Based on the results of the Significance Determination Process Phase 1 evaluation, the finding was 
determined to have very low safety significance because it did not result in an actual loss of a system safety function, 
a loss of a single train of safety equipment for greater than its technical specification allowed outage time, and did not 
screen as potentially risk significant due to seismic, flooding, or severe weather initiating events. This finding also had 
crosscutting aspects in the area of problem identification and resolution associated with the corrective action program 
(P.1(c)) because the licensee failed to thoroughly evaluate the extent of condition of insufficient solder material on 
safety-related thermal overloads. 
Inspection Report# : 2007005 (pdf)  

Significance:  Oct 11, 2007 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 



Inadequate Evaluation Results in CCW Pump Runout 
A self-revealing, Green noncited violation of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” was 
identified when Unit 2 experienced a loss of instrument air due to the failure of a soldered joint. Specifically, the loss 
of instrument air resulted in component cooling water (CCW) Pump 024 being in a runout condition for 
approximately 75 minutes due to a previous system modification. The licensee entered this issue in their corrective 
action program as Action Requests AR 070700051 and 070600872.  
 
This finding was greater than minor because it was associated with the mitigating systems cornerstone attribute of 
design control and affected the associated cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. The finding did not affect the initiating 
events cornerstone functions of the component cooling water system because the condition would only have existed 
given a loss of instrument air initiator had already occurred. In accordance with NRC Inspection Manual Chapter 
0609, Appendix A, Phase 1 Worksheet, “Significance Determination Process (SDP) Phase 1 Screening Worksheet for 
the Initiating Events, Mitigating Systems, and Barriers Cornerstones,” this finding was determined to be of very low 
safety significance because the finding was a design deficiency confirmed not to result in a loss of operability per 
“Part 9900, Technical Guidance, Operability Determination Process for Operability and Functional Assessment.” 
Inspection Report# : 2007013 (pdf)  

Significance:  Oct 11, 2007 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Ineffective Corrective Actions for a Failed Control Room Annunciator 
The inspectors reviewed a self-revealing Green finding involving the failure to take effective corrective actions for a 
failed control room annunciator. Specifically, after the annunciator for actuation of the backup nitrogen supply to the 
instrument air system failed to function on demand on several occasions from 1994 through 2007, the corrective 
actions taken by the licensee to restore the annunciator to service were inadequate and narrowly focused. The 
annunciator subsequently failed to function during the loss of instrument air event on June 20, 2007. The licensee 
entered this issue in their corrective action program as Action Request AR 070601250.  
 
This finding was more than minor since it was associated with the human performance attribute of the initiating events 
cornerstone and affected the cornerstone objective to limit the likelihood of events that upset plant stability and 
challenge critical safety functions. This finding required a Phase 2 analysis in accordance with the Manual Chapter 
0609, “Significance Determination Process,” Phase 1 Worksheets since the loss of instrument air is a transient initiator 
resulting in the loss of the feedwater system which is part of the power conversion system which can be used to 
mitigate the consequences of an accident. Based on the results of the Phase 2 analysis, the finding was determined to 
be of very low safety significance because of the low likelihood of a complete loss of instrument air and the 
availability of the auxiliary feedwater system. This finding has a crosscutting aspect in the area of problem 
identification and resolution associated with the corrective action program in that the licensee failed to thoroughly 
evaluate the failed annunciator such that the resolution appropriately addressed the causes [P.1(c)]. 
Inspection Report# : 2007013 (pdf)  

Significance:  Oct 11, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedure for Loss of Instrument Air 
The inspectors identified a Green noncited violation of Technical Specification 5.5.1.1 involving the failure to 
maintain an adequate abnormal operating instruction for a loss of instrument air event. The licensee entered this issue 
in their corrective action program as Action Request AR 070801151.  
 
This finding was more than minor because it was associated with the procedure quality 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, in that a less than adequate abnormal operating procedure could have 
prevented operators from promptly tripping the reactor, allowing conditions to continue to degrade and resulting in a 
demand on the reactor protection system. Using the Significance Determination Process Phase 1 Screening Worksheet 
in Appendix A of Inspection Manual Chapter 0609, the inspectors determined this finding had very low safety 
significance because it did not result in an actual loss of safety function per “Part 9900, Technical Guidance, 
Operability Determination Process for Operability and Functional Assessment.” This finding has a crosscutting aspect 



in the area of human performance associated with resources in that the licensee failed to provide operators with 
complete, accurate, and up-to-date procedures [H.2(c)]. 
Inspection Report# : 2007013 (pdf)  

Significance:  Oct 11, 2007 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Simulator Incorrectly Modeled Plant Response to Loss of Instrument Air 
A self-revealing, Green noncited violation of 10 CFR Part 55.46(c)(1) was identified involving the licensee’s failure 
to incorporate a design change in modeling plant response for the plant-referenced simulator. Specifically, during 
operator training in the plant-referenced simulator, the controlled bleedoff valves for the reactor coolant pumps were 
modeled to fail closed on a loss of instrument air, whereas the valves in the plant remained open during an actual loss 
of instrument air event on June 20, 2007. The licensee entered this issue in their corrective action program as Action 
Requests AR 070600873 and 070900160.  
 
This finding was greater than minor because it was associated with the mitigating systems cornerstone attribute of 
human performance and affected the associated cornerstone objective to ensure the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. The inspectors evaluated 
this finding using the Appendix I, “Licensed Operator Requalification Significance Determination Process” 
worksheets of Manual Chapter 0609 because the finding is a requalification training issue related to simulator fidelity. 
The finding is of very low safety significance because the discrepancy did not have an adverse impact on operator 
actions such that safety related equipment was made inoperable during normal operations or in response to a plant 
transient. This finding has a crosscutting aspect in the area of human performance associated with resources in that the 
licensee did not provide operators with adequate facilities and equipment for use in operator training [H.2(d)]. 
Inspection Report# : 2007013 (pdf)  

Significance:  Oct 11, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure for an Impaired Annunciator 
The inspectors identified a Green noncited violation of Technical Specification 5.5.1.1 involving the failure to meet 
procedural requirements governing impaired annunciators. Specifically, after the identification of a failed annunciator, 
operators did not enter the annunciator in the failed annunciator log or mark the affected annunciator window with an 
annunciator compensatory action flag. The licensee entered this issue in their corrective action program as Action 
Request AR 070700291.  
 
This finding was more than minor since it was associated with the human performance attribute of the initiating events 
cornerstone and affected the cornerstone objective to limit the likelihood of events that upset plant stability and 
challenge critical safety functions. This finding required a Phase 2 analysis in accordance with the Manual Chapter 
0609, “Significance Determination Process,” Phase 1 Worksheets since the loss of instrument air is a transient initiator 
resulting in the loss of the feedwater system which is part of the power conversion system which can be used to 
mitigate the consequences of an accident. Based on the results of the Phase 2 analysis, the finding was determined to 
be of very low safety significance because of the low likelihood of a complete loss of instrument air and the 
availability of the auxiliary feedwater system. This finding has a crosscutting aspect in the area of human performance 
associated with resources because the operators were not sufficiently trained to consistently implement the 
annunciator operating procedure [H.2(b)]. 
Inspection Report# : 2007013 (pdf)  

Significance:  Oct 11, 2007 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Inadequate Implementation of Corrective Actions for Air Operated Valve Regulators 
A Green self-revealing finding was identified associated with the failure of the reactor coolant pump controlled bleed 
off valve to shut during a loss of instrument air event. The licensee failed to adequately implement corrective actions 
from previously evaluated industry operating experience for new valve regulators that were installed in the unit. The 
licensee entered this issue in their corrective action program as Action Request AR 070600873.  



 
The finding was greater than minor because it was associated with the mitigating systems cornerstone attribute of 
design control and affected the associated cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. Using Manual Chapter 0609, 
“Significance Determination Process,” Phase 1 Worksheet, the finding is determined to have very low safety 
significance because the condition only affected the mitigation systems cornerstone and it was confirmed not to result 
in loss of operability per “Part 9900, Technical guidance, Operability Determination Process for Operability and 
Functionality Assessment” 
Inspection Report# : 2007013 (pdf)  

Significance:  Sep 27, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Evaluate Operating Experience for Missing Nuts in 4kV Electrical Breakers 
The inspectors identified a noncited violation of 10 CFR 50, Appendix B, Criterion V (Procedures) for the failure to 
follow requirements for evaluating applicable 4 kV breaker operating experience. Engineers had inappropriately 
determined that operating experience related to loose and/or missing mechanism operated cell components, dated 
2003, was not applicable to San Onofre. Subsequently, a safety related 4 kV breaker (offsite power to 4 kV safety bus) 
malfunctioned because of a missing nut. In addition, following the breaker malfunction, the licensee’s extent of 
condition review was initially untimely and lacked rigor. After NRC prompting, other loose and missing fastening 
nuts were identified. This issue was entered into the licensee’s corrective action program as Action Request 
070601194.  
 
The finding was more than minor because it was associated with the equipment performance attribute of the 
mitigating systems cornerstone and it affected the cornerstone objective by reducing the availability, reliability, and 
capability of the electrical systems. Using the Manual Chapter 0609, “Significance Determination Process,” Phase 1 
worksheet, the finding had very low safety significance (Green) because it did not result in a loss of system safety 
function, a loss of a single train of safety equipment for greater than its technical specification allowed outage time, 
and did not screen as potentially risk significant due to seismic, flooding or severe weather initiating events. The cause
of the finding had a cross-cutting aspect in the area of problem identification and resolution, corrective action program 
component (P.1(c)) because of the poor extent of condition evaluation. 
Inspection Report# : 2007004 (pdf)  

Significance:  Sep 27, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate corrective Actions to Prevent Water Intrusion into auxiliary Feedwater Valve Cabinet 3MS4706 
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion XVI (Corrective Actions) for 
the failure to prevent the recurrence of a significant condition adverse to quality, water intrusion into auxiliary 
feedwater electrical Cabinet 3MS4706. In the most recent event, the water rendered Valve 3HV4706 (auxiliary 
feedwater turbine driven pump to steam Generator 3E089 discharge valve) inoperable. Several previous occurrences 
of water intrusion were identified in the 1990s, including one instance where a valve contactor was significantly 
corroded. This issue was entered into the licensee’s corrective action program as Action Request 070701029.  
 
The finding was more than minor because it was associated with the equipment performance and external factors 
attributes of the mitigating systems cornerstone and it affected the cornerstone objective by reducing the availability, 
reliability, and capability of the auxiliary feedwater system. Using the Manual Chapter 0609, “Significance 
Determination Process,” Phase 1 worksheet, the finding had very low safety significance (Green) because it did not 
result in a loss of system safety function, a loss of a single train of safety equipment for greater than its technical 
specification allowed outage time, and did not screen as potentially risk significant due to seismic, flooding or severe 
weather initiating events. 
Inspection Report# : 2007004 (pdf)  

Barrier Integrity 



Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Dec 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow a Radiation Exposure Permit Requirement 
Green. The inspector reviewed a self-revealing noncited violation of Technical Specification 5.5.1.1 when a worker 
failed to follow radiation work permit instructions. On July 14, 2007, after completing a pre-job site review, a worker 
proceeded to verify work authorization boundaries in Unit 3, Room 209, without contacting radiation protection for 
current radiological conditions and discussing the work scope and locations as required by the radiation work permit. 
The worker approached Valve S31902MU012 and received a dose rate alarm. The maximum dose rate levels in the 
area were 30 millirem per hour on contact with the piping system and 12 millirem per hour at 30 centimeters. The 
licensee’s corrective actions were to coach the worker and to develop and implement a mechanism to communicate 
associated boundary walk downs in maintenance orders.  
 
The failure to follow a radiation work permit instruction is a performance deficiency. This finding is greater than 
minor because it is associated with one of the cornerstone attributes (exposure control) and affected the Occupational 
Radiation Safety cornerstone objective, in that workers not following their radiation work permit does not ensure 
adequate protection of the worker health and safety from additional personnel exposure. The finding was determined 
to be of very low safety significance because it did not involve: (1) ALARA planning and controls, (2) an 
overexposure, (3) a substantial potential for overexposure, or (4) an impaired ability to assess dose. Further, this 
finding had a human performance cross-cutting aspect in the work practices component because the workers did not 
use human error prevention techniques, such as self checking, to ensure the full work scope, locations, and 
radiological conditions were discussed with radiation protection personnel as required by the radiation work permit 
[H4a]. 
Inspection Report# : 2007005 (pdf)  

Public Radiation Safety 

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

Miscellaneous 
Last modified : August 29, 2008 



San Onofre 3 
3Q/2008 Plant Inspection Findings 

Initiating Events 

Significance:  Aug 26, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure to Move Fuel in the Spent Fuel Pool 
Two examples of a self-revealing noncited violation of 10 CFR 50, Appendix B, Criterion V, were identified for the failure of engineering 
personnel to follow procedures for the movement of nuclear fuel in the spent fuel pool. Specifically, on July 3, 2008, and again on August 26, 
2008, spent fuel assemblies were placed into storage locations that were different than the evaluated and approved locations specified on 
Procedure SO23-X-7.2, Attachment 4. This finding was entered into the licensee’s corrective action program as Nuclear Notification 
200116680.  
 
The finding is greater than minor because it would become a more significant safety concern if left uncorrected in that nuclear fuel could be 
inadvertently placed in an unanalyzed location. Manual Chapter 0609, Appendix M, “Significance Determination Process Using Qualitative 
Criteria,” was used since the Significance Determination Process methods and tools were not adequate to determine the significance of the 
finding. This finding affects the initiating events cornerstone and is determined to have very low safety significance by NRC management 
review because the incorrect fuel storage locations were determined to be acceptable storage locations for the fuel assemblies in question. 
This finding has a crosscutting aspect in the area of human performance associated with work practices because engineering personnel failed 
to use human error prevention techniques commensurate with the risk of the assigned task, such that work activities were performed safely.  
 
Inspection Report# : 2008004 (pdf)  

Significance:  Apr 03, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Pressurizer Pressure Transient due to Inadequate Maintenance Procedure. 
A self-revealing noncited violation of Technical Specification 5.5.1.1 was identified for the failure of maintenance personnel to have adequate 
procedures in place to ensure troubleshooting associated with proportional heater Bank 3E123 would not adversely impact plant stability. 
Specifically, on April 3, 2008, lifting of an electrical lead during the troubleshooting process caused the proportional heater bank to be 
energized, which resulted in a pressurizer pressure transient. This finding was entered into the licensee’s corrective action program as Action 
Request 080400170.  
 
The finding is greater than minor because it affected the procedure quality attribute of the Initiating Events Cornerstone and affected the 
cornerstone objective to limit the likelihood of those events that upset plant stability and challenge critical safety functions during shutdown, 
as well as power operations. Using Manual Chapter 0609, “Significance Determination Process,” Phase 1 Worksheets, the finding is 
determined to have very low safety significance because it did not contribute to both the increased likelihood of a reactor trip and increased 
likelihood that mitigating systems will not be available. The finding has a crosscutting aspect in the area of human performance associated 
with work control because the licensee did not incorporate actions to address operational impact of work activities [H.3.(b)].  
 
Inspection Report# : 2008003 (pdf)  

Significance:  Oct 11, 2007 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Ineffective Corrective Actions for Instrument Air Header Ruptures 
The inspectors reviewed a self-revealing Green finding involving ineffective corrective actions taken in response to site and industry 
operating experience with instrument air header ruptures. Specifically, contrary to Section 6.2.3 of Procedure SO-123-I-1.42, “Maintenance 
Division Experience Report,” Revision 0, the licensee failed to implement corrective actions to prevent recurrence for an equipment failure 
with the potential to cause a significant plant transient, and failed to appropriately consider previous industry and plant experience similar to 
the event. Additionally, licensee personnel failed to properly evaluate and take corrective actions based on industry operating experience 
through 2006 involving improperly made soldered joints in instrument air systems. As a result, an additional failure of an improperly made 
instrument air header joint occurred at SONGS on June 20, 2007. The licensee entered this issue in their corrective action program as Action 
Request AR 070600867.  
 
This finding was more than minor since it was associated with the equipment reliability attribute of the initiating events cornerstone and 
affected the cornerstone objective to limit the likelihood of events that upset plant stability and challenge critical safety functions. This 



finding required a Phase 2 analysis per the Manual Chapter 0609, “Significance Determination Process,” Phase 1 Worksheets since the loss of 
instrument air is a transient initiator resulting in the loss of the feedwater system which is part of the power conversion system which can be 
used to mitigate the consequences of an accident. Based on the results of the Phase 2 analysis and a subsequent Phase 3 analysis, the finding 
was determined to be of very low safety significance (Green) because of the availability of the diverse auxiliary feedwater system and the 
ability of the operators to depressurize the steam generators and utilize the condensate system for heat removal. These results were evaluated 
by a senior reactor analyst. This finding has a crosscutting aspect in the area of problem identification and resolution associated with 
operating experience in that the licensee failed to effectively implement changes to station processes, procedures, and equipment in response 
to operating experience involving improperly made instrument air system joints [P.2(b)]. 
Inspection Report# : 2007013 (pdf)  

Significance:  Oct 11, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failured to Follow Abnormal Operating Instruction in Response to a Loss of Instrument Air 
The inspectors identified a Green noncited violation of Technical Specification 5.5.1.1 involving the failure to meet procedural requirements 
following a loss of instrument air. Specifically, operators failed to monitor nitrogen tank levels or take precautions for the possibility of 
oxygen-deficient areas in the plant following actuation of the low pressure backup nitrogen system. The licensee entered this issue in their 
corrective action program as Action Request AR 070700291.  
 
This finding was more than minor since it was associated with the human performance attribute of the initiating events cornerstone and 
affected the cornerstone objective to limit the likelihood of events that upset plant stability and challenge critical safety functions. This 
finding required a Phase 2 analysis in accordance with the Manual Chapter 0609, “Significance Determination Process,” Phase 1 Worksheets 
since the loss of instrument air is a transient initiator resulting in the loss of the feedwater system which is part of the power conversion 
system which can be used to mitigate the consequences of an accident. Based on the results of the Phase 2 analysis, the finding was 
determined to be of very low safety significance because of the low likelihood of a complete loss of instrument air and the availability of the 
auxiliary feedwater system. The cause of this finding has a crosscutting aspect in the area of human performance associated with resources 
because licensee personnel were not adequately trained on the operation of the low pressure nitrogen system to effectively implement the 
abnormal operating instruction [H.2(b)]. 
Inspection Report# : 2007013 (pdf)  

Mitigating Systems 

Significance:  Jun 18, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Air Supply Equalizing Valve Not Secured Closed Due To Failure To Follow Procedure 
The inspectors identified a noncited violation of Technical Specification 5.5.1.1 for the failure of operations personnel to follow Procedure 
SO23-2-8.1,“Saltwater Cooling System Alignments,” Revision 7. Specifically, on June 17, 2008, inspectors identified air equalizing supply 
Valve HV6200 not secured closed, contrary to procedural requirements. These valves were required to be secured closed as a corrective 
action to Apparent Cause Evaluation 060100377. This finding was entered into the licensee’s corrective action program as Nuclear 
Notification 200038227.  
 
The finding is greater than minor because it would become a more significant safety concern if left uncorrected, in that air equalizing supply 
valves could be inadvertently opened rendering their associated air-operated valves unable to perform their safety function. The finding 
affected the Mitigating Systems Cornerstone. Using Manual Chapter 0609 “Significance Determination Process,” Phase 1 Worksheets, the 
finding is determined to have very low safety significance because it did not result in the actual loss of system safety function. The finding 
has a crosscutting aspect in the area of problem identification and resolution associated with the corrective action program, because the 
licensee did not thoroughly evaluate problems such that resolutions address causes and extent of condition [P.1(c)].  
 
Inspection Report# : 2008003 (pdf)  

Significance:  Jun 03, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Component Cooling Water heat exchanger not operable due to Inadequate Maintenance Procedure. 
The inspectors identified a noncited violation of Technical Specification 5.5.1.1 for the failure of maintenance personnel to have adequate 
procedures in place to ensure maintenance associated with a saltwater cooling isolation butterfly valve would not adversely impact the 
availability or operability of the component cooling water heat exchanger. Specifically, on January 8, 2008, inadequate procedures resulted in 
the failure to properly install butterfly Valve 2HCV6510. Additionally, the postmaintenance testing procedure was not adequate to verify the 
proper function of the valve prior to its return to service. This finding was entered into the licensee’s corrective action program as Action 



Request 0806000104.  
 
The finding is greater than minor because the degraded saltwater cooling valve is associated with the equipment performance attribute of the 
Mitigating Systems Cornerstone and affects the associated cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. Using the Manual Chapter 0609, “Significance Determination 
Process,” Phase 1 Worksheets, the finding is determined to have very low safety significance because the finding did not result in a loss of 
safety function of component cooling water Train A for greater than the Technical Specification allowed outage time. This finding has a 
crosscutting aspect in the area of human performance associated with resources because the licensee did not have complete, accurate, and up-
to-date procedures [H.2(c)]. 
Inspection Report# : 2008003 (pdf)  

Significance:  Jan 12, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Operability Procedure 
The inspectors identified a Green noncited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” 
for the failure of operations personnel to meet operability determination procedural requirements following unexplained load swings on 
Emergency Diesel Generator 3G002. Specifically, operations personnel failed to evaluate the operability of the diesel, per procedure, once a 
degrading condition had been identified. The licensee entered this issue in their corrective action program as Action Request AR 071201393. 
 
The inspectors determined that the failure to follow SONGS’s Procedure SO123 XV 52, Revision 7, “Functionality Assessments and 
Operability Determinations,” constituted a performance deficiency and a violation. The inspectors determined that the violation was more 
than minor because it is associated with the mitigating systems cornerstone attribute of human performance and it affected the cornerstone 
objective of ensuring the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. The failure to identify the degraded condition associated with Emergency Diesel Generator 3G002 led to operation of Unit 3 
with an inoperable diesel for approximately 9 days. Furthermore, the inspectors determined that the cause of the violation is related to the 
crosscutting area of problem identification and resolution because the licensee did not thoroughly evaluate the problem, including not 
properly classifying, prioritizing, and evaluating for operability a condition adverse to quality [P.1(c)].  
 
In accordance with Inspection Manual Chapter 0609, “Significance Determination  
Process,” Attachment 4, “Phase 1 – Initial Screening and Characterization of Findings,” the inspectors concluded the violation was of very 
low safety significance (Green) because it did not represent an actual loss of safety function of a single train for greater than its Technical 
Specification allowed outage time  
 
Inspection Report# : 2008006 (pdf)  

Significance:  Jan 12, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Surveillance Test Procedure 
The inspectors identified a Green noncited violation of Technical Specification 5.5.1.1 for an inadequate monthly Surveillance Test Procedure 
SO23-3-3.23, “Diesel Generator Monthly and Semi-Annual Testing,” Revision 30. The licensee failed to provide adequate guidance for 
evaluating momentary transients while performing emergency diesel generator surveillance testing. The licensee entered this issue in their 
corrective action program as Action Requests AR 071201393.  
 
The failure to have a proper procedure in place for emergency diesel generator surveillance testing was considered a performance deficiency. 
The inspectors determined that the violation was more than minor because it is associated with the mitigating systems cornerstone attribute of 
human performance and it affected the cornerstone objective of ensuring availability, reliability, and capability of systems that respond to 
initiating events to prevent undesirable consequences. The failure to fully understand the statement regarding momentary transients 
contributed to the delayed identification of a degraded condition associated with the Emergency Diesel Generator 3G002. The inspectors 
determined that the cause of the violation is related to the crosscutting area of human performance because operations personnel did not use 
conservation assumptions in decision making. Specifically, the operations personnel did not understand what the reference to momentary 
transients meant and failed to evaluate the statement in the procedure further in the face of uncertainty. The procedure indicated that 
momentary transients might be acceptable and operations personnel made the decision to accept the guidance without proper investigation 
[H.1(b)].  
 
In accordance with Inspection Manual Chapter 0609, “Significance Determination Process,” Attachment 4, “Phase 1 – Initial Screening and 
Characterization of Findings,” the inspectors concluded the violation was of very low safety significance (Green) because it did not represent 
an actual loss of safety function of a single train for greater than its Technical Specification allowed outage time  
 
Inspection Report# : 2008006 (pdf)  

Significance:  Dec 31, 2007 



Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Implement Maintenance Rule Requirements for EDG AVRs 
Green. The inspectors identified a Green noncited violation of 10 CFR 50.65(a)(1) for the failure to include Units 2 and 3 emergency diesel 
generator automatic voltage regulator deficiencies as functional failures in the maintenance rule program. The inspectors noted that the 
voltage regulator deficiencies should have placed the emergency diesel generators into maintenance rule 10 CFR 50.65(a)(1) status 
approximately six months after the failure occurred. This caused a lapse in the determination of appropriate system monitoring and goal 
setting to maintain system reliability. This issue was entered into the licensee's corrective action program as Action Request 070300161.  
 
The finding was determined to be more than minor because it was associated with the equipment performance attribute of the mitigating 
systems cornerstone and it affected the cornerstone objective by challenging the availability and capability of safety-related components. 
Based on the results of the Significance Determination Process Phase 1 evaluation, the finding was determined to have very low safety 
significance because it did not result in an actual loss of a system safety function, a loss of a single train of safety equipment for greater than 
its technical specification allowed outage time, and did not screen as potentially risk significant due to seismic, flooding, or severe weather 
initiating events. This finding also had crosscutting aspects in the area of problem identification and resolution associated with the corrective 
action program (P.1(c)) because the licensee failed to thoroughly evaluate the cause and extent of condition of the failed EDG AVRs. 
Inspection Report# : 2007005 (pdf)  

Significance:  Dec 31, 2007 
Identified By: NRC 
Item Type: VIO Violation 
Failure to Prevent Recurrence of Premature Tripping of Square D Thermal Overloads 
Green. A self revealing Green violation of 10 CFR Part 50, Appendix B, Criterion XVI, was identified for the failure to prevent recurrence of 
premature tripping of Square D thermal overloads used for equipment protection on safety-related equipment. The licensee failed to scope the 
thermal overloads associated with the Unit 3 saltwater cooling pump room because they had previously determined that it had sufficient 
margin such that it would not be susceptible to failure. The licensee has since replaced all 75 susceptible thermal overloads that were 
previously scoped out of the corrective action process. This issue was entered into the licensee's corrective action program as Action Request 
070800454.  
 
The finding was determined to be more than minor because it was associated with the equipment performance attribute of the mitigating 
systems cornerstone and it affected the cornerstone objective by challenging the availability and capability of safety-related components. The 
inspectors also noted that this a repetitive problem in implementing corrective actions. Based on the results of the Significance Determination 
Process Phase 1 evaluation, the finding was determined to have very low safety significance because it did not result in an actual loss of a 
system safety function, a loss of a single train of safety equipment for greater than its technical specification allowed outage time, and did not 
screen as potentially risk significant due to seismic, flooding, or severe weather initiating events. This finding also had crosscutting aspects in 
the area of problem identification and resolution associated with the corrective action program (P.1(c)) because the licensee failed to 
thoroughly evaluate the extent of condition of insufficient solder material on safety-related thermal overloads. 
Inspection Report# : 2007005 (pdf)  

Significance:  Oct 11, 2007 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Evaluation Results in CCW Pump Runout 
A self-revealing, Green noncited violation of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” was identified when Unit 2 
experienced a loss of instrument air due to the failure of a soldered joint. Specifically, the loss of instrument air resulted in component cooling 
water (CCW) Pump 024 being in a runout condition for approximately 75 minutes due to a previous system modification. The licensee 
entered this issue in their corrective action program as Action Requests AR 070700051 and 070600872.  
 
This finding was greater than minor because it was associated with the mitigating systems cornerstone attribute of design control and affected 
the associated cornerstone objective to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences. The finding did not affect the initiating events cornerstone functions of the component cooling water system 
because the condition would only have existed given a loss of instrument air initiator had already occurred. In accordance with NRC 
Inspection Manual Chapter 0609, Appendix A, Phase 1 Worksheet, “Significance Determination Process (SDP) Phase 1 Screening Worksheet 
for the Initiating Events, Mitigating Systems, and Barriers Cornerstones,” this finding was determined to be of very low safety significance 
because the finding was a design deficiency confirmed not to result in a loss of operability per “Part 9900, Technical Guidance, Operability 
Determination Process for Operability and Functional Assessment.” 
Inspection Report# : 2007013 (pdf)  

Significance:  Oct 11, 2007 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Ineffective Corrective Actions for a Failed Control Room Annunciator 
The inspectors reviewed a self-revealing Green finding involving the failure to take effective corrective actions for a failed control room 



annunciator. Specifically, after the annunciator for actuation of the backup nitrogen supply to the instrument air system failed to function on 
demand on several occasions from 1994 through 2007, the corrective actions taken by the licensee to restore the annunciator to service were 
inadequate and narrowly focused. The annunciator subsequently failed to function during the loss of instrument air event on June 20, 2007. 
The licensee entered this issue in their corrective action program as Action Request AR 070601250.  
 
This finding was more than minor since it was associated with the human performance attribute of the initiating events cornerstone and 
affected the cornerstone objective to limit the likelihood of events that upset plant stability and challenge critical safety functions. This 
finding required a Phase 2 analysis in accordance with the Manual Chapter 0609, “Significance Determination Process,” Phase 1 Worksheets 
since the loss of instrument air is a transient initiator resulting in the loss of the feedwater system which is part of the power conversion 
system which can be used to mitigate the consequences of an accident. Based on the results of the Phase 2 analysis, the finding was 
determined to be of very low safety significance because of the low likelihood of a complete loss of instrument air and the availability of the 
auxiliary feedwater system. This finding has a crosscutting aspect in the area of problem identification and resolution associated with the 
corrective action program in that the licensee failed to thoroughly evaluate the failed annunciator such that the resolution appropriately 
addressed the causes [P.1(c)]. 
Inspection Report# : 2007013 (pdf)  

Significance:  Oct 11, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedure for Loss of Instrument Air 
The inspectors identified a Green noncited violation of Technical Specification 5.5.1.1 involving the failure to maintain an adequate abnormal 
operating instruction for a loss of instrument air event. The licensee entered this issue in their corrective action program as Action Request 
AR 070801151.  
 
This finding was more than minor because it was associated with the procedure quality 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, in that a less 
than adequate abnormal operating procedure could have prevented operators from promptly tripping the reactor, allowing conditions to 
continue to degrade and resulting in a demand on the reactor protection system. Using the Significance Determination Process Phase 1 
Screening Worksheet in Appendix A of Inspection Manual Chapter 0609, the inspectors determined this finding had very low safety 
significance because it did not result in an actual loss of safety function per “Part 9900, Technical Guidance, Operability Determination 
Process for Operability and Functional Assessment.” This finding has a crosscutting aspect in the area of human performance associated with 
resources in that the licensee failed to provide operators with complete, accurate, and up-to-date procedures [H.2(c)]. 
Inspection Report# : 2007013 (pdf)  

Significance:  Oct 11, 2007 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Simulator Incorrectly Modeled Plant Response to Loss of Instrument Air 
A self-revealing, Green noncited violation of 10 CFR Part 55.46(c)(1) was identified involving the licensee’s failure to incorporate a design 
change in modeling plant response for the plant-referenced simulator. Specifically, during operator training in the plant-referenced simulator, 
the controlled bleedoff valves for the reactor coolant pumps were modeled to fail closed on a loss of instrument air, whereas the valves in the 
plant remained open during an actual loss of instrument air event on June 20, 2007. The licensee entered this issue in their corrective action 
program as Action Requests AR 070600873 and 070900160.  
 
This finding was greater than minor because it was associated with the mitigating systems cornerstone attribute of human performance and 
affected the associated cornerstone objective to ensure the availability, reliability, and capability of systems that respond to initiating events to 
prevent undesirable consequences. The inspectors evaluated this finding using the Appendix I, “Licensed Operator Requalification 
Significance Determination Process” worksheets of Manual Chapter 0609 because the finding is a requalification training issue related to 
simulator fidelity. The finding is of very low safety significance because the discrepancy did not have an adverse impact on operator actions 
such that safety related equipment was made inoperable during normal operations or in response to a plant transient. This finding has a 
crosscutting aspect in the area of human performance associated with resources in that the licensee did not provide operators with adequate 
facilities and equipment for use in operator training [H.2(d)]. 
Inspection Report# : 2007013 (pdf)  

Significance:  Oct 11, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure for an Impaired Annunciator 
The inspectors identified a Green noncited violation of Technical Specification 5.5.1.1 involving the failure to meet procedural requirements 
governing impaired annunciators. Specifically, after the identification of a failed annunciator, operators did not enter the annunciator in the 
failed annunciator log or mark the affected annunciator window with an annunciator compensatory action flag. The licensee entered this issue 
in their corrective action program as Action Request AR 070700291.  
 



This finding was more than minor since it was associated with the human performance attribute of the initiating events cornerstone and 
affected the cornerstone objective to limit the likelihood of events that upset plant stability and challenge critical safety functions. This 
finding required a Phase 2 analysis in accordance with the Manual Chapter 0609, “Significance Determination Process,” Phase 1 Worksheets 
since the loss of instrument air is a transient initiator resulting in the loss of the feedwater system which is part of the power conversion 
system which can be used to mitigate the consequences of an accident. Based on the results of the Phase 2 analysis, the finding was 
determined to be of very low safety significance because of the low likelihood of a complete loss of instrument air and the availability of the 
auxiliary feedwater system. This finding has a crosscutting aspect in the area of human performance associated with resources because the 
operators were not sufficiently trained to consistently implement the annunciator operating procedure [H.2(b)]. 
Inspection Report# : 2007013 (pdf)  

Significance:  Oct 11, 2007 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Inadequate Implementation of Corrective Actions for Air Operated Valve Regulators 
A Green self-revealing finding was identified associated with the failure of the reactor coolant pump controlled bleed off valve to shut during 
a loss of instrument air event. The licensee failed to adequately implement corrective actions from previously evaluated industry operating 
experience for new valve regulators that were installed in the unit. The licensee entered this issue in their corrective action program as Action 
Request AR 070600873.  
 
The finding was greater than minor because it was associated with the mitigating systems cornerstone attribute of design control and affected 
the associated cornerstone objective to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences. Using Manual Chapter 0609, “Significance Determination Process,” Phase 1 Worksheet, the finding is determined 
to have very low safety significance because the condition only affected the mitigation systems cornerstone and it was confirmed not to result 
in loss of operability per “Part 9900, Technical guidance, Operability Determination Process for Operability and Functionality Assessment” 
Inspection Report# : 2007013 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Dec 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow a Radiation Exposure Permit Requirement 
Green. The inspector reviewed a self-revealing noncited violation of Technical Specification 5.5.1.1 when a worker failed to follow radiation 
work permit instructions. On July 14, 2007, after completing a pre-job site review, a worker proceeded to verify work authorization 
boundaries in Unit 3, Room 209, without contacting radiation protection for current radiological conditions and discussing the work scope 
and locations as required by the radiation work permit. The worker approached Valve S31902MU012 and received a dose rate alarm. The 
maximum dose rate levels in the area were 30 millirem per hour on contact with the piping system and 12 millirem per hour at 30 centimeters. 
The licensee’s corrective actions were to coach the worker and to develop and implement a mechanism to communicate associated boundary 
walk downs in maintenance orders.  
 
The failure to follow a radiation work permit instruction is a performance deficiency. This finding is greater than minor because it is 
associated with one of the cornerstone attributes (exposure control) and affected the Occupational Radiation Safety cornerstone objective, in 
that workers not following their radiation work permit does not ensure adequate protection of the worker health and safety from additional 
personnel exposure. The finding was determined to be of very low safety significance because it did not involve: (1) ALARA planning and 
controls, (2) an overexposure, (3) a substantial potential for overexposure, or (4) an impaired ability to assess dose. Further, this finding had a 
human performance cross-cutting aspect in the work practices component because the workers did not use human error prevention techniques, 
such as self checking, to ensure the full work scope, locations, and radiological conditions were discussed with radiation protection personnel 
as required by the radiation work permit [H4a]. 
Inspection Report# : 2007005 (pdf)  



Public Radiation Safety 

Physical Protection 

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

Miscellaneous 

Last modified : November 26, 2008 



San Onofre 3 
4Q/2008 Plant Inspection Findings 

Initiating Events 

Significance:  Sep 11, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions for Reactivity Events 
The team identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion XVI, "Corrective Actions," for the 
failure of operations management, operations training, and engineering to ensure that conditions adverse to quality are 
promptly identified and corrected. Specifically, multiple reactivity excursions occurred in the plant over the past two 
years, where corrective actions have been ineffective at addressing blended flow evolutions. The licensee has entered 
this into their corrective action program as Notifications NN 200062659 (addresses procedure change) and NN 
200006366 (addresses common cause evaluation).  
 
The finding is more than minor because it is associated with the initiating events cornerstone (human performance 
attribute) and affects the associated cornerstone objective to limit the likelihood of those events that upset plant 
stability and challenge the critical safety functions during shutdown as well as power operations. If left uncorrected, 
the conditions would continue to contribute to additional operator errors or significantly impact the operator’s ability 
to perform blended flow evolutions. Using the Inspection Manual Chapter 0609, "Significance Determination 
Process," Phase 1 Worksheets, the finding is determined to have very low safety significance (Green) because it did 
not contribute to both the likelihood of a reactor trip and the likelihood that mitigating equipment or functions will not 
be available. This finding has a crosscutting aspect in the area of problem identification and resolution associated with 
the corrective action program because the licensee did not thoroughly evaluate problems such that resolutions address 
causes and extent of condition [P.1(c)] (Section 4OA2).  
 
Inspection Report# : 2008010 (pdf)  

Significance:  Aug 26, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure to Move Fuel in the Spent Fuel Pool 
Two examples of a self-revealing noncited violation of 10 CFR 50, Appendix B, Criterion V, were identified for the 
failure of engineering personnel to follow procedures for the movement of nuclear fuel in the spent fuel pool. 
Specifically, on July 3, 2008, and again on August 26, 2008, spent fuel assemblies were placed into storage locations 
that were different than the evaluated and approved locations specified on Procedure SO23-X-7.2, Attachment 4. This 
finding was entered into the licensee’s corrective action program as Nuclear Notification 200116680.  
 
The finding is greater than minor because it would become a more significant safety concern if left uncorrected in that 
nuclear fuel could be inadvertently placed in an unanalyzed location. Manual Chapter 0609, Appendix M, 
“Significance Determination Process Using Qualitative Criteria,” was used since the Significance Determination 
Process methods and tools were not adequate to determine the significance of the finding. This finding affects the 
initiating events cornerstone and is determined to have very low safety significance by NRC management review 
because the incorrect fuel storage locations were determined to be acceptable storage locations for the fuel assemblies 
in question. This finding has a crosscutting aspect in the area of human performance associated with work practices 
because engineering personnel failed to use human error prevention techniques commensurate with the risk of the 
assigned task, such that work activities were performed safely [H.4(a)].  
 
Inspection Report# : 2008004 (pdf)  



Significance:  Apr 03, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Pressurizer Pressure Transient due to Inadequate Maintenance Procedure. 
A self-revealing noncited violation of Technical Specification 5.5.1.1 was identified for the failure of maintenance 
personnel to have adequate procedures in place to ensure troubleshooting associated with proportional heater Bank 
3E123 would not adversely impact plant stability. Specifically, on April 3, 2008, lifting of an electrical lead during the 
troubleshooting process caused the proportional heater bank to be energized, which resulted in a pressurizer pressure 
transient. This finding was entered into the licensee’s corrective action program as Action Request 080400170.  
 
The finding is greater than minor because it affected the procedure quality attribute of the Initiating Events 
Cornerstone and affected the cornerstone objective to limit the likelihood of those events that upset plant stability and 
challenge critical safety functions during shutdown, as well as power operations. Using Manual Chapter 0609, 
“Significance Determination Process,” Phase 1 Worksheets, the finding is determined to have very low safety 
significance because it did not contribute to both the increased likelihood of a reactor trip and increased likelihood that 
mitigating systems will not be available. The finding has a crosscutting aspect in the area of human performance 
associated with work control because the licensee did not incorporate actions to address operational impact of work 
activities [H.3.(b)].  
 
Inspection Report# : 2008003 (pdf)  

Significance:  Mar 25, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Implementation of Risk Assessment and Risk Management Actions for Emergent Work Activities
The team identified a Green noncited violation of 10 CFR Part 50.65(a)(4) involving the failure to adequately assess 
the increase in risk and effectively implement risk mitigation actions for emergent maintenance activities. 
Specifically, on March 25 and March 26, 2008, the licensee failed to consider the risk associated with the increased 
likelihood of an initiating event during emergent work on energized safety-related 125 Vdc battery breakers. This 
issue was entered into the licensee’s corrective action program as Nuclear Notification 200196248.  
 
This finding is greater than minor because the licensee’s risk assessment failed to consider that the maintenance 
activities on the 125 Vdc breakers could increase the likelihood of initiating events. The finding is of very low safety 
significance based on a senior reactor analyst bounding risk estimation that assuming the performance deficiency 
resulted in operating the plant in an elevated risk configuration during emergent maintenance activities for a 24-hour 
period. The finding has a crosscutting aspect in the area of human performance associated with resources for the 
failure to provide appropriate risk management tools by maintaining complete, accurate, and up-to-date procedures 
[H.2(c)] (Sections 2.1.4 and 3.4).  
 
Inspection Report# : 2008013 (pdf)  

Mitigating Systems 

Significance:  Dec 31, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Justify Longer Completion Schedule for Degraded Equipment 
The inspectors identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures 
and Drawings,” for the failure of work control personnel to resolve degraded or nonconforming conditions at the first 
available opportunity or appropriately justify a longer completion schedule, as required by procedure. Specifically, 
work control personnel failed to follow their process to provide documented justification for equipment related 



degraded conditions not resolved within the current refueling cycle. After the conclusion of the Unit 3 refueling 
outage, the licensee completed the documentation to justify longer completion schedules for the degraded or 
nonconforming conditions. This finding was entered into the licensee’s corrective action program as Nuclear 
Notification 200247395.  
The finding is greater than minor because routinely failing to implement timely corrective action for degraded safety-
related equipment would result in more significant consequences. The finding affected the mitigating systems 
cornerstone. Using the Manual Chapter 0609, "Significance Determination Process," Phase 1 Worksheets, the finding 
is determined to have very low safety significance because it was not a design or qualification deficiency, did not 
result in a loss of safety function, and did not screen as potentially risk significant due to external events. The finding 
has a crosscutting aspect in the area of problem identification and resolution associated with corrective action program 
because work control personnel failed to thoroughly evaluate problems, including classifying and prioritizing 
conditions adverse to quality [P.1(c)].  
 
Inspection Report# : 2008005 (pdf)  

Significance:  Oct 22, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Implement Operability Determination Process 
The team identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion V, "Instructions, Procedures and 
Drawings," for the failure of operations personnel to follow procedures and adequately evaluate a degraded condition. 
Specifically, on August 5, 2007, operations personnel failed to properly evaluate a degraded relay that affected the 
operability of the Unit 3 Train A emergency diesel generator. This issue was entered into the licensee’s corrective 
action program as Nuclear Notification 200146292. The licensee began performing a failure analysis on the relay and 
initiated an apparent cause evaluation for this relay failure.  
 
The performance deficiency associated with the finding was the failure of operations personnel to adequately 
implement the operability determination process. The finding was more than minor because it is associated with the 
equipment performance attribute of the mitigating systems cornerstone and affects the associated cornerstone 
objective to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences. Using the Manual Chapter 0609.04, "Phase 1 – Initial Screening and Characterization of 
Findings," the finding was determined to have a very low safety significance because it did not result in an actual loss 
of system safety function, did not result in a loss of a single train of safety equipment for greater than its technical 
specification allowed outage time, and did not screen as potentially risk significant due to seismic, flooding, or severe 
weather initiating events. The finding had a cross-cutting aspect in the area of human performance associated with 
decision-making because the licensee failed to use conservative assumptions for operability decision-making when 
evaluating a degraded and nonconforming condition [H.1(b)].  
 
Inspection Report# : 2008012 (pdf)  

Significance:  Oct 22, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Auxiliary Feedwater Pump Room Heat Load Analysis 
The team identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion III, "Design Control," for the 
failure of engineering personnel to ensure the auxiliary feedwater pump room heat load calculation was adequate. 
Specifically, since initial plant construction, engineering personnel failed to consider the impact to the auxiliary 
feedwater pump room’s heat load design basis calculation for the most limiting scenario, in which all auxiliary 
feedwater pumps in the room have started and are running with only one emergency room cooler available. This issue 
was entered into the licensee’s corrective action program as Nuclear Notification 200149442. The licensee plans to 
perform a revised auxiliary feedwater pump room heat load analysis.  
 
The performance deficiency associated with this finding was the failure of engineering personnel to include the proper 
heat load scenarios and use of realistic assumptions for a design basis calculation. The finding was more than minor 



because it affected the design control attribute of the mitigating systems cornerstone and affected the objective to 
ensure the reliability and capability of systems that respond to initiating events to prevent undesirable consequences. 
Using the Manual Chapter 0609.04, "Phase 1 – Initial Screening and Characterization of Findings," the finding was 
determined to have a very low safety significance because it did not result in an actual loss of system safety function, 
did not result in a loss of a single train of safety equipment for greater than its technical specification allowed outage 
time, and did not screen as potentially risk significant due to seismic, flooding, or severe weather initiating events. 
This finding was evaluated as not having a cross-cutting aspect because the performance deficiency was not indicative 
of current performance.  
 
Inspection Report# : 2008012 (pdf)  

Significance:  Sep 11, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedures for 480 VAC System Grounds 
The team identified a noncited violation of Technical Specification 5.5.1.a for inadequate procedures for 480 Volts 
Alternating Current system grounds. Specifically, the procedures do not identify the deleterious effects of 480 Volts 
Alternating Current system grounds on connected equipment, or the proper sense of urgency in removing grounds. 
Due to inadequate procedures for alarm response and abnormal operations, the licensee was slow in responding to a 
ground alarm on Bus 3B04 in March of 2008. It took 19 hours to identify and remove the ground. This indicated a 
routine, rather than a prompt response and may have exposed connected equipment to overvoltage for an 
unnecessarily long period of time. The licensee has entered this into their corrective action program as Notifications 
NN 200057494 (addresses trending of ground faults) and NN 200057495 (addresses procedure change).  
 
This finding was more than minor because the procedure deficiency affected the mitigating system cornerstone 
objective (procedure quality attribute) of ensuring availability, reliability, and capability of systems needed to respond 
to initiating events to prevent undesired consequences. Using the Inspection Manual Chapter 0609, "Significance 
Determination Process," Phase 1 Worksheets, the finding is determined to have very low safety significance (Green) 
because the finding was not a design or qualification deficiency, did not result in a loss of safety function, and did not 
screen as potentially risk significant due to external events. This finding was reviewed for cross-cutting aspects and 
none were identified (Section 1R21.2.16.1).  
 
Inspection Report# : 2008010 (pdf)  

Significance:  Sep 03, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control for Design Basis of Component Cooling Water Heat Exchangers 
The team identified a noncited violation of 10 CFR 50, Appendix B, Criterion III, "Design Control," for failure to 
ensure that plant conditions were consistent with design calculation inputs and assumptions (rate of established 
component cooling water heat exchanger tube plugging). Specifically, there were no procedures to verify that the 
periodic heat treatments of the intake tunnel and intake structure were effective and that the population of shells 
available for plugging the component cooling water heat exchangers was consistent with the historical data used to 
develop the engineering calculation and operating instruction curves. As a result, the design basis calculation and 
operating instructions did not ensure the capability of the heat exchangers to perform their design function during 
anomalous conditions. The licensee has entered this into their corrective action program as Notification NN 
200006369.  
 
This finding is more than minor in that the performance of the component cooling water heat exchangers is essential 
in protecting the mitigating systems cornerstone objective (design control and equipment performance attributes) of 
ensuring the availability, reliability, and capability of systems needed to mitigate the consequences of an accident. 
Specifically, the existing design analyses did not adequately demonstrate that the component cooling water heat 
exchangers would perform adequately in the event of anomalous tube plugging events and plant procedures did not 
ensure that these anomalous events would be detected and mitigated prior to the heat exchangers being plugged. These 



deficiencies represented reasonable doubt regarding the operability of the component cooling water heat exchangers. 
Using the Inspection Manual Chapter 0609, "Significance Determination Process," Phase 1 Worksheets, the finding is 
determined to have very low safety significance (Green) because the deficiency did not result in a loss of safety 
function of component cooling water Train A for greater than the Technical Specification allowed outage time. Train 
B was not adversely affected by this event. This finding was reviewed for cross-cutting aspects and none were 
identified since the performance deficiency is long standing and is not indicative of current licensee performance 
(Section 1R21.2.11)  
 
Inspection Report# : 2008010 (pdf)  

Significance:  Sep 03, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control for 125VDC Control Circuits 
The team identified a noncited violation of 10 CFR 50, Appendix B, Criterion III, "Design Control," for failure to 
properly analyze voltage drop in 125 Volts Direct Current control circuits. Specifically, the licensee failed to consider 
and analyze the voltage drop that occurs in control circuit elements such as cables, relay contacts, and fuses that could 
result in considerably lower voltage at the devices than is available at the corresponding distribution panels. The 
licensee has entered this into their corrective action program as Notifications NN 200051692 and NN 200059581.  
 
This finding is more than minor because it is associated with the mitigating systems cornerstone objective (design 
control attribute) of ensuring the availability and reliability of safety systems, and closely parallels Inspection Manual 
Chapter 0612, Appendix E, Example 3.j, in that there was reasonable doubt regarding the capability of the 125 Volts 
Direct Current system to perform its intended function pending reanalysis. Using the Inspection Manual Chapter 
0609, "Significance Determination Process," Phase 1 Worksheets, the finding is determined to have very low safety 
significance (Green) because the 125 Volts Direct Current system was determined to have sufficient voltage margin to 
accommodate the additional voltage drop in the circuit elements that had not been considered. This finding was 
reviewed for cross-cutting aspects and none were identified (Section 1R21.2.14.1)  
 
Inspection Report# : 2008010 (pdf)  

Significance:  Jun 18, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Air Supply Equalizing Valve Not Secured Closed Due To Failure To Follow Procedure 
The inspectors identified a noncited violation of Technical Specification 5.5.1.1 for the failure of operations personnel 
to follow Procedure SO23-2-8.1,“Saltwater Cooling System Alignments,” Revision 7. Specifically, on June 17, 2008, 
inspectors identified air equalizing supply Valve HV6200 not secured closed, contrary to procedural requirements. 
These valves were required to be secured closed as a corrective action to Apparent Cause Evaluation 060100377. This 
finding was entered into the licensee’s corrective action program as Nuclear Notification 200038227.  
 
The finding is greater than minor because it would become a more significant safety concern if left uncorrected, in 
that air equalizing supply valves could be inadvertently opened rendering their associated air-operated valves unable 
to perform their safety function. The finding affected the Mitigating Systems Cornerstone. Using Manual Chapter 
0609 “Significance Determination Process,” Phase 1 Worksheets, the finding is determined to have very low safety 
significance because it did not result in the actual loss of system safety function. The finding has a crosscutting aspect 
in the area of problem identification and resolution associated with the corrective action program, because the licensee 
did not thoroughly evaluate problems such that resolutions address causes and extent of condition [P.1(c)].  
 
Inspection Report# : 2008003 (pdf)  

Significance:  Jun 03, 2008 
Identified By: NRC 



Item Type: NCV NonCited Violation 
Component Cooling Water heat exchanger not operable due to Inadequate Maintenance Procedure. 
The inspectors identified a noncited violation of Technical Specification 5.5.1.1 for the failure of maintenance 
personnel to have adequate procedures in place to ensure maintenance associated with a saltwater cooling isolation 
butterfly valve would not adversely impact the availability or operability of the component cooling water heat 
exchanger. Specifically, on January 8, 2008, inadequate procedures resulted in the failure to properly install butterfly 
Valve 2HCV6510. Additionally, the postmaintenance testing procedure was not adequate to verify the proper function 
of the valve prior to its return to service. This finding was entered into the licensee’s corrective action program as 
Action Request 0806000104.  
 
The finding is greater than minor because the degraded saltwater cooling valve is associated with the equipment 
performance attribute of the Mitigating Systems Cornerstone and affects the associated cornerstone objective to 
ensure the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. Using the Manual Chapter 0609, “Significance Determination Process,” Phase 1 Worksheets, the 
finding is determined to have very low safety significance because the finding did not result in a loss of safety 
function of component cooling water Train A for greater than the Technical Specification allowed outage time. This 
finding has a crosscutting aspect in the area of human performance associated with resources because the licensee did 
not have complete, accurate, and up-to-date procedures [H.2(c)]. 
Inspection Report# : 2008003 (pdf)  

Significance:  Apr 01, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Promptly Identify and Correct Condition Adverse to Quality 
The team identified a Green noncited violation of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Actions,” 
for the licensee’s failure to establish measures to assure that deficient electrical connections were promptly identified 
and corrected. The licensees measures were not adequate to assure that a long standing degraded electrical connection 
was identified for correction during three inspection opportunities associated with safety-related Breaker 3BD21, 
“Diesel Radiator Fan 3E550 Feeder Breaker,” that occurred between June 2005 and April 2008. This issue was 
entered into the licensee’s corrective action program as Nuclear Notification 200047962.  
 
The finding is greater than minor because it is associated with the equipment performance attribute of the mitigating 
systems cornerstone and affects the associated cornerstone objective to ensure the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. Using the Manual Chapter 
0609, “Significance Determination Process,” Phase 1 Worksheets, the finding is determined to have very low safety 
significance because the condition did not represent an actual loss of safety function of a single train for greater than 
its technical specification allowed outage time, and did not represent an actual loss of one or more risk-significant 
non-technical specification trains of equipment for greater than 24 hours. This finding has a crosscutting aspect in the 
area of problem identification and resolution associated with corrective action program because the licensee failed to 
thoroughly evaluate problems such that the resolutions address causes and extent of conditions. This includes properly 
classifying, prioritizing, and evaluating for operability and reportability conditions adverse to quality. This also 
includes, for significant problems, conducting effectiveness reviews of corrective actions to ensure that the problems 
are resolved [P.1(c)] (Section 3.7).  
 
Inspection Report# : 2008013 (pdf)  

Significance:  Mar 25, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Lack of Written Procedures for a Loss of 125 Vdc Bus 
The team identified a Green noncited violation of Technical Specification 5.5.1.1 for the failure to establish written 
procedures for a loss or degradation of a safety-related electrical power source. Specifically, no procedural guidance 
was provided to operations personnel to combat and recover from a loss or degradation of a Class 1E 125 Vdc bus. 
This issue was entered into the licensee’s corrective action program as Nuclear Notifications 20060584 and 



200196248.  
 
The finding is greater than minor because it is associated with the procedure quality attribute of the mitigating systems 
cornerstone and affects the associated cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. Using the Manual Chapter 0609, 
"Significance Determination Process," Phase 1 Worksheets, the finding is determined to have very low safety 
significance because it was not a design or qualification deficiency, did not result in a loss of safety function, and did 
not screen as potentially risk significant due to external events. This finding was reviewed for crosscutting aspects and 
none were identified (Section 3.8).  
 
Inspection Report# : 2008013 (pdf)  

Significance:  Jan 12, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Operability Procedure 
The inspectors identified a Green noncited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings,” for the failure of operations personnel to meet operability determination procedural 
requirements following unexplained load swings on Emergency Diesel Generator 3G002. Specifically, operations 
personnel failed to evaluate the operability of the diesel, per procedure, once a degrading condition had been 
identified. The licensee entered this issue in their corrective action program as Action Request AR 071201393.  
 
The inspectors determined that the failure to follow SONGS’s Procedure SO123-XV-52, Revision 7, “Functionality 
Assessments and Operability Determinations,” constituted a performance deficiency and a violation. The inspectors 
determined that the violation was more than minor because it is associated with the mitigating systems cornerstone 
attribute of human performance and it affected the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. The failure to identify the 
degraded condition associated with Emergency Diesel Generator 3G002 led to operation of Unit 3 with an inoperable 
diesel for approximately 9 days. Furthermore, the inspectors determined that the cause of the violation is related to the 
crosscutting area of problem identification and resolution because the licensee did not thoroughly evaluate the 
problem, including not properly classifying, prioritizing, and evaluating for operability a condition adverse to quality 
[P.1(c)].  
 
In accordance with Inspection Manual Chapter 0609, “Significance Determination  
Process,” Attachment 4, “Phase 1 – Initial Screening and Characterization of Findings,” the inspectors concluded the 
violation was of very low safety significance (Green) because it did not represent an actual loss of safety function of a 
single train for greater than its Technical Specification allowed outage time  
 
Inspection Report# : 2008006 (pdf)  

Significance:  Jan 12, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Surveillance Test Procedure 
The inspectors identified a Green noncited violation of Technical Specification 5.5.1.1 for an inadequate monthly 
Surveillance Test Procedure SO23-3-3.23, “Diesel Generator Monthly and Semi-Annual Testing,” Revision 30. The 
licensee failed to provide adequate guidance for evaluating momentary transients while performing emergency diesel 
generator surveillance testing. The licensee entered this issue in their corrective action program as Action Requests 
AR 071201393.  
 
The failure to have a proper procedure in place for emergency diesel generator surveillance testing was considered a 
performance deficiency. The inspectors determined that the violation was more than minor because it is associated 
with the mitigating systems cornerstone attribute of human performance and it affected the cornerstone objective of 
ensuring availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 



consequences. The failure to fully understand the statement regarding momentary transients contributed to the delayed 
identification of a degraded condition associated with the Emergency Diesel Generator 3G002. The inspectors 
determined that the cause of the violation is related to the crosscutting area of human performance because operations 
personnel did not use conservation assumptions in decision making. Specifically, the operations personnel did not 
understand what the reference to momentary transients meant and failed to evaluate the statement in the procedure 
further in the face of uncertainty. The procedure indicated that momentary transients might be acceptable and 
operations personnel made the decision to accept the guidance without proper investigation [H.1(b)].  
 
In accordance with Inspection Manual Chapter 0609, “Significance Determination Process,” Attachment 4, “Phase 1 –
Initial Screening and Characterization of Findings,” the inspectors concluded the violation was of very low safety 
significance (Green) because it did not represent an actual loss of safety function of a single train for greater than its 
Technical Specification allowed outage time  
 
Inspection Report# : 2008006 (pdf)  

Significance:  Dec 31, 2007 
Identified By: NRC 
Item Type: VIO Violation 
Failure to Prevent Recurrence of Premature Tripping of Square D Thermal Overloads 
Green. A self revealing Green violation of 10 CFR Part 50, Appendix B, Criterion XVI, was identified for the failure 
to prevent recurrence of premature tripping of Square D thermal overloads used for equipment protection on safety-
related equipment. The licensee failed to scope the thermal overloads associated with the Unit 3 saltwater cooling 
pump room because they had previously determined that it had sufficient margin such that it would not be susceptible 
to failure. The licensee has since replaced all 75 susceptible thermal overloads that were previously scoped out of the 
corrective action process. This issue was entered into the licensee's corrective action program as Action Request 
070800454.  
 
The finding was determined to be more than minor because it was associated with the equipment performance 
attribute of the mitigating systems cornerstone and it affected the cornerstone objective by challenging the availability 
and capability of safety-related components. The inspectors also noted that this a repetitive problem in implementing 
corrective actions. Based on the results of the Significance Determination Process Phase 1 evaluation, the finding was 
determined to have very low safety significance because it did not result in an actual loss of a system safety function, 
a loss of a single train of safety equipment for greater than its technical specification allowed outage time, and did not 
screen as potentially risk significant due to seismic, flooding, or severe weather initiating events. This finding also had 
crosscutting aspects in the area of problem identification and resolution associated with the corrective action program 
(P.1(c)) because the licensee failed to thoroughly evaluate the extent of condition of insufficient solder material on 
safety-related thermal overloads. 
Inspection Report# : 2007005 (pdf)  

Barrier Integrity 

Significance:  Dec 31, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Procedure Implementation for Corrective Action on Degraded Source Handling Tool 
A self-revealing Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, 
and Drawings,” was identified because Nuclear Fuel Services personnel did not properly implement procedural 
controls to adequately evaluate or repair a degraded source handling tool used in the spent fuel pool. An approved 
work plan was not used to modify the tool and the tool was returned to service in a degraded condition. Subsequently, 
on November 7, 2008, while moving a source element to its designated storage location, the neutron source slipped 
out of the tool and fell such that the bottom of the source element contacted the top of a spent fuel assembly. This 
finding was entered into the licensee’s corrective action program as Nuclear Notification 200204667. 



The finding is more than minor because if left uncorrected the performance of repairs without proper procedures or 
evaluations has the potential to lead to a more significant safety concern when critical tools are returned to service in a 
degraded condition. Degraded tools used in the spent fuel pool have the potential to adversely impact reactor safety 
barrier integrity because of potential damage to spent fuel assemblies or radioactive neutron source elements. Manual 
Chapter 0609, Appendix M, “Significance Determination Process Using Qualitative Criteria,” is used since the 
Significance Determination Process Appendix G methods and tools are not adequate to determine the significance of 
fuel handling findings. This finding affects the barrier integrity cornerstone and was determined to have very low 
safety significance by NRC management review because the deficiency did not cause actual degradation of fuel. The 
finding has a crosscutting aspect in the area of problem identification and resolution associated with corrective action 
program because Nuclear Fuel Services personnel did not thoroughly evaluate problems such that the resolution 
address causes and extent of condition associated with a degraded source handling tool [P.1(c)].  
 
Inspection Report# : 2008005 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

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

Initiating Events 

Significance:  Sep 11, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions for Reactivity Events 
The team identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion XVI, "Corrective Actions," for the 
failure of operations management, operations training, and engineering to ensure that conditions adverse to quality are 
promptly identified and corrected. Specifically, multiple reactivity excursions occurred in the plant over the past two 
years, where corrective actions have been ineffective at addressing blended flow evolutions. The licensee has entered 
this into their corrective action program as Notifications NN 200062659 (addresses procedure change) and NN 
200006366 (addresses common cause evaluation).  
 
The finding is more than minor because it is associated with the initiating events cornerstone (human performance 
attribute) and affects the associated cornerstone objective to limit the likelihood of those events that upset plant 
stability and challenge the critical safety functions during shutdown as well as power operations. If left uncorrected, 
the conditions would continue to contribute to additional operator errors or significantly impact the operator’s ability 
to perform blended flow evolutions. Using the Inspection Manual Chapter 0609, "Significance Determination 
Process," Phase 1 Worksheets, the finding is determined to have very low safety significance (Green) because it did 
not contribute to both the likelihood of a reactor trip and the likelihood that mitigating equipment or functions will not 
be available. This finding has a crosscutting aspect in the area of problem identification and resolution associated with 
the corrective action program because the licensee did not thoroughly evaluate problems such that resolutions address 
causes and extent of condition [P.1(c)] (Section 4OA2).  
 
Inspection Report# : 2008010 (pdf)  

Significance:  Aug 26, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure to Move Fuel in the Spent Fuel Pool 
Two examples of a self-revealing noncited violation of 10 CFR 50, Appendix B, Criterion V, were identified for the 
failure of engineering personnel to follow procedures for the movement of nuclear fuel in the spent fuel pool. 
Specifically, on July 3, 2008, and again on August 26, 2008, spent fuel assemblies were placed into storage locations 
that were different than the evaluated and approved locations specified on Procedure SO23-X-7.2, Attachment 4. This 
finding was entered into the licensee’s corrective action program as Nuclear Notification 200116680.  
 
The finding is greater than minor because it would become a more significant safety concern if left uncorrected in that 
nuclear fuel could be inadvertently placed in an unanalyzed location. Manual Chapter 0609, Appendix M, 
“Significance Determination Process Using Qualitative Criteria,” was used since the Significance Determination 
Process methods and tools were not adequate to determine the significance of the finding. This finding affects the 
initiating events cornerstone and is determined to have very low safety significance by NRC management review 
because the incorrect fuel storage locations were determined to be acceptable storage locations for the fuel assemblies 
in question. This finding has a crosscutting aspect in the area of human performance associated with work practices 
because engineering personnel failed to use human error prevention techniques commensurate with the risk of the 
assigned task, such that work activities were performed safely [H.4(a)].  
 
Inspection Report# : 2008004 (pdf)  



Significance:  Apr 03, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Pressurizer Pressure Transient due to Inadequate Maintenance Procedure. 
A self-revealing noncited violation of Technical Specification 5.5.1.1 was identified for the failure of maintenance 
personnel to have adequate procedures in place to ensure troubleshooting associated with proportional heater Bank 
3E123 would not adversely impact plant stability. Specifically, on April 3, 2008, lifting of an electrical lead during the 
troubleshooting process caused the proportional heater bank to be energized, which resulted in a pressurizer pressure 
transient. This finding was entered into the licensee’s corrective action program as Action Request 080400170.  
 
The finding is greater than minor because it affected the procedure quality attribute of the Initiating Events 
Cornerstone and affected the cornerstone objective to limit the likelihood of those events that upset plant stability and 
challenge critical safety functions during shutdown, as well as power operations. Using Manual Chapter 0609, 
“Significance Determination Process,” Phase 1 Worksheets, the finding is determined to have very low safety 
significance because it did not contribute to both the increased likelihood of a reactor trip and increased likelihood that 
mitigating systems will not be available. The finding has a crosscutting aspect in the area of human performance 
associated with work control because the licensee did not incorporate actions to address operational impact of work 
activities [H.3.(b)].  
 
Inspection Report# : 2008003 (pdf)  

Mitigating Systems 

Significance:  Mar 17, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Inspect Scaffolding in Safety-Related Areas 
The inspectors identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, 
and Drawings,” for the failure of maintenance personnel to properly install and inspect scaffolding in safety-related 
areas in accordance with written procedural requirements. Four instances were found where the minimum separation 
distance between a scaffold and safety-related components was less than the minimum allowed by procedure and an 
approved engineering evaluation to justify the deviation was not performed. The licensee evaluated the scaffolds and 
modified them as necessary. This finding was entered into the licensee’s corrective action program as Nuclear 
Notification 200356209.  
 
The finding is greater than minor because if left uncorrected, it would have the potential to lead to a more significant 
safety concern. The inspectors concluded this finding was associated with the Mitigation Systems Cornerstone. Using 
the Manual Chapter 0609, “Significance Determination Process,” Phase 1 Worksheets, the finding is determined to 
have very low safety significance because the finding did not affect both trains of any single mitigating system or 
represent an actual loss of a safety function. This finding has a crosscutting aspect in the area of human performance 
associated with work practices because the licensee did not utilize appropriate human performance techniques to 
ensure that scaffold construction was performed safely [H.4(a)] (Section 1R18). 
Inspection Report# : 2009002 (pdf)  

Significance:  Dec 31, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Justify Longer Completion Schedule for Degraded Equipment 
The inspectors identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures 
and Drawings,” for the failure of work control personnel to resolve degraded or nonconforming conditions at the first 
available opportunity or appropriately justify a longer completion schedule, as required by procedure. Specifically, 



work control personnel failed to follow their process to provide documented justification for equipment related 
degraded conditions not resolved within the current refueling cycle. After the conclusion of the Unit 3 refueling 
outage, the licensee completed the documentation to justify longer completion schedules for the degraded or 
nonconforming conditions. This finding was entered into the licensee’s corrective action program as Nuclear 
Notification 200247395.  
The finding is greater than minor because routinely failing to implement timely corrective action for degraded safety-
related equipment would result in more significant consequences. The finding affected the mitigating systems 
cornerstone. Using the Manual Chapter 0609, "Significance Determination Process," Phase 1 Worksheets, the finding 
is determined to have very low safety significance because it was not a design or qualification deficiency, did not 
result in a loss of safety function, and did not screen as potentially risk significant due to external events. The finding 
has a crosscutting aspect in the area of problem identification and resolution associated with corrective action program 
because work control personnel failed to thoroughly evaluate problems, including classifying and prioritizing 
conditions adverse to quality [P.1(c)].  
 
Inspection Report# : 2008005 (pdf)  

Significance:  Dec 09, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Follow Procedures when Performing Maintenance on the Auxiliary Feedwater System 
A self-revealing non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures and 
Drawings,” was identified for the failure of maintenance personnel to follow maintenance order instructions to fully 
remove fuses to establish conditions necessary to perform valve testing on the auxiliary feedwater system. Instead of 
removing the fuse entirely from the fuse holder, maintenance personnel only removed one side of the fuse and left the 
other side inserted. This inappropriate maintenance practice caused plastic deformation on the associated side of the 
fuse holder, which impacted the design configuration of the auxiliary feedwater control system, and its ability to 
perform its required design function under all design basis accident conditions. This finding was entered into the 
licensee’s corrective action program as Nuclear Notification 200253911.  
 
The finding is greater than minor because it is associated with the configuration control attribute of the Mitigating 
Systems Cornerstone and affects the cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. The inspectors evaluated the issue using 
the Significance Determination Process (SDP) Phase 1 Screening Worksheet for the Initiating Events, Mitigating 
Systems, and Barriers Cornerstones provided in Manual Chapter 0609, Attachment 4, "Phase 1 – Initial Screening and 
Characterization of Findings.” The inspectors determined that this finding represented a loss of the system safety 
function for the ability to provide secondary heat removal during a station blackout. This required that a Phase 2 
estimation be completed. Because the Phase 2 assumptions significantly overestimated the risk related to this finding, 
the senior reactor analyst conducted a Phase 3 evaluation to provide a best-estimate risk assessment. The analyst 
calculated that a total ?CDF of 4.4 x 10 7, therefore this finding is of very low risk significance (Green). The finding 
has a crosscutting aspect in the area of human performance associated with work practices because maintenance 
personnel did not comply with expectations regarding procedural compliance to follow the procedure as written 
without deviating from its intent [H.4(b)] (Section 1R12). 
Inspection Report# : 2009002 (pdf)  

Significance:  Oct 22, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Implement Operability Determination Process 
The team identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion V, "Instructions, Procedures and 
Drawings," for the failure of operations personnel to follow procedures and adequately evaluate a degraded condition. 
Specifically, on August 5, 2007, operations personnel failed to properly evaluate a degraded relay that affected the 
operability of the Unit 3 Train A emergency diesel generator. This issue was entered into the licensee’s corrective 
action program as Nuclear Notification 200146292. The licensee began performing a failure analysis on the relay and 
initiated an apparent cause evaluation for this relay failure. 



 
The performance deficiency associated with the finding was the failure of operations personnel to adequately 
implement the operability determination process. The finding was more than minor because it is associated with the 
equipment performance attribute of the mitigating systems cornerstone and affects the associated cornerstone 
objective to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences. Using the Manual Chapter 0609.04, "Phase 1 – Initial Screening and Characterization of 
Findings," the finding was determined to have a very low safety significance because it did not result in an actual loss 
of system safety function, did not result in a loss of a single train of safety equipment for greater than its technical 
specification allowed outage time, and did not screen as potentially risk significant due to seismic, flooding, or severe 
weather initiating events. The finding had a cross-cutting aspect in the area of human performance associated with 
decision-making because the licensee failed to use conservative assumptions for operability decision-making when 
evaluating a degraded and nonconforming condition [H.1(b)].  
 
Inspection Report# : 2008012 (pdf)  

Significance:  Oct 22, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Auxiliary Feedwater Pump Room Heat Load Analysis 
The team identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion III, "Design Control," for the 
failure of engineering personnel to ensure the auxiliary feedwater pump room heat load calculation was adequate. 
Specifically, since initial plant construction, engineering personnel failed to consider the impact to the auxiliary 
feedwater pump room’s heat load design basis calculation for the most limiting scenario, in which all auxiliary 
feedwater pumps in the room have started and are running with only one emergency room cooler available. This issue 
was entered into the licensee’s corrective action program as Nuclear Notification 200149442. The licensee plans to 
perform a revised auxiliary feedwater pump room heat load analysis.  
 
The performance deficiency associated with this finding was the failure of engineering personnel to include the proper 
heat load scenarios and use of realistic assumptions for a design basis calculation. The finding was more than minor 
because it affected the design control attribute of the mitigating systems cornerstone and affected the objective to 
ensure the reliability and capability of systems that respond to initiating events to prevent undesirable consequences. 
Using the Manual Chapter 0609.04, "Phase 1 – Initial Screening and Characterization of Findings," the finding was 
determined to have a very low safety significance because it did not result in an actual loss of system safety function, 
did not result in a loss of a single train of safety equipment for greater than its technical specification allowed outage 
time, and did not screen as potentially risk significant due to seismic, flooding, or severe weather initiating events. 
This finding was evaluated as not having a cross-cutting aspect because the performance deficiency was not indicative 
of current performance.  
 
Inspection Report# : 2008012 (pdf)  

Significance:  Sep 11, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedures for 480 VAC System Grounds 
The team identified a noncited violation of Technical Specification 5.5.1.a for inadequate procedures for 480 Volts 
Alternating Current system grounds. Specifically, the procedures do not identify the deleterious effects of 480 Volts 
Alternating Current system grounds on connected equipment, or the proper sense of urgency in removing grounds. 
Due to inadequate procedures for alarm response and abnormal operations, the licensee was slow in responding to a 
ground alarm on Bus 3B04 in March of 2008. It took 19 hours to identify and remove the ground. This indicated a 
routine, rather than a prompt response and may have exposed connected equipment to overvoltage for an 
unnecessarily long period of time. The licensee has entered this into their corrective action program as Notifications 
NN 200057494 (addresses trending of ground faults) and NN 200057495 (addresses procedure change).  
 
This finding was more than minor because the procedure deficiency affected the mitigating system cornerstone 



objective (procedure quality attribute) of ensuring availability, reliability, and capability of systems needed to respond 
to initiating events to prevent undesired consequences. Using the Inspection Manual Chapter 0609, "Significance 
Determination Process," Phase 1 Worksheets, the finding is determined to have very low safety significance (Green) 
because the finding was not a design or qualification deficiency, did not result in a loss of safety function, and did not 
screen as potentially risk significant due to external events. This finding was reviewed for cross-cutting aspects and 
none were identified (Section 1R21.2.16.1).  
 
Inspection Report# : 2008010 (pdf)  

Significance:  Sep 03, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control for Design Basis of Component Cooling Water Heat Exchangers 
The team identified a noncited violation of 10 CFR 50, Appendix B, Criterion III, "Design Control," for failure to 
ensure that plant conditions were consistent with design calculation inputs and assumptions (rate of established 
component cooling water heat exchanger tube plugging). Specifically, there were no procedures to verify that the 
periodic heat treatments of the intake tunnel and intake structure were effective and that the population of shells 
available for plugging the component cooling water heat exchangers was consistent with the historical data used to 
develop the engineering calculation and operating instruction curves. As a result, the design basis calculation and 
operating instructions did not ensure the capability of the heat exchangers to perform their design function during 
anomalous conditions. The licensee has entered this into their corrective action program as Notification NN 
200006369.  
 
This finding is more than minor in that the performance of the component cooling water heat exchangers is essential 
in protecting the mitigating systems cornerstone objective (design control and equipment performance attributes) of 
ensuring the availability, reliability, and capability of systems needed to mitigate the consequences of an accident. 
Specifically, the existing design analyses did not adequately demonstrate that the component cooling water heat 
exchangers would perform adequately in the event of anomalous tube plugging events and plant procedures did not 
ensure that these anomalous events would be detected and mitigated prior to the heat exchangers being plugged. These 
deficiencies represented reasonable doubt regarding the operability of the component cooling water heat exchangers. 
Using the Inspection Manual Chapter 0609, "Significance Determination Process," Phase 1 Worksheets, the finding is 
determined to have very low safety significance (Green) because the deficiency did not result in a loss of safety 
function of component cooling water Train A for greater than the Technical Specification allowed outage time. Train 
B was not adversely affected by this event. This finding was reviewed for cross-cutting aspects and none were 
identified since the performance deficiency is long standing and is not indicative of current licensee performance 
(Section 1R21.2.11)  
 
Inspection Report# : 2008010 (pdf)  

Significance:  Sep 03, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control for 125VDC Control Circuits 
The team identified a noncited violation of 10 CFR 50, Appendix B, Criterion III, "Design Control," for failure to 
properly analyze voltage drop in 125 Volts Direct Current control circuits. Specifically, the licensee failed to consider 
and analyze the voltage drop that occurs in control circuit elements such as cables, relay contacts, and fuses that could 
result in considerably lower voltage at the devices than is available at the corresponding distribution panels. The 
licensee has entered this into their corrective action program as Notifications NN 200051692 and NN 200059581.  
 
This finding is more than minor because it is associated with the mitigating systems cornerstone objective (design 
control attribute) of ensuring the availability and reliability of safety systems, and closely parallels Inspection Manual 
Chapter 0612, Appendix E, Example 3.j, in that there was reasonable doubt regarding the capability of the 125 Volts 
Direct Current system to perform its intended function pending reanalysis. Using the Inspection Manual Chapter 
0609, "Significance Determination Process," Phase 1 Worksheets, the finding is determined to have very low safety 



significance (Green) because the 125 Volts Direct Current system was determined to have sufficient voltage margin to 
accommodate the additional voltage drop in the circuit elements that had not been considered. This finding was 
reviewed for cross-cutting aspects and none were identified (Section 1R21.2.14.1)  
 
Inspection Report# : 2008010 (pdf)  

Significance:  Jun 18, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Air Supply Equalizing Valve Not Secured Closed Due To Failure To Follow Procedure 
The inspectors identified a noncited violation of Technical Specification 5.5.1.1 for the failure of operations personnel 
to follow Procedure SO23-2-8.1,“Saltwater Cooling System Alignments,” Revision 7. Specifically, on June 17, 2008, 
inspectors identified air equalizing supply Valve HV6200 not secured closed, contrary to procedural requirements. 
These valves were required to be secured closed as a corrective action to Apparent Cause Evaluation 060100377. This 
finding was entered into the licensee’s corrective action program as Nuclear Notification 200038227.  
 
The finding is greater than minor because it would become a more significant safety concern if left uncorrected, in 
that air equalizing supply valves could be inadvertently opened rendering their associated air-operated valves unable 
to perform their safety function. The finding affected the Mitigating Systems Cornerstone. Using Manual Chapter 
0609 “Significance Determination Process,” Phase 1 Worksheets, the finding is determined to have very low safety 
significance because it did not result in the actual loss of system safety function. The finding has a crosscutting aspect 
in the area of problem identification and resolution associated with the corrective action program, because the licensee 
did not thoroughly evaluate problems such that resolutions address causes and extent of condition [P.1(c)].  
 
Inspection Report# : 2008003 (pdf)  

Significance:  Jun 03, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Component Cooling Water heat exchanger not operable due to Inadequate Maintenance Procedure. 
The inspectors identified a noncited violation of Technical Specification 5.5.1.1 for the failure of maintenance 
personnel to have adequate procedures in place to ensure maintenance associated with a saltwater cooling isolation 
butterfly valve would not adversely impact the availability or operability of the component cooling water heat 
exchanger. Specifically, on January 8, 2008, inadequate procedures resulted in the failure to properly install butterfly 
Valve 2HCV6510. Additionally, the postmaintenance testing procedure was not adequate to verify the proper function 
of the valve prior to its return to service. This finding was entered into the licensee’s corrective action program as 
Action Request 0806000104.  
 
The finding is greater than minor because the degraded saltwater cooling valve is associated with the equipment 
performance attribute of the Mitigating Systems Cornerstone and affects the associated cornerstone objective to 
ensure the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. Using the Manual Chapter 0609, “Significance Determination Process,” Phase 1 Worksheets, the 
finding is determined to have very low safety significance because the finding did not result in a loss of safety 
function of component cooling water Train A for greater than the Technical Specification allowed outage time. This 
finding has a crosscutting aspect in the area of human performance associated with resources because the licensee did 
not have complete, accurate, and up-to-date procedures [H.2(c)]. 
Inspection Report# : 2008003 (pdf)  

Significance:  Apr 01, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Promptly Identify and Correct Condition Adverse to Quality 
The team identified a Green noncited violation of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Actions,”



for the licensee’s failure to establish measures to assure that deficient electrical connections were promptly identified 
and corrected. The licensees measures were not adequate to assure that a long standing degraded electrical connection 
was identified for correction during three inspection opportunities associated with safety-related Breaker 3BD21, 
“Diesel Radiator Fan 3E550 Feeder Breaker,” that occurred between June 2005 and April 2008. This issue was 
entered into the licensee’s corrective action program as Nuclear Notification 200047962.  
 
The finding is greater than minor because it is associated with the equipment performance attribute of the mitigating 
systems cornerstone and affects the associated cornerstone objective to ensure the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. Using the Manual Chapter 
0609, “Significance Determination Process,” Phase 1 Worksheets, the finding is determined to have very low safety 
significance because the condition did not represent an actual loss of safety function of a single train for greater than 
its technical specification allowed outage time, and did not represent an actual loss of one or more risk-significant 
non-technical specification trains of equipment for greater than 24 hours. This finding has a crosscutting aspect in the 
area of problem identification and resolution associated with corrective action program because the licensee failed to 
thoroughly evaluate problems such that the resolutions address causes and extent of conditions. This includes properly 
classifying, prioritizing, and evaluating for operability and reportability conditions adverse to quality. This also 
includes, for significant problems, conducting effectiveness reviews of corrective actions to ensure that the problems 
are resolved [P.1(c)] (Section 3.7).  
 
Inspection Report# : 2008013 (pdf)  

Barrier Integrity 

Significance:  Dec 31, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Procedure Implementation for Corrective Action on Degraded Source Handling Tool 
A self-revealing Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, 
and Drawings,” was identified because Nuclear Fuel Services personnel did not properly implement procedural 
controls to adequately evaluate or repair a degraded source handling tool used in the spent fuel pool. An approved 
work plan was not used to modify the tool and the tool was returned to service in a degraded condition. Subsequently, 
on November 7, 2008, while moving a source element to its designated storage location, the neutron source slipped 
out of the tool and fell such that the bottom of the source element contacted the top of a spent fuel assembly. This 
finding was entered into the licensee’s corrective action program as Nuclear Notification 200204667.  
The finding is more than minor because if left uncorrected the performance of repairs without proper procedures or 
evaluations has the potential to lead to a more significant safety concern when critical tools are returned to service in a 
degraded condition. Degraded tools used in the spent fuel pool have the potential to adversely impact reactor safety 
barrier integrity because of potential damage to spent fuel assemblies or radioactive neutron source elements. Manual 
Chapter 0609, Appendix M, “Significance Determination Process Using Qualitative Criteria,” is used since the 
Significance Determination Process Appendix G methods and tools are not adequate to determine the significance of 
fuel handling findings. This finding affects the barrier integrity cornerstone and was determined to have very low 
safety significance by NRC management review because the deficiency did not cause actual degradation of fuel. The 
finding has a crosscutting aspect in the area of problem identification and resolution associated with corrective action 
program because Nuclear Fuel Services personnel did not thoroughly evaluate problems such that the resolution 
address causes and extent of condition associated with a degraded source handling tool [P.1(c)].  
 
Inspection Report# : 2008005 (pdf)  

Emergency Preparedness 



Occupational Radiation Safety 

Public Radiation Safety 

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

Miscellaneous 
Last modified : June 05, 2009 



San Onofre 3 
2Q/2009 Plant Inspection Findings 

Initiating Events 

Significance:  Apr 16, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Assess and Manage Risk for Electrical Switchyard Impacting Maintenance 
The inspectors identified a noncited violation of 10 CFR 50.65(a)(4) for the failure of work control and operations 
personnel to include maintenance activities in or near the electrical switchyard and offsite power components in the 
on-line risk assessment. This finding was entered into the licensee’s corrective action program as Nuclear Notification 
200402733.  
This finding is greater than minor because the licensee’s risk assessment failed to consider maintenance activities that 
could increase the likelihood of initiating events such as work in or associated with offsite power sources and the 
electrical switchyard. This finding is associated with the Initiating Events Cornerstone. In accordance with Inspection 
Manual Chapter 0609, Appendix K, “Maintenance Risk Assessment and Risk Management Significance 
Determination Process,” step 4.1.1, the inspectors had the licensee reperform the assessment, correcting the errors that 
rendered the original risk assessment inadequate. The finding is determined to have very low safety significance 
because the incremental core damage probability deficit and the incremental large early release probability deficit, 
used to evaluate the magnitude of the error in the licensee’s inadequate risk assessment, were less than 1E-6 and 1E-7, 
respectively. This finding has a crosscutting aspect in the area of human performance associated with resources 
because the licensee did not ensure that procedures and processes were adequate to properly assess and manage the 
risk associated with on-line maintenance [H.2(c)]  
 
 
Inspection Report# : 2009003 (pdf)  

Significance:  Sep 11, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions for Reactivity Events 
The team identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion XVI, "Corrective Actions," for the 
failure of operations management, operations training, and engineering to ensure that conditions adverse to quality are 
promptly identified and corrected. Specifically, multiple reactivity excursions occurred in the plant over the past two 
years, where corrective actions have been ineffective at addressing blended flow evolutions. The licensee has entered 
this into their corrective action program as Notifications NN 200062659 (addresses procedure change) and NN 
200006366 (addresses common cause evaluation).  
 
The finding is more than minor because it is associated with the initiating events cornerstone (human performance 
attribute) and affects the associated cornerstone objective to limit the likelihood of those events that upset plant 
stability and challenge the critical safety functions during shutdown as well as power operations. If left uncorrected, 
the conditions would continue to contribute to additional operator errors or significantly impact the operator’s ability 
to perform blended flow evolutions. Using the Inspection Manual Chapter 0609, "Significance Determination 
Process," Phase 1 Worksheets, the finding is determined to have very low safety significance (Green) because it did 
not contribute to both the likelihood of a reactor trip and the likelihood that mitigating equipment or functions will not 
be available. This finding has a crosscutting aspect in the area of problem identification and resolution associated with 
the corrective action program because the licensee did not thoroughly evaluate problems such that resolutions address 
causes and extent of condition [P.1(c)] (Section 4OA2).  
 
Inspection Report# : 2008010 (pdf)  



Significance:  Aug 26, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure to Move Nuclear Fuel in the Spent Fuel Pool 
Two examples of a self-revealing noncited violation of 10 CFR 50, Appendix B, Criterion V, were identified for the 
failure of engineering personnel to follow procedures for the movement of nuclear fuel in the spent fuel pool. 
Specifically, on July 3, 2008, and again on August 26, 2008, spent fuel assemblies were placed into storage locations 
that were different than the evaluated and approved locations specified on Procedure SO23-X-7.2, Attachment 4. This 
finding was entered into the licensee’s corrective action program as Nuclear Notification 200116680.  
 
The finding is greater than minor because it would become a more significant safety concern if left uncorrected in that 
nuclear fuel could be inadvertently placed in an unanalyzed location. Manual Chapter 0609, Appendix M, 
“Significance Determination Process Using Qualitative Criteria,” was used since the Significance Determination 
Process methods and tools were not adequate to determine the significance of the finding. This finding affects the 
initiating events cornerstone and is determined to have very low safety significance by NRC management review 
because the incorrect fuel storage locations were determined to be acceptable storage locations for the fuel assemblies 
in question. This finding has a crosscutting aspect in the area of human performance associated with work practices 
because engineering personnel failed to use human error prevention techniques commensurate with the risk of the 
assigned task, such that work activities were performed safely [H.4(a)].  
 
Inspection Report# : 2008004 (pdf)  

Mitigating Systems 

Significance:  Jun 05, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Maintain Written Procedures Covered in Regulatory Guide 1.33 
The inspectors identified 54 examples of a noncited violation of Technical Specification 5.5.1, “Procedures,” for the 
failure of operations and maintenance personnel to maintain written procedures covered in Regulatory Guide 1.33. 
Specifically, from plant startup to June 2009, no process requirement or procedure existed to suspend or put an 
administrative hold on a procedure or work order when a technical change is required for the procedure. This resulted 
in 54 uncontrolled procedures and work instructions available to use on safety related systems without flagging the 
required changes. This finding was entered into the licensee’s corrective action program as Nuclear Notification 
200453351.  
 
The finding is greater than minor because, if left uncorrected, the failure to maintain and control operations and 
maintenance procedures could lead to a more significant safety concern by having technically inaccurate procedures 
being used on safety-related systems. Using Manual Chapter 0609.04, “Phase 1 Initial Screening and Characterization 
of Findings,” the finding was determined to have a very low safety significance because the finding did not result in a 
loss of system safety function, an actual loss of safety function of a single train for greater than its technical 
specification allowed outage time, or screen as potentially risk significant due to a seismic, flooding, or severe 
weather initiating event. The finding has a crosscutting aspect in the area of problem identification and resolution 
associated with the corrective action program because problems were not thoroughly evaluated such that the 
resolutions addressed the causes and extent of conditions. This includes properly classifying and prioritizing 
conditions adverse to quality [P.1(c)].  
 
Inspection Report# : 2009003 (pdf)  

Significance:  Jun 02, 2009 
Identified By: NRC 



Item Type: NCV NonCited Violation 
Failure to Evaluate the Impact of Temporary Scaffolding on Installed Fire Protection Systems 
The inspectors identified a noncited violation of License Condition 2.C.(14), “Fire Protection,” for the failure of 
licensee personnel to evaluate scaffolding for its impact on fire protection systems. Specifically, the licensee failed 
either (1) to demonstrate that obstructed sprinkler heads in the Unit 2 emergency diesel generator building train B, the 
Unit 3 emergency diesel generator building train A, and the Unit 2 saltwater cooling pump room were operable; or (2) 
to generate a fire protection impairment and establish an hourly firewatch for inoperable sprinkler heads in the Unit 2 
emergency diesel generator building train B, the Unit 3 emergency diesel generator building train A, and the Unit 2 
saltwater cooling pump room. This finding was entered into the licensee’s corrective action program as Nuclear 
Notification 200449046.  
This finding is greater than minor because the identified programmatic deficiencies could lead to a more significant 
safety concern if left uncorrected. This finding is associated with the Mitigating Systems Cornerstone. Using Manual 
Chapter 0609, Appendix F, “Fire Protection Significance Determination Process,” Attachment 2, this finding was 
determined to have a LOW degradation rating because fewer then 10 percent of the sprinkler heads were 
nonfunctional, there was a functional sprinkler head within 10 feet of the combustibles of concern, and the system was 
nominally code compliant. Therefore, this finding was determined to be of very low safety significance. This finding 
has a crosscutting aspect in area of human performance associated with work practices because the licensee failed to 
ensure personnel work practices support human performance. Specifically, the licensee failed to effectively 
communicate human error prevention techniques such as proper documentation of activities and failed to ensure 
personnel do not proceed in the face of uncertainty [H.4(a)]. 
Inspection Report# : 2009003 (pdf)  

Significance:  Apr 17, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Improper Controls for Electrical Test Equipment 
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, 
and Drawings,” for the failure of maintenance planning personnel to provide adequate work instructions to control the 
connection of electrical monitoring devices on operable plant equipment. Specifically, the work instructions failed to 
require verification and functional testing after installation and removal, compliance with seismic requirements, and 
controls to ensure removal within the allowed time limit for a temporary installation. This finding was entered into the 
licensee’s corrective action program as Nuclear Notification 200396106.  
 
The finding is greater than minor because the improper controls for installation of test equipment is associated with 
the design control attribute of the Mitigating Systems Cornerstone and adversely affects the associated cornerstone 
objective to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences. Using the Manual Chapter 0609, “Significance Determination Process,” Phase 1 
Worksheets, the finding is determined to have very low safety significance because the finding did not affect both 
trains of any single mitigating system or represent an actual loss of a safety function. The finding has a crosscutting 
aspect in the area of human performance associated with work practices because maintenance planning personnel 
failed to follow procedures to develop adequate work instructions for safety-related maintenance [H.4(b)].  
 
Inspection Report# : 2009003 (pdf)  

Significance:  Apr 13, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Risk Assessment Performed Using Risk Assessment Tools with Known Errors 
The inspectors identified a noncited violation of 10 CFR 50.65(a)(4) involving the failure of work control and 
operations personnel to assess and manage the increase in risk associated with planned maintenance activities. 
Specifically, the risk assessment for planned maintenance on emergency chiller ME336 was performed using risk 
assessment tools that had known errors that had the potential to change the outcome of the assessment. This finding 
was entered into the licensee’s corrective action program as Nuclear Notification 200389219.  
This finding is greater than minor because the risk assessment had known errors that had the potential to change the 



outcome of the assessment. This finding is associated with the Mitigating Systems Cornerstone. In accordance with 
Inspection Manual Chapter 0609, Appendix K, “Maintenance Risk Assessment and Risk Management Significance 
Determination Process,” step 4.1.1, the inspectors had the licensee reperform the assessment, correcting the errors that 
rendered the original risk assessment inadequate. The finding is determined to have very low safety significance 
because the incremental core damage probability deficit and the incremental large early release probability deficit, 
used to evaluate the magnitude of the error in the licensee’s inadequate risk assessment, were less than 1E-6 and 1E-7, 
respectively. The finding has a crosscutting aspect in the area of problem identification and resolution associated with 
the corrective action program because engineering personnel failed to take appropriate corrective actions to address 
identified errors in the risk assessment tools in a timely manner [P.1(d)].  
 
Inspection Report# : 2009003 (pdf)  

Significance:  Mar 28, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Establish Adequate Scaffolding Erection Procedures 
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, 
and Drawings,” for the failure of engineering personnel to establish adequate procedures for scaffolding erection in 
safety-related areas. Specifically, Procedure SO123-I-1.34 required a minimum separation distance of 1 inch from 
safety-related equipment which only considered the seismic displacements of scaffolding and not other movements, 
such as thermal expansion of piping, equipment vibrations, or component operation. Insufficient scaffolding to 
component separation could result in interactions that adversely affect the safety functions of safety-related 
equipment. This finding was entered into the licensee’s corrective action program as Nuclear Notification 200366460. 
 
The finding is greater than minor because, if left uncorrected, it would have the potential to lead to a more significant 
safety concern. The inspectors concluded this finding was associated with the Mitigating Systems Cornerstone. Using 
the Manual Chapter 0609, “Significance Determination Process,” Phase 1 Worksheets, the finding is determined to 
have very low safety significance because the finding did not affect both trains of any single mitigating system or 
represent an actual loss of a safety function. A crosscutting aspect is not assigned since the cause of the performance 
deficiency is not indicative of current performance.  
 
Inspection Report# : 2009003 (pdf)  

Significance:  Mar 17, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Inspect Scaffolding in Safety-Related Areas 
The inspectors identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, 
and Drawings,” for the failure of maintenance personnel to properly install and inspect scaffolding in safety-related 
areas in accordance with written procedural requirements. Four instances were found where the minimum separation 
distance between a scaffold and safety-related components was less than the minimum allowed by procedure and an 
approved engineering evaluation to justify the deviation was not performed. The licensee evaluated the scaffolds and 
modified them as necessary. This finding was entered into the licensee’s corrective action program as Nuclear 
Notification 200356209.  
 
The finding is greater than minor because if left uncorrected, it would have the potential to lead to a more significant 
safety concern. The inspectors concluded this finding was associated with the Mitigation Systems Cornerstone. Using 
the Manual Chapter 0609, “Significance Determination Process,” Phase 1 Worksheets, the finding is determined to 
have very low safety significance because the finding did not affect both trains of any single mitigating system or 
represent an actual loss of a safety function. This finding has a crosscutting aspect in the area of human performance 
associated with work practices because the licensee did not utilize appropriate human performance techniques to 
ensure that scaffold construction was performed safely [H.4(a)] (Section 1R18). 
Inspection Report# : 2009002 (pdf)  



Significance:  Mar 11, 2009 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Implement Corrective Actions to Prevent Repeat Safety-Related 480V Breaker Failures 
A self-revealing noncited violation of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Action,” was 
identified for the failure to implement timely corrective actions to preclude repetition of a significant condition 
adverse to quality involving the failure of a safety-related 480 volt circuit breaker. Specifically, the licensee did not 
properly evaluate the extent of condition for other risk significant breakers and promptly implement corrective actions 
following a previous failure of a safety-related 480 volt circuit breaker in March 2005 to preclude repetition of another 
safety-related 480 volt circuit breaker failure on March 28, 2009. This finding was entered into the licensee’s 
corrective action program as Nuclear Notification 200378783.  
This finding is greater than minor because it is associated with the equipment performance attribute of the Mitigating 
Systems Cornerstone and affects the associated cornerstone objective of ensuring the availability, reliability and 
capability of systems that respond to initiating events to prevent undesirable consequences. Using the Significance 
Determination Process Phase 1 Screening Worksheet for the Initiating Events, Mitigating Systems, and Barriers 
Cornerstones provided in Manual Chapter 0609, Attachment 4, “Phase 1 – Initial Screening and Characterization of 
Findings,” the inspectors determined that this finding represented a loss of safety function of a single train for greater 
than its technical specification allowed outage time. This required that a Phase 2 estimate be completed using Manual 
Chapter 0609, “Significance Determination Process,” Appendix A, “Determining the Significance of Reactor 
Inspection Findings for At Power Situations,” and the Phase 2 Worksheets for San Onofre Nuclear Generation Station.
The inspectors assumed that the performance deficiency affected the risk of operating the plant from March 11, 2009, 
when the last successful surveillance was completed through April 1, 2009, when the breaker was restored to a 
functional status. As a result, in accordance with Appendix A, Attachment 1, step 2.1.2, “Determine the Appropriate 
Exposure Time,” the inspectors selected an exposure period of 3-30 days. Using the Risk Informed Inspection 
Notebook for SONGS Units 2 and 3, Revision 2.1a, the inspectors selected “One Containment Fan Cooling Unit,” as 
the appropriate target for the subject finding in the presolved table. Based on the results of the Phase 2 analysis, the 
finding is determined to have very low safety significance. This finding has a crosscutting aspect in the area of human 
performance associated with decision-making because safety-significant decisions were not reviewed to verify the 
validity of the underlying assumptions and identify possible unintended consequences [H.1(b)].  
 
Inspection Report# : 2009003 (pdf)  

Significance:  Dec 31, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Justify Longer Completion Schedule for Degraded Equipment 
The inspectors identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures 
and Drawings,” for the failure of work control personnel to resolve degraded or nonconforming conditions at the first 
available opportunity or appropriately justify a longer completion schedule, as required by procedure. Specifically, 
work control personnel failed to follow their process to provide documented justification for equipment related 
degraded conditions not resolved within the current refueling cycle. After the conclusion of the Unit 3 refueling 
outage, the licensee completed the documentation to justify longer completion schedules for the degraded or 
nonconforming conditions. This finding was entered into the licensee’s corrective action program as Nuclear 
Notification 200247395.  
The finding is greater than minor because routinely failing to implement timely corrective action for degraded safety-
related equipment would result in more significant safety consequences. The finding affected the mitigating systems 
cornerstone. Using the Manual Chapter 0609, "Significance Determination Process," Phase 1 Worksheets, the finding 
is determined to have very low safety significance because it was not a design or qualification deficiency, did not 
result in a loss of safety function, and did not screen as potentially risk significant due to external events. The finding 
has a crosscutting aspect in the area of problem identification and resolution associated with corrective action program 
because work control personnel failed to thoroughly evaluate problems, including classifying and prioritizing 
conditions adverse to quality [P.1(c)].  
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Significance:  Dec 09, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Follow Procedures when Performing Maintenance on the Auxiliary Feedwater System 
A self-revealing non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures and 
Drawings,” was identified for the failure of maintenance personnel to follow maintenance order instructions to fully 
remove fuses to establish conditions necessary to perform valve testing on the auxiliary feedwater system. Instead of 
removing the fuse entirely from the fuse holder, maintenance personnel only removed one side of the fuse and left the 
other side inserted. This inappropriate maintenance practice caused plastic deformation on the associated side of the 
fuse holder, which impacted the design configuration of the auxiliary feedwater control system, and its ability to 
perform its required design function under all design basis accident conditions. This finding was entered into the 
licensee’s corrective action program as Nuclear Notification 200253911.  
 
The finding is greater than minor because it is associated with the configuration control attribute of the Mitigating 
Systems Cornerstone and affects the cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. The inspectors evaluated the issue using 
the Significance Determination Process (SDP) Phase 1 Screening Worksheet for the Initiating Events, Mitigating 
Systems, and Barriers Cornerstones provided in Manual Chapter 0609, Attachment 4, "Phase 1 – Initial Screening and 
Characterization of Findings.” The inspectors determined that this finding represented a loss of the system safety 
function for the ability to provide secondary heat removal during a station blackout. This required that a Phase 2 
estimation be completed. Because the Phase 2 assumptions significantly overestimated the risk related to this finding, 
the senior reactor analyst conducted a Phase 3 evaluation to provide a best-estimate risk assessment. The analyst 
calculated that a total delta CDF of 4.4 x 10^-7, therefore this finding is of very low risk significance (Green). The 
finding has a crosscutting aspect in the area of human performance associated with work practices because 
maintenance personnel did not comply with expectations regarding procedural compliance to follow the procedure as 
written without deviating from its intent [H.4(b)] (Section 1R12). 
Inspection Report# : 2009002 (pdf)  

Significance:  Nov 04, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Procedures for Safety-Related Painting Activities 
The inspectors identified two examples of a noncited violation of 10 CFR Part 50, Appendix B, Criterion V, 
“Instructions, Procedures, and Drawings,” for the failure of contract maintenance personnel to follow procedures 
while performing safety-related painting activities. Specifically, in October 2008, maintenance personnel failed to use 
appropriate test equipment and failed to detect defects in the disc coatings on two valves. Additionally, on November 
4, 2008, maintenance personnel failed to adequately perform Maintenance Order 800077484 and left 17 blasting plugs 
in heat exchanger 3ME001 for approximately 7 months. This finding was entered into the licensee’s corrective action 
program as Nuclear Notifications 200185228 and 200454875.  
 
The finding is greater than minor because the failure to follow procedures when performing activities affecting 
quality, if left uncorrected, would have the potential to lead to a more significant safety concern. The finding is 
associated with the Mitigating Systems Cornerstone. Using the Manual Chapter 0609, “Significance Determination 
Process,” Phase 1 Worksheets, the finding is determined to have very low safety significance because the finding did 
not affect both trains of any single mitigating system or represent an actual loss of a safety function. The finding has a 
crosscutting aspect in the area of human performance associated with work practices because the licensee failed to 
ensure supervisory oversight of work activities, including contractors, such that nuclear safety is supported [H.4(c)]. 
 
Inspection Report# : 2009003 (pdf)  

Significance:  Oct 22, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 



Failure to Properly Implement Operability Determination Process 
The team identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion V, "Instructions, Procedures and 
Drawings," for the failure of operations personnel to follow procedures and adequately evaluate a degraded condition. 
Specifically, on August 5, 2007, operations personnel failed to properly evaluate a degraded relay that affected the 
operability of the Unit 3 Train A emergency diesel generator. This issue was entered into the licensee’s corrective 
action program as Nuclear Notification 200146292. The licensee began performing a failure analysis on the relay and 
initiated an apparent cause evaluation for this relay failure.  
 
The performance deficiency associated with the finding was the failure of operations personnel to adequately 
implement the operability determination process. The finding was more than minor because it is associated with the 
equipment performance attribute of the mitigating systems cornerstone and affects the associated cornerstone 
objective to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences. Using the Manual Chapter 0609.04, "Phase 1 – Initial Screening and Characterization of 
Findings," the finding was determined to have a very low safety significance because it did not result in an actual loss 
of system safety function, did not result in a loss of a single train of safety equipment for greater than its technical 
specification allowed outage time, and did not screen as potentially risk significant due to seismic, flooding, or severe 
weather initiating events. The finding had a cross-cutting aspect in the area of human performance associated with 
decision-making because the licensee failed to use conservative assumptions for operability decision-making when 
evaluating a degraded and nonconforming condition [H.1(b)].  
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Significance:  Oct 22, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Auxiliary Feedwater Pump Room Heat Load Analysis 
The team identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion III, "Design Control," for the 
failure of engineering personnel to ensure the auxiliary feedwater pump room heat load calculation was adequate. 
Specifically, since initial plant construction, engineering personnel failed to consider the impact to the auxiliary 
feedwater pump room’s heat load design basis calculation for the most limiting scenario, in which all auxiliary 
feedwater pumps in the room have started and are running with only one emergency room cooler available. This issue 
was entered into the licensee’s corrective action program as Nuclear Notification 200149442. The licensee plans to 
perform a revised auxiliary feedwater pump room heat load analysis.  
 
The performance deficiency associated with this finding was the failure of engineering personnel to include the proper 
heat load scenarios and use of realistic assumptions for a design basis calculation. The finding was more than minor 
because it affected the design control attribute of the mitigating systems cornerstone and affected the objective to 
ensure the reliability and capability of systems that respond to initiating events to prevent undesirable consequences. 
Using the Manual Chapter 0609.04, "Phase 1 – Initial Screening and Characterization of Findings," the finding was 
determined to have a very low safety significance because it did not result in an actual loss of system safety function, 
did not result in a loss of a single train of safety equipment for greater than its technical specification allowed outage 
time, and did not screen as potentially risk significant due to seismic, flooding, or severe weather initiating events. 
This finding was evaluated as not having a cross-cutting aspect because the performance deficiency was not indicative 
of current performance.  
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Significance:  Sep 11, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedures for 480 VAC System Grounds 
The team identified a noncited violation of Technical Specification 5.5.1.a for inadequate procedures for 480 Volts 
Alternating Current system grounds. Specifically, the procedures do not identify the deleterious effects of 480 Volts 
Alternating Current system grounds on connected equipment, or the proper sense of urgency in removing grounds. 



Due to inadequate procedures for alarm response and abnormal operations, the licensee was slow in responding to a 
ground alarm on Bus 3B04 in March of 2008. It took 19 hours to identify and remove the ground. This indicated a 
routine, rather than a prompt response and may have exposed connected equipment to overvoltage for an 
unnecessarily long period of time. The licensee has entered this into their corrective action program as Notifications 
NN 200057494 (addresses trending of ground faults) and NN 200057495 (addresses procedure change).  
 
This finding was more than minor because the procedure deficiency affected the mitigating system cornerstone 
objective (procedure quality attribute) of ensuring availability, reliability, and capability of systems needed to respond 
to initiating events to prevent undesired consequences. Using the Inspection Manual Chapter 0609, "Significance 
Determination Process," Phase 1 Worksheets, the finding is determined to have very low safety significance (Green) 
because the finding was not a design or qualification deficiency, did not result in a loss of safety function, and did not 
screen as potentially risk significant due to external events. This finding was reviewed for cross-cutting aspects and 
none were identified (Section 1R21.2.16).  
 
Inspection Report# : 2008010 (pdf)  

Significance:  Sep 03, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control for Design Basis of CCW/CWR Heat Exchangers 
The team identified a noncited violation of 10 CFR 50, Appendix B, Criterion III, "Design Control," for failure to 
ensure that plant conditions were consistent with design calculation inputs and assumptions (rate of established 
component cooling water heat exchanger tube plugging). Specifically, there were no procedures to verify that the 
periodic heat treatments of the intake tunnel and intake structure were effective and that the population of shells 
available for plugging the component cooling water heat exchangers was consistent with the historical data used to 
develop the engineering calculation and operating instruction curves. As a result, the design basis calculation and 
operating instructions did not ensure the capability of the heat exchangers to perform their design function during 
anomalous conditions. The licensee has entered this into their corrective action program as Notification NN 
200006369.  
 
This finding is more than minor in that the performance of the component cooling water heat exchangers is essential 
in protecting the mitigating systems cornerstone objective (design control and equipment performance attributes) of 
ensuring the availability, reliability, and capability of systems needed to mitigate the consequences of an accident. 
Specifically, the existing design analyses did not adequately demonstrate that the component cooling water heat 
exchangers would perform adequately in the event of anomalous tube plugging events and plant procedures did not 
ensure that these anomalous events would be detected and mitigated prior to the heat exchangers being plugged. These 
deficiencies represented reasonable doubt regarding the operability of the component cooling water heat exchangers. 
Using the Inspection Manual Chapter 0609, "Significance Determination Process," Phase 1 Worksheets, the finding is 
determined to have very low safety significance (Green) because the deficiency did not result in a loss of safety 
function of component cooling water Train A for greater than the Technical Specification allowed outage time. Train 
B was not adversely affected by this event. This finding was reviewed for cross-cutting aspects and none were 
identified since the performance deficiency is long standing and is not indicative of current licensee performance 
(Section 1R21.2.11)  
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Significance:  Sep 03, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control for 125VDC Control Circuits 
The team identified a noncited violation of 10 CFR 50, Appendix B, Criterion III, "Design Control," for failure to 
properly analyze voltage drop in 125 Volts Direct Current control circuits. Specifically, the licensee failed to consider 
and analyze the voltage drop that occurs in control circuit elements such as cables, relay contacts, and fuses that could 
result in considerably lower voltage at the devices than is available at the corresponding distribution panels. The 



licensee has entered this into their corrective action program as Notifications NN 200051692 and NN 200059581.  
 
This finding is more than minor because it is associated with the mitigating systems cornerstone objective (design 
control attribute) of ensuring the availability and reliability of safety systems, and closely parallels inspection manual 
chapter 0612, Appendix E, Example 3.j, in that there was reasonable doubt regarding the capability of the 125 Volts 
Direct Current system to perform its intended function pending reanalysis. Using the Inspection Manual Chapter 
0609, "Significance Determination Process," Phase 1 Worksheets, the finding is determined to have very low safety 
significance (Green) because the 125 Volts Direct Current system was determined to have sufficient voltage margin to 
accommodate the additional voltage drop in the circuit elements that had not been considered. This finding was 
reviewed for cross-cutting aspects and none were identified (Section 1R21.2.14.1)  
 
Inspection Report# : 2008010 (pdf)  

Barrier Integrity 

Significance:  Dec 31, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Procedure Implementation for Corrective Action on Degraded Source Handling Tool 
A self-revealing Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, 
and Drawings,” was identified because Nuclear Fuel Services personnel did not properly implement procedural 
controls to adequately evaluate or repair a degraded source handling tool used in the spent fuel pool. An approved 
work plan was not used to modify the tool and the tool was returned to service in a degraded condition. Subsequently, 
on November 7, 2008, while moving a source element to its designated storage location, the neutron source slipped 
out of the tool and fell such that the bottom of the source element contacted the top of a spent fuel assembly. This 
finding was entered into the licensee’s corrective action program as Nuclear Notification 200204667.  
The finding is more than minor because if left uncorrected the performance of repairs without proper procedures or 
evaluations has the potential to lead to a more significant safety concern when critical tools are returned to service in a 
degraded condition. Degraded tools used in the spent fuel pool have the potential to adversely impact reactor safety 
barrier integrity because of potential damage to spent fuel assemblies or radioactive neutron source elements. Manual 
Chapter 0609, Appendix M, “Significance Determination Process Using Qualitative Criteria,” is used since the 
Significance Determination Process Appendix G methods and tools are not adequate to determine the significance of 
fuel handling findings. This finding affects the barrier integrity cornerstone and was determined to have very low 
safety significance by NRC management review because the deficiency did not cause actual degradation of fuel. The 
finding has a crosscutting aspect in the area of problem identification and resolution associated with corrective action 
program because Nuclear Fuel Services personnel did not thoroughly evaluate problems such that the resolution 
address causes and extent of condition associated with a degraded source handling tool [P.1(c)].  
 
Inspection Report# : 2008005 (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 Oct 22, 2008 
Identified By: NRC 
Item Type: FIN Finding 
PI&R Assessment 
The team selected and reviewed approximately 400 risk-informed action requests and notifications, work orders, 
associated root and apparent cause evaluations, and other supporting documentation to assess problem identification 
and resolution activities. The inspectors verified that the licensee had taken actions to address previous NRC findings. 
The team performed a five year review of the auxiliary feedwater system to determine whether problems were being 
effectively addressed and that the corrective action program was effective in identifying problems. As a result of these 
reviews, the team concluded that when site personnel identified problems, they entered them into the corrective action 
program at a low threshold; however, the team identified several issues with the quality of cause evaluations and 
overall documentation of corrective action documents. Corrective actions were generally implemented in a timely 
manner, although the team identified several corrective actions associated with conditions adverse to quality that were 
not completed in a timely manner. The team also identified that operability assessments and reportability reviews 
were not being implemented consistent with procedural guidance, and many of these assessments did not demonstrate 
the appropriate level of technical rigor to support conclusions made for operability or reportability.  
 
The team determined that the licensee identified, reviewed, and applied industry operating experience relevant to the 
facility, and had entered applicable items into the corrective action program. The team noted that the licensee was 
evaluating industry operating experience when performing root cause and apparent cause evaluations. The team also 
noted that Quality Assurance audits and other self-assessment activities were generally effective.  
 
The team reviewed the corrective action plans to address substantive cross-cutting issues in the areas of procedural 
adequacy and evaluations, and noted that both had recently been re-assessed and revised. The team concluded that the 
licensee made minimal progress in implementing corrective actions for these plans. The team further concluded that 
while the identified corrective actions should address the cross-cutting issues, the team could not assess and evaluate 
these corrective action plans because they were in the early stages of implementation.  
 
Based on 56 interviews and six focus groups (consisting of approximately 50 people) conducted during this 
inspection, observations of plant activities, and reviews of the corrective action and nuclear safety concerns programs, 
the team determined that site personnel were willing to raise safety issues and document them in the corrective action 
program. The team observed that workers at the site felt free to report problems to their management, and were 
willing to use the Nuclear Safety Concerns program.  
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San Onofre 3 
3Q/2009 Plant Inspection Findings 

Initiating Events 

Significance:  Apr 16, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Assess and Manage Risk for Electrical Switchyard Impacting Maintenance 
The inspectors identified a noncited violation of 10 CFR 50.65(a)(4) for the failure of work control and operations 
personnel to include maintenance activities in or near the electrical switchyard and offsite power components in the 
on-line risk assessment. This finding was entered into the licensee’s corrective action program as Nuclear Notification 
200402733.  
This finding is greater than minor because the licensee’s risk assessment failed to consider maintenance activities that 
could increase the likelihood of initiating events such as work in or associated with offsite power sources and the 
electrical switchyard. This finding is associated with the Initiating Events Cornerstone. In accordance with Inspection 
Manual Chapter 0609, Appendix K, “Maintenance Risk Assessment and Risk Management Significance 
Determination Process,” step 4.1.1, the inspectors had the licensee reperform the assessment, correcting the errors that 
rendered the original risk assessment inadequate. The finding is determined to have very low safety significance 
because the incremental core damage probability deficit and the incremental large early release probability deficit, 
used to evaluate the magnitude of the error in the licensee’s inadequate risk assessment, were less than 1E-6 and 1E-7, 
respectively. This finding has a crosscutting aspect in the area of human performance associated with resources 
because the licensee did not ensure that procedures and processes were adequate to properly assess and manage the 
risk associated with on-line maintenance [H.2(c)]  
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Mitigating Systems 

Significance:  Jun 05, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Maintain Written Procedures Covered in Regulatory Guide 1.33 
The inspectors identified 54 examples of a noncited violation of Technical Specification 5.5.1, “Procedures,” for the 
failure of operations and maintenance personnel to maintain written procedures covered in Regulatory Guide 1.33. 
Specifically, from plant startup to June 2009, no process requirement or procedure existed to suspend or put an 
administrative hold on a procedure or work order when a technical change is required for the procedure. This resulted 
in 54 uncontrolled procedures and work instructions available to use on safety related systems without flagging the 
required changes. This finding was entered into the licensee’s corrective action program as Nuclear Notification 
200453351.  
 
The finding is greater than minor because, if left uncorrected, the failure to maintain and control operations and 
maintenance procedures could lead to a more significant safety concern by having technically inaccurate procedures 
being used on safety-related systems. Using Manual Chapter 0609.04, “Phase 1 Initial Screening and Characterization 
of Findings,” the finding was determined to have a very low safety significance because the finding did not result in a 
loss of system safety function, an actual loss of safety function of a single train for greater than its technical 
specification allowed outage time, or screen as potentially risk significant due to a seismic, flooding, or severe 
weather initiating event. The finding has a crosscutting aspect in the area of problem identification and resolution 



associated with the corrective action program because problems were not thoroughly evaluated such that the 
resolutions addressed the causes and extent of conditions. This includes properly classifying and prioritizing 
conditions adverse to quality [P.1(c)].  
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Significance:  Jun 02, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Evaluate the Impact of Temporary Scaffolding on Installed Fire Protection Systems 
The inspectors identified a noncited violation of License Condition 2.C.(14), “Fire Protection,” for the failure of 
licensee personnel to evaluate scaffolding for its impact on fire protection systems. Specifically, the licensee failed 
either (1) to demonstrate that obstructed sprinkler heads in the Unit 2 emergency diesel generator building train B, the 
Unit 3 emergency diesel generator building train A, and the Unit 2 saltwater cooling pump room were operable; or (2) 
to generate a fire protection impairment and establish an hourly firewatch for inoperable sprinkler heads in the Unit 2 
emergency diesel generator building train B, the Unit 3 emergency diesel generator building train A, and the Unit 2 
saltwater cooling pump room. This finding was entered into the licensee’s corrective action program as Nuclear 
Notification 200449046.  
This finding is greater than minor because the identified programmatic deficiencies could lead to a more significant 
safety concern if left uncorrected. This finding is associated with the Mitigating Systems Cornerstone. Using Manual 
Chapter 0609, Appendix F, “Fire Protection Significance Determination Process,” Attachment 2, this finding was 
determined to have a LOW degradation rating because fewer then 10 percent of the sprinkler heads were 
nonfunctional, there was a functional sprinkler head within 10 feet of the combustibles of concern, and the system was 
nominally code compliant. Therefore, this finding was determined to be of very low safety significance. This finding 
has a crosscutting aspect in area of human performance associated with work practices because the licensee failed to 
ensure personnel work practices support human performance. Specifically, the licensee failed to effectively 
communicate human error prevention techniques such as proper documentation of activities and failed to ensure 
personnel do not proceed in the face of uncertainty [H.4(a)]. 
Inspection Report# : 2009003 (pdf)  

Significance:  Jun 02, 2009 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Specify Appropriate Requirements in Procurement Documents 
A self-revealing noncited violation of 10 CFR Part 50, Appendix B, Criterion IV, "Procurement Document Control," 
was identified for the failure of procurement engineering personnel to include requirements necessary to assure 
adequate quality in a safety-related component. Specifically, on June 2, 2006, the procurement document did not 
specify limits on the amount of moisture allowed in the hydraulic fluid used during refurbishment of hydraulic dump 
valves at an off-site vendor, resulting in a main feedwater isolation valve and a main steam isolation valve being 
inoperable for greater than their technical specification allowed outage time. These occurrences were documented in 
Licensee Event Report 2007-004-00 and Unit 2 was shutdown in order to determine the extent of condition. The 
licensee determined these valve failures were caused by corrosion due to the introduction of moisture-contaminated 
Fyrquel® hydraulic fluid at the vendor facility. The procurement documents used to contract the replacement and 
refurbishment services did not include any moisture limits, nor did the vendor documents which were reviewed and 
approved by the licensee, although these limits were specified in both maintenance and operations procedures at the 
time. This finding was entered into the licensee’s corrective action program as Action Request AR 071000901.  
The failure to include moisture limits in the procurement documents in order to maintain the quality of a safety-related 
component was a performance deficiency. The finding is more than minor because it is associated with the equipment 
performance 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. 
The inspectors evaluated the issue using the Significance Determination Process Phase 1 Screening Worksheet for the 
Initiating Events, Mitigating Systems, and Barriers Cornerstones provided in Manual Chapter 0609, Attachment 4, 
"Phase 1 – Initial Screening and Characterization of Findings." The inspectors determined that this finding represented 
a loss of safety function of a single train for greater than the technical specification allowed outage time. This required 
that a Phase 2 estimation be completed. Because the Phase 2 risk-informed notebook did not include appropriate 



targets for the equipment conditions at the time of discovery, the senior reactor analyst determined that a Phase 3 
analysis was required. The analyst calculated a total ?CDF of 1.5 x 10-8, therefore this finding is of very low safety 
significance. A crosscutting aspect is not assigned since the cause of the performance deficiency is not indicative of 
current performance (Section 4OA3). 
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Significance:  May 14, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Corrective Action Process for an Inadequate Postmaintenance Test 
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion V, "Instructions, Procedures, 
and Drawings," for the licensee’s failure to follow corrective action program procedures to address deficiencies 
associated with postmaintenance testing. Specifically, between April 20 and May 14, 2009, the licensee failed to 
follow Procedure SO123 XX 1 ISS2, "Notification Initiation and Processing," Revision 23, to report a problem 
associated with the adequacy of postmaintenance testing until prompted by the inspectors. Emergency chiller ME336 
was restored to operable on April 19, following a maintenance evolution, then declared inoperable on April 20, 
approximately 8 hours later when operations personnel identified an operability issue associated with the equipment 
configuration. However, licensee personnel failed to recognize that the postmaintenance testing may have been 
inadequate, in that, emergency chiller ME336 was returned to service in an inoperable condition, until prompted by 
the inspectors on several occasions between April 20 and May 13. This finding was entered into the licensee’s 
corrective action program as Nuclear Notification NN 200427700.  
The failure to follow corrective action program procedures to identify and correct a condition adverse to quality was a 
performance deficiency. The finding is greater than minor because the failure to identify and correct deficiencies 
associated with postmaintenance testing would have the potential to lead to a more significant safety concern if left 
uncorrected. The finding is associated with the mitigating systems cornerstone. Using the Manual Chapter 0609, 
"Significance Determination Process," Phase 1 Worksheets, the finding is determined to have very low safety 
significance because the finding did not affect both trains of any single mitigating system or represent an actual loss of 
a safety function of a single train for greater that its technical specification allowed outage time. The finding has a 
crosscutting aspect in the area of problem identification and resolution associated with corrective action program 
because the licensee failed to identify and correct deficiencies associated with inadequate postmaintenance testing at a 
threshold commensurate with the safety significance [P.1(a)]. 
Inspection Report# : 2009004 (pdf)  

Significance:  Apr 17, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Improper Controls for Electrical Test Equipment 
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, 
and Drawings,” for the failure of maintenance planning personnel to provide adequate work instructions to control the 
connection of electrical monitoring devices on operable plant equipment. Specifically, the work instructions failed to 
require verification and functional testing after installation and removal, compliance with seismic requirements, and 
controls to ensure removal within the allowed time limit for a temporary installation. This finding was entered into the 
licensee’s corrective action program as Nuclear Notification 200396106.  
 
The finding is greater than minor because the improper controls for installation of test equipment is associated with 
the design control attribute of the Mitigating Systems Cornerstone and adversely affects the associated cornerstone 
objective to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences. Using the Manual Chapter 0609, “Significance Determination Process,” Phase 1 
Worksheets, the finding is determined to have very low safety significance because the finding did not affect both 
trains of any single mitigating system or represent an actual loss of a safety function. The finding has a crosscutting 
aspect in the area of human performance associated with work practices because maintenance planning personnel 
failed to follow procedures to develop adequate work instructions for safety-related maintenance [H.4(b)].  
 
Inspection Report# : 2009003 (pdf)  



Significance:  Apr 13, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Risk Assessment Performed Using Risk Assessment Tools with Known Errors 
The inspectors identified a noncited violation of 10 CFR 50.65(a)(4) involving the failure of work control and 
operations personnel to assess and manage the increase in risk associated with planned maintenance activities. 
Specifically, the risk assessment for planned maintenance on emergency chiller ME336 was performed using risk 
assessment tools that had known errors that had the potential to change the outcome of the assessment. This finding 
was entered into the licensee’s corrective action program as Nuclear Notification 200389219.  
This finding is greater than minor because the risk assessment had known errors that had the potential to change the 
outcome of the assessment. This finding is associated with the Mitigating Systems Cornerstone. In accordance with 
Inspection Manual Chapter 0609, Appendix K, “Maintenance Risk Assessment and Risk Management Significance 
Determination Process,” step 4.1.1, the inspectors had the licensee reperform the assessment, correcting the errors that 
rendered the original risk assessment inadequate. The finding is determined to have very low safety significance 
because the incremental core damage probability deficit and the incremental large early release probability deficit, 
used to evaluate the magnitude of the error in the licensee’s inadequate risk assessment, were less than 1E-6 and 1E-7, 
respectively. The finding has a crosscutting aspect in the area of problem identification and resolution associated with 
the corrective action program because engineering personnel failed to take appropriate corrective actions to address 
identified errors in the risk assessment tools in a timely manner [P.1(d)].  
 
Inspection Report# : 2009003 (pdf)  

Significance:  Mar 28, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Establish Adequate Scaffolding Erection Procedures 
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, 
and Drawings,” for the failure of engineering personnel to establish adequate procedures for scaffolding erection in 
safety-related areas. Specifically, Procedure SO123-I-1.34 required a minimum separation distance of 1 inch from 
safety-related equipment which only considered the seismic displacements of scaffolding and not other movements, 
such as thermal expansion of piping, equipment vibrations, or component operation. Insufficient scaffolding to 
component separation could result in interactions that adversely affect the safety functions of safety-related 
equipment. This finding was entered into the licensee’s corrective action program as Nuclear Notification 200366460. 
 
The finding is greater than minor because, if left uncorrected, it would have the potential to lead to a more significant 
safety concern. The inspectors concluded this finding was associated with the Mitigating Systems Cornerstone. Using 
the Manual Chapter 0609, “Significance Determination Process,” Phase 1 Worksheets, the finding is determined to 
have very low safety significance because the finding did not affect both trains of any single mitigating system or 
represent an actual loss of a safety function. A crosscutting aspect is not assigned since the cause of the performance 
deficiency is not indicative of current performance.  
 
Inspection Report# : 2009003 (pdf)  

Significance:  Mar 17, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Inspect Scaffolding in Safety-Related Areas 
The inspectors identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, 
and Drawings,” for the failure of maintenance personnel to properly install and inspect scaffolding in safety-related 
areas in accordance with written procedural requirements. Four instances were found where the minimum separation 
distance between a scaffold and safety-related components was less than the minimum allowed by procedure and an 
approved engineering evaluation to justify the deviation was not performed. The licensee evaluated the scaffolds and 
modified them as necessary. This finding was entered into the licensee’s corrective action program as Nuclear 
Notification 200356209.  



 
The finding is greater than minor because if left uncorrected, it would have the potential to lead to a more significant 
safety concern. The inspectors concluded this finding was associated with the Mitigation Systems Cornerstone. Using 
the Manual Chapter 0609, “Significance Determination Process,” Phase 1 Worksheets, the finding is determined to 
have very low safety significance because the finding did not affect both trains of any single mitigating system or 
represent an actual loss of a safety function. This finding has a crosscutting aspect in the area of human performance 
associated with work practices because the licensee did not utilize appropriate human performance techniques to 
ensure that scaffold construction was performed safely [H.4(a)] (Section 1R18). 
Inspection Report# : 2009002 (pdf)  

Significance:  Mar 11, 2009 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Implement Corrective Actions to Prevent Repeat Safety-Related 480V Breaker Failures 
A self-revealing noncited violation of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Action,” was 
identified for the failure to implement timely corrective actions to preclude repetition of a significant condition 
adverse to quality involving the failure of a safety-related 480 volt circuit breaker. Specifically, the licensee did not 
properly evaluate the extent of condition for other risk significant breakers and promptly implement corrective actions 
following a previous failure of a safety-related 480 volt circuit breaker in March 2005 to preclude repetition of another 
safety-related 480 volt circuit breaker failure on March 28, 2009. This finding was entered into the licensee’s 
corrective action program as Nuclear Notification 200378783.  
This finding is greater than minor because it is associated with the equipment performance attribute of the Mitigating 
Systems Cornerstone and affects the associated cornerstone objective of ensuring the availability, reliability and 
capability of systems that respond to initiating events to prevent undesirable consequences. Using the Significance 
Determination Process Phase 1 Screening Worksheet for the Initiating Events, Mitigating Systems, and Barriers 
Cornerstones provided in Manual Chapter 0609, Attachment 4, “Phase 1 – Initial Screening and Characterization of 
Findings,” the inspectors determined that this finding represented a loss of safety function of a single train for greater 
than its technical specification allowed outage time. This required that a Phase 2 estimate be completed using Manual 
Chapter 0609, “Significance Determination Process,” Appendix A, “Determining the Significance of Reactor 
Inspection Findings for At Power Situations,” and the Phase 2 Worksheets for San Onofre Nuclear Generation Station. 
The inspectors assumed that the performance deficiency affected the risk of operating the plant from March 11, 2009, 
when the last successful surveillance was completed through April 1, 2009, when the breaker was restored to a 
functional status. As a result, in accordance with Appendix A, Attachment 1, step 2.1.2, “Determine the Appropriate 
Exposure Time,” the inspectors selected an exposure period of 3-30 days. Using the Risk Informed Inspection 
Notebook for SONGS Units 2 and 3, Revision 2.1a, the inspectors selected “One Containment Fan Cooling Unit,” as 
the appropriate target for the subject finding in the presolved table. Based on the results of the Phase 2 analysis, the 
finding is determined to have very low safety significance. This finding has a crosscutting aspect in the area of human 
performance associated with decision-making because safety-significant decisions were not reviewed to verify the 
validity of the underlying assumptions and identify possible unintended consequences [H.1(b)].  
 
Inspection Report# : 2009003 (pdf)  

Significance:  Dec 31, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Justify Longer Completion Schedule for Degraded Equipment 
The inspectors identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures 
and Drawings,” for the failure of work control personnel to resolve degraded or nonconforming conditions at the first 
available opportunity or appropriately justify a longer completion schedule, as required by procedure. Specifically, 
work control personnel failed to follow their process to provide documented justification for equipment related 
degraded conditions not resolved within the current refueling cycle. After the conclusion of the Unit 3 refueling 
outage, the licensee completed the documentation to justify longer completion schedules for the degraded or 
nonconforming conditions. This finding was entered into the licensee’s corrective action program as Nuclear 
Notification 200247395.  
The finding is greater than minor because routinely failing to implement timely corrective action for degraded safety-



related equipment would result in more significant safety consequences. The finding affected the mitigating systems 
cornerstone. Using the Manual Chapter 0609, "Significance Determination Process," Phase 1 Worksheets, the finding 
is determined to have very low safety significance because it was not a design or qualification deficiency, did not 
result in a loss of safety function, and did not screen as potentially risk significant due to external events. The finding 
has a crosscutting aspect in the area of problem identification and resolution associated with corrective action program 
because work control personnel failed to thoroughly evaluate problems, including classifying and prioritizing 
conditions adverse to quality [P.1(c)].  
 
Inspection Report# : 2008005 (pdf)  

Significance:  Dec 09, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Follow Procedures when Performing Maintenance on the Auxiliary Feedwater System 
A self-revealing non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures and 
Drawings,” was identified for the failure of maintenance personnel to follow maintenance order instructions to fully 
remove fuses to establish conditions necessary to perform valve testing on the auxiliary feedwater system. Instead of 
removing the fuse entirely from the fuse holder, maintenance personnel only removed one side of the fuse and left the 
other side inserted. This inappropriate maintenance practice caused plastic deformation on the associated side of the 
fuse holder, which impacted the design configuration of the auxiliary feedwater control system, and its ability to 
perform its required design function under all design basis accident conditions. This finding was entered into the 
licensee’s corrective action program as Nuclear Notification 200253911.  
 
The finding is greater than minor because it is associated with the configuration control attribute of the Mitigating 
Systems Cornerstone and affects the cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. The inspectors evaluated the issue using 
the Significance Determination Process (SDP) Phase 1 Screening Worksheet for the Initiating Events, Mitigating 
Systems, and Barriers Cornerstones provided in Manual Chapter 0609, Attachment 4, "Phase 1 – Initial Screening and 
Characterization of Findings.” The inspectors determined that this finding represented a loss of the system safety 
function for the ability to provide secondary heat removal during a station blackout. This required that a Phase 2 
estimation be completed. Because the Phase 2 assumptions significantly overestimated the risk related to this finding, 
the senior reactor analyst conducted a Phase 3 evaluation to provide a best-estimate risk assessment. The analyst 
calculated that a total delta CDF of 4.4 x 10^-7, therefore this finding is of very low risk significance (Green). The 
finding has a crosscutting aspect in the area of human performance associated with work practices because 
maintenance personnel did not comply with expectations regarding procedural compliance to follow the procedure as 
written without deviating from its intent [H.4(b)] (Section 1R12). 
Inspection Report# : 2009002 (pdf)  

Significance:  Nov 04, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Procedures for Safety-Related Painting Activities 
The inspectors identified two examples of a noncited violation of 10 CFR Part 50, Appendix B, Criterion V, 
“Instructions, Procedures, and Drawings,” for the failure of contract maintenance personnel to follow procedures 
while performing safety-related painting activities. Specifically, in October 2008, maintenance personnel failed to use 
appropriate test equipment and failed to detect defects in the disc coatings on two valves. Additionally, on November 
4, 2008, maintenance personnel failed to adequately perform Maintenance Order 800077484 and left 17 blasting plugs 
in heat exchanger 3ME001 for approximately 7 months. This finding was entered into the licensee’s corrective action 
program as Nuclear Notifications 200185228 and 200454875.  
 
The finding is greater than minor because the failure to follow procedures when performing activities affecting 
quality, if left uncorrected, would have the potential to lead to a more significant safety concern. The finding is 
associated with the Mitigating Systems Cornerstone. Using the Manual Chapter 0609, “Significance Determination 
Process,” Phase 1 Worksheets, the finding is determined to have very low safety significance because the finding did 
not affect both trains of any single mitigating system or represent an actual loss of a safety function. The finding has a 



crosscutting aspect in the area of human performance associated with work practices because the licensee failed to 
ensure supervisory oversight of work activities, including contractors, such that nuclear safety is supported [H.4(c)]. 
 
Inspection Report# : 2009003 (pdf)  

Significance:  Oct 22, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Implement Operability Determination Process 
The team identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion V, "Instructions, Procedures and 
Drawings," for the failure of operations personnel to follow procedures and adequately evaluate a degraded condition. 
Specifically, on August 5, 2007, operations personnel failed to properly evaluate a degraded relay that affected the 
operability of the Unit 3 Train A emergency diesel generator. This issue was entered into the licensee’s corrective 
action program as Nuclear Notification 200146292. The licensee began performing a failure analysis on the relay and 
initiated an apparent cause evaluation for this relay failure.  
 
The performance deficiency associated with the finding was the failure of operations personnel to adequately 
implement the operability determination process. The finding was more than minor because it is associated with the 
equipment performance attribute of the mitigating systems cornerstone and affects the associated cornerstone 
objective to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences. Using the Manual Chapter 0609.04, "Phase 1 – Initial Screening and Characterization of 
Findings," the finding was determined to have a very low safety significance because it did not result in an actual loss 
of system safety function, did not result in a loss of a single train of safety equipment for greater than its technical 
specification allowed outage time, and did not screen as potentially risk significant due to seismic, flooding, or severe 
weather initiating events. The finding had a cross-cutting aspect in the area of human performance associated with 
decision-making because the licensee failed to use conservative assumptions for operability decision-making when 
evaluating a degraded and nonconforming condition [H.1(b)].  
 
Inspection Report# : 2008012 (pdf)  

Significance:  Oct 22, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Auxiliary Feedwater Pump Room Heat Load Analysis 
The team identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion III, "Design Control," for the 
failure of engineering personnel to ensure the auxiliary feedwater pump room heat load calculation was adequate. 
Specifically, since initial plant construction, engineering personnel failed to consider the impact to the auxiliary 
feedwater pump room’s heat load design basis calculation for the most limiting scenario, in which all auxiliary 
feedwater pumps in the room have started and are running with only one emergency room cooler available. This issue 
was entered into the licensee’s corrective action program as Nuclear Notification 200149442. The licensee plans to 
perform a revised auxiliary feedwater pump room heat load analysis.  
 
The performance deficiency associated with this finding was the failure of engineering personnel to include the proper 
heat load scenarios and use of realistic assumptions for a design basis calculation. The finding was more than minor 
because it affected the design control attribute of the mitigating systems cornerstone and affected the objective to 
ensure the reliability and capability of systems that respond to initiating events to prevent undesirable consequences. 
Using the Manual Chapter 0609.04, "Phase 1 – Initial Screening and Characterization of Findings," the finding was 
determined to have a very low safety significance because it did not result in an actual loss of system safety function, 
did not result in a loss of a single train of safety equipment for greater than its technical specification allowed outage 
time, and did not screen as potentially risk significant due to seismic, flooding, or severe weather initiating events. 
This finding was evaluated as not having a cross-cutting aspect because the performance deficiency was not indicative 
of current performance.  
 
Inspection Report# : 2008012 (pdf)  



Barrier Integrity 

Significance:  Dec 31, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Procedure Implementation for Corrective Action on Degraded Source Handling Tool 
A self-revealing Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, 
and Drawings,” was identified because Nuclear Fuel Services personnel did not properly implement procedural 
controls to adequately evaluate or repair a degraded source handling tool used in the spent fuel pool. An approved 
work plan was not used to modify the tool and the tool was returned to service in a degraded condition. Subsequently, 
on November 7, 2008, while moving a source element to its designated storage location, the neutron source slipped 
out of the tool and fell such that the bottom of the source element contacted the top of a spent fuel assembly. This 
finding was entered into the licensee’s corrective action program as Nuclear Notification 200204667.  
The finding is more than minor because if left uncorrected the performance of repairs without proper procedures or 
evaluations has the potential to lead to a more significant safety concern when critical tools are returned to service in a 
degraded condition. Degraded tools used in the spent fuel pool have the potential to adversely impact reactor safety 
barrier integrity because of potential damage to spent fuel assemblies or radioactive neutron source elements. Manual 
Chapter 0609, Appendix M, “Significance Determination Process Using Qualitative Criteria,” is used since the 
Significance Determination Process Appendix G methods and tools are not adequate to determine the significance of 
fuel handling findings. This finding affects the barrier integrity cornerstone and was determined to have very low 
safety significance by NRC management review because the deficiency did not cause actual degradation of fuel. The 
finding has a crosscutting aspect in the area of problem identification and resolution associated with corrective action 
program because Nuclear Fuel Services personnel did not thoroughly evaluate problems such that the resolution 
address causes and extent of condition associated with a degraded source handling tool [P.1(c)].  
 
Inspection Report# : 2008005 (pdf)  

Emergency Preparedness 
Significance: SL-IV Jul 13, 2009 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Notify the NRC within Required Timeframe 
A self-revealing noncited violation of 10 CFR 50.72 was identified for the failure to notify the NRC in the time 
required after computer engineering personnel discovered an event requiring an eight hour notification. Specifically, 
on July 13, 2009, Nuclear Regulatory Affairs personnel failed to notify the NRC, within 8 hours after the discovery of 
a loss of the ability to activate 10 Community Alert Sirens located on the Camp Pendleton Marine Corp Base. The 
NRC was notified of the loss of the ability to activate the Community Alert Sirens, approximately 24 hours late, on 
July 14, 2009. This finding was entered in the licensee's corrective action program as Nuclear Notification NN 
200501125.  
The failure to notify the NRC of an event in the time required by 10 CFR 50.72 was a performance deficiency. The 
finding was determined to be applicable to traditional enforcement because the NRC’s ability to perform its regulatory 
function was potentially impacted by the licensee’s failure to report the event. The finding is associated with the 
emergency preparedness cornerstone. The finding was determined to be a Severity Level IV violation in accordance 
with Section D of Supplement I of the NRC Enforcement Policy. The finding is not suitable for evaluation using the 
significance determination process, but has been reviewed by NRC management and is determined to be a finding of 
very low safety significance. The finding has a crosscutting aspect in the area of problem identification and resolution 
associated with corrective action program because computer engineering personnel failed implement the corrective 
action program at an appropriate threshold for identified issues [P.1(a)]. 
Inspection Report# : 2009004 (pdf)  



Occupational Radiation Safety 

Public Radiation Safety 

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

Miscellaneous 
Significance: N/A Oct 22, 2008 
Identified By: NRC 
Item Type: FIN Finding 
PI&R Assessment 
The team selected and reviewed approximately 400 risk-informed action requests and notifications, work orders, 
associated root and apparent cause evaluations, and other supporting documentation to assess problem identification 
and resolution activities. The inspectors verified that the licensee had taken actions to address previous NRC findings. 
The team performed a five year review of the auxiliary feedwater system to determine whether problems were being 
effectively addressed and that the corrective action program was effective in identifying problems. As a result of these 
reviews, the team concluded that when site personnel identified problems, they entered them into the corrective action 
program at a low threshold; however, the team identified several issues with the quality of cause evaluations and 
overall documentation of corrective action documents. Corrective actions were generally implemented in a timely 
manner, although the team identified several corrective actions associated with conditions adverse to quality that were 
not completed in a timely manner. The team also identified that operability assessments and reportability reviews 
were not being implemented consistent with procedural guidance, and many of these assessments did not demonstrate 
the appropriate level of technical rigor to support conclusions made for operability or reportability.  
 
The team determined that the licensee identified, reviewed, and applied industry operating experience relevant to the 
facility, and had entered applicable items into the corrective action program. The team noted that the licensee was 
evaluating industry operating experience when performing root cause and apparent cause evaluations. The team also 
noted that Quality Assurance audits and other self-assessment activities were generally effective.  
 
The team reviewed the corrective action plans to address substantive cross-cutting issues in the areas of procedural 
adequacy and evaluations, and noted that both had recently been re-assessed and revised. The team concluded that the 
licensee made minimal progress in implementing corrective actions for these plans. The team further concluded that 
while the identified corrective actions should address the cross-cutting issues, the team could not assess and evaluate 
these corrective action plans because they were in the early stages of implementation.  
 
Based on 56 interviews and six focus groups (consisting of approximately 50 people) conducted during this 
inspection, observations of plant activities, and reviews of the corrective action and nuclear safety concerns programs, 
the team determined that site personnel were willing to raise safety issues and document them in the corrective action 
program. The team observed that workers at the site felt free to report problems to their management, and were 
willing to use the Nuclear Safety Concerns program.  
 
Inspection Report# : 2008012 (pdf)  
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San Onofre 3 
4Q/2009 Plant Inspection Findings 

Initiating Events 

Significance:  Apr 16, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Assess and Manage Risk for Electrical Switchyard Impacting Maintenance 
The inspectors identified a noncited violation of 10 CFR 50.65(a)(4) for the failure of work control and operations 
personnel to include maintenance activities in or near the electrical switchyard and offsite power components in the 
on-line risk assessment. This finding was entered into the licensee’s corrective action program as Nuclear Notification 
200402733.  
This finding is greater than minor because the licensee’s risk assessment failed to consider maintenance activities that 
could increase the likelihood of initiating events such as work in or associated with offsite power sources and the 
electrical switchyard. This finding is associated with the Initiating Events Cornerstone. In accordance with Inspection 
Manual Chapter 0609, Appendix K, “Maintenance Risk Assessment and Risk Management Significance 
Determination Process,” step 4.1.1, the inspectors had the licensee reperform the assessment, correcting the errors that 
rendered the original risk assessment inadequate. The finding is determined to have very low safety significance 
because the incremental core damage probability deficit and the incremental large early release probability deficit, 
used to evaluate the magnitude of the error in the licensee’s inadequate risk assessment, were less than 1E-6 and 1E-7, 
respectively. This finding has a crosscutting aspect in the area of human performance associated with resources 
because the licensee did not ensure that procedures and processes were adequate to properly assess and manage the 
risk associated with on-line maintenance [H.2(c)]  
 
 
Inspection Report# : 2009003 (pdf)  

Mitigating Systems 

Significance:  Jun 05, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Maintain Written Procedures Covered in Regulatory Guide 1.33 
The inspectors identified 54 examples of a noncited violation of Technical Specification 5.5.1, “Procedures,” for the 
failure of operations and maintenance personnel to maintain written procedures covered in Regulatory Guide 1.33. 
Specifically, from plant startup to June 2009, no process requirement or procedure existed to suspend or put an 
administrative hold on a procedure or work order when a technical change is required for the procedure. This resulted 
in 54 uncontrolled procedures and work instructions available to use on safety related systems without flagging the 
required changes. This finding was entered into the licensee’s corrective action program as Nuclear Notification 
200453351.  
 
The finding is greater than minor because, if left uncorrected, the failure to maintain and control operations and 
maintenance procedures could lead to a more significant safety concern by having technically inaccurate procedures 
being used on safety-related systems. Using Manual Chapter 0609.04, “Phase 1 Initial Screening and Characterization 
of Findings,” the finding was determined to have a very low safety significance because the finding did not result in a 
loss of system safety function, an actual loss of safety function of a single train for greater than its technical 
specification allowed outage time, or screen as potentially risk significant due to a seismic, flooding, or severe 
weather initiating event. The finding has a crosscutting aspect in the area of problem identification and resolution 



associated with the corrective action program because problems were not thoroughly evaluated such that the 
resolutions addressed the causes and extent of conditions. This includes properly classifying and prioritizing 
conditions adverse to quality [P.1(c)].  
 
Inspection Report# : 2009003 (pdf)  

Significance:  Jun 02, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Evaluate the Impact of Temporary Scaffolding on Installed Fire Protection Systems 
The inspectors identified a noncited violation of License Condition 2.C.(14), “Fire Protection,” for the failure of 
licensee personnel to evaluate scaffolding for its impact on fire protection systems. Specifically, the licensee failed 
either (1) to demonstrate that obstructed sprinkler heads in the Unit 2 emergency diesel generator building train B, the 
Unit 3 emergency diesel generator building train A, and the Unit 2 saltwater cooling pump room were operable; or (2) 
to generate a fire protection impairment and establish an hourly firewatch for inoperable sprinkler heads in the Unit 2 
emergency diesel generator building train B, the Unit 3 emergency diesel generator building train A, and the Unit 2 
saltwater cooling pump room. This finding was entered into the licensee’s corrective action program as Nuclear 
Notification 200449046.  
This finding is greater than minor because the identified programmatic deficiencies could lead to a more significant 
safety concern if left uncorrected. This finding is associated with the Mitigating Systems Cornerstone. Using Manual 
Chapter 0609, Appendix F, “Fire Protection Significance Determination Process,” Attachment 2, this finding was 
determined to have a LOW degradation rating because fewer then 10 percent of the sprinkler heads were 
nonfunctional, there was a functional sprinkler head within 10 feet of the combustibles of concern, and the system was 
nominally code compliant. Therefore, this finding was determined to be of very low safety significance. This finding 
has a crosscutting aspect in area of human performance associated with work practices because the licensee failed to 
ensure personnel work practices support human performance. Specifically, the licensee failed to effectively 
communicate human error prevention techniques such as proper documentation of activities and failed to ensure 
personnel do not proceed in the face of uncertainty [H.4(a)]. 
Inspection Report# : 2009003 (pdf)  

Significance:  Jun 02, 2009 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Specify Appropriate Requirements in Procurement Documents 
A self-revealing noncited violation of 10 CFR Part 50, Appendix B, Criterion IV, "Procurement Document Control," 
was identified for the failure of procurement engineering personnel to include requirements necessary to assure 
adequate quality in a safety-related component. Specifically, on June 2, 2006, the procurement document did not 
specify limits on the amount of moisture allowed in the hydraulic fluid used during refurbishment of hydraulic dump 
valves at an off-site vendor, resulting in a main feedwater isolation valve and a main steam isolation valve being 
inoperable for greater than their technical specification allowed outage time. These occurrences were documented in 
Licensee Event Report 2007-004-00 and Unit 2 was shutdown in order to determine the extent of condition. The 
licensee determined these valve failures were caused by corrosion due to the introduction of moisture-contaminated 
Fyrquel® hydraulic fluid at the vendor facility. The procurement documents used to contract the replacement and 
refurbishment services did not include any moisture limits, nor did the vendor documents which were reviewed and 
approved by the licensee, although these limits were specified in both maintenance and operations procedures at the 
time. This finding was entered into the licensee’s corrective action program as Action Request AR 071000901.  
The failure to include moisture limits in the procurement documents in order to maintain the quality of a safety-related 
component was a performance deficiency. The finding is more than minor because it is associated with the equipment 
performance 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. 
The inspectors evaluated the issue using the Significance Determination Process Phase 1 Screening Worksheet for the 
Initiating Events, Mitigating Systems, and Barriers Cornerstones provided in Manual Chapter 0609, Attachment 4, 
"Phase 1 – Initial Screening and Characterization of Findings." The inspectors determined that this finding represented 
a loss of safety function of a single train for greater than the technical specification allowed outage time. This required 
that a Phase 2 estimation be completed. Because the Phase 2 risk-informed notebook did not include appropriate 



targets for the equipment conditions at the time of discovery, the senior reactor analyst determined that a Phase 3 
analysis was required. The analyst calculated a total ?CDF of 1.5 x 10-8, therefore this finding is of very low safety 
significance. A crosscutting aspect is not assigned since the cause of the performance deficiency is not indicative of 
current performance (Section 4OA3). 
Inspection Report# : 2009004 (pdf)  

Significance:  May 14, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Corrective Action Process for an Inadequate Postmaintenance Test 
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion V, "Instructions, Procedures, 
and Drawings," for the licensee’s failure to follow corrective action program procedures to address deficiencies 
associated with postmaintenance testing. Specifically, between April 20 and May 14, 2009, the licensee failed to 
follow Procedure SO123 XX 1 ISS2, "Notification Initiation and Processing," Revision 23, to report a problem 
associated with the adequacy of postmaintenance testing until prompted by the inspectors. Emergency chiller ME336 
was restored to operable on April 19, following a maintenance evolution, then declared inoperable on April 20, 
approximately 8 hours later when operations personnel identified an operability issue associated with the equipment 
configuration. However, licensee personnel failed to recognize that the postmaintenance testing may have been 
inadequate, in that, emergency chiller ME336 was returned to service in an inoperable condition, until prompted by 
the inspectors on several occasions between April 20 and May 13. This finding was entered into the licensee’s 
corrective action program as Nuclear Notification NN 200427700.  
The failure to follow corrective action program procedures to identify and correct a condition adverse to quality was a 
performance deficiency. The finding is greater than minor because the failure to identify and correct deficiencies 
associated with postmaintenance testing would have the potential to lead to a more significant safety concern if left 
uncorrected. The finding is associated with the mitigating systems cornerstone. Using the Manual Chapter 0609, 
"Significance Determination Process," Phase 1 Worksheets, the finding is determined to have very low safety 
significance because the finding did not affect both trains of any single mitigating system or represent an actual loss of 
a safety function of a single train for greater that its technical specification allowed outage time. The finding has a 
crosscutting aspect in the area of problem identification and resolution associated with corrective action program 
because the licensee failed to identify and correct deficiencies associated with inadequate postmaintenance testing at a 
threshold commensurate with the safety significance [P.1(a)]. 
Inspection Report# : 2009004 (pdf)  

Significance:  Apr 17, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Improper Controls for Electrical Test Equipment 
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, 
and Drawings,” for the failure of maintenance planning personnel to provide adequate work instructions to control the 
connection of electrical monitoring devices on operable plant equipment. Specifically, the work instructions failed to 
require verification and functional testing after installation and removal, compliance with seismic requirements, and 
controls to ensure removal within the allowed time limit for a temporary installation. This finding was entered into the 
licensee’s corrective action program as Nuclear Notification 200396106.  
 
The finding is greater than minor because the improper controls for installation of test equipment is associated with 
the design control attribute of the Mitigating Systems Cornerstone and adversely affects the associated cornerstone 
objective to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences. Using the Manual Chapter 0609, “Significance Determination Process,” Phase 1 
Worksheets, the finding is determined to have very low safety significance because the finding did not affect both 
trains of any single mitigating system or represent an actual loss of a safety function. The finding has a crosscutting 
aspect in the area of human performance associated with work practices because maintenance planning personnel 
failed to follow procedures to develop adequate work instructions for safety-related maintenance [H.4(b)].  
 
Inspection Report# : 2009003 (pdf)  



Significance:  Apr 13, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Risk Assessment Performed Using Risk Assessment Tools with Known Errors 
The inspectors identified a noncited violation of 10 CFR 50.65(a)(4) involving the failure of work control and 
operations personnel to assess and manage the increase in risk associated with planned maintenance activities. 
Specifically, the risk assessment for planned maintenance on emergency chiller ME336 was performed using risk 
assessment tools that had known errors that had the potential to change the outcome of the assessment. This finding 
was entered into the licensee’s corrective action program as Nuclear Notification 200389219.  
This finding is greater than minor because the risk assessment had known errors that had the potential to change the 
outcome of the assessment. This finding is associated with the Mitigating Systems Cornerstone. In accordance with 
Inspection Manual Chapter 0609, Appendix K, “Maintenance Risk Assessment and Risk Management Significance 
Determination Process,” step 4.1.1, the inspectors had the licensee reperform the assessment, correcting the errors that 
rendered the original risk assessment inadequate. The finding is determined to have very low safety significance 
because the incremental core damage probability deficit and the incremental large early release probability deficit, 
used to evaluate the magnitude of the error in the licensee’s inadequate risk assessment, were less than 1E-6 and 1E-7, 
respectively. The finding has a crosscutting aspect in the area of problem identification and resolution associated with 
the corrective action program because engineering personnel failed to take appropriate corrective actions to address 
identified errors in the risk assessment tools in a timely manner [P.1(d)].  
 
Inspection Report# : 2009003 (pdf)  

Significance:  Mar 28, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Establish Adequate Scaffolding Erection Procedures 
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, 
and Drawings,” for the failure of engineering personnel to establish adequate procedures for scaffolding erection in 
safety-related areas. Specifically, Procedure SO123-I-1.34 required a minimum separation distance of 1 inch from 
safety-related equipment which only considered the seismic displacements of scaffolding and not other movements, 
such as thermal expansion of piping, equipment vibrations, or component operation. Insufficient scaffolding to 
component separation could result in interactions that adversely affect the safety functions of safety-related 
equipment. This finding was entered into the licensee’s corrective action program as Nuclear Notification 200366460. 
 
The finding is greater than minor because, if left uncorrected, it would have the potential to lead to a more significant 
safety concern. The inspectors concluded this finding was associated with the Mitigating Systems Cornerstone. Using 
the Manual Chapter 0609, “Significance Determination Process,” Phase 1 Worksheets, the finding is determined to 
have very low safety significance because the finding did not affect both trains of any single mitigating system or 
represent an actual loss of a safety function. A crosscutting aspect is not assigned since the cause of the performance 
deficiency is not indicative of current performance.  
 
Inspection Report# : 2009003 (pdf)  

Significance:  Mar 17, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Inspect Scaffolding in Safety-Related Areas 
The inspectors identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, 
and Drawings,” for the failure of maintenance personnel to properly install and inspect scaffolding in safety-related 
areas in accordance with written procedural requirements. Four instances were found where the minimum separation 
distance between a scaffold and safety-related components was less than the minimum allowed by procedure and an 
approved engineering evaluation to justify the deviation was not performed. The licensee evaluated the scaffolds and 
modified them as necessary. This finding was entered into the licensee’s corrective action program as Nuclear 
Notification 200356209.  



 
The finding is greater than minor because if left uncorrected, it would have the potential to lead to a more significant 
safety concern. The inspectors concluded this finding was associated with the Mitigation Systems Cornerstone. Using 
the Manual Chapter 0609, “Significance Determination Process,” Phase 1 Worksheets, the finding is determined to 
have very low safety significance because the finding did not affect both trains of any single mitigating system or 
represent an actual loss of a safety function. This finding has a crosscutting aspect in the area of human performance 
associated with work practices because the licensee did not utilize appropriate human performance techniques to 
ensure that scaffold construction was performed safely [H.4(a)] (Section 1R18). 
Inspection Report# : 2009002 (pdf)  

Significance:  Mar 11, 2009 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Implement Corrective Actions to Prevent Repeat Safety-Related 480V Breaker Failures 
A self-revealing noncited violation of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Action,” was 
identified for the failure to implement timely corrective actions to preclude repetition of a significant condition 
adverse to quality involving the failure of a safety-related 480 volt circuit breaker. Specifically, the licensee did not 
properly evaluate the extent of condition for other risk significant breakers and promptly implement corrective actions 
following a previous failure of a safety-related 480 volt circuit breaker in March 2005 to preclude repetition of another 
safety-related 480 volt circuit breaker failure on March 28, 2009. This finding was entered into the licensee’s 
corrective action program as Nuclear Notification 200378783.  
This finding is greater than minor because it is associated with the equipment performance attribute of the Mitigating 
Systems Cornerstone and affects the associated cornerstone objective of ensuring the availability, reliability and 
capability of systems that respond to initiating events to prevent undesirable consequences. Using the Significance 
Determination Process Phase 1 Screening Worksheet for the Initiating Events, Mitigating Systems, and Barriers 
Cornerstones provided in Manual Chapter 0609, Attachment 4, “Phase 1 – Initial Screening and Characterization of 
Findings,” the inspectors determined that this finding represented a loss of safety function of a single train for greater 
than its technical specification allowed outage time. This required that a Phase 2 estimate be completed using Manual 
Chapter 0609, “Significance Determination Process,” Appendix A, “Determining the Significance of Reactor 
Inspection Findings for At Power Situations,” and the Phase 2 Worksheets for San Onofre Nuclear Generation Station. 
The inspectors assumed that the performance deficiency affected the risk of operating the plant from March 11, 2009, 
when the last successful surveillance was completed through April 1, 2009, when the breaker was restored to a 
functional status. As a result, in accordance with Appendix A, Attachment 1, step 2.1.2, “Determine the Appropriate 
Exposure Time,” the inspectors selected an exposure period of 3-30 days. Using the Risk Informed Inspection 
Notebook for SONGS Units 2 and 3, Revision 2.1a, the inspectors selected “One Containment Fan Cooling Unit,” as 
the appropriate target for the subject finding in the presolved table. Based on the results of the Phase 2 analysis, the 
finding is determined to have very low safety significance. This finding has a crosscutting aspect in the area of human 
performance associated with decision-making because safety-significant decisions were not reviewed to verify the 
validity of the underlying assumptions and identify possible unintended consequences [H.1(b)].  
 
Inspection Report# : 2009003 (pdf)  

Barrier Integrity 

Emergency Preparedness 
Significance: SL-IV Jul 13, 2009 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Notify the NRC within Required Timeframe 
A self-revealing noncited violation of 10 CFR 50.72 was identified for the failure to notify the NRC in the time 



required after computer engineering personnel discovered an event requiring an eight hour notification. Specifically, 
on July 13, 2009, Nuclear Regulatory Affairs personnel failed to notify the NRC, within 8 hours after the discovery of 
a loss of the ability to activate 10 Community Alert Sirens located on the Camp Pendleton Marine Corp Base. The 
NRC was notified of the loss of the ability to activate the Community Alert Sirens, approximately 24 hours late, on 
July 14, 2009. This finding was entered in the licensee's corrective action program as Nuclear Notification NN 
200501125.  
The failure to notify the NRC of an event in the time required by 10 CFR 50.72 was a performance deficiency. The 
finding was determined to be applicable to traditional enforcement because the NRC’s ability to perform its regulatory 
function was potentially impacted by the licensee’s failure to report the event. The finding is associated with the 
emergency preparedness cornerstone. The finding was determined to be a Severity Level IV violation in accordance 
with Section D of Supplement I of the NRC Enforcement Policy. The finding is not suitable for evaluation using the 
significance determination process, but has been reviewed by NRC management and is determined to be a finding of 
very low safety significance. The finding has a crosscutting aspect in the area of problem identification and resolution 
associated with corrective action program because computer engineering personnel failed implement the corrective 
action program at an appropriate threshold for identified issues [P.1(a)]. 
Inspection Report# : 2009004 (pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

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

Initiating Events 

Significance:  Jan 22, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow a Level 1 Quality Assurance Program Affecting Human Performance Procedure 
The inspectors identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, "Instructions, Procedures, 
and Drawings," for the failure of training personnel to ensure activities affecting quality shall be prescribed by 
documented instructions, procedures, or drawings, of a type appropriate to the circumstances and shall be 
accomplished in accordance with these instructions, procedures, or drawings. Specifically, between September 27, 
2009 and November 17, 2009, training personnel failed to follow Level 1 Quality Assurance Program Affecting 
Procedure SO123 XXI-1.11.23, "Human Performance Training Program Description," Revision 0, to ensure workers 
received human performance training before hands-on work was performed in the plant, which resulted in over 80 
employees not receiving human performance training and contributed to at least two human performance events. This 
finding was entered into the licensee’s corrective action program as Nuclear Notification 200670169.  
 
The finding is greater than minor because, if left uncorrected, the failure to follow procedures to provide human 
performance training, would have the potential to lead to more significant safety concerns as is evidenced by the two 
human performance events that occurred by untrained individuals. This finding is associated with the Initiating Events 
Cornerstone. Using Manual Chapter 0609.04, "Phase 1 – Initial Screening and Characterization of Findings," the 
finding is determined to have very low safety significance because the finding did not contribute to both the likelihood 
of a reactor trip and the likelihood that mitigation equipment or functions would not be available. The finding has a 
cross-cutting aspect in the area of problem identification and resolution associated with the corrective action program 
because the licensee failed to take appropriate corrective actions to address safety issues and adverse trends in a timely 
manner, commensurate with their safety significance and complexity [P.1(d)].  
 
 
Inspection Report# : 2009009 (pdf)  

Significance:  Apr 16, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Assess and Manage Risk for Electrical Switchyard Impacting Maintenance 
The inspectors identified a noncited violation of 10 CFR 50.65(a)(4) for the failure of work control and operations 
personnel to include maintenance activities in or near the electrical switchyard and offsite power components in the 
on-line risk assessment. This finding was entered into the licensee’s corrective action program as Nuclear Notification 
200402733.  
This finding is greater than minor because the licensee’s risk assessment failed to consider maintenance activities that 
could increase the likelihood of initiating events such as work in or associated with offsite power sources and the 
electrical switchyard. This finding is associated with the Initiating Events Cornerstone. In accordance with Inspection 
Manual Chapter 0609, Appendix K, “Maintenance Risk Assessment and Risk Management Significance 
Determination Process,” step 4.1.1, the inspectors had the licensee reperform the assessment, correcting the errors that 
rendered the original risk assessment inadequate. The finding is determined to have very low safety significance 
because the incremental core damage probability deficit and the incremental large early release probability deficit, 
used to evaluate the magnitude of the error in the licensee’s inadequate risk assessment, were less than 1E-6 and 1E-7, 
respectively. This finding has a crosscutting aspect in the area of human performance associated with resources 
because the licensee did not ensure that procedures and processes were adequate to properly assess and manage the 
risk associated with on-line maintenance [H.2(c)]  
 



 
Inspection Report# : 2009003 (pdf)  

Mitigating Systems 

Significance:  Jan 22, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Maintain Written Procedures Covered in Regulatory Guide 1.33 
The inspectors identified a non-cited violation of Technical Specification 5.5.1, "Procedures," for the failure of 
procedure writer personnel to maintain written procedures covered in Regulatory Guide 1.33. Specifically, from initial 
plant startup of Units 2 and 3 to November 2009, no process requirement or procedure existed to identify procedures 
that required technical changes so that those procedures could be suspended or put an administrative hold until the 
required changes were made. This resulted in a quality controlled procedure requiring technical changes available to 
use on a safety-related system without flagging the required changes. This finding was entered into the licensee’s 
corrective action program as Nuclear Notification 200671179.  
The finding is greater than minor because, if left uncorrected, the failure to maintain and control procedures would 
have the potential to lead to a more significant safety concern by having technically inaccurate procedures being used 
on safety-related systems. This finding is associated with the Mitigating Systems Cornerstone. Using Manual Chapter 
0609.04, "Phase 1 – Initial Screening and Characterization of Findings," the finding was determined to have a very 
low safety significance because the finding did not result in a loss of a system safety function, an actual loss of safety 
function of a single train for greater than its technical specification allowed outage time, or screen as potentially risk 
significant due to a seismic, flooding, or severe weather initiating event. The finding has a cross-cutting aspect in the 
area of problem identification and resolution associated with the corrective action program because problems were not 
thoroughly evaluated such that the resolutions addressed the causes and extent of conditions. This includes properly 
classifying and prioritizing conditions adverse to quality [P.1(c)].  
 
Inspection Report# : 2009009 (pdf)  

Significance:  Dec 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control for Safety-Related Electrical Connections 
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” with 
thirteen examples that occurred between June 2005 and July 2008, for the failure of the licensee to ensure that 
appropriate measures were in place to assure that systems specified in the design basis were maintained in a 
configuration which provided a reasonable assurance of operability during design basis events. This finding was 
entered into the licensee’s corrective action program as Action Requests ARs 050601315, 050601324, 060101159, 
070200254, 200066209, and Nuclear Notifications NNs 200089167, 200058371, 200100730, and Corrective Action 
Order 800126624.  
The finding is greater than minor because it is associated with the equipment performance attribute of the Mitigating 
Systems Cornerstone and affects the associated cornerstone objective to ensure the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. In accordance with 
Manual Chapter 0609, Attachment 4, Table 4a, Question 5, a Phase 3 analysis was required because the finding 
screened as potentially risk significant due to a seismic, flooding, or severe weather initiating event. In accordance 
with Inspection Manual Chapter 0609, Appendix A, the analyst determined that the conditions documented in Table 1 
of this inspection report should be evaluated as a single inspection finding because they resulted from a common 
cause. As a combined result of the evaluations performed in the Phase 3 analysis, the analyst determined that this 
finding was of very low safety significance. The finding has a crosscutting aspect in the area of human performance 
associated with resources for the failure to maintain complete, accurate, and up-to-date design documentation, 
procedures, and work packages [H.2(c)] (Section 4OA5). 
Inspection Report# : 2009005 (pdf)  



Significance:  Nov 25, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow the Operability Determination Process 
The inspectors identified three examples of a noncited violation of 10 CFR Part 50, Appendix B, Criterion V, 
“Instructions, Procedures and Drawings,” for the failure of operations and engineering personnel to follow procedures 
and adequately evaluate degraded conditions to support operability decision making. Specifically, on October 29, 
2009, engineering personnel failed to adequately evaluate the operability of the Unit 3 containment emergency sump 
when an unanalyzed styrofoam material was identified, which had not been previously analyzed for impact to the 
containment emergency sump. Additionally, on November 17 and December 18, 2009, operations and engineering 
personnel failed to adequately evaluate the operability of emergency diesel generator train B when a lube oil leak was 
identified on a flexible hose for the dc auxiliary turbo pump. And finally, on December 19, 2009, operations and 
engineering personnel inappropriately applied Code Case N 513 2 to justify the operability of the emergency core 
cooling system train A, in that, the flaw geometry was only assumed and not characterized by volumetric inspection 
methods or by physical measurements. This finding was entered into the licensee’s corrective action program as 
Nuclear Notifications NNs 200673198, 200699833, and 200718673.  
The finding is greater than minor because the failure to perform timely and adequate evaluations of degraded, 
nonconforming, and unanalyzed conditions for operability, if left uncorrected, would have the potential to lead to a 
more significant safety concern. The finding is associated with the equipment performance attribute of the Mitigating 
Systems Cornerstone and affects the associated cornerstone objective to ensure the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. Using the Manual Chapter 
0609, “Significance Determination Process,” Phase 1 Worksheets, the finding is determined to have very low safety 
significance because the finding did not result in a loss of safety function for greater than the technical specification 
allowed outage time, and did not screen as potentially risk significant due to a seismic, flooding, or severe weather 
initiating event. This finding has a crosscutting aspect in the area of problem identification and resolution associated 
with corrective action program because operations and engineering personnel failed to thoroughly evaluate problems 
such that the resolutions addressed the cause and extent of condition. This includes properly classifying, prioritizing, 
and evaluating for operability conditions adverse to quality [P.1(c)] (Section 1R15). 
Inspection Report# : 2009005 (pdf)  

Significance:  Oct 27, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Correct Problems with Emergency Diesel Generator Train A 
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Action,” for 
the licensee's failure to take adequate corrective actions for conditions adverse to quality associated with Unit 3 
emergency diesel generator train A. Specifically, on June 13, 2009, following an emergency diesel generator failure 
on June 6, 2009, immediate corrective actions were inadequately implemented when improperly configured 
annunciator power supplies were installed in the emergency diesel generator train A annunciator system. This 
configuration problem contributed to rapid capacitor degradation as a result of the increased heat from a resistor, 
which ultimately caused the emergency diesel generator failure to start on December 12, 2009. This finding was 
entered into the licensee’s corrective action program as Nuclear Notification NN 200756001.  
The finding is greater than minor because the failure to correct conditions adverse to quality for the emergency diesel 
generators is associated with the equipment performance attribute of the Mitigating Systems Cornerstone and affects 
the associated cornerstone objective to ensure the availability, reliability, and capability of systems that respond to 
initiating events to prevent undesirable consequences. Using the Manual Chapter 0609, “Significance Determination 
Process,” Phase 1 Worksheets, the inspectors determined that this finding represented an actual loss of safety function 
of emergency diesel generator train for greater than the technical specification allowed outage time. This required that 
a Phase 2 estimation be completed. Because the Phase 2 analysis concluded that the finding was potentially greater 
than green, a Phase 3 analysis was completed by a regional senior reactor analyst. The San Onofre SPAR model 
indicated that the delta core damage frequency for emergency diesel generator train A being non-functional was 2.0E 
6/yr. For an exposure time of 7 days, this resulted in an incremental core damage frequency of 3.8E-8 for this finding, 
considering internal events only. The dominant sequence was a station blackout sequence with failure of the diesels, 
failure to cross-tie power from the other unit, failure to recover either onsite or offsite power, failure of batteries at 4 
hours, and a failure to manually control the turbine-driven auxiliary feedwater pump after battery depletion. The 



senior reactor analyst determined qualitatively that the contribution of external events would not significantly add to 
this result; therefore, the finding is determined to be of very low safety significance. This finding has a crosscutting 
aspect in the area of human performance associated with resources because the licensee failed to provide adequate 
instructions to perform activities affecting quality [H.2(c)] (Section 1R12). 
Inspection Report# : 2009005 (pdf)  

Significance:  Sep 29, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Correct Problems with Emergency Diesel Generator Train B 
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Action,” for 
the licensee's failure to take adequate corrective actions for conditions adverse to quality associated with Unit 3 
emergency diesel generator train B. Specifically, in May 2009, corrective actions were inadequate following an 
unexpected fuse failure in the emergency diesel generator train B annunciator system. These inadequate corrective 
actions enabled the pre-existing ground condition to continue until it ultimately rendered the emergency diesel 
generator train B inoperable on December 11, 2009. This finding was entered into the licensee’s corrective action 
program as Nuclear Notification NN 200722170.  
The finding is greater than minor because the failure to correct conditions adverse to quality for the emergency diesel 
generators is associated with the equipment performance attribute of the Mitigating Systems Cornerstone and affects 
the associated cornerstone objective to ensure the availability, reliability, and capability of systems that respond to 
initiating events to prevent undesirable consequences. Using the Manual Chapter 0609, “Significance Determination 
Process,” Phase 1 Worksheets, the finding is determined to have very low safety significance because it did not 
represent an actual loss of safety function, and did not screen as potentially risk significant due to a seismic, flooding, 
or severe weather initiating event. This finding has a crosscutting aspect in the area of problem identification and 
resolution associated with corrective action program since the licensee failed to thoroughly evaluate problems such 
that the resolutions address the causes and extent of conditions [P.1(c)] (Section 1R12). 
Inspection Report# : 2009005 (pdf)  

Significance:  Sep 09, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Implement Compensatory Measures to Maintain Equipment Operable 
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures 
and Drawings,” for the failure of operations personnel to follow procedures and adequately implement identified 
compensatory measures. Specifically, on November 25 and 28, 2009, operations personnel did not follow 
requirements to establish a compensatory measure to substitute manual operator actions for automatic actions to 
support the operability of the functions provided by the refueling water storage tank to charging pump suction piping. 
This finding was entered into the licensee’s corrective action program as Nuclear Notification NN 200689450.  
The finding is greater than minor because the inadequate implementation of compensatory measures, if left 
uncorrected, would have the potential to lead to a more significant safety concern. The finding is associated with the 
procedure quality attribute of the Mitigating Systems Cornerstone and affects the associated cornerstone objective to 
ensure the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. Using the Manual Chapter 0609, “Significance Determination Process,” Phase 1 Worksheets, the 
finding is determined to have very low safety significance because the finding did not result in an actual loss of safety 
function, and did not screen as potentially risk significant due to a seismic, flooding, or severe weather initiating 
event. This finding has a crosscutting aspect in the area of human performance associated with decision making 
because operations personnel failed to make decisions using a systematic process, especially when faced with 
uncertain or unexpected plant conditions, to ensure safety is maintained [H.1(a)] (Section 1R15). 
Inspection Report# : 2009005 (pdf)  

Significance:  Jun 05, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Maintain Written Procedures Covered in Regulatory Guide 1.33



The inspectors identified 54 examples of a noncited violation of Technical Specification 5.5.1, “Procedures,” for the 
failure of operations and maintenance personnel to maintain written procedures covered in Regulatory Guide 1.33. 
Specifically, from plant startup to June 2009, no process requirement or procedure existed to suspend or put an 
administrative hold on a procedure or work order when a technical change is required for the procedure. This resulted 
in 54 uncontrolled procedures and work instructions available to use on safety related systems without flagging the 
required changes. This finding was entered into the licensee’s corrective action program as Nuclear Notification 
200453351.  
 
The finding is greater than minor because, if left uncorrected, the failure to maintain and control operations and 
maintenance procedures could lead to a more significant safety concern by having technically inaccurate procedures 
being used on safety-related systems. Using Manual Chapter 0609.04, “Phase 1 Initial Screening and Characterization 
of Findings,” the finding was determined to have a very low safety significance because the finding did not result in a 
loss of system safety function, an actual loss of safety function of a single train for greater than its technical 
specification allowed outage time, or screen as potentially risk significant due to a seismic, flooding, or severe 
weather initiating event. The finding has a crosscutting aspect in the area of problem identification and resolution 
associated with the corrective action program because problems were not thoroughly evaluated such that the 
resolutions addressed the causes and extent of conditions. This includes properly classifying and prioritizing 
conditions adverse to quality [P.1(c)].  
 
Inspection Report# : 2009003 (pdf)  

Significance:  Jun 02, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Evaluate the Impact of Temporary Scaffolding on Installed Fire Protection Systems 
The inspectors identified a noncited violation of License Condition 2.C.(14), “Fire Protection,” for the failure of 
licensee personnel to evaluate scaffolding for its impact on fire protection systems. Specifically, the licensee failed 
either (1) to demonstrate that obstructed sprinkler heads in the Unit 2 emergency diesel generator building train B, the 
Unit 3 emergency diesel generator building train A, and the Unit 2 saltwater cooling pump room were operable; or (2) 
to generate a fire protection impairment and establish an hourly firewatch for inoperable sprinkler heads in the Unit 2 
emergency diesel generator building train B, the Unit 3 emergency diesel generator building train A, and the Unit 2 
saltwater cooling pump room. This finding was entered into the licensee’s corrective action program as Nuclear 
Notification 200449046.  
This finding is greater than minor because the identified programmatic deficiencies could lead to a more significant 
safety concern if left uncorrected. This finding is associated with the Mitigating Systems Cornerstone. Using Manual 
Chapter 0609, Appendix F, “Fire Protection Significance Determination Process,” Attachment 2, this finding was 
determined to have a LOW degradation rating because fewer then 10 percent of the sprinkler heads were 
nonfunctional, there was a functional sprinkler head within 10 feet of the combustibles of concern, and the system was 
nominally code compliant. Therefore, this finding was determined to be of very low safety significance. This finding 
has a crosscutting aspect in area of human performance associated with work practices because the licensee failed to 
ensure personnel work practices support human performance. Specifically, the licensee failed to effectively 
communicate human error prevention techniques such as proper documentation of activities and failed to ensure 
personnel do not proceed in the face of uncertainty [H.4(a)]. 
Inspection Report# : 2009003 (pdf)  

Significance:  Jun 02, 2009 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Specify Appropriate Requirements in Procurement Documents 
A self-revealing noncited violation of 10 CFR Part 50, Appendix B, Criterion IV, "Procurement Document Control," 
was identified for the failure of procurement engineering personnel to include requirements necessary to assure 
adequate quality in a safety-related component. Specifically, on June 2, 2006, the procurement document did not 
specify limits on the amount of moisture allowed in the hydraulic fluid used during refurbishment of hydraulic dump 
valves at an off-site vendor, resulting in a main feedwater isolation valve and a main steam isolation valve being 
inoperable for greater than their technical specification allowed outage time. These occurrences were documented in 



Licensee Event Report 2007-004-00 and Unit 2 was shutdown in order to determine the extent of condition. The 
licensee determined these valve failures were caused by corrosion due to the introduction of moisture-contaminated 
Fyrquel® hydraulic fluid at the vendor facility. The procurement documents used to contract the replacement and 
refurbishment services did not include any moisture limits, nor did the vendor documents which were reviewed and 
approved by the licensee, although these limits were specified in both maintenance and operations procedures at the 
time. This finding was entered into the licensee’s corrective action program as Action Request AR 071000901.  
The failure to include moisture limits in the procurement documents in order to maintain the quality of a safety-related 
component was a performance deficiency. The finding is more than minor because it is associated with the equipment 
performance 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. 
The inspectors evaluated the issue using the Significance Determination Process Phase 1 Screening Worksheet for the 
Initiating Events, Mitigating Systems, and Barriers Cornerstones provided in Manual Chapter 0609, Attachment 4, 
"Phase 1 – Initial Screening and Characterization of Findings." The inspectors determined that this finding represented 
a loss of safety function of a single train for greater than the technical specification allowed outage time. This required 
that a Phase 2 estimation be completed. Because the Phase 2 risk-informed notebook did not include appropriate 
targets for the equipment conditions at the time of discovery, the senior reactor analyst determined that a Phase 3 
analysis was required. The analyst calculated a total ?CDF of 1.5 x 10-8, therefore this finding is of very low safety 
significance. A crosscutting aspect is not assigned since the cause of the performance deficiency is not indicative of 
current performance (Section 4OA3). 
Inspection Report# : 2009004 (pdf)  

Significance:  May 14, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Corrective Action Process for an Inadequate Postmaintenance Test 
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion V, "Instructions, Procedures, 
and Drawings," for the licensee’s failure to follow corrective action program procedures to address deficiencies 
associated with postmaintenance testing. Specifically, between April 20 and May 14, 2009, the licensee failed to 
follow Procedure SO123 XX 1 ISS2, "Notification Initiation and Processing," Revision 23, to report a problem 
associated with the adequacy of postmaintenance testing until prompted by the inspectors. Emergency chiller ME336 
was restored to operable on April 19, following a maintenance evolution, then declared inoperable on April 20, 
approximately 8 hours later when operations personnel identified an operability issue associated with the equipment 
configuration. However, licensee personnel failed to recognize that the postmaintenance testing may have been 
inadequate, in that, emergency chiller ME336 was returned to service in an inoperable condition, until prompted by 
the inspectors on several occasions between April 20 and May 13. This finding was entered into the licensee’s 
corrective action program as Nuclear Notification NN 200427700.  
The failure to follow corrective action program procedures to identify and correct a condition adverse to quality was a 
performance deficiency. The finding is greater than minor because the failure to identify and correct deficiencies 
associated with postmaintenance testing would have the potential to lead to a more significant safety concern if left 
uncorrected. The finding is associated with the mitigating systems cornerstone. Using the Manual Chapter 0609, 
"Significance Determination Process," Phase 1 Worksheets, the finding is determined to have very low safety 
significance because the finding did not affect both trains of any single mitigating system or represent an actual loss of 
a safety function of a single train for greater that its technical specification allowed outage time. The finding has a 
crosscutting aspect in the area of problem identification and resolution associated with corrective action program 
because the licensee failed to identify and correct deficiencies associated with inadequate postmaintenance testing at a 
threshold commensurate with the safety significance [P.1(a)]. 
Inspection Report# : 2009004 (pdf)  

Significance:  Apr 17, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Improper Controls for Electrical Test Equipment 
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, 
and Drawings,” for the failure of maintenance planning personnel to provide adequate work instructions to control the 
connection of electrical monitoring devices on operable plant equipment. Specifically, the work instructions failed to 



require verification and functional testing after installation and removal, compliance with seismic requirements, and 
controls to ensure removal within the allowed time limit for a temporary installation. This finding was entered into the 
licensee’s corrective action program as Nuclear Notification 200396106.  
 
The finding is greater than minor because the improper controls for installation of test equipment is associated with 
the design control attribute of the Mitigating Systems Cornerstone and adversely affects the associated cornerstone 
objective to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences. Using the Manual Chapter 0609, “Significance Determination Process,” Phase 1 
Worksheets, the finding is determined to have very low safety significance because the finding did not affect both 
trains of any single mitigating system or represent an actual loss of a safety function. The finding has a crosscutting 
aspect in the area of human performance associated with work practices because maintenance planning personnel 
failed to follow procedures to develop adequate work instructions for safety-related maintenance [H.4(b)].  
 
Inspection Report# : 2009003 (pdf)  

Significance:  Apr 13, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Risk Assessment Performed Using Risk Assessment Tools with Known Errors 
The inspectors identified a noncited violation of 10 CFR 50.65(a)(4) involving the failure of work control and 
operations personnel to assess and manage the increase in risk associated with planned maintenance activities. 
Specifically, the risk assessment for planned maintenance on emergency chiller ME336 was performed using risk 
assessment tools that had known errors that had the potential to change the outcome of the assessment. This finding 
was entered into the licensee’s corrective action program as Nuclear Notification 200389219.  
This finding is greater than minor because the risk assessment had known errors that had the potential to change the 
outcome of the assessment. This finding is associated with the Mitigating Systems Cornerstone. In accordance with 
Inspection Manual Chapter 0609, Appendix K, “Maintenance Risk Assessment and Risk Management Significance 
Determination Process,” step 4.1.1, the inspectors had the licensee reperform the assessment, correcting the errors that 
rendered the original risk assessment inadequate. The finding is determined to have very low safety significance 
because the incremental core damage probability deficit and the incremental large early release probability deficit, 
used to evaluate the magnitude of the error in the licensee’s inadequate risk assessment, were less than 1E-6 and 1E-7, 
respectively. The finding has a crosscutting aspect in the area of problem identification and resolution associated with 
the corrective action program because engineering personnel failed to take appropriate corrective actions to address 
identified errors in the risk assessment tools in a timely manner [P.1(d)].  
 
Inspection Report# : 2009003 (pdf)  

Barrier Integrity 

Emergency Preparedness 
Significance: SL-IV Jul 13, 2009 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Notify the NRC within Required Timeframe 
A self-revealing noncited violation of 10 CFR 50.72 was identified for the failure to notify the NRC in the time 
required after computer engineering personnel discovered an event requiring an eight hour notification. Specifically, 
on July 13, 2009, Nuclear Regulatory Affairs personnel failed to notify the NRC, within 8 hours after the discovery of 
a loss of the ability to activate 10 Community Alert Sirens located on the Camp Pendleton Marine Corp Base. The 
NRC was notified of the loss of the ability to activate the Community Alert Sirens, approximately 24 hours late, on 
July 14, 2009. This finding was entered in the licensee's corrective action program as Nuclear Notification NN 



200501125.  
The failure to notify the NRC of an event in the time required by 10 CFR 50.72 was a performance deficiency. The 
finding was determined to be applicable to traditional enforcement because the NRC’s ability to perform its regulatory 
function was potentially impacted by the licensee’s failure to report the event. The finding is associated with the 
emergency preparedness cornerstone. The finding was determined to be a Severity Level IV violation in accordance 
with Section D of Supplement I of the NRC Enforcement Policy. The finding is not suitable for evaluation using the 
significance determination process, but has been reviewed by NRC management and is determined to be a finding of 
very low safety significance. The finding has a crosscutting aspect in the area of problem identification and resolution 
associated with corrective action program because computer engineering personnel failed implement the corrective 
action program at an appropriate threshold for identified issues [P.1(a)]. 
Inspection Report# : 2009004 (pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 
Although the NRC is actively overseeing the Security cornerstone, the Commission has decided that certain findings 
pertaining to security cornerstone will not be publicly available to ensure that potentially useful information is not 
provided to a possible adversary. Therefore, the cover letters to security inspection reports may be viewed. 
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San Onofre 3 
2Q/2010 Plant Inspection Findings 

Initiating Events 

Significance:  Jun 17, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Control room operators failure to adhere to conduct of operations procedural requirements 
The inspectors identified a noncited violation of Technical Specification 5.5.1.1.a involving the failure of control 
room operators to follow San Onofre Procedure SO123-0-A1, “Conduct of Operations.” These included failures to: 
implement alarm response procedure place-keeping, announce alarms to the control room supervisor, stop 
conversations when an alarm annunciated and cleared, perform three-way communication during pre-job briefing, 
review the summarize, anticipate, foresee, evaluate and review questions during a pre-job brief, review the 
prerequisites of a procedure prior to use, and remain cognitive of the re-activity change evolution by a control room 
supervisor. This issue was entered into the licensee’s corrective action program as Nuclear Notification 200871332, 
and operations management immediately began actions to institute a recovery plan to improve operator performance. 
 
The finding was more than minor because it was associated with the Initiating Events Cornerstone attribute of human 
performance, and it affected the associated cornerstone objective to limit the likelihood of those events that upset plant 
stability and that challenge critical safety functions during shutdown, as well as during power operations. Using the 
Inspection Manual Chapter 0609, "Significance Determination Process," Phase 1 Worksheet, the inspectors concluded 
that the transient initiator did not contribute to both the likelihood of a reactor trip and to the likelihood that mitigation 
equipment or functions would not be available. As a result, the issue was of very low safety significance (Green). The 
finding has a crosscutting aspect in the area of human performance associated with the work practices because the 
licensee did not ensure supervisory and management oversight of work activities. [H.4(c)]  
 
 
Inspection Report# : 2010006 (pdf)  

Significance:  Jun 17, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to secure loose items in the electrical switchyard 
The inspectors identified a noncitied violation of Technical Specification 5.5.1.1.a involving the failure to follow 
procedural guidance of SO123 XX-11, “Switchyard Work Performance.” Specifically, the inspectors identified 
temporary equipment stored in the switchyard that was not tethered or otherwise secured in accordance with the 
procedure. The licensee entered a notification in its corrective action program as Nuclear Notification 200870138, and 
removed or secured the items.  
 
This finding is more than minor because it impacts the protection against the external factors attribute of the Initiating 
Events Cornerstone objective to limit the likelihood of those events that upset plant stability and challenge critical 
safety functions during shutdown and power operations. Using the Inspection Manual Chapter 0609 “Significance 
Determination Process,” Phase 1 Worksheet, the inspectors determined that the finding was of very low safety 
significance (Green) because it did not contribute to both the likelihood of a reactor trip and the likelihood that 
mitigation equipment or functions would not be available. This finding also has a human performance crosscutting 
aspect associated with the work control component in that personnel failed to appropriately plan work activities 
involving job site conditions which may impact plant structures, systems and components. [H.3(a)]  
 
Inspection Report# : 2010006 (pdf)  



Significance:  Apr 28, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Improper Risk Assessment and Management for Emergent Work 
The inspectors identified a noncited violation of 10 CFR 50.65(a)(4) for the failure of operations and planning 
personnel to appropriately characterize the potential impact of work activities on plant systems and to implement 
appropriate risk mitigating actions. Specifically, on April 28, 2010, operations personnel failed to identify mussel 
mitigation in the Unit 2 intake structure as having high nuclear risk in the associated work instruction, resulting in 
inadequate risk management actions being performed by operations personnel. The licensee’s immediate corrective 
actions included ensuring appropriate actions were taken and adequate communications were in place to mitigate the 
risk during future mussel mitigation efforts. This issue was entered into the licensee’s corrective action program as 
Nuclear Notification NN 200937859.  
 
The performance deficiency is more than minor because it affected the protection against external factors attribute of 
the Initiating Events Cornerstone objective to limit the likelihood of those events that upset plant stability during 
power operations, and is therefore a finding. Using Manual Chapter 0609, Appendix K, “Maintenance Risk 
Assessment and Risk Management Significance Determination Process,” the finding is determined to have very low 
safety significance because the performance deficiency involved only inadequate risk management actions and not 
failure to assess risk, incremental core damage probability resulting from this work activity was less than 1E-6, and 
the incremental large early release probability was less than 1E-7. This finding has a crosscutting aspect in the area of 
human performance associated with the component of resources because the licensee failed to ensure that procedures 
were adequate to support nuclear safety, including complete, accurate, and up-to-date work packages [H.2(c)].  
 
Inspection Report# : 2010003 (pdf)  

Significance:  Apr 28, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Define the Control Room as Required by Technical Specifications 
The inspectors identified a noncited violation of Technical Specification 5.1.3 for the failure of licensee management 
to appropriately define the Control Room Area as depicted in the Licensee Controlled Specifications. Specifically, 
prior to June 2010, licensee personnel were not specific in the definition of the control room in work instructions and 
procedures such that, when personnel were directed by procedure to contact the control room, the expectation of 
station management in most cases was that workers would instead contact the work process area, which is outside the 
boundaries of the control room as defined in the Licensee Controlled Specifications and other plant procedures. The 
licensee initiated Nuclear Notification NN 200972596 to evaluate this issue and identify corrective actions.  
 
The performance deficiency is more than minor because if left uncorrected, it would have the potential to lead to a 
more significant safety concern, and is therefore a finding. Specifically, changes to critical plant parameters monitored 
in the control room may not be appropriately anticipated by control room operators; this may lead to misdiagnosis of 
plant conditions by control room operators. The finding is associated with the Initiating Events Cornerstone. Using 
Manual Chapter 0609, “Significance Determination Process,” Phase 1 Worksheets, the finding is determined to have 
very low safety significance because the finding does not contribute to both the likelihood of a reactor trip and the 
likelihood that mitigation equipment or functions will not be available. This finding has a crosscutting aspect in the 
area of human performance associated with the component of work practices because the licensee failed to define and 
effectively communicate expectations regarding procedural compliance such that personnel follow procedures [H.4
(b)].  
 
Inspection Report# : 2010003 (pdf)  

Significance:  Jan 22, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow a Level 1 Quality Assurance Program Affecting Human Performance Procedure



The inspectors identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, "Instructions, Procedures, 
and Drawings," for the failure of training personnel to ensure activities affecting quality shall be prescribed by 
documented instructions, procedures, or drawings, of a type appropriate to the circumstances and shall be 
accomplished in accordance with these instructions, procedures, or drawings. Specifically, between September 27, 
2009 and November 17, 2009, training personnel failed to follow Level 1 Quality Assurance Program Affecting 
Procedure SO123 XXI-1.11.23, "Human Performance Training Program Description," Revision 0, to ensure workers 
received human performance training before hands-on work was performed in the plant, which resulted in over 80 
employees not receiving human performance training and contributed to at least two human performance events. This 
finding was entered into the licensee’s corrective action program as Nuclear Notification 200670169.  
 
The finding is greater than minor because, if left uncorrected, the failure to follow procedures to provide human 
performance training, would have the potential to lead to more significant safety concerns as is evidenced by the two 
human performance events that occurred by untrained individuals. This finding is associated with the Initiating Events 
Cornerstone. Using Manual Chapter 0609.04, "Phase 1 – Initial Screening and Characterization of Findings," the 
finding is determined to have very low safety significance because the finding did not contribute to both the likelihood 
of a reactor trip and the likelihood that mitigation equipment or functions would not be available. The finding has a 
cross-cutting aspect in the area of problem identification and resolution associated with the corrective action program 
because the licensee failed to take appropriate corrective actions to address safety issues and adverse trends in a timely 
manner, commensurate with their safety significance and complexity [P.1(d)].  
 
 
Inspection Report# : 2009009 (pdf)  

Mitigating Systems 

Significance:  Jun 17, 2010 
Identified By: NRC 
Item Type: VIO Violation 
Failure to maintain written procedures covered in Regulatory Guide 1.33 
The inspectors identified a cited violation of Technical Specification 5.5.1.1.a, involving the failure to maintain 
adequate written procedures. Specifically, as of April 23, 2010, the licensee’s controls over its backlog of procedure 
change requests associated with plant modifications were inadequate to prevent licensee personnel from using 
outdated procedures with known technical errors in the plant. The performance deficiency of failing to control the 
backlog of procedure changes, such that procedures with known technical errors were in use in the plant were 
previously identified by the NRC on two occasions and were documented as noncited violations 05000361; 
05000362/2009003 09 and 2009009-02. Because the licensee failed to restore compliance within a reasonable time 
after the previous noncited violations were identified, this violation is being cited in a Notice of Violation in 
accordance with Section VI.a.1 of the NRC’s Enforcement Policy. This finding was entered into the licensee’s 
corrective action program as Nuclear Notification 200888919. The licensee’s corrective action included immediate 
actions to administratively suspend these procedures until they could be revised and to evaluate changes needed to its 
program to prevent recurrence.  
 
The failure to maintain procedures covered by Regulatory Guide 1.33 is a performance deficiency. The finding is of 
more than minor significance because, if left uncorrected, the failure to maintain and control procedures would have 
the potential to lead to a more significant safety concern. Using Inspection Manual Chapter 0609, Phase 1,”Initial 
Screening and Characterization of Findings,” the finding was determined to have a very low safety significance 
because the finding did not result in a loss of system safety function, an actual loss of safety function of a single train 
for greater than its technical specification allowed outage time, or screen as potentially risk significant due to a 
seismic, flooding, or severe weather initiating event. The finding has a crosscutting aspect in the area of problem 
identification and resolution associated with the corrective action program component, because problems were not 
thoroughly evaluated, such that the resolutions addressed the causes and extents of condition. This includes properly 
classifying and prioritizing conditions adverse to quality. [P.1(c)]  
 
Inspection Report# : 2010006 (pdf)  



Significance:  Jun 17, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to establish goals and monitor for Auxiliary Feedwater trains 
Two examples of a noncited violation of 10 CFR 50.65(a)(1) were identified involving the failure to monitor the 
unavailability time associated with equipment failures which were maintenance induced. The first example involved 
maintenance inadvertently bending the fuse holder contacts such that there was a loose connection on the power 
supply on the turbine-driven auxiliary feedwater pump resulting in its failure. The second example involved the 
failure to perform maintenance associated with a condensate storage tank isolation valve resulting in its failure during 
in-service testing. In both cases, if the licensee had assessed the unavailability time due to the maintenance induced 
failures, the systems would have exceeded the 10 CFR 50.65(a)(2) monitoring criteria, necessitating the systems to be 
placed in 10 CFR 50.65(a)(1) goal setting. The licensee’s corrective actions included evaluating its procedures to 
prevent recurrence, and re-evaluating these systems to determine the impact of accounting for unavailable time.  
 
This finding is more than minor because it affects the equipment performance attribute of the Mitigating Systems 
Cornerstone per Inspection Manual Chapter 612, Appendix B. Using Inspection Manual Chapter 0609, Phase 1, 
“Initial Screening and Characterization of Findings,” the inspectors determined the finding to be of very low safety 
significance (Green) because they did not represent the loss of a system safety function and did not screen as 
potentially risk significant due to a seismic, flooding, or severe weather initiating event. The cause of the finding was 
determined to have a crosscutting aspect in the area of human performance. Specifically, personnel failed to use a 
formal decision making process to determine how to count unavailable hours for the maintenance rule. [H.1(a)]  
 
Inspection Report# : 2010006 (pdf)  

Significance:  Jun 17, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to identify and correct the use of deficient relays. 
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Action,” in 
that, from October 2008 to April 2010, the licensee failed to promptly identify and correct potentially degraded motor-
driven relays in safety-related systems and components. Specifically, after identifying a degraded relay affecting an 
emergency diesel generator, the licensee replaced all similar relays in the other diesel generators but failed to evaluate 
the use of these potentially degraded relays in other safety-related systems. The licensee entered this issue into the 
corrective action program as Nuclear Notification 200146292, and developed a plan to replace the 62 degraded relays 
that were installed in other safety-related equipment.  
 
This finding was more than minor because it impacted the equipment performance attribute of the Mitigating Systems 
Cornerstone objective to ensure the availability, reliability, and capability of systems that respond to initiating events 
to prevent undesirable consequences. Using Inspection Manual Chapter 0609.04, Phase 1, “Initial Screening and 
Characterization of Findings,” the inspectors determined the finding to be of very low safety significance (Green) 
because it did not represent the loss of a system safety function and did not screen as potentially risk significant due to 
a seismic, flooding, or severe weather initiating event. This finding has a crosscutting aspect in the area of human 
performance associated with the decision-making component, in that the licensee did not use conservative 
assumptions in making decisions about the extent of condition [H.1(b)]  
 
Inspection Report# : 2010006 (pdf)  

Significance:  Jun 17, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to maintain design basis information 
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” 
involving the failure to translate nonconservative errors in calculations and procedures identified during review of 
external operating experiences. The first example involved the sizing calculation for the condensate storage tank 



failing to account for effects of auxiliary feedwater pump heat during recirculation. The second example involved the 
failure to update procedural guidance concerning the adverse effects of placing the low pressure safety injection 
system into operation following use of the residual heat removal system in the shutdown cooling mode of operation 
above 200?F. This issue was entered into the licensee’s corrective action program as Nuclear Notification 200886265. 
The licensee initiated actions to correct its procedure and calculation for each instance.  
The finding is of more than minor significance because it adversely affects the design control attribute of the 
mitigating systems cornerstone objective. Using Inspection Manual Chapter 0609.04, Phase 1, “Initial Screening and 
Characterization of Findings,” the finding was determined to have a very low safety significance (Green) because the 
finding did not result in a loss of system safety function, an actual loss of safety function of a single train for greater 
than its technical specification allowed outage time, or screen as potentially risk significant due to a seismic, flooding, 
or severe weather initiating event. The finding has a crosscutting aspect in the area of problem identification and 
resolution associated with the operating experience component because the licensee failed to implement and 
institutionalize operating experience information, including vendor recommendations, through changes to plant 
processes, procedures, equipment, and training programs. [P.2(b)]  
 
Inspection Report# : 2010006 (pdf)  

Significance:  May 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Unavailability Time for Component Cooling Water Incorrectly Counted 
The inspectors identified a noncited violation of 10 CFR 50.65(a)(1) and 50.65(a)(2) for the failure of engineering 
personnel to demonstrate that the performance or condition of the Unit 3 component cooling water system had been 
effectively controlled through the performance of appropriate preventive maintenance and did not monitor against 
licensee-established goals. Specifically, as of May 31, 2010, engineering personnel failed to identify and properly 
account for at least 47 hours of component cooling water heat exchanger unavailability when considering whether the 
performance of the Unit 3 component cooling water train A had been effectively controlled through maintenance. 
These 47 hours of unavailability, when combined with other train unavailability over the previous 12 months, 
demonstrate that the performance or condition of this structure, system, or component was not being effectively 
controlled through the performance of appropriate preventive maintenance and, as a result, that goal setting and 
monitoring was required. Licensee personnel initiated a notification to evaluate how component cooling water train 
unavailability is counted. This issue was entered into the licensee’s corrective action program as Nuclear Notification 
NN 200961310.  
 
The performance deficiency is more than minor because it affected the equipment performance attribute of the 
Mitigating Systems Cornerstone objective to ensure the availability, reliability, and capability of systems that respond 
to initiating events to prevent undesirable consequences, and is therefore a finding. Using Manual Chapter 0609, 
“Significance Determination Process,” Phase 1 Worksheets, the finding is determined to have very low safety 
significance because the finding: (1) is not a design or qualification deficiency confirmed not to result in a loss of 
operability or functionality; (2) did not represent an actual loss of safety function of the system or train; (3) did not 
result in the loss of one or more trains of non-technical specification equipment; and (4) did not screen as potentially 
risk significant due to a seismic, flooding, or severe weather initiating event. This finding has a crosscutting aspect in 
the area of human performance associated with the component of decision making because the engineering personnel 
failed to demonstrate that nuclear safety was an overriding priority through the use of conservative assumptions in 
decision making and adopting a requirement to demonstrate that a proposed action is safe in order to proceed rather 
than a requirement to demonstrate that it is unsafe in order to disapprove the action [H.1(b)].  
 
Inspection Report# : 2010003 (pdf)  

Significance:  May 19, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Operability Determination for Safety-Related Concrete Cracks 
The inspectors identified a noncited violation of 10 CFR Part 50 Appendix B, Criterion V, “Instructions, Procedures, 
and Drawings,” for the failure of operations and engineering personnel to follow station procedures to determine the 



operability of a degraded structure, system, or component. Specifically, on May 19, 2010, the operability 
determination performed to determine the operability of degraded safety-related concrete in the Unit 3 intake structure 
was not accomplished in accordance with Procedure SO123-XV-52, “Functionality Assessments and Operability 
Determinations,” Revision 17. After the inadequate operability determination was identified by the inspectors, 
operations and engineering personnel re-evaluated the conditions. This issue was entered into the licensee’s corrective 
action program as Nuclear Notification NN 200957926.  
 
The performance deficiency is more than minor because if left uncorrected, it would have the potential to lead to a 
more significant safety concern, and is therefore a finding. Specifically, the continued failure of operations personnel 
to perform adequate operability determinations could result in an inoperable structure, system, or component not 
being recognized and addressed in a timely manner. The finding is associated with the Mitigating Systems 
Cornerstone. Using Manual Chapter 0609, “Significance Determination Process,” Phase 1 Worksheets, the finding is 
determined to have very low safety significance because the finding: (1) is not a design or qualification issue 
confirmed not to result in a loss of operability or functionality; (2) did not represent an actual loss of safety function of 
the system or train; (3) did not result in the loss of one or more trains of non-technical specification equipment; and 
(4) did not screen as potentially risk significant due to a seismic, flooding, or severe weather initiating event. This 
finding has a crosscutting aspect in the area of human performance associated with the component of decision making 
because the licensee failed to demonstrate that nuclear safety was an overriding priority through the use of 
conservative assumptions in decision making and adopting a requirement to demonstrate that a proposed action is safe 
in order to proceed rather than a requirement to demonstrate that it is unsafe in order to disapprove the action [H.1(b)].
Inspection Report# : 2010003 (pdf)  

Significance:  May 18, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inappropriate Control of Operator Aids 
The inspectors identified a noncited violation of Technical Specification 5.5.1.1 for the failure of operations personnel 
to follow Procedure SO123-0-A1, “Conduct of Operations,” Revision 27, to appropriately control operator aids. 
Specifically, between March 30 and May 18, 2010, the inspectors identified several operator aids that were not 
controlled per the requirements of Procedure SO123-0-A1, Section 6.10, “Operator Aids.” Operations personnel 
implemented the controls required by Procedure SO123 0 A1 for the operator aids identified by the inspectors, and 
performed an extent of condition review to identify and correct additional operator aids. This issue was entered into 
the licensee’s corrective action program as Nuclear Notification NN 200856079.  
 
The performance deficiency is more than minor because it is associated with the procedure quality attribute of the 
Mitigating Systems Cornerstone and affects the associated cornerstone objective to ensure the availability, reliability, 
and capability of systems that respond to initiating events to prevent undesirable consequences, and is therefore a 
finding. Using the Manual Chapter 0609, “Significance Determination Process,” Phase 1 Worksheets, the finding is 
determined to have very low safety significance because the finding: (1) is not a design or qualification issue 
confirmed not to result in a loss of operability or functionality; (2) did not represent an actual loss of safety function of 
the system or train; (3) did not result in the loss of one or more trains of nontechnical specification equipment; and (4) 
did not screen as potentially risk significant due to a seismic, flooding, or severe weather initiating event. This finding 
has a crosscutting aspect in the area of problem identification and resolution associated with the component of 
corrective action program because operations personnel failed to implement a corrective action program with a low 
threshold for identifying issues [P.1(a)].  
 
Inspection Report# : 2010003 (pdf)  

Significance:  Jan 22, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Maintain Written Procedures Covered in Regulatory Guide 1.33 
The inspectors identified a non-cited violation of Technical Specification 5.5.1, "Procedures," for the failure of 
procedure writer personnel to maintain written procedures covered in Regulatory Guide 1.33. Specifically, from initial 
plant startup of Units 2 and 3 to November 2009, no process requirement or procedure existed to identify procedures 



that required technical changes so that those procedures could be suspended or put an administrative hold until the 
required changes were made. This resulted in a quality controlled procedure requiring technical changes available to 
use on a safety-related system without flagging the required changes. This finding was entered into the licensee’s 
corrective action program as Nuclear Notification 200671179.  
The finding is greater than minor because, if left uncorrected, the failure to maintain and control procedures would 
have the potential to lead to a more significant safety concern by having technically inaccurate procedures being used 
on safety-related systems. This finding is associated with the Mitigating Systems Cornerstone. Using Manual Chapter 
0609.04, "Phase 1 – Initial Screening and Characterization of Findings," the finding was determined to have a very 
low safety significance because the finding did not result in a loss of a system safety function, an actual loss of safety 
function of a single train for greater than its technical specification allowed outage time, or screen as potentially risk 
significant due to a seismic, flooding, or severe weather initiating event. The finding has a cross-cutting aspect in the 
area of problem identification and resolution associated with the corrective action program because problems were not 
thoroughly evaluated such that the resolutions addressed the causes and extent of conditions. This includes properly 
classifying and prioritizing conditions adverse to quality [P.1(c)].  
 
Inspection Report# : 2009009 (pdf)  

Significance:  Jan 21, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Appropriately Scope Auxiliary Feedwater Pump Trench Eductors in the Maintenance Rule 
Monitoring Program 
The inspectors identified a noncited violation of 10 CFR 50.65(b)(2)(ii) for the licensee’s failure to appropriately 
scope the steam driven auxiliary feedwater pump trench eductor in the maintenance rule monitoring program. 
Specifically, from the inception of the facilities monitoring program through March 2010, the licensee failed to 
properly scope the steam driven auxiliary feedwater pump trench educator. The eductors prevent water from 
accumulating in the trench because water in contact with the pump’s steam supply piping would cause condensation 
of the steam in the pipe. Condensation would cause the turbine to over speed, which would render the pump incapable 
of performing its specified safety function. This issue was entered into the licensee’s corrective action program as 
Nuclear Notification NN 200765185.  
The finding is greater than minor because it is associated with the equipment performance attribute of the Mitigating 
Systems Cornerstone and directly affected the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. Using the Manual Chapter 
0609, “Significance Determination Process,” Phase 1 Worksheets, the finding is determined to have very low safety 
significance because the finding: (1) is not a design or qualification issue confirmed not to result in a loss of 
operability or functionality; (2) did not represent an actual loss of safety function of the system or train; (3) did not 
result in the loss of one or more trains of nontechnical specification equipment; and (4) did not screen as potentially 
risk significant due to a seismic, flooding, or severe weather initiating event. The inspectors determined that since the 
scoping of the systems had occurred more than 2 years in the past, and the opportunity to reevaluate system scoping 
had not occurred recently, that the finding did not represent current plant performance and therefore did not have a 
crosscutting aspect associated with it. 
Inspection Report# : 2010002 (pdf)  

Significance:  Jan 21, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure of Schedule 10S Piping 
A self-revealing noncited violation of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Actions,” was 
identified for the licensee’s failure to determine the cause and take corrective actions to preclude repetition of a 
significant condition adverse to quality associated with repeated leakage of safety-related piping. Specifically, from 
1985 through June 2008, the licensee failed to determine the cause of the numerous failures of the Schedule 10S 
piping and did not take corrective actions to preclude repetition of additional piping leaks. In January 2010, the 
licensee initiated a root cause evaluation and developed an extensive inspection and repair plan. This issue was 
entered into the licensee’s corrective action program as Nuclear Notification NN 200753741.  
 



The performance deficiency is more than minor because it is associated with the equipment performance attribute of 
the Mitigating Systems Cornerstone and affects the associated cornerstone objective to ensure the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences, and is 
therefore a finding. Using Manual Chapter 0609, “Significance Determination Process,” Phase 1 Worksheets, the 
finding is determined to have very low safety significance because the finding: (1) is not a design or qualification 
issue confirmed not to result in a loss of operability or functionality; (2) did not represent an actual loss of safety 
function of the system or train; (3) did not result in the loss of one or more trains of nontechnical specification 
equipment; and (4) did not screen as potentially risk significant due to a seismic, flooding, or severe weather initiating 
event. Since the most recent opportunity to identify and correct this condition was in June 2008, and the licensee has 
instituted numerous corrective actions to address this issue, the inspectors determined that this was not reflective of 
current performance and therefore did not have a crosscutting aspect associated with it.  
 
Inspection Report# : 2010003 (pdf)  

Significance:  Jan 04, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Enter Conditions Adverse to Quality into the Corrective Action Program 
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, 
and Drawings,” for the failure of licensee personnel to follow procedure SO123-XV-50.CAP-1, “Writing Nuclear 
Notifications for Problem Identification and Resolution,” Revision 2, and enter conditions adverse to quality into the 
corrective action program. Specifically, between January 4 and March 14, 2010, the inspectors identified multiple 
instances, including two programs, where licensee personnel were aware of the existence of conditions adverse to 
quality, but failed to appropriately enter them into the corrective action program without being prompted by the 
inspectors. This issue was entered into the licensee’s corrective action program as Nuclear Notifications NNs 
200778816 and 200780926.  
The finding is greater than minor because it was similar to more than minor example 3.j in NRC Manual Chapter 
0612, Appendix E, “Examples of Minor Issues,” in that programmatic deficiencies were identified associated with this 
issue that would have the potential to lead to more significant safety concerns if left uncorrected. Specifically, 
contractor and licensee personnel’s failure to enter conditions adverse to quality into the station corrective action 
program could result in the licensee’s failure to recognize that risk significant equipment is in a  
degraded or nonconforming condition, and as such, may not be able to perform its specified safety function. The 
finding is associated with the Mitigating Systems Cornerstone. Using the Manual Chapter 0609, “Significance 
Determination Process,” Phase 1 Worksheets, the finding is determined to have very low safety significance because 
the finding: (1) is not a design or qualification issue confirmed not to result in a loss of operability or functionality; (2) 
did not represent an actual loss of safety function of the system or train; (3) did not result in the loss of one or more 
trains of non-technical specification equipment; and (4) did not screen as potentially risk significant due to a seismic, 
flooding, or severe weather initiating event. This finding has a crosscutting aspect in the area of problem identification 
and resolution associated with the corrective action program because the licensee failed to implement a corrective 
action program with a low threshold for identifying issues. This also includes identifying such issues completely, 
accurately, and in a timely manner commensurate with their safety significance [P.1(a)]. 
Inspection Report# : 2010002 (pdf)  

Significance:  Dec 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control for Safety-Related Electrical Connections 
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” with 
thirteen examples that occurred between June 2005 and July 2008, for the failure of the licensee to ensure that 
appropriate measures were in place to assure that systems specified in the design basis were maintained in a 
configuration which provided a reasonable assurance of operability during design basis events. This finding was 
entered into the licensee’s corrective action program as Action Requests ARs 050601315, 050601324, 060101159, 
070200254, 200066209, and Nuclear Notifications NNs 200089167, 200058371, 200100730, and Corrective Action 
Order 800126624.  
The finding is greater than minor because it is associated with the equipment performance attribute of the Mitigating 



Systems Cornerstone and affects the associated cornerstone objective to ensure the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. In accordance with 
Manual Chapter 0609, Attachment 4, Table 4a, Question 5, a Phase 3 analysis was required because the finding 
screened as potentially risk significant due to a seismic, flooding, or severe weather initiating event. In accordance 
with Inspection Manual Chapter 0609, Appendix A, the analyst determined that the conditions documented in Table 1 
of this inspection report should be evaluated as a single inspection finding because they resulted from a common 
cause. As a combined result of the evaluations performed in the Phase 3 analysis, the analyst determined that this 
finding was of very low safety significance. The finding has a crosscutting aspect in the area of human performance 
associated with resources for the failure to maintain complete, accurate, and up-to-date design documentation, 
procedures, and work packages [H.2(c)] (Section 4OA5). 
Inspection Report# : 2009005 (pdf)  

Significance:  Dec 20, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Assess and Manage Risk for Maintenance on Emergency Diesel Generators 
The inspectors identified a noncited violation of 10 CFR 50.65(a)(4), “Requirements for Monitoring the Effectiveness 
of Maintenance at Nuclear Power Plants,” involving multiple instances where operations and work planning personnel 
failed to adequately assess and implement appropriate risk management activities. Specifically, between November 
20, 2009, and March 17, 2010, operations and work planning personnel failed to adequately assess and manage the 
increase in risk for maintenance activities associated with the station’s emergency diesel generators. Following the 
inspectors’ identification of the finding, the licensee adequately assessed and managed the increase in risk for 
maintenance activities associated with emergency diesel generators. This issue was entered into the licensee’s 
corrective action program as Nuclear Notifications NNs 200810952, and 200818599.  
 
The performance deficiency is more than minor because it affected the configuration control attribute of the 
Mitigating Systems Cornerstone objective to ensure the availability, reliability, and capability of systems that respond 
to initiating events to prevent undesirable consequences, and is therefore a finding. The examples of this finding were 
associated with both at-power and shutdown plant operations. For the examples associated with the at-power 
operations, using Manual Chapter 0609, Appendix K, “Maintenance Risk Assessment and Risk Management 
Significance Determination Process,” Flowcharts 1 and 2, the finding was determined to have very low safety 
significance because this finding dealt with the licensee’s failure to implement procedurally required risk management 
actions and the incremental core damage probability deficit was less than 1E-6. Since the licensee does not maintain a 
shutdown probabilistic risk analysis model, an incremental core damage probability cannot be estimated for the plant 
conditions that existed for the examples associated with shutdown operations. For this reason, the inspectors 
determined that Manual Chapter 0609, Appendix K, “Maintenance Risk Assessment and Risk Management 
Significance Determination Process,” Flowchart 2, could not be used. Using Manual Chapter 0609, Appendix M, 
“Significance Determination Process Using Qualitative Criteria,” the finding is determined to have very low safety 
significance because the finding did not result in any additional loss of defense in depth systems. This finding has a 
crosscutting aspect in the area of human performance associated with the component of work practices because the 
licensee failed to define and effectively communicate expectations regarding procedural compliance which resulted in 
a failure to follow procedures by workers [H.4.(b)].  
 
Inspection Report# : 2010003 (pdf)  

Significance:  Dec 17, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Enter Operating Experience into Corrective Action Program for Timely Evaluation 
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, 
and Drawings,” for the licensee’s failure to properly implement procedure requirements to ensure that applicable risk 
significant operating experience was entered into the corrective action program for timely evaluation. Specifically, on 
December 17, 2009, the operating experience review committee failed to properly implement the requirements of 
procedure SO23-XV-40, “Sharing Industry Information,” Revision 1. An industry operating experience report review 
determined the operating experience was not applicable and was distributed as information only; not requiring any 



action. The same industry operating experience was later determined to be applicable by the probabilistic risk 
assessment group, and interim compensatory measures were initiated on February 10, 2010, to address the issues. This 
issue was entered into the licensee’s corrective action program as Nuclear Notifications NN 200805879.  
The finding is greater than minor because it is associated with the procedure quality attribute of the Mitigating 
Systems Cornerstone and affects the associated cornerstone objective to ensure the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. Using the Manual Chapter 
0609, “Significance Determination Process,” Phase 1 Worksheets, the finding is determined to have very low safety 
significance because the finding: (1) is not a design or qualification issue confirmed not to result in a loss of 
operability or functionality; (2) did not represent an actual loss of safety function of the system or train; (3) did not 
result in the loss of one or more trains of nontechnical specification equipment; and (4) did not screen as potentially 
risk significant due to a seismic, flooding, or severe weather initiating event. This finding has a crosscutting aspect in 
the area of human performance associated with decision-making because the operating experience review committee 
did not use a systematic process when making a safety significant decision, to ensure safety is maintained and 
obtaining interdisciplinary inputs and reviews on risk-significant decisions [H.1(a)]. 
Inspection Report# : 2010002 (pdf)  

Significance:  Nov 25, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow the Operability Determination Process 
The inspectors identified three examples of a noncited violation of 10 CFR Part 50, Appendix B, Criterion V, 
“Instructions, Procedures and Drawings,” for the failure of operations and engineering personnel to follow procedures 
and adequately evaluate degraded conditions to support operability decision making. Specifically, on October 29, 
2009, engineering personnel failed to adequately evaluate the operability of the Unit 3 containment emergency sump 
when an unanalyzed styrofoam material was identified, which had not been previously analyzed for impact to the 
containment emergency sump. Additionally, on November 17 and December 18, 2009, operations and engineering 
personnel failed to adequately evaluate the operability of emergency diesel generator train B when a lube oil leak was 
identified on a flexible hose for the dc auxiliary turbo pump. And finally, on December 19, 2009, operations and 
engineering personnel inappropriately applied Code Case N 513 2 to justify the operability of the emergency core 
cooling system train A, in that, the flaw geometry was only assumed and not characterized by volumetric inspection 
methods or by physical measurements. This finding was entered into the licensee’s corrective action program as 
Nuclear Notifications NNs 200673198, 200699833, and 200718673.  
The finding is greater than minor because the failure to perform timely and adequate evaluations of degraded, 
nonconforming, and unanalyzed conditions for operability, if left uncorrected, would have the potential to lead to a 
more significant safety concern. The finding is associated with the equipment performance attribute of the Mitigating 
Systems Cornerstone and affects the associated cornerstone objective to ensure the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. Using the Manual Chapter 
0609, “Significance Determination Process,” Phase 1 Worksheets, the finding is determined to have very low safety 
significance because the finding did not result in a loss of safety function for greater than the technical specification 
allowed outage time, and did not screen as potentially risk significant due to a seismic, flooding, or severe weather 
initiating event. This finding has a crosscutting aspect in the area of problem identification and resolution associated 
with corrective action program because operations and engineering personnel failed to thoroughly evaluate problems 
such that the resolutions addressed the cause and extent of condition. This includes properly classifying, prioritizing, 
and evaluating for operability conditions adverse to quality [P.1(c)] (Section 1R15). 
Inspection Report# : 2009005 (pdf)  

Significance:  Oct 27, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Correct Problems with Emergency Diesel Generator Train A 
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Action,” for 
the licensee's failure to take adequate corrective actions for conditions adverse to quality associated with Unit 3 
emergency diesel generator train A. Specifically, on June 13, 2009, following an emergency diesel generator failure 
on June 6, 2009, immediate corrective actions were inadequately implemented when improperly configured 
annunciator power supplies were installed in the emergency diesel generator train A annunciator system. This 



configuration problem contributed to rapid capacitor degradation as a result of the increased heat from a resistor, 
which ultimately caused the emergency diesel generator failure to start on December 12, 2009. This finding was 
entered into the licensee’s corrective action program as Nuclear Notification NN 200756001.  
The finding is greater than minor because the failure to correct conditions adverse to quality for the emergency diesel 
generators is associated with the equipment performance attribute of the Mitigating Systems Cornerstone and affects 
the associated cornerstone objective to ensure the availability, reliability, and capability of systems that respond to 
initiating events to prevent undesirable consequences. Using the Manual Chapter 0609, “Significance Determination 
Process,” Phase 1 Worksheets, the inspectors determined that this finding represented an actual loss of safety function 
of emergency diesel generator train for greater than the technical specification allowed outage time. This required that 
a Phase 2 estimation be completed. Because the Phase 2 analysis concluded that the finding was potentially greater 
than green, a Phase 3 analysis was completed by a regional senior reactor analyst. The San Onofre SPAR model 
indicated that the delta core damage frequency for emergency diesel generator train A being non-functional was 2.0E 
6/yr. For an exposure time of 7 days, this resulted in an incremental core damage frequency of 3.8E-8 for this finding, 
considering internal events only. The dominant sequence was a station blackout sequence with failure of the diesels, 
failure to cross-tie power from the other unit, failure to recover either onsite or offsite power, failure of batteries at 4 
hours, and a failure to manually control the turbine-driven auxiliary feedwater pump after battery depletion. The 
senior reactor analyst determined qualitatively that the contribution of external events would not significantly add to 
this result; therefore, the finding is determined to be of very low safety significance. This finding has a crosscutting 
aspect in the area of human performance associated with resources because the licensee failed to provide adequate 
instructions to perform activities affecting quality [H.2(c)] (Section 1R12). 
Inspection Report# : 2009005 (pdf)  

Significance:  Sep 29, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Correct Problems with Emergency Diesel Generator Train B 
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Action,” for 
the licensee's failure to take adequate corrective actions for conditions adverse to quality associated with Unit 3 
emergency diesel generator train B. Specifically, in May 2009, corrective actions were inadequate following an 
unexpected fuse failure in the emergency diesel generator train B annunciator system. These inadequate corrective 
actions enabled the pre-existing ground condition to continue until it ultimately rendered the emergency diesel 
generator train B inoperable on December 11, 2009. This finding was entered into the licensee’s corrective action 
program as Nuclear Notification NN 200722170.  
The finding is greater than minor because the failure to correct conditions adverse to quality for the emergency diesel 
generators is associated with the equipment performance attribute of the Mitigating Systems Cornerstone and affects 
the associated cornerstone objective to ensure the availability, reliability, and capability of systems that respond to 
initiating events to prevent undesirable consequences. Using the Manual Chapter 0609, “Significance Determination 
Process,” Phase 1 Worksheets, the finding is determined to have very low safety significance because it did not 
represent an actual loss of safety function, and did not screen as potentially risk significant due to a seismic, flooding, 
or severe weather initiating event. This finding has a crosscutting aspect in the area of problem identification and 
resolution associated with corrective action program since the licensee failed to thoroughly evaluate problems such 
that the resolutions address the causes and extent of conditions [P.1(c)] (Section 1R12). 
Inspection Report# : 2009005 (pdf)  

Significance:  Sep 09, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Implement Compensatory Measures to Maintain Equipment Operable 
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures 
and Drawings,” for the failure of operations personnel to follow procedures and adequately implement identified 
compensatory measures. Specifically, on November 25 and 28, 2009, operations personnel did not follow 
requirements to establish a compensatory measure to substitute manual operator actions for automatic actions to 
support the operability of the functions provided by the refueling water storage tank to charging pump suction piping. 
This finding was entered into the licensee’s corrective action program as Nuclear Notification NN 200689450.  
The finding is greater than minor because the inadequate implementation of compensatory measures, if left 



uncorrected, would have the potential to lead to a more significant safety concern. The finding is associated with the 
procedure quality attribute of the Mitigating Systems Cornerstone and affects the associated cornerstone objective to 
ensure the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. Using the Manual Chapter 0609, “Significance Determination Process,” Phase 1 Worksheets, the 
finding is determined to have very low safety significance because the finding did not result in an actual loss of safety 
function, and did not screen as potentially risk significant due to a seismic, flooding, or severe weather initiating 
event. This finding has a crosscutting aspect in the area of human performance associated with decision making 
because operations personnel failed to make decisions using a systematic process, especially when faced with 
uncertain or unexpected plant conditions, to ensure safety is maintained [H.1(a)] (Section 1R15). 
Inspection Report# : 2009005 (pdf)  

Barrier Integrity 

Emergency Preparedness 
Significance: SL-IV Jul 13, 2009 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Notify the NRC within Required Timeframe 
A self-revealing noncited violation of 10 CFR 50.72 was identified for the failure to notify the NRC in the time 
required after computer engineering personnel discovered an event requiring an eight hour notification. Specifically, 
on July 13, 2009, Nuclear Regulatory Affairs personnel failed to notify the NRC, within 8 hours after the discovery of 
a loss of the ability to activate 10 Community Alert Sirens located on the Camp Pendleton Marine Corp Base. The 
NRC was notified of the loss of the ability to activate the Community Alert Sirens, approximately 24 hours late, on 
July 14, 2009. This finding was entered in the licensee's corrective action program as Nuclear Notification NN 
200501125.  
The failure to notify the NRC of an event in the time required by 10 CFR 50.72 was a performance deficiency. The 
finding was determined to be applicable to traditional enforcement because the NRC’s ability to perform its regulatory 
function was potentially impacted by the licensee’s failure to report the event. The finding is associated with the 
emergency preparedness cornerstone. The finding was determined to be a Severity Level IV violation in accordance 
with Section D of Supplement I of the NRC Enforcement Policy. The finding is not suitable for evaluation using the 
significance determination process, but has been reviewed by NRC management and is determined to be a finding of 
very low safety significance. The finding has a crosscutting aspect in the area of problem identification and resolution 
associated with corrective action program because computer engineering personnel failed implement the corrective 
action program at an appropriate threshold for identified issues [P.1(a)]. 
Inspection Report# : 2009004 (pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Jun 17, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to establish component cooling water radiation monitoring procedures. 
The inspectors identified a noncited violation of Technical Specification 5.5.1.1.a, “Scope,” involving the failure to 



establish procedures for component cooling water system alignments such that leakage of radionuclides to the 
environment would be monitored during all operational alignments of component cooling water. Specifically, 
radiation monitors could be aligned to only one train of component cooling water at a time and the licensee’s 
procedures had no provision for monitoring the second train when both trains were in-service. This finding was 
entered into the licensee’s corrective action program as Nuclear Notification 200871387, and actions were 
implemented to require periodic grab sampling of the train which was not being monitored.  
 
The inspectors determined that this finding was more than minor because this issue impacted the Public Radiation 
Protection Cornerstone and its objective to ensure adequate protection of public health and safety from exposure to 
radioactive materials released into the public domain as a result of routine civilian nuclear reactor operation. 
Specifically, the radiation monitors for component cooling water were not sufficient to ensure adequate release 
measurements. The inspectors evaluated the significance of this finding using Phase 1 of Inspection Manual Chapter 
0609.04 and determined that the finding screened to Inspection Manual Chapter 0609, Appendix D, “Public Radiation 
Safety Significance Determination Process.” The inspectors evaluated the significance of this finding using Inspection 
Manual Chapter 0609, Appendix D, and determined that the finding was of very low safety significance (Green) 
because dose did not exceed Appendix I criteria. This finding was determined to have a crosscutting aspect in the area 
of problem identification and resolution associated with the corrective action program in that the plant operators did 
not have a low threshold for identifying deficiencies in procedures. [P.1(c)]  
 
Inspection Report# : 2010006 (pdf)  

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

Miscellaneous 
Significance: N/A Jun 17, 2010 
Identified By: NRC 
Item Type: FIN Finding 
San Onofre Nuclear Generating Station Biennial PI&R Inspection Summary. 
The inspectors reviewed approximately 300 condition reports, work orders, engineering evaluations, root and apparent 
cause evaluations, and other supporting documentation to determine if problems were being properly identified, 
characterized, and entered into the corrective action program for evaluation and resolution. The inspectors reviewed a 
sample of system health reports, self-assessments, trending reports and metrics, and various other documents related 
to the corrective action program.  
 
When compared with the findings from the previous inspection conducted in September 2008, the findings from this 
inspection indicate that the corrective action program effectiveness has declined. As previously discussed in the past 
five NRC assessment letters, the licensee’s ability to thoroughly evaluate problems such that the resolutions 
effectively address the causes and extent of conditions is of concern. The licensee’s efforts to reverse the trend of 
substantive crosscutting issues in both the human performance and problem identification and resolution areas have 
not shown to be effective.  
 
Additionally, the inspection identified a number of issues that the licensee’s staff had previous opportunities to 
identify. The inspectors noted that even after issues were discussed with the licensees’ staff, thorough evaluations 
were not consistently completed. We noted examples were the evaluations for deficient components failed to fully 
address the component safety functions for all applicable design basis accident scenarios.  
 
The inspectors determined that the licensee adequately evaluated industry operating experience for relevance to the 



facility, and entered applicable items in the corrective action program. The inspectors noted that operating experience 
was considered in cause evaluations. The inspectors noted that following the review of operating experience the 
licensee failed to consistently incorporate the knowledge into procedural guidance and design calculations.  
 
In February 2010, the inspectors found that several work groups at San Onofre did not feel free to raise safety 
concerns  
 
without fear of retaliation. This was documented in NRC Inspection Report 050000361; 05000362/2009009 dated 
March 2, 2010, and in the NRC’s Chilling Effect Letter dated March 2, 2010.  
 
Inspection Report# : 2010006 (pdf)  

Significance: SL-IV Jun 17, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to report conditions that could have prevented fulfillment of safety function. 
The inspectors identified a Severity Level IV non-cited violation of 10 CFR 50.73, “Licensee Event Report System,” 
in which the licensee failed to submit a licensee event report within 60 days following discovery of an event meeting 
the reportability criteria. On January 26, 2010, the valve which isolates non-seismic piping from Condensate Storage 
Tank T-120 (isolation valve 2HV5715) failed its in-service stroke test when the hand wheel stem snapped after a 
leveraging device was used in an attempt to close the valve during its two year inservice test. This isolation valve 
2HV5715 must be closed within 90 minutes of an Operating Basis Earthquake in order to prevent the loss of 
condensate storage tank T-120 water inventory from a line break in the non-seismic portion of the condensate system. 
Without the ability to close 2HV5715, tank T-120 was not be operable because the tank inventory is needed for all 
three AFW pumps to complete their mission time. The licensee did not report an event or condition that could have 
prevented the fulfillment of the safety function of the auxiliary feed water system that is needed to shutdown the 
reactor and maintain it in a safe shutdown condition, remove residual heat, or mitigate the consequences of an 
accident. In addition, this was a condition prohibited by Technical Specification 3.7.6. This finding was entered into 
the licensee’s corrective action program as Nuclear Notification NN 200888616, and the licensee was taking actions 
to send an LER to the NRC for this event.  
 
The inspectors reviewed this issue in accordance with Inspection Manual Chapter 0612 and the NRC Enforcement 
Manual. Through this review, the inspectors determined that traditional enforcement was applicable to this issue 
because the NRC's regulatory ability was affected. Specifically, the NRC relies on the licensee to identify and report 
conditions or events meeting the criteria specified in regulations in order to perform its regulatory function, and when 
this is not done, the regulatory function is impacted. The inspectors determined that this finding was not suitable for 
evaluation using the significance determination process, and as such, was evaluated in accordance with the NRC 
Enforcement Policy. The finding was reviewed by NRC management, and because the violation was determined to be 
of very low safety significance, was not repetitive or willful, and was entered into the corrective action program, this 
violation is being treated as a Severity Level IV non-cited violation consistent with the NRC Enforcement Policy. This 
finding was determined to have a crosscutting aspect in the area of problem identification and resolution associated 
with the corrective action program in that the licensee failed to appropriately evaluate corrective maintenance as a 
basis for past operability [P.1(c)]  
 
Inspection Report# : 2010006 (pdf)  

Significance:  Jun 17, 2010 
Identified By: NRC 
Item Type: FIN Finding 
Failure to meet action plan for substantive crosscutting issues 
The inspectors identified a Green finding associated with the licensee’s failure to meet the actions described to the 
NRC in letters dated April 21, 2009, and October 29 and 30, 2009, addressing corrective actions to improve site 
performance in the areas of human performance and problem identification and resolution. Specifically, 16 actions 
were not implemented on time and a number of actions were modified from what was previously described, all prior 
to informing the NRC. These findings were documented in Nuclear Notification 200848923.  
 



The inspectors determined that the licensee’s failure to perform actions as documented in its plan to the NRC was 
more than minor because if left uncorrected could result in a more significant safety concern. Using Inspection 
Manual Chapter 0609, Appendix M, this finding was reviewed by NRC management and was determined to be of 
very low safety significance (Green). This finding has a crosscutting aspect in the areas of human performance. [H.4
(c)]  
 
Inspection Report# : 2010006 (pdf)  

Significance: SL-IV Dec 23, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Obtain a License Amendment for a Technical Specfication Bases Change 
The inspectors identified a noncited violation of 10 CFR 50.59, “Changes, Test, and Experiments,” for the failure of 
licensing personnel to obtain a technical specification license amendment for a change made to the technical 
specification bases concerning the emergency chilled water system. Specifically, in 1996, licensing personnel 
implemented a technical specification bases change for Limiting Condition for Operation 3.7.10, “Emergency Chilled 
Water,” which changed the intent and application of the technical specification, and added wording which allowed a 
period of time for required support systems to be inoperable without declaring the emergency chillers inoperable. This 
issue was entered into the licensee’s corrective action program as Nuclear Notifications NNs 200747320 and 
200758329.  
The finding is greater than minor because the failure to follow the requirements of 10 CFR 50.59 and receive prior 
NRC approval for changes in licensed actions impacted the NRC’s regulatory ability. The inspectors reviewed this 
issue in accordance with Inspection Manual Chapter 0612 and the NRC Enforcement Manual. Through this review, 
the inspectors determined that traditional enforcement was applicable to this issue because the NRC's regulatory 
ability was affected. The inspectors determined that this finding was not suitable for evaluation using the significance 
determination process, and as such, was evaluated in accordance with the NRC Enforcement Policy. The finding was 
reviewed by NRC management and because the violation was determined to be of very low safety significance, was 
not repetitive or willful, and was entered into the corrective action program, this violation is being treated as a 
Severity Level IV noncited violation consistent with the NRC Enforcement Policy. Since the bases change was made 
in 1996, the inspectors determined that this was not reflective of current licensee performance and therefore did not 
have a crosscutting aspect associated with it. 
Inspection Report# : 2010002 (pdf)  

Significance: SL-IV Apr 14, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Report a Safety System Functional Failure 
The inspectors identified a noncited violation of 10 CFR 50.73, “Licensee Event Report System,” associated with the 
failure of nuclear regulatory affairs personnel to submit a licensee event report within 60 days following discovery of 
an event meeting the reportability criteria as specified. Specifically, nuclear regulatory affairs personnel failed to 
submit a licensee event report within 60 days following discovery of a complete loss of spent fuel pool cooling event 
that occurred on February 13, 2007. This issue was entered into the licensee’s corrective action program as Nuclear 
Notifications NNs 200740135 and 200733257.  
The finding is greater than minor because the NRC relies on licensee’s to identify and report conditions or events 
meeting the criteria specified in regulations in order to perform its regulatory function, and when this is not done the 
regulatory function is impacted. The inspectors reviewed this issue in accordance with Inspection Manual Chapter 
0612 and the NRC Enforcement Manual. Through this review, the inspectors determined that traditional enforcement 
was applicable to this issue because the NRC's regulatory ability was affected. The inspectors determined that this 
finding was not suitable for evaluation using the significance determination process, and as such, was evaluated in 
accordance with the NRC Enforcement Policy. The finding was reviewed by NRC management and because the 
violation was determined to be of very low safety significance, was not repetitive or willful, and was entered into the 
corrective action program, this violation is being treated as a Severity Level IV noncited violation consistent with the 
NRC Enforcement Policy. Since the inadequate reportability determination had been made in 2007, and the licensee’s 
reportability program has undergone significant revision since this time, the inspectors determined that this was not 
reflective of current licensee performance and therefore did not have a crosscutting aspect associated with it. 
Inspection Report# : 2010002 (pdf)  
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San Onofre 3 
3Q/2010 Plant Inspection Findings 

Initiating Events 

Significance:  Jun 17, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Control room operators failure to adhere to conduct of operations procedural requirements 
The inspectors identified a noncited violation of Technical Specification 5.5.1.1.a involving the failure of control 
room operators to follow San Onofre Procedure SO123-0-A1, “Conduct of Operations.” These included failures to: 
implement alarm response procedure place-keeping, announce alarms to the control room supervisor, stop 
conversations when an alarm annunciated and cleared, perform three-way communication during pre-job briefing, 
review the summarize, anticipate, foresee, evaluate and review questions during a pre-job brief, review the 
prerequisites of a procedure prior to use, and remain cognitive of the re-activity change evolution by a control room 
supervisor. This issue was entered into the licensee’s corrective action program as Nuclear Notification 200871332, 
and operations management immediately began actions to institute a recovery plan to improve operator performance. 
 
The finding was more than minor because it was associated with the Initiating Events Cornerstone attribute of human 
performance, and it affected the associated cornerstone objective to limit the likelihood of those events that upset plant 
stability and that challenge critical safety functions during shutdown, as well as during power operations. Using the 
Inspection Manual Chapter 0609, "Significance Determination Process," Phase 1 Worksheet, the inspectors concluded 
that the transient initiator did not contribute to both the likelihood of a reactor trip and to the likelihood that mitigation 
equipment or functions would not be available. As a result, the issue was of very low safety significance (Green). The 
finding has a crosscutting aspect in the area of human performance associated with the work practices because the 
licensee did not ensure supervisory and management oversight of work activities. [H.4(c)]  
 
 
Inspection Report# : 2010006 (pdf)  

Significance:  Jun 17, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to secure loose items in the electrical switchyard 
The inspectors identified a noncitied violation of Technical Specification 5.5.1.1.a involving the failure to follow 
procedural guidance of SO123 XX-11, “Switchyard Work Performance.” Specifically, the inspectors identified 
temporary equipment stored in the switchyard that was not tethered or otherwise secured in accordance with the 
procedure. The licensee entered a notification in its corrective action program as Nuclear Notification 200870138, and 
removed or secured the items.  
 
This finding is more than minor because it impacts the protection against the external factors attribute of the Initiating 
Events Cornerstone objective to limit the likelihood of those events that upset plant stability and challenge critical 
safety functions during shutdown and power operations. Using the Inspection Manual Chapter 0609 “Significance 
Determination Process,” Phase 1 Worksheet, the inspectors determined that the finding was of very low safety 
significance (Green) because it did not contribute to both the likelihood of a reactor trip and the likelihood that 
mitigation equipment or functions would not be available. This finding also has a human performance crosscutting 
aspect associated with the work control component in that personnel failed to appropriately plan work activities 
involving job site conditions which may impact plant structures, systems and components. [H.3(a)]  
 
Inspection Report# : 2010006 (pdf)  



Significance:  Apr 28, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Improper Risk Assessment and Management for Emergent Work 
The inspectors identified a noncited violation of 10 CFR 50.65(a)(4) for the failure of operations and planning 
personnel to appropriately characterize the potential impact of work activities on plant systems and to implement 
appropriate risk mitigating actions. Specifically, on April 28, 2010, operations personnel failed to identify mussel 
mitigation in the Unit 2 intake structure as having high nuclear risk in the associated work instruction, resulting in 
inadequate risk management actions being performed by operations personnel. The licensee’s immediate corrective 
actions included ensuring appropriate actions were taken and adequate communications were in place to mitigate the 
risk during future mussel mitigation efforts. This issue was entered into the licensee’s corrective action program as 
Nuclear Notification NN 200937859.  
 
The performance deficiency is more than minor because it affected the protection against external factors attribute of 
the Initiating Events Cornerstone objective to limit the likelihood of those events that upset plant stability during 
power operations, and is therefore a finding. Using Manual Chapter 0609, Appendix K, “Maintenance Risk 
Assessment and Risk Management Significance Determination Process,” the finding is determined to have very low 
safety significance because the performance deficiency involved only inadequate risk management actions and not 
failure to assess risk, incremental core damage probability resulting from this work activity was less than 1E-6, and 
the incremental large early release probability was less than 1E-7. This finding has a crosscutting aspect in the area of 
human performance associated with the component of resources because the licensee failed to ensure that procedures 
were adequate to support nuclear safety, including complete, accurate, and up-to-date work packages [H.2(c)].  
 
Inspection Report# : 2010003 (pdf)  

Significance:  Apr 28, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Define the Control Room as Required by Technical Specifications 
The inspectors identified a noncited violation of Technical Specification 5.1.3 for the failure of licensee management 
to appropriately define the Control Room Area as depicted in the Licensee Controlled Specifications. Specifically, 
prior to June 2010, licensee personnel were not specific in the definition of the control room in work instructions and 
procedures such that, when personnel were directed by procedure to contact the control room, the expectation of 
station management in most cases was that workers would instead contact the work process area, which is outside the 
boundaries of the control room as defined in the Licensee Controlled Specifications and other plant procedures. The 
licensee initiated Nuclear Notification NN 200972596 to evaluate this issue and identify corrective actions.  
 
The performance deficiency is more than minor because if left uncorrected, it would have the potential to lead to a 
more significant safety concern, and is therefore a finding. Specifically, changes to critical plant parameters monitored 
in the control room may not be appropriately anticipated by control room operators; this may lead to misdiagnosis of 
plant conditions by control room operators. The finding is associated with the Initiating Events Cornerstone. Using 
Manual Chapter 0609, “Significance Determination Process,” Phase 1 Worksheets, the finding is determined to have 
very low safety significance because the finding does not contribute to both the likelihood of a reactor trip and the 
likelihood that mitigation equipment or functions will not be available. This finding has a crosscutting aspect in the 
area of human performance associated with the component of work practices because the licensee failed to define and 
effectively communicate expectations regarding procedural compliance such that personnel follow procedures [H.4
(b)].  
 
Inspection Report# : 2010003 (pdf)  

Significance:  Jan 22, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow a Level 1 Quality Assurance Program Affecting Human Performance Procedure



The inspectors identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, "Instructions, Procedures, 
and Drawings," for the failure of training personnel to ensure activities affecting quality shall be prescribed by 
documented instructions, procedures, or drawings, of a type appropriate to the circumstances and shall be 
accomplished in accordance with these instructions, procedures, or drawings. Specifically, between September 27, 
2009 and November 17, 2009, training personnel failed to follow Level 1 Quality Assurance Program Affecting 
Procedure SO123 XXI-1.11.23, "Human Performance Training Program Description," Revision 0, to ensure workers 
received human performance training before hands-on work was performed in the plant, which resulted in over 80 
employees not receiving human performance training and contributed to at least two human performance events. This 
finding was entered into the licensee’s corrective action program as Nuclear Notification 200670169.  
 
The finding is greater than minor because, if left uncorrected, the failure to follow procedures to provide human 
performance training, would have the potential to lead to more significant safety concerns as is evidenced by the two 
human performance events that occurred by untrained individuals. This finding is associated with the Initiating Events 
Cornerstone. Using Manual Chapter 0609.04, "Phase 1 – Initial Screening and Characterization of Findings," the 
finding is determined to have very low safety significance because the finding did not contribute to both the likelihood 
of a reactor trip and the likelihood that mitigation equipment or functions would not be available. The finding has a 
cross-cutting aspect in the area of problem identification and resolution associated with the corrective action program 
because the licensee failed to take appropriate corrective actions to address safety issues and adverse trends in a timely 
manner, commensurate with their safety significance and complexity [P.1(d)].  
 
 
Inspection Report# : 2009009 (pdf)  

Mitigating Systems 

Significance:  Jul 12, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Promptly Identify and Correct a Condition Adverse to Quality Associated with Safety-related 
Emergency Ventilation Fans 
A self-revealing noncited violation of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Action,” was 
identified for the licensee’s failure to promptly identify and correct a condition adverse to quality associated with 
safety-related emergency ventilation fans. Specifically, the licensee did not adequately identify a degrading material 
condition on the emergency ventilation fan nose cones that resulted in failure of the emergency diesel generator train 
B vaneaxial fan on July 12, 2010. The licensee’s apparent cause evaluation developed corrective actions to 
periodically replace safety-related emergency ventilation fans at a 12 year interval. This issue was entered into the 
licensee’s corrective action program as Nuclear Notifications NNs 201009885 and 201088409.  
The performance deficiency is more than minor and is therefore a finding because it is associated with the equipment 
performance attribute of the Mitigating Systems Cornerstone and affects the cornerstone objective of ensuring the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. Using the Manual Chapter 0609, “Significance Determination Process,” Phase 1 Worksheets, the 
finding was determined to have very low safety significance because the finding: (1) is not a design or qualification 
issue confirmed not to result in a loss of operability or functionality; (2) did not represent an actual loss of safety 
function of the system or train; (3) did not result in the loss of one or more trains of nontechnical specification 
equipment; and (4) did not screen as potentially risk significant due to a seismic, flooding, or severe weather imitating 
event. Since the inadequate corrective actions were developed in 2003 and the licensee’s corrective action program 
has improved with respect to extent of condition reviews, the inspectors determined that this finding was not reflective 
of current performance, and therefore, did not have a crosscutting aspect associated with it (Section 1R15). 
Inspection Report# : 2010004 (pdf)  

Significance:  Jun 25, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 



Failure to Provide Training Mandated by a Root Cause Evaluation
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Action,” for 
failure of electrical maintenance management personnel to adequately ensure that training was provided to electrical 
maintenance workers on techniques to prevent loose electrical connections. This training was a required action as 
described in root cause evaluation RCE 050601315 written in response to a June 2005 failure of an emergency diesel 
generator surveillance test due to a loose electrical connection in an emergency supply fan for the Unit 3 train B 
emergency diesel generator. The licensee entered this finding into their corrective action program as Nuclear 
Notifications NNs 200986184 and 200992291.  
The failure of electrical maintenance management personnel to adequately implement corrective actions as prescribed 
by a root cause evaluation was a performance deficiency. The performance deficiency is more than minor and is 
therefore a finding because it is associated with the human performance attribute of the Mitigating Systems 
Cornerstone and affects the cornerstone objective of ensuring availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences. Using the Manual Chapter 0609, “Significance 
Determination Process,” Phase 1 Worksheets, the finding was determined to have very low safety significance 
because the finding: (1) was not a design or qualification issue confirmed not to result in a loss of operability or 
functionality; (2) did not represent an actual loss of safety function of the system or train; (3) did not result in the loss 
of one or more trains of nontechnical specification equipment; and (4) did not screen as potentially risk significant due 
to a seismic, flooding, or severe weather initiating event. Since this finding is associated with a 2005 root cause 
evaluation, that required training as part of the corrective action followup and there have been changes to the 
licensee’s corrective action program, the inspectors determined that this was not reflective of current performance and 
therefore did not have a crosscutting aspect associated with it (Section 4OA2). 
Inspection Report# : 2010004 (pdf)  

Significance:  Jun 17, 2010 
Identified By: NRC 
Item Type: VIO Violation 
Failure to maintain written procedures covered in Regulatory Guide 1.33 
The inspectors identified a cited violation of Technical Specification 5.5.1.1.a, involving the failure to maintain 
adequate written procedures. Specifically, as of April 23, 2010, the licensee’s controls over its backlog of procedure 
change requests associated with plant modifications were inadequate to prevent licensee personnel from using 
outdated procedures with known technical errors in the plant. The performance deficiency of failing to control the 
backlog of procedure changes, such that procedures with known technical errors were in use in the plant were 
previously identified by the NRC on two occasions and were documented as noncited violations 05000361; 
05000362/2009003 09 and 2009009-02. Because the licensee failed to restore compliance within a reasonable time 
after the previous noncited violations were identified, this violation is being cited in a Notice of Violation in 
accordance with Section VI.a.1 of the NRC’s Enforcement Policy. This finding was entered into the licensee’s 
corrective action program as Nuclear Notification 200888919. The licensee’s corrective action included immediate 
actions to administratively suspend these procedures until they could be revised and to evaluate changes needed to its 
program to prevent recurrence.  
 
The failure to maintain procedures covered by Regulatory Guide 1.33 is a performance deficiency. The finding is of 
more than minor significance because, if left uncorrected, the failure to maintain and control procedures would have 
the potential to lead to a more significant safety concern. Using Inspection Manual Chapter 0609, Phase 1,”Initial 
Screening and Characterization of Findings,” the finding was determined to have a very low safety significance 
because the finding did not result in a loss of system safety function, an actual loss of safety function of a single train 
for greater than its technical specification allowed outage time, or screen as potentially risk significant due to a 
seismic, flooding, or severe weather initiating event. The finding has a crosscutting aspect in the area of problem 
identification and resolution associated with the corrective action program component, because problems were not 
thoroughly evaluated, such that the resolutions addressed the causes and extents of condition. This includes properly 
classifying and prioritizing conditions adverse to quality. [P.1(c)]  
 
Inspection Report# : 2010006 (pdf)  

Significance:  Jun 17, 2010 
Identified By: NRC 



Item Type: NCV NonCited Violation 
Failure to establish goals and monitor for Auxiliary Feedwater trains 
Two examples of a noncited violation of 10 CFR 50.65(a)(1) were identified involving the failure to monitor the 
unavailability time associated with equipment failures which were maintenance induced. The first example involved 
maintenance inadvertently bending the fuse holder contacts such that there was a loose connection on the power 
supply on the turbine-driven auxiliary feedwater pump resulting in its failure. The second example involved the 
failure to perform maintenance associated with a condensate storage tank isolation valve resulting in its failure during 
in-service testing. In both cases, if the licensee had assessed the unavailability time due to the maintenance induced 
failures, the systems would have exceeded the 10 CFR 50.65(a)(2) monitoring criteria, necessitating the systems to be 
placed in 10 CFR 50.65(a)(1) goal setting. The licensee’s corrective actions included evaluating its procedures to 
prevent recurrence, and re-evaluating these systems to determine the impact of accounting for unavailable time.  
 
This finding is more than minor because it affects the equipment performance attribute of the Mitigating Systems 
Cornerstone per Inspection Manual Chapter 612, Appendix B. Using Inspection Manual Chapter 0609, Phase 1, 
“Initial Screening and Characterization of Findings,” the inspectors determined the finding to be of very low safety 
significance (Green) because they did not represent the loss of a system safety function and did not screen as 
potentially risk significant due to a seismic, flooding, or severe weather initiating event. The cause of the finding was 
determined to have a crosscutting aspect in the area of human performance. Specifically, personnel failed to use a 
formal decision making process to determine how to count unavailable hours for the maintenance rule. [H.1(a)]  
 
Inspection Report# : 2010006 (pdf)  

Significance:  Jun 17, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to identify and correct the use of deficient relays. 
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Action,” in 
that, from October 2008 to April 2010, the licensee failed to promptly identify and correct potentially degraded motor-
driven relays in safety-related systems and components. Specifically, after identifying a degraded relay affecting an 
emergency diesel generator, the licensee replaced all similar relays in the other diesel generators but failed to evaluate 
the use of these potentially degraded relays in other safety-related systems. The licensee entered this issue into the 
corrective action program as Nuclear Notification 200146292, and developed a plan to replace the 62 degraded relays 
that were installed in other safety-related equipment.  
 
This finding was more than minor because it impacted the equipment performance attribute of the Mitigating Systems 
Cornerstone objective to ensure the availability, reliability, and capability of systems that respond to initiating events 
to prevent undesirable consequences. Using Inspection Manual Chapter 0609.04, Phase 1, “Initial Screening and 
Characterization of Findings,” the inspectors determined the finding to be of very low safety significance (Green) 
because it did not represent the loss of a system safety function and did not screen as potentially risk significant due to 
a seismic, flooding, or severe weather initiating event. This finding has a crosscutting aspect in the area of human 
performance associated with the decision-making component, in that the licensee did not use conservative 
assumptions in making decisions about the extent of condition [H.1(b)]  
 
Inspection Report# : 2010006 (pdf)  

Significance:  Jun 17, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to maintain design basis information 
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” 
involving the failure to translate nonconservative errors in calculations and procedures identified during review of 
external operating experiences. The first example involved the sizing calculation for the condensate storage tank 
failing to account for effects of auxiliary feedwater pump heat during recirculation. The second example involved the 
failure to update procedural guidance concerning the adverse effects of placing the low pressure safety injection 
system into operation following use of the residual heat removal system in the shutdown cooling mode of operation 



above 200?F. This issue was entered into the licensee’s corrective action program as Nuclear Notification 200886265. 
The licensee initiated actions to correct its procedure and calculation for each instance.  
The finding is of more than minor significance because it adversely affects the design control attribute of the 
mitigating systems cornerstone objective. Using Inspection Manual Chapter 0609.04, Phase 1, “Initial Screening and 
Characterization of Findings,” the finding was determined to have a very low safety significance (Green) because the 
finding did not result in a loss of system safety function, an actual loss of safety function of a single train for greater 
than its technical specification allowed outage time, or screen as potentially risk significant due to a seismic, flooding, 
or severe weather initiating event. The finding has a crosscutting aspect in the area of problem identification and 
resolution associated with the operating experience component because the licensee failed to implement and 
institutionalize operating experience information, including vendor recommendations, through changes to plant 
processes, procedures, equipment, and training programs. [P.2(b)]  
 
Inspection Report# : 2010006 (pdf)  

Significance:  May 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Unavailability Time for Component Cooling Water Incorrectly Counted 
The inspectors identified a noncited violation of 10 CFR 50.65(a)(1) and 50.65(a)(2) for the failure of engineering 
personnel to demonstrate that the performance or condition of the Unit 3 component cooling water system had been 
effectively controlled through the performance of appropriate preventive maintenance and did not monitor against 
licensee-established goals. Specifically, as of May 31, 2010, engineering personnel failed to identify and properly 
account for at least 47 hours of component cooling water heat exchanger unavailability when considering whether the 
performance of the Unit 3 component cooling water train A had been effectively controlled through maintenance. 
These 47 hours of unavailability, when combined with other train unavailability over the previous 12 months, 
demonstrate that the performance or condition of this structure, system, or component was not being effectively 
controlled through the performance of appropriate preventive maintenance and, as a result, that goal setting and 
monitoring was required. Licensee personnel initiated a notification to evaluate how component cooling water train 
unavailability is counted. This issue was entered into the licensee’s corrective action program as Nuclear Notification 
NN 200961310.  
 
The performance deficiency is more than minor because it affected the equipment performance attribute of the 
Mitigating Systems Cornerstone objective to ensure the availability, reliability, and capability of systems that respond 
to initiating events to prevent undesirable consequences, and is therefore a finding. Using Manual Chapter 0609, 
“Significance Determination Process,” Phase 1 Worksheets, the finding is determined to have very low safety 
significance because the finding: (1) is not a design or qualification deficiency confirmed not to result in a loss of 
operability or functionality; (2) did not represent an actual loss of safety function of the system or train; (3) did not 
result in the loss of one or more trains of non-technical specification equipment; and (4) did not screen as potentially 
risk significant due to a seismic, flooding, or severe weather initiating event. This finding has a crosscutting aspect in 
the area of human performance associated with the component of decision making because the engineering personnel 
failed to demonstrate that nuclear safety was an overriding priority through the use of conservative assumptions in 
decision making and adopting a requirement to demonstrate that a proposed action is safe in order to proceed rather 
than a requirement to demonstrate that it is unsafe in order to disapprove the action [H.1(b)].  
 
Inspection Report# : 2010003 (pdf)  

Significance:  May 19, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Operability Determination for Safety-Related Concrete Cracks 
The inspectors identified a noncited violation of 10 CFR Part 50 Appendix B, Criterion V, “Instructions, Procedures, 
and Drawings,” for the failure of operations and engineering personnel to follow station procedures to determine the 
operability of a degraded structure, system, or component. Specifically, on May 19, 2010, the operability 
determination performed to determine the operability of degraded safety-related concrete in the Unit 3 intake structure 
was not accomplished in accordance with Procedure SO123-XV-52, “Functionality Assessments and Operability 



Determinations,” Revision 17. After the inadequate operability determination was identified by the inspectors, 
operations and engineering personnel re-evaluated the conditions. This issue was entered into the licensee’s corrective 
action program as Nuclear Notification NN 200957926.  
 
The performance deficiency is more than minor because if left uncorrected, it would have the potential to lead to a 
more significant safety concern, and is therefore a finding. Specifically, the continued failure of operations personnel 
to perform adequate operability determinations could result in an inoperable structure, system, or component not 
being recognized and addressed in a timely manner. The finding is associated with the Mitigating Systems 
Cornerstone. Using Manual Chapter 0609, “Significance Determination Process,” Phase 1 Worksheets, the finding is 
determined to have very low safety significance because the finding: (1) is not a design or qualification issue 
confirmed not to result in a loss of operability or functionality; (2) did not represent an actual loss of safety function of 
the system or train; (3) did not result in the loss of one or more trains of non-technical specification equipment; and 
(4) did not screen as potentially risk significant due to a seismic, flooding, or severe weather initiating event. This 
finding has a crosscutting aspect in the area of human performance associated with the component of decision making 
because the licensee failed to demonstrate that nuclear safety was an overriding priority through the use of 
conservative assumptions in decision making and adopting a requirement to demonstrate that a proposed action is safe 
in order to proceed rather than a requirement to demonstrate that it is unsafe in order to disapprove the action [H.1(b)].
Inspection Report# : 2010003 (pdf)  

Significance:  May 18, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inappropriate Control of Operator Aids 
The inspectors identified a noncited violation of Technical Specification 5.5.1.1 for the failure of operations personnel 
to follow Procedure SO123-0-A1, “Conduct of Operations,” Revision 27, to appropriately control operator aids. 
Specifically, between March 30 and May 18, 2010, the inspectors identified several operator aids that were not 
controlled per the requirements of Procedure SO123-0-A1, Section 6.10, “Operator Aids.” Operations personnel 
implemented the controls required by Procedure SO123 0 A1 for the operator aids identified by the inspectors, and 
performed an extent of condition review to identify and correct additional operator aids. This issue was entered into 
the licensee’s corrective action program as Nuclear Notification NN 200856079.  
 
The performance deficiency is more than minor because it is associated with the procedure quality attribute of the 
Mitigating Systems Cornerstone and affects the associated cornerstone objective to ensure the availability, reliability, 
and capability of systems that respond to initiating events to prevent undesirable consequences, and is therefore a 
finding. Using the Manual Chapter 0609, “Significance Determination Process,” Phase 1 Worksheets, the finding is 
determined to have very low safety significance because the finding: (1) is not a design or qualification issue 
confirmed not to result in a loss of operability or functionality; (2) did not represent an actual loss of safety function of 
the system or train; (3) did not result in the loss of one or more trains of nontechnical specification equipment; and (4) 
did not screen as potentially risk significant due to a seismic, flooding, or severe weather initiating event. This finding 
has a crosscutting aspect in the area of problem identification and resolution associated with the component of 
corrective action program because operations personnel failed to implement a corrective action program with a low 
threshold for identifying issues [P.1(a)].  
 
Inspection Report# : 2010003 (pdf)  

Significance:  Jan 22, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Maintain Written Procedures Covered in Regulatory Guide 1.33 
The inspectors identified a non-cited violation of Technical Specification 5.5.1, "Procedures," for the failure of 
procedure writer personnel to maintain written procedures covered in Regulatory Guide 1.33. Specifically, from initial 
plant startup of Units 2 and 3 to November 2009, no process requirement or procedure existed to identify procedures 
that required technical changes so that those procedures could be suspended or put an administrative hold until the 
required changes were made. This resulted in a quality controlled procedure requiring technical changes available to 
use on a safety-related system without flagging the required changes. This finding was entered into the licensee’s 



corrective action program as Nuclear Notification 200671179. 
The finding is greater than minor because, if left uncorrected, the failure to maintain and control procedures would 
have the potential to lead to a more significant safety concern by having technically inaccurate procedures being used 
on safety-related systems. This finding is associated with the Mitigating Systems Cornerstone. Using Manual Chapter 
0609.04, "Phase 1 – Initial Screening and Characterization of Findings," the finding was determined to have a very 
low safety significance because the finding did not result in a loss of a system safety function, an actual loss of safety 
function of a single train for greater than its technical specification allowed outage time, or screen as potentially risk 
significant due to a seismic, flooding, or severe weather initiating event. The finding has a cross-cutting aspect in the 
area of problem identification and resolution associated with the corrective action program because problems were not 
thoroughly evaluated such that the resolutions addressed the causes and extent of conditions. This includes properly 
classifying and prioritizing conditions adverse to quality [P.1(c)].  
 
Inspection Report# : 2009009 (pdf)  

Significance:  Jan 21, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Appropriately Scope Auxiliary Feedwater Pump Trench Eductors in the Maintenance Rule 
Monitoring Program 
The inspectors identified a noncited violation of 10 CFR 50.65(b)(2)(ii) for the licensee’s failure to appropriately 
scope the steam driven auxiliary feedwater pump trench eductor in the maintenance rule monitoring program. 
Specifically, from the inception of the facilities monitoring program through March 2010, the licensee failed to 
properly scope the steam driven auxiliary feedwater pump trench educator. The eductors prevent water from 
accumulating in the trench because water in contact with the pump’s steam supply piping would cause condensation 
of the steam in the pipe. Condensation would cause the turbine to over speed, which would render the pump incapable 
of performing its specified safety function. This issue was entered into the licensee’s corrective action program as 
Nuclear Notification NN 200765185.  
The finding is greater than minor because it is associated with the equipment performance attribute of the Mitigating 
Systems Cornerstone and directly affected the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. Using the Manual Chapter 
0609, “Significance Determination Process,” Phase 1 Worksheets, the finding is determined to have very low safety 
significance because the finding: (1) is not a design or qualification issue confirmed not to result in a loss of 
operability or functionality; (2) did not represent an actual loss of safety function of the system or train; (3) did not 
result in the loss of one or more trains of nontechnical specification equipment; and (4) did not screen as potentially 
risk significant due to a seismic, flooding, or severe weather initiating event. The inspectors determined that since the 
scoping of the systems had occurred more than 2 years in the past, and the opportunity to reevaluate system scoping 
had not occurred recently, that the finding did not represent current plant performance and therefore did not have a 
crosscutting aspect associated with it. 
Inspection Report# : 2010002 (pdf)  

Significance:  Jan 21, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure of Schedule 10S Piping 
A self-revealing noncited violation of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Actions,” was 
identified for the licensee’s failure to determine the cause and take corrective actions to preclude repetition of a 
significant condition adverse to quality associated with repeated leakage of safety-related piping. Specifically, from 
1985 through June 2008, the licensee failed to determine the cause of the numerous failures of the Schedule 10S 
piping and did not take corrective actions to preclude repetition of additional piping leaks. In January 2010, the 
licensee initiated a root cause evaluation and developed an extensive inspection and repair plan. This issue was 
entered into the licensee’s corrective action program as Nuclear Notification NN 200753741.  
 
The performance deficiency is more than minor because it is associated with the equipment performance attribute of 
the Mitigating Systems Cornerstone and affects the associated cornerstone objective to ensure the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences, and is 



therefore a finding. Using Manual Chapter 0609, “Significance Determination Process,” Phase 1 Worksheets, the 
finding is determined to have very low safety significance because the finding: (1) is not a design or qualification 
issue confirmed not to result in a loss of operability or functionality; (2) did not represent an actual loss of safety 
function of the system or train; (3) did not result in the loss of one or more trains of nontechnical specification 
equipment; and (4) did not screen as potentially risk significant due to a seismic, flooding, or severe weather initiating 
event. Since the most recent opportunity to identify and correct this condition was in June 2008, and the licensee has 
instituted numerous corrective actions to address this issue, the inspectors determined that this was not reflective of 
current performance and therefore did not have a crosscutting aspect associated with it.  
 
Inspection Report# : 2010003 (pdf)  

Significance:  Jan 04, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Enter Conditions Adverse to Quality into the Corrective Action Program 
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, 
and Drawings,” for the failure of licensee personnel to follow procedure SO123-XV-50.CAP-1, “Writing Nuclear 
Notifications for Problem Identification and Resolution,” Revision 2, and enter conditions adverse to quality into the 
corrective action program. Specifically, between January 4 and March 14, 2010, the inspectors identified multiple 
instances, including two programs, where licensee personnel were aware of the existence of conditions adverse to 
quality, but failed to appropriately enter them into the corrective action program without being prompted by the 
inspectors. This issue was entered into the licensee’s corrective action program as Nuclear Notifications NNs 
200778816 and 200780926.  
The finding is greater than minor because it was similar to more than minor example 3.j in NRC Manual Chapter 
0612, Appendix E, “Examples of Minor Issues,” in that programmatic deficiencies were identified associated with this 
issue that would have the potential to lead to more significant safety concerns if left uncorrected. Specifically, 
contractor and licensee personnel’s failure to enter conditions adverse to quality into the station corrective action 
program could result in the licensee’s failure to recognize that risk significant equipment is in a  
degraded or nonconforming condition, and as such, may not be able to perform its specified safety function. The 
finding is associated with the Mitigating Systems Cornerstone. Using the Manual Chapter 0609, “Significance 
Determination Process,” Phase 1 Worksheets, the finding is determined to have very low safety significance because 
the finding: (1) is not a design or qualification issue confirmed not to result in a loss of operability or functionality; (2) 
did not represent an actual loss of safety function of the system or train; (3) did not result in the loss of one or more 
trains of non-technical specification equipment; and (4) did not screen as potentially risk significant due to a seismic, 
flooding, or severe weather initiating event. This finding has a crosscutting aspect in the area of problem identification 
and resolution associated with the corrective action program because the licensee failed to implement a corrective 
action program with a low threshold for identifying issues. This also includes identifying such issues completely, 
accurately, and in a timely manner commensurate with their safety significance [P.1(a)]. 
Inspection Report# : 2010002 (pdf)  

Significance:  Dec 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control for Safety-Related Electrical Connections 
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” with 
thirteen examples that occurred between June 2005 and July 2008, for the failure of the licensee to ensure that 
appropriate measures were in place to assure that systems specified in the design basis were maintained in a 
configuration which provided a reasonable assurance of operability during design basis events. This finding was 
entered into the licensee’s corrective action program as Action Requests ARs 050601315, 050601324, 060101159, 
070200254, 200066209, and Nuclear Notifications NNs 200089167, 200058371, 200100730, and Corrective Action 
Order 800126624.  
The finding is greater than minor because it is associated with the equipment performance attribute of the Mitigating 
Systems Cornerstone and affects the associated cornerstone objective to ensure the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. In accordance with 
Manual Chapter 0609, Attachment 4, Table 4a, Question 5, a Phase 3 analysis was required because the finding 



screened as potentially risk significant due to a seismic, flooding, or severe weather initiating event. In accordance 
with Inspection Manual Chapter 0609, Appendix A, the analyst determined that the conditions documented in Table 1 
of this inspection report should be evaluated as a single inspection finding because they resulted from a common 
cause. As a combined result of the evaluations performed in the Phase 3 analysis, the analyst determined that this 
finding was of very low safety significance. The finding has a crosscutting aspect in the area of human performance 
associated with resources for the failure to maintain complete, accurate, and up-to-date design documentation, 
procedures, and work packages [H.2(c)] (Section 4OA5). 
Inspection Report# : 2009005 (pdf)  

Significance:  Dec 20, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Assess and Manage Risk for Maintenance on Emergency Diesel Generators 
The inspectors identified a noncited violation of 10 CFR 50.65(a)(4), “Requirements for Monitoring the Effectiveness 
of Maintenance at Nuclear Power Plants,” involving multiple instances where operations and work planning personnel 
failed to adequately assess and implement appropriate risk management activities. Specifically, between November 
20, 2009, and March 17, 2010, operations and work planning personnel failed to adequately assess and manage the 
increase in risk for maintenance activities associated with the station’s emergency diesel generators. Following the 
inspectors’ identification of the finding, the licensee adequately assessed and managed the increase in risk for 
maintenance activities associated with emergency diesel generators. This issue was entered into the licensee’s 
corrective action program as Nuclear Notifications NNs 200810952, and 200818599.  
 
The performance deficiency is more than minor because it affected the configuration control attribute of the 
Mitigating Systems Cornerstone objective to ensure the availability, reliability, and capability of systems that respond 
to initiating events to prevent undesirable consequences, and is therefore a finding. The examples of this finding were 
associated with both at-power and shutdown plant operations. For the examples associated with the at-power 
operations, using Manual Chapter 0609, Appendix K, “Maintenance Risk Assessment and Risk Management 
Significance Determination Process,” Flowcharts 1 and 2, the finding was determined to have very low safety 
significance because this finding dealt with the licensee’s failure to implement procedurally required risk management 
actions and the incremental core damage probability deficit was less than 1E-6. Since the licensee does not maintain a 
shutdown probabilistic risk analysis model, an incremental core damage probability cannot be estimated for the plant 
conditions that existed for the examples associated with shutdown operations. For this reason, the inspectors 
determined that Manual Chapter 0609, Appendix K, “Maintenance Risk Assessment and Risk Management 
Significance Determination Process,” Flowchart 2, could not be used. Using Manual Chapter 0609, Appendix M, 
“Significance Determination Process Using Qualitative Criteria,” the finding is determined to have very low safety 
significance because the finding did not result in any additional loss of defense in depth systems. This finding has a 
crosscutting aspect in the area of human performance associated with the component of work practices because the 
licensee failed to define and effectively communicate expectations regarding procedural compliance which resulted in 
a failure to follow procedures by workers [H.4.(b)].  
 
Inspection Report# : 2010003 (pdf)  

Significance:  Dec 17, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Enter Operating Experience into Corrective Action Program for Timely Evaluation 
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, 
and Drawings,” for the licensee’s failure to properly implement procedure requirements to ensure that applicable risk 
significant operating experience was entered into the corrective action program for timely evaluation. Specifically, on 
December 17, 2009, the operating experience review committee failed to properly implement the requirements of 
procedure SO23-XV-40, “Sharing Industry Information,” Revision 1. An industry operating experience report review 
determined the operating experience was not applicable and was distributed as information only; not requiring any 
action. The same industry operating experience was later determined to be applicable by the probabilistic risk 
assessment group, and interim compensatory measures were initiated on February 10, 2010, to address the issues. This 
issue was entered into the licensee’s corrective action program as Nuclear Notifications NN 200805879. 



The finding is greater than minor because it is associated with the procedure quality attribute of the Mitigating 
Systems Cornerstone and affects the associated cornerstone objective to ensure the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. Using the Manual Chapter 
0609, “Significance Determination Process,” Phase 1 Worksheets, the finding is determined to have very low safety 
significance because the finding: (1) is not a design or qualification issue confirmed not to result in a loss of 
operability or functionality; (2) did not represent an actual loss of safety function of the system or train; (3) did not 
result in the loss of one or more trains of nontechnical specification equipment; and (4) did not screen as potentially 
risk significant due to a seismic, flooding, or severe weather initiating event. This finding has a crosscutting aspect in 
the area of human performance associated with decision-making because the operating experience review committee 
did not use a systematic process when making a safety significant decision, to ensure safety is maintained and 
obtaining interdisciplinary inputs and reviews on risk-significant decisions [H.1(a)]. 
Inspection Report# : 2010002 (pdf)  

Significance:  Nov 25, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow the Operability Determination Process 
The inspectors identified three examples of a noncited violation of 10 CFR Part 50, Appendix B, Criterion V, 
“Instructions, Procedures and Drawings,” for the failure of operations and engineering personnel to follow procedures 
and adequately evaluate degraded conditions to support operability decision making. Specifically, on October 29, 
2009, engineering personnel failed to adequately evaluate the operability of the Unit 3 containment emergency sump 
when an unanalyzed styrofoam material was identified, which had not been previously analyzed for impact to the 
containment emergency sump. Additionally, on November 17 and December 18, 2009, operations and engineering 
personnel failed to adequately evaluate the operability of emergency diesel generator train B when a lube oil leak was 
identified on a flexible hose for the dc auxiliary turbo pump. And finally, on December 19, 2009, operations and 
engineering personnel inappropriately applied Code Case N 513 2 to justify the operability of the emergency core 
cooling system train A, in that, the flaw geometry was only assumed and not characterized by volumetric inspection 
methods or by physical measurements. This finding was entered into the licensee’s corrective action program as 
Nuclear Notifications NNs 200673198, 200699833, and 200718673.  
The finding is greater than minor because the failure to perform timely and adequate evaluations of degraded, 
nonconforming, and unanalyzed conditions for operability, if left uncorrected, would have the potential to lead to a 
more significant safety concern. The finding is associated with the equipment performance attribute of the Mitigating 
Systems Cornerstone and affects the associated cornerstone objective to ensure the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. Using the Manual Chapter 
0609, “Significance Determination Process,” Phase 1 Worksheets, the finding is determined to have very low safety 
significance because the finding did not result in a loss of safety function for greater than the technical specification 
allowed outage time, and did not screen as potentially risk significant due to a seismic, flooding, or severe weather 
initiating event. This finding has a crosscutting aspect in the area of problem identification and resolution associated 
with corrective action program because operations and engineering personnel failed to thoroughly evaluate problems 
such that the resolutions addressed the cause and extent of condition. This includes properly classifying, prioritizing, 
and evaluating for operability conditions adverse to quality [P.1(c)] (Section 1R15). 
Inspection Report# : 2009005 (pdf)  

Significance:  Oct 27, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Correct Problems with Emergency Diesel Generator Train A 
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Action,” for 
the licensee's failure to take adequate corrective actions for conditions adverse to quality associated with Unit 3 
emergency diesel generator train A. Specifically, on June 13, 2009, following an emergency diesel generator failure 
on June 6, 2009, immediate corrective actions were inadequately implemented when improperly configured 
annunciator power supplies were installed in the emergency diesel generator train A annunciator system. This 
configuration problem contributed to rapid capacitor degradation as a result of the increased heat from a resistor, 
which ultimately caused the emergency diesel generator failure to start on December 12, 2009. This finding was 
entered into the licensee’s corrective action program as Nuclear Notification NN 200756001.  



The finding is greater than minor because the failure to correct conditions adverse to quality for the emergency diesel 
generators is associated with the equipment performance attribute of the Mitigating Systems Cornerstone and affects 
the associated cornerstone objective to ensure the availability, reliability, and capability of systems that respond to 
initiating events to prevent undesirable consequences. Using the Manual Chapter 0609, “Significance Determination 
Process,” Phase 1 Worksheets, the inspectors determined that this finding represented an actual loss of safety function 
of emergency diesel generator train for greater than the technical specification allowed outage time. This required that 
a Phase 2 estimation be completed. Because the Phase 2 analysis concluded that the finding was potentially greater 
than green, a Phase 3 analysis was completed by a regional senior reactor analyst. The San Onofre SPAR model 
indicated that the delta core damage frequency for emergency diesel generator train A being non-functional was 2.0E 
6/yr. For an exposure time of 7 days, this resulted in an incremental core damage frequency of 3.8E-8 for this finding, 
considering internal events only. The dominant sequence was a station blackout sequence with failure of the diesels, 
failure to cross-tie power from the other unit, failure to recover either onsite or offsite power, failure of batteries at 4 
hours, and a failure to manually control the turbine-driven auxiliary feedwater pump after battery depletion. The 
senior reactor analyst determined qualitatively that the contribution of external events would not significantly add to 
this result; therefore, the finding is determined to be of very low safety significance. This finding has a crosscutting 
aspect in the area of human performance associated with resources because the licensee failed to provide adequate 
instructions to perform activities affecting quality [H.2(c)] (Section 1R12). 
Inspection Report# : 2009005 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Jun 17, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to establish component cooling water radiation monitoring procedures. 
The inspectors identified a noncited violation of Technical Specification 5.5.1.1.a, “Scope,” involving the failure to 
establish procedures for component cooling water system alignments such that leakage of radionuclides to the 
environment would be monitored during all operational alignments of component cooling water. Specifically, 
radiation monitors could be aligned to only one train of component cooling water at a time and the licensee’s 
procedures had no provision for monitoring the second train when both trains were in-service. This finding was 
entered into the licensee’s corrective action program as Nuclear Notification 200871387, and actions were 
implemented to require periodic grab sampling of the train which was not being monitored.  
 
The inspectors determined that this finding was more than minor because this issue impacted the Public Radiation 
Protection Cornerstone and its objective to ensure adequate protection of public health and safety from exposure to 
radioactive materials released into the public domain as a result of routine civilian nuclear reactor operation. 
Specifically, the radiation monitors for component cooling water were not sufficient to ensure adequate release 
measurements. The inspectors evaluated the significance of this finding using Phase 1 of Inspection Manual Chapter 
0609.04 and determined that the finding screened to Inspection Manual Chapter 0609, Appendix D, “Public Radiation 
Safety Significance Determination Process.” The inspectors evaluated the significance of this finding using Inspection 



Manual Chapter 0609, Appendix D, and determined that the finding was of very low safety significance (Green) 
because dose did not exceed Appendix I criteria. This finding was determined to have a crosscutting aspect in the area 
of problem identification and resolution associated with the corrective action program in that the plant operators did 
not have a low threshold for identifying deficiencies in procedures. [P.1(c)]  
 
Inspection Report# : 2010006 (pdf)  

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

Miscellaneous 
Significance: N/A Jun 17, 2010 
Identified By: NRC 
Item Type: FIN Finding 
San Onofre Nuclear Generating Station Biennial PI&R Inspection Summary. 
The inspectors reviewed approximately 300 condition reports, work orders, engineering evaluations, root and apparent 
cause evaluations, and other supporting documentation to determine if problems were being properly identified, 
characterized, and entered into the corrective action program for evaluation and resolution. The inspectors reviewed a 
sample of system health reports, self-assessments, trending reports and metrics, and various other documents related 
to the corrective action program.  
 
When compared with the findings from the previous inspection conducted in September 2008, the findings from this 
inspection indicate that the corrective action program effectiveness has declined. As previously discussed in the past 
five NRC assessment letters, the licensee’s ability to thoroughly evaluate problems such that the resolutions 
effectively address the causes and extent of conditions is of concern. The licensee’s efforts to reverse the trend of 
substantive crosscutting issues in both the human performance and problem identification and resolution areas have 
not shown to be effective.  
 
Additionally, the inspection identified a number of issues that the licensee’s staff had previous opportunities to 
identify. The inspectors noted that even after issues were discussed with the licensees’ staff, thorough evaluations 
were not consistently completed. We noted examples were the evaluations for deficient components failed to fully 
address the component safety functions for all applicable design basis accident scenarios.  
 
The inspectors determined that the licensee adequately evaluated industry operating experience for relevance to the 
facility, and entered applicable items in the corrective action program. The inspectors noted that operating experience 
was considered in cause evaluations. The inspectors noted that following the review of operating experience the 
licensee failed to consistently incorporate the knowledge into procedural guidance and design calculations.  
 
In February 2010, the inspectors found that several work groups at San Onofre did not feel free to raise safety 
concerns  
 
without fear of retaliation. This was documented in NRC Inspection Report 050000361; 05000362/2009009 dated 
March 2, 2010, and in the NRC’s Chilling Effect Letter dated March 2, 2010.  
 
Inspection Report# : 2010006 (pdf)  

Significance: SL-IV Jun 17, 2010 
Identified By: NRC 



Item Type: NCV NonCited Violation 
Failure to report conditions that could have prevented fulfillment of safety function. 
The inspectors identified a Severity Level IV non-cited violation of 10 CFR 50.73, “Licensee Event Report System,” 
in which the licensee failed to submit a licensee event report within 60 days following discovery of an event meeting 
the reportability criteria. On January 26, 2010, the valve which isolates non-seismic piping from Condensate Storage 
Tank T-120 (isolation valve 2HV5715) failed its in-service stroke test when the hand wheel stem snapped after a 
leveraging device was used in an attempt to close the valve during its two year inservice test. This isolation valve 
2HV5715 must be closed within 90 minutes of an Operating Basis Earthquake in order to prevent the loss of 
condensate storage tank T-120 water inventory from a line break in the non-seismic portion of the condensate system. 
Without the ability to close 2HV5715, tank T-120 was not be operable because the tank inventory is needed for all 
three AFW pumps to complete their mission time. The licensee did not report an event or condition that could have 
prevented the fulfillment of the safety function of the auxiliary feed water system that is needed to shutdown the 
reactor and maintain it in a safe shutdown condition, remove residual heat, or mitigate the consequences of an 
accident. In addition, this was a condition prohibited by Technical Specification 3.7.6. This finding was entered into 
the licensee’s corrective action program as Nuclear Notification NN 200888616, and the licensee was taking actions 
to send an LER to the NRC for this event.  
 
The inspectors reviewed this issue in accordance with Inspection Manual Chapter 0612 and the NRC Enforcement 
Manual. Through this review, the inspectors determined that traditional enforcement was applicable to this issue 
because the NRC's regulatory ability was affected. Specifically, the NRC relies on the licensee to identify and report 
conditions or events meeting the criteria specified in regulations in order to perform its regulatory function, and when 
this is not done, the regulatory function is impacted. The inspectors determined that this finding was not suitable for 
evaluation using the significance determination process, and as such, was evaluated in accordance with the NRC 
Enforcement Policy. The finding was reviewed by NRC management, and because the violation was determined to be 
of very low safety significance, was not repetitive or willful, and was entered into the corrective action program, this 
violation is being treated as a Severity Level IV non-cited violation consistent with the NRC Enforcement Policy. This 
finding was determined to have a crosscutting aspect in the area of problem identification and resolution associated 
with the corrective action program in that the licensee failed to appropriately evaluate corrective maintenance as a 
basis for past operability [P.1(c)]  
 
Inspection Report# : 2010006 (pdf)  

Significance:  Jun 17, 2010 
Identified By: NRC 
Item Type: FIN Finding 
Failure to meet action plan for substantive crosscutting issues 
The inspectors identified a Green finding associated with the licensee’s failure to meet the actions described to the 
NRC in letters dated April 21, 2009, and October 29 and 30, 2009, addressing corrective actions to improve site 
performance in the areas of human performance and problem identification and resolution. Specifically, 16 actions 
were not implemented on time and a number of actions were modified from what was previously described, all prior 
to informing the NRC. These findings were documented in Nuclear Notification 200848923.  
 
The inspectors determined that the licensee’s failure to perform actions as documented in its plan to the NRC was 
more than minor because if left uncorrected could result in a more significant safety concern. Using Inspection 
Manual Chapter 0609, Appendix M, this finding was reviewed by NRC management and was determined to be of 
very low safety significance (Green). This finding has a crosscutting aspect in the areas of human performance. [H.4
(c)]  
 
Inspection Report# : 2010006 (pdf)  

Significance: SL-IV Dec 23, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Obtain a License Amendment for a Technical Specfication Bases Change 
The inspectors identified a noncited violation of 10 CFR 50.59, “Changes, Test, and Experiments,” for the failure of 
licensing personnel to obtain a technical specification license amendment for a change made to the technical 



specification bases concerning the emergency chilled water system. Specifically, in 1996, licensing personnel 
implemented a technical specification bases change for Limiting Condition for Operation 3.7.10, “Emergency Chilled 
Water,” which changed the intent and application of the technical specification, and added wording which allowed a 
period of time for required support systems to be inoperable without declaring the emergency chillers inoperable. This 
issue was entered into the licensee’s corrective action program as Nuclear Notifications NNs 200747320 and 
200758329.  
The finding is greater than minor because the failure to follow the requirements of 10 CFR 50.59 and receive prior 
NRC approval for changes in licensed actions impacted the NRC’s regulatory ability. The inspectors reviewed this 
issue in accordance with Inspection Manual Chapter 0612 and the NRC Enforcement Manual. Through this review, 
the inspectors determined that traditional enforcement was applicable to this issue because the NRC's regulatory 
ability was affected. The inspectors determined that this finding was not suitable for evaluation using the significance 
determination process, and as such, was evaluated in accordance with the NRC Enforcement Policy. The finding was 
reviewed by NRC management and because the violation was determined to be of very low safety significance, was 
not repetitive or willful, and was entered into the corrective action program, this violation is being treated as a 
Severity Level IV noncited violation consistent with the NRC Enforcement Policy. Since the bases change was made 
in 1996, the inspectors determined that this was not reflective of current licensee performance and therefore did not 
have a crosscutting aspect associated with it. 
Inspection Report# : 2010002 (pdf)  
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San Onofre 3 
4Q/2010 Plant Inspection Findings 

Initiating Events 

Significance:  Jul 16, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Define Authorities and Responsibilities of Work Process Area Operator 
Green. The inspectors identified a non-cited violation of Technical Specification 5.5.1.1 for failure to provide a 
written procedure to define authorities and responsibilities of all work process area operators. Specifically, on July 13, 
2010, the work process area had an additional operator, identified on the watchbill as the “CRC” (Control Room 
Coordinator), who performed activities normally performed by the Work Process Supervisor, including providing 
oversight for pre-job briefs and authorizing start of tasks without receiving a turnover and formally accepting the 
position of Work Process Supervisor. The licensee documented this violation in Nuclear Notification 201014984, and 
its short term corrective actions included required reading and coaching to instruct Work Process Supervisors not to 
delegate their authority to authorize work without a formal turnover. Southern California Edison will also add 
guidance procedures SO123-0-A-1 and SO123-0-A-2 “Conduct of Operations”.  
The inspectors concluded that the finding was more than minor because it could be reasonably viewed as a precursor 
to a significant event. Specifically, lack of a procedure to define the roles, responsibilities, and authorities of all 
personnel who may simultaneously hold work process area authority may lead to inadequate coordination of 
concurrent work and inadvertent authorization of multiple activities that could cause a plant transient or reactor trip. 
The finding is associated with the Initiating Events cornerstone. Using NRC Inspection Manual 0609, Attachment 
0609.04, “Phase 1-Initial Screening and Characterization of Findings”, the inspectors determined the finding to have 
very low safety significance because it did not contribute to both the likelihood of a reactor trip and the likelihood that 
mitigation equipment or functions would not be available. The inspectors determined the finding has a crosscutting 
aspect in the area of human performance associated with decision-making because the licensee did not make safety-
significant decisions using a systematic process, including formally defining the authority and roles for decisions 
affecting nuclear safety [H.1(a)]. (Section 4OA2)  
 
Inspection Report# : 2010010 (pdf)  

Significance:  Jun 17, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Control room operators failure to adhere to conduct of operations procedural requirements 
The inspectors identified a noncited violation of Technical Specification 5.5.1.1.a involving the failure of control 
room operators to follow San Onofre Procedure SO123-0-A1, “Conduct of Operations.” These included failures to: 
implement alarm response procedure place-keeping, announce alarms to the control room supervisor, stop 
conversations when an alarm annunciated and cleared, perform three-way communication during pre-job briefing, 
review the summarize, anticipate, foresee, evaluate and review questions during a pre-job brief, review the 
prerequisites of a procedure prior to use, and remain cognitive of the re-activity change evolution by a control room 
supervisor. This issue was entered into the licensee’s corrective action program as Nuclear Notification 200871332, 
and operations management immediately began actions to institute a recovery plan to improve operator performance. 
 
The finding was more than minor because it was associated with the Initiating Events Cornerstone attribute of human 
performance, and it affected the associated cornerstone objective to limit the likelihood of those events that upset plant 
stability and that challenge critical safety functions during shutdown, as well as during power operations. Using the 
Inspection Manual Chapter 0609, "Significance Determination Process," Phase 1 Worksheet, the inspectors concluded 
that the transient initiator did not contribute to both the likelihood of a reactor trip and to the likelihood that mitigation 
equipment or functions would not be available. As a result, the issue was of very low safety significance (Green). The 
finding has a crosscutting aspect in the area of human performance associated with the work practices because the 



licensee did not ensure supervisory and management oversight of work activities. [H.4(c)]  
 
 
Inspection Report# : 2010006 (pdf)  

Significance:  Jun 17, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to secure loose items in the electrical switchyard 
The inspectors identified a noncitied violation of Technical Specification 5.5.1.1.a involving the failure to follow 
procedural guidance of SO123 XX-11, “Switchyard Work Performance.” Specifically, the inspectors identified 
temporary equipment stored in the switchyard that was not tethered or otherwise secured in accordance with the 
procedure. The licensee entered a notification in its corrective action program as Nuclear Notification 200870138, and 
removed or secured the items.  
 
This finding is more than minor because it impacts the protection against the external factors attribute of the Initiating 
Events Cornerstone objective to limit the likelihood of those events that upset plant stability and challenge critical 
safety functions during shutdown and power operations. Using the Inspection Manual Chapter 0609 “Significance 
Determination Process,” Phase 1 Worksheet, the inspectors determined that the finding was of very low safety 
significance (Green) because it did not contribute to both the likelihood of a reactor trip and the likelihood that 
mitigation equipment or functions would not be available. This finding also has a human performance crosscutting 
aspect associated with the work control component in that personnel failed to appropriately plan work activities 
involving job site conditions which may impact plant structures, systems and components. [H.3(a)]  
 
Inspection Report# : 2010006 (pdf)  

Significance:  Apr 28, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Improper Risk Assessment and Management for Emergent Work 
The inspectors identified a noncited violation of 10 CFR 50.65(a)(4) for the failure of operations and planning 
personnel to appropriately characterize the potential impact of work activities on plant systems and to implement 
appropriate risk mitigating actions. Specifically, on April 28, 2010, operations personnel failed to identify mussel 
mitigation in the Unit 2 intake structure as having high nuclear risk in the associated work instruction, resulting in 
inadequate risk management actions being performed by operations personnel. The licensee’s immediate corrective 
actions included ensuring appropriate actions were taken and adequate communications were in place to mitigate the 
risk during future mussel mitigation efforts. This issue was entered into the licensee’s corrective action program as 
Nuclear Notification NN 200937859.  
 
The performance deficiency is more than minor because it affected the protection against external factors attribute of 
the Initiating Events Cornerstone objective to limit the likelihood of those events that upset plant stability during 
power operations, and is therefore a finding. Using Manual Chapter 0609, Appendix K, “Maintenance Risk 
Assessment and Risk Management Significance Determination Process,” the finding is determined to have very low 
safety significance because the performance deficiency involved only inadequate risk management actions and not 
failure to assess risk, incremental core damage probability resulting from this work activity was less than 1E-6, and 
the incremental large early release probability was less than 1E-7. This finding has a crosscutting aspect in the area of 
human performance associated with the component of resources because the licensee failed to ensure that procedures 
were adequate to support nuclear safety, including complete, accurate, and up-to-date work packages [H.2(c)].  
 
Inspection Report# : 2010003 (pdf)  

Significance:  Apr 28, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 



Failure to Define the Control Room as Required by Technical Specifications
The inspectors identified a noncited violation of Technical Specification 5.1.3 for the failure of licensee management 
to appropriately define the Control Room Area as depicted in the Licensee Controlled Specifications. Specifically, 
prior to June 2010, licensee personnel were not specific in the definition of the control room in work instructions and 
procedures such that, when personnel were directed by procedure to contact the control room, the expectation of 
station management in most cases was that workers would instead contact the work process area, which is outside the 
boundaries of the control room as defined in the Licensee Controlled Specifications and other plant procedures. The 
licensee initiated Nuclear Notification NN 200972596 to evaluate this issue and identify corrective actions.  
 
The performance deficiency is more than minor because if left uncorrected, it would have the potential to lead to a 
more significant safety concern, and is therefore a finding. Specifically, changes to critical plant parameters monitored 
in the control room may not be appropriately anticipated by control room operators; this may lead to misdiagnosis of 
plant conditions by control room operators. The finding is associated with the Initiating Events Cornerstone. Using 
Manual Chapter 0609, “Significance Determination Process,” Phase 1 Worksheets, the finding is determined to have 
very low safety significance because the finding does not contribute to both the likelihood of a reactor trip and the 
likelihood that mitigation equipment or functions will not be available. This finding has a crosscutting aspect in the 
area of human performance associated with the component of work practices because the licensee failed to define and 
effectively communicate expectations regarding procedural compliance such that personnel follow procedures [H.4
(b)].  
 
Inspection Report# : 2010003 (pdf)  

Significance:  Jan 22, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow a Level 1 Quality Assurance Program Affecting Human Performance Procedure 
The inspectors identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, "Instructions, Procedures, 
and Drawings," for the failure of training personnel to ensure activities affecting quality shall be prescribed by 
documented instructions, procedures, or drawings, of a type appropriate to the circumstances and shall be 
accomplished in accordance with these instructions, procedures, or drawings. Specifically, between September 27, 
2009 and November 17, 2009, training personnel failed to follow Level 1 Quality Assurance Program Affecting 
Procedure SO123 XXI-1.11.23, "Human Performance Training Program Description," Revision 0, to ensure workers 
received human performance training before hands-on work was performed in the plant, which resulted in over 80 
employees not receiving human performance training and contributed to at least two human performance events. This 
finding was entered into the licensee’s corrective action program as Nuclear Notification 200670169.  
 
The finding is greater than minor because, if left uncorrected, the failure to follow procedures to provide human 
performance training, would have the potential to lead to more significant safety concerns as is evidenced by the two 
human performance events that occurred by untrained individuals. This finding is associated with the Initiating Events 
Cornerstone. Using Manual Chapter 0609.04, "Phase 1 – Initial Screening and Characterization of Findings," the 
finding is determined to have very low safety significance because the finding did not contribute to both the likelihood 
of a reactor trip and the likelihood that mitigation equipment or functions would not be available. The finding has a 
cross-cutting aspect in the area of problem identification and resolution associated with the corrective action program 
because the licensee failed to take appropriate corrective actions to address safety issues and adverse trends in a timely 
manner, commensurate with their safety significance and complexity [P.1(d)].  
 
 
Inspection Report# : 2009009 (pdf)  

Mitigating Systems 

Significance:  Dec 31, 2010 
Identified By: NRC 



Item Type: NCV NonCited Violation 
Failure to Appropriately Classify Conditions Adverse to Quality for Significance 
Between September 23 and November 15, 2010, the inspectors identified two examples of a noncited violation of 10 
CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” for the failure of licensee personnel 
to follow the requirements of corrective action program procedures for nuclear notification significance screening. 
Specifically, licensee personnel failed to follow Procedure SO123-XV-50.CAP-2, “SONGS Nuclear Notification 
Screening,” Revision 7, to properly screen for significance, conditions that result in non-routine reporting to the NRC 
and Critical A component failures. In response to the inspectors’ question, the licensee initiated Nuclear Notifications 
NNs 201122165 and 201203374 to perform appropriate evaluations of the corrective action programmatic issues.  
 
The performance deficiency is more than minor because, if left uncorrected, it would have the potential to lead to a 
more significant safety concern by not evaluating problems commensurate with their safety significance, such that the 
resolutions address the causes and extent of conditions, and is therefore a finding. The finding is associated with the 
Mitigating Systems Cornerstone and affects the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. Using the Manual Chapter 
0609, “Significance Determination Process,” Phase 1 Worksheets, the finding was determined to have very low safety 
significance because the finding: (1) was not a design or qualification issue confirmed not to result in a loss of 
operability or functionality; (2) did not represent an actual loss of safety function of the system or train; (3) did not 
result in the loss of one or more trains of nontechnical specification equipment; and (4) did not screen as potentially 
risk significant due to a seismic, flooding, or severe weather initiating event. The finding was determined to have a 
crosscutting aspect in the area of problem identification and resolution, associated with the corrective action program, 
in that the licensee failed to thoroughly evaluate problems such that the resolutions address causes and extent of 
conditions, and failed to properly classify, prioritize, and evaluate for operability and reportability conditions adverse 
to quality [P.1(c)] (Section 4OA2).  
 
Inspection Report# : 2010005 (pdf)  

Significance:  Aug 16, 2010 
Identified By: NRC 
Item Type: VIO Violation 
Failure to Ensure At Least One Train of Equipment Necessary to Achieve Hot Shutdown Conditions Is Free of 
Fire Damage 
Green. The team identified a cited violation of License Condition 2.C(14), “Fire Protection,” for failure to correct a 
noncompliance. Specifically, Inspection Report 05000361;362/2007008 documented a noncompliance involving the 
failure to ensure that at least one train of safe shutdown equipment would remain free from fire damage in each fire 
area. The NRC exercised discretion not to cite this violation at that time because the licensee met the criteria described 
in Enforcement Guidance Memorandum 98 002, Revision 2, and Supplement 2 to that revision. Enforcement 
Guidance Memorandum 07-004 superseded Enforcement Guidance Memorandum 98-002 and required licensees to 
complete corrective actions for noncompliances related to post-fire operator manual actions by March 6, 2009. This 
violation is being cited due to the failure to complete corrective actions and restore compliance within the required 
time. This finding was entered into the licensee’s corrective action program as Notification NN 200940265.  
 
The failure to promptly restore adequate fire protection and/or separation of required safe shutdown systems was a 
performance deficiency. This performance deficiency was more than minor because it was associated with the 
protection against external factors (fire) attribute of the Mitigating Systems Cornerstone and adversely affected the 
cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to initiating events 
in order to prevent undesirable consequences. Because the violation involved multiple fire areas, the team could not 
evaluate this issue using Phase 2 of Inspection Manual Chapter 0609, Appendix F, and a Phase 3 significance 
determination process risk assessment was performed by a senior reactor analyst. The finding was determined to have 
very low risk significance (Green), with a delta-CDF of 3.2E-8/yr, because of a combination of the availability of long 
recovery times for feasible operator manual actions and low-probability fire damage scenarios in the nine fire areas 
with fire sources which could potentially damage cables of required safe shutdown components. This finding involved 
a cross-cutting aspect in the decision-making component in the human performance area because the licensee failed to 
make a risk-significant decision using a systematic process when considering the scheduling of corrective actions [H.1
(a)]  
 



Inspection Report# : 2010007 (pdf)  

Significance:  Jul 12, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Promptly Identify and Correct a Condition Adverse to Quality Associated with Safety-related 
Emergency Ventilation Fans 
A self-revealing noncited violation of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Action,” was 
identified for the licensee’s failure to promptly identify and correct a condition adverse to quality associated with 
safety-related emergency ventilation fans. Specifically, the licensee did not adequately identify a degrading material 
condition on the emergency ventilation fan nose cones that resulted in failure of the emergency diesel generator train 
B vaneaxial fan on July 12, 2010. The licensee’s apparent cause evaluation developed corrective actions to 
periodically replace safety-related emergency ventilation fans at a 12 year interval. This issue was entered into the 
licensee’s corrective action program as Nuclear Notifications NNs 201009885 and 201088409.  
The performance deficiency is more than minor and is therefore a finding because it is associated with the equipment 
performance attribute of the Mitigating Systems Cornerstone and affects the cornerstone objective of ensuring the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. Using the Manual Chapter 0609, “Significance Determination Process,” Phase 1 Worksheets, the 
finding was determined to have very low safety significance because the finding: (1) is not a design or qualification 
issue confirmed not to result in a loss of operability or functionality; (2) did not represent an actual loss of safety 
function of the system or train; (3) did not result in the loss of one or more trains of nontechnical specification 
equipment; and (4) did not screen as potentially risk significant due to a seismic, flooding, or severe weather imitating 
event. Since the inadequate corrective actions were developed in 2003 and the licensee’s corrective action program 
has improved with respect to extent of condition reviews, the inspectors determined that this finding was not reflective 
of current performance, and therefore, did not have a crosscutting aspect associated with it (Section 1R15). 
Inspection Report# : 2010004 (pdf)  

Significance:  Jun 25, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Provide Training Mandated by a Root Cause Evaluation 
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Action,” for 
failure of electrical maintenance management personnel to adequately ensure that training was provided to electrical 
maintenance workers on techniques to prevent loose electrical connections. This training was a required action as 
described in root cause evaluation RCE 050601315 written in response to a June 2005 failure of an emergency diesel 
generator surveillance test due to a loose electrical connection in an emergency supply fan for the Unit 3 train B 
emergency diesel generator. The licensee entered this finding into their corrective action program as Nuclear 
Notifications NNs 200986184 and 200992291.  
The failure of electrical maintenance management personnel to adequately implement corrective actions as prescribed 
by a root cause evaluation was a performance deficiency. The performance deficiency is more than minor and is 
therefore a finding because it is associated with the human performance attribute of the Mitigating Systems 
Cornerstone and affects the cornerstone objective of ensuring availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences. Using the Manual Chapter 0609, “Significance 
Determination Process,” Phase 1 Worksheets, the finding was determined to have very low safety significance 
because the finding: (1) was not a design or qualification issue confirmed not to result in a loss of operability or 
functionality; (2) did not represent an actual loss of safety function of the system or train; (3) did not result in the loss 
of one or more trains of nontechnical specification equipment; and (4) did not screen as potentially risk significant due 
to a seismic, flooding, or severe weather initiating event. Since this finding is associated with a 2005 root cause 
evaluation, that required training as part of the corrective action followup and there have been changes to the 
licensee’s corrective action program, the inspectors determined that this was not reflective of current performance and 
therefore did not have a crosscutting aspect associated with it (Section 4OA2). 
Inspection Report# : 2010004 (pdf)  

Significance:  Jun 17, 2010 



Identified By: NRC 
Item Type: VIO Violation 
Failure to maintain written procedures covered in Regulatory Guide 1.33 
The inspectors identified a cited violation of Technical Specification 5.5.1.1.a, involving the failure to maintain 
adequate written procedures. Specifically, as of April 23, 2010, the licensee’s controls over its backlog of procedure 
change requests associated with plant modifications were inadequate to prevent licensee personnel from using 
outdated procedures with known technical errors in the plant. The performance deficiency of failing to control the 
backlog of procedure changes, such that procedures with known technical errors were in use in the plant were 
previously identified by the NRC on two occasions and were documented as noncited violations 05000361; 
05000362/2009003 09 and 2009009-02. Because the licensee failed to restore compliance within a reasonable time 
after the previous noncited violations were identified, this violation is being cited in a Notice of Violation in 
accordance with Section VI.a.1 of the NRC’s Enforcement Policy. This finding was entered into the licensee’s 
corrective action program as Nuclear Notification 200888919. The licensee’s corrective action included immediate 
actions to administratively suspend these procedures until they could be revised and to evaluate changes needed to its 
program to prevent recurrence.  
 
The failure to maintain procedures covered by Regulatory Guide 1.33 is a performance deficiency. The finding is of 
more than minor significance because, if left uncorrected, the failure to maintain and control procedures would have 
the potential to lead to a more significant safety concern. Using Inspection Manual Chapter 0609, Phase 1,”Initial 
Screening and Characterization of Findings,” the finding was determined to have a very low safety significance 
because the finding did not result in a loss of system safety function, an actual loss of safety function of a single train 
for greater than its technical specification allowed outage time, or screen as potentially risk significant due to a 
seismic, flooding, or severe weather initiating event. The finding has a crosscutting aspect in the area of problem 
identification and resolution associated with the corrective action program component, because problems were not 
thoroughly evaluated, such that the resolutions addressed the causes and extents of condition. This includes properly 
classifying and prioritizing conditions adverse to quality. [P.1(c)]  
 
Inspection Report# : 2010006 (pdf)  

Significance:  Jun 17, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to establish goals and monitor for Auxiliary Feedwater trains 
Two examples of a noncited violation of 10 CFR 50.65(a)(1) were identified involving the failure to monitor the 
unavailability time associated with equipment failures which were maintenance induced. The first example involved 
maintenance inadvertently bending the fuse holder contacts such that there was a loose connection on the power 
supply on the turbine-driven auxiliary feedwater pump resulting in its failure. The second example involved the 
failure to perform maintenance associated with a condensate storage tank isolation valve resulting in its failure during 
in-service testing. In both cases, if the licensee had assessed the unavailability time due to the maintenance induced 
failures, the systems would have exceeded the 10 CFR 50.65(a)(2) monitoring criteria, necessitating the systems to be 
placed in 10 CFR 50.65(a)(1) goal setting. The licensee’s corrective actions included evaluating its procedures to 
prevent recurrence, and re-evaluating these systems to determine the impact of accounting for unavailable time.  
 
This finding is more than minor because it affects the equipment performance attribute of the Mitigating Systems 
Cornerstone per Inspection Manual Chapter 612, Appendix B. Using Inspection Manual Chapter 0609, Phase 1, 
“Initial Screening and Characterization of Findings,” the inspectors determined the finding to be of very low safety 
significance (Green) because they did not represent the loss of a system safety function and did not screen as 
potentially risk significant due to a seismic, flooding, or severe weather initiating event. The cause of the finding was 
determined to have a crosscutting aspect in the area of human performance. Specifically, personnel failed to use a 
formal decision making process to determine how to count unavailable hours for the maintenance rule. [H.1(a)]  
 
Inspection Report# : 2010006 (pdf)  

Significance:  Jun 17, 2010 
Identified By: NRC 



Item Type: NCV NonCited Violation 
Failure to identify and correct the use of deficient relays. 
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Action,” in 
that, from October 2008 to April 2010, the licensee failed to promptly identify and correct potentially degraded motor-
driven relays in safety-related systems and components. Specifically, after identifying a degraded relay affecting an 
emergency diesel generator, the licensee replaced all similar relays in the other diesel generators but failed to evaluate 
the use of these potentially degraded relays in other safety-related systems. The licensee entered this issue into the 
corrective action program as Nuclear Notification 200146292, and developed a plan to replace the 62 degraded relays 
that were installed in other safety-related equipment.  
 
This finding was more than minor because it impacted the equipment performance attribute of the Mitigating Systems 
Cornerstone objective to ensure the availability, reliability, and capability of systems that respond to initiating events 
to prevent undesirable consequences. Using Inspection Manual Chapter 0609.04, Phase 1, “Initial Screening and 
Characterization of Findings,” the inspectors determined the finding to be of very low safety significance (Green) 
because it did not represent the loss of a system safety function and did not screen as potentially risk significant due to 
a seismic, flooding, or severe weather initiating event. This finding has a crosscutting aspect in the area of human 
performance associated with the decision-making component, in that the licensee did not use conservative 
assumptions in making decisions about the extent of condition [H.1(b)]  
 
Inspection Report# : 2010006 (pdf)  

Significance:  Jun 17, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to maintain design basis information 
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” 
involving the failure to translate nonconservative errors in calculations and procedures identified during review of 
external operating experiences. The first example involved the sizing calculation for the condensate storage tank 
failing to account for effects of auxiliary feedwater pump heat during recirculation. The second example involved the 
failure to update procedural guidance concerning the adverse effects of placing the low pressure safety injection 
system into operation following use of the residual heat removal system in the shutdown cooling mode of operation 
above 200?F. This issue was entered into the licensee’s corrective action program as Nuclear Notification 200886265. 
The licensee initiated actions to correct its procedure and calculation for each instance.  
The finding is of more than minor significance because it adversely affects the design control attribute of the 
mitigating systems cornerstone objective. Using Inspection Manual Chapter 0609.04, Phase 1, “Initial Screening and 
Characterization of Findings,” the finding was determined to have a very low safety significance (Green) because the 
finding did not result in a loss of system safety function, an actual loss of safety function of a single train for greater 
than its technical specification allowed outage time, or screen as potentially risk significant due to a seismic, flooding, 
or severe weather initiating event. The finding has a crosscutting aspect in the area of problem identification and 
resolution associated with the operating experience component because the licensee failed to implement and 
institutionalize operating experience information, including vendor recommendations, through changes to plant 
processes, procedures, equipment, and training programs. [P.2(b)]  
 
Inspection Report# : 2010006 (pdf)  

Significance:  May 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Unavailability Time for Component Cooling Water Incorrectly Counted 
The inspectors identified a noncited violation of 10 CFR 50.65(a)(1) and 50.65(a)(2) for the failure of engineering 
personnel to demonstrate that the performance or condition of the Unit 3 component cooling water system had been 
effectively controlled through the performance of appropriate preventive maintenance and did not monitor against 
licensee-established goals. Specifically, as of May 31, 2010, engineering personnel failed to identify and properly 
account for at least 47 hours of component cooling water heat exchanger unavailability when considering whether the 
performance of the Unit 3 component cooling water train A had been effectively controlled through maintenance. 



These 47 hours of unavailability, when combined with other train unavailability over the previous 12 months, 
demonstrate that the performance or condition of this structure, system, or component was not being effectively 
controlled through the performance of appropriate preventive maintenance and, as a result, that goal setting and 
monitoring was required. Licensee personnel initiated a notification to evaluate how component cooling water train 
unavailability is counted. This issue was entered into the licensee’s corrective action program as Nuclear Notification 
NN 200961310.  
 
The performance deficiency is more than minor because it affected the equipment performance attribute of the 
Mitigating Systems Cornerstone objective to ensure the availability, reliability, and capability of systems that respond 
to initiating events to prevent undesirable consequences, and is therefore a finding. Using Manual Chapter 0609, 
“Significance Determination Process,” Phase 1 Worksheets, the finding is determined to have very low safety 
significance because the finding: (1) is not a design or qualification deficiency confirmed not to result in a loss of 
operability or functionality; (2) did not represent an actual loss of safety function of the system or train; (3) did not 
result in the loss of one or more trains of non-technical specification equipment; and (4) did not screen as potentially 
risk significant due to a seismic, flooding, or severe weather initiating event. This finding has a crosscutting aspect in 
the area of human performance associated with the component of decision making because the engineering personnel 
failed to demonstrate that nuclear safety was an overriding priority through the use of conservative assumptions in 
decision making and adopting a requirement to demonstrate that a proposed action is safe in order to proceed rather 
than a requirement to demonstrate that it is unsafe in order to disapprove the action [H.1(b)].  
 
Inspection Report# : 2010003 (pdf)  

Significance:  May 19, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Operability Determination for Safety-Related Concrete Cracks 
The inspectors identified a noncited violation of 10 CFR Part 50 Appendix B, Criterion V, “Instructions, Procedures, 
and Drawings,” for the failure of operations and engineering personnel to follow station procedures to determine the 
operability of a degraded structure, system, or component. Specifically, on May 19, 2010, the operability 
determination performed to determine the operability of degraded safety-related concrete in the Unit 3 intake structure 
was not accomplished in accordance with Procedure SO123-XV-52, “Functionality Assessments and Operability 
Determinations,” Revision 17. After the inadequate operability determination was identified by the inspectors, 
operations and engineering personnel re-evaluated the conditions. This issue was entered into the licensee’s corrective 
action program as Nuclear Notification NN 200957926.  
 
The performance deficiency is more than minor because if left uncorrected, it would have the potential to lead to a 
more significant safety concern, and is therefore a finding. Specifically, the continued failure of operations personnel 
to perform adequate operability determinations could result in an inoperable structure, system, or component not 
being recognized and addressed in a timely manner. The finding is associated with the Mitigating Systems 
Cornerstone. Using Manual Chapter 0609, “Significance Determination Process,” Phase 1 Worksheets, the finding is 
determined to have very low safety significance because the finding: (1) is not a design or qualification issue 
confirmed not to result in a loss of operability or functionality; (2) did not represent an actual loss of safety function of 
the system or train; (3) did not result in the loss of one or more trains of non-technical specification equipment; and 
(4) did not screen as potentially risk significant due to a seismic, flooding, or severe weather initiating event. This 
finding has a crosscutting aspect in the area of human performance associated with the component of decision making 
because the licensee failed to demonstrate that nuclear safety was an overriding priority through the use of 
conservative assumptions in decision making and adopting a requirement to demonstrate that a proposed action is safe 
in order to proceed rather than a requirement to demonstrate that it is unsafe in order to disapprove the action [H.1(b)].
Inspection Report# : 2010003 (pdf)  

Significance:  May 18, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inappropriate Control of Operator Aids 
The inspectors identified a noncited violation of Technical Specification 5.5.1.1 for the failure of operations personnel 



to follow Procedure SO123-0-A1, “Conduct of Operations,” Revision 27, to appropriately control operator aids. 
Specifically, between March 30 and May 18, 2010, the inspectors identified several operator aids that were not 
controlled per the requirements of Procedure SO123-0-A1, Section 6.10, “Operator Aids.” Operations personnel 
implemented the controls required by Procedure SO123 0 A1 for the operator aids identified by the inspectors, and 
performed an extent of condition review to identify and correct additional operator aids. This issue was entered into 
the licensee’s corrective action program as Nuclear Notification NN 200856079.  
 
The performance deficiency is more than minor because it is associated with the procedure quality attribute of the 
Mitigating Systems Cornerstone and affects the associated cornerstone objective to ensure the availability, reliability, 
and capability of systems that respond to initiating events to prevent undesirable consequences, and is therefore a 
finding. Using the Manual Chapter 0609, “Significance Determination Process,” Phase 1 Worksheets, the finding is 
determined to have very low safety significance because the finding: (1) is not a design or qualification issue 
confirmed not to result in a loss of operability or functionality; (2) did not represent an actual loss of safety function of 
the system or train; (3) did not result in the loss of one or more trains of nontechnical specification equipment; and (4) 
did not screen as potentially risk significant due to a seismic, flooding, or severe weather initiating event. This finding 
has a crosscutting aspect in the area of problem identification and resolution associated with the component of 
corrective action program because operations personnel failed to implement a corrective action program with a low 
threshold for identifying issues [P.1(a)].  
 
Inspection Report# : 2010003 (pdf)  

Significance:  Jan 22, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Maintain Written Procedures Covered in Regulatory Guide 1.33 
The inspectors identified a non-cited violation of Technical Specification 5.5.1, "Procedures," for the failure of 
procedure writer personnel to maintain written procedures covered in Regulatory Guide 1.33. Specifically, from initial 
plant startup of Units 2 and 3 to November 2009, no process requirement or procedure existed to identify procedures 
that required technical changes so that those procedures could be suspended or put an administrative hold until the 
required changes were made. This resulted in a quality controlled procedure requiring technical changes available to 
use on a safety-related system without flagging the required changes. This finding was entered into the licensee’s 
corrective action program as Nuclear Notification 200671179.  
The finding is greater than minor because, if left uncorrected, the failure to maintain and control procedures would 
have the potential to lead to a more significant safety concern by having technically inaccurate procedures being used 
on safety-related systems. This finding is associated with the Mitigating Systems Cornerstone. Using Manual Chapter 
0609.04, "Phase 1 – Initial Screening and Characterization of Findings," the finding was determined to have a very 
low safety significance because the finding did not result in a loss of a system safety function, an actual loss of safety 
function of a single train for greater than its technical specification allowed outage time, or screen as potentially risk 
significant due to a seismic, flooding, or severe weather initiating event. The finding has a cross-cutting aspect in the 
area of problem identification and resolution associated with the corrective action program because problems were not 
thoroughly evaluated such that the resolutions addressed the causes and extent of conditions. This includes properly 
classifying and prioritizing conditions adverse to quality [P.1(c)].  
 
Inspection Report# : 2009009 (pdf)  

Significance:  Jan 21, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Appropriately Scope Auxiliary Feedwater Pump Trench Eductors in the Maintenance Rule 
Monitoring Program 
The inspectors identified a noncited violation of 10 CFR 50.65(b)(2)(ii) for the licensee’s failure to appropriately 
scope the steam driven auxiliary feedwater pump trench eductor in the maintenance rule monitoring program. 
Specifically, from the inception of the facilities monitoring program through March 2010, the licensee failed to 
properly scope the steam driven auxiliary feedwater pump trench educator. The eductors prevent water from 
accumulating in the trench because water in contact with the pump’s steam supply piping would cause condensation 



of the steam in the pipe. Condensation would cause the turbine to over speed, which would render the pump incapable 
of performing its specified safety function. This issue was entered into the licensee’s corrective action program as 
Nuclear Notification NN 200765185.  
The finding is greater than minor because it is associated with the equipment performance attribute of the Mitigating 
Systems Cornerstone and directly affected the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. Using the Manual Chapter 
0609, “Significance Determination Process,” Phase 1 Worksheets, the finding is determined to have very low safety 
significance because the finding: (1) is not a design or qualification issue confirmed not to result in a loss of 
operability or functionality; (2) did not represent an actual loss of safety function of the system or train; (3) did not 
result in the loss of one or more trains of nontechnical specification equipment; and (4) did not screen as potentially 
risk significant due to a seismic, flooding, or severe weather initiating event. The inspectors determined that since the 
scoping of the systems had occurred more than 2 years in the past, and the opportunity to reevaluate system scoping 
had not occurred recently, that the finding did not represent current plant performance and therefore did not have a 
crosscutting aspect associated with it. 
Inspection Report# : 2010002 (pdf)  

Significance:  Jan 21, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure of Schedule 10S Piping 
A self-revealing noncited violation of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Actions,” was 
identified for the licensee’s failure to determine the cause and take corrective actions to preclude repetition of a 
significant condition adverse to quality associated with repeated leakage of safety-related piping. Specifically, from 
1985 through June 2008, the licensee failed to determine the cause of the numerous failures of the Schedule 10S 
piping and did not take corrective actions to preclude repetition of additional piping leaks. In January 2010, the 
licensee initiated a root cause evaluation and developed an extensive inspection and repair plan. This issue was 
entered into the licensee’s corrective action program as Nuclear Notification NN 200753741.  
 
The performance deficiency is more than minor because it is associated with the equipment performance attribute of 
the Mitigating Systems Cornerstone and affects the associated cornerstone objective to ensure the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences, and is 
therefore a finding. Using Manual Chapter 0609, “Significance Determination Process,” Phase 1 Worksheets, the 
finding is determined to have very low safety significance because the finding: (1) is not a design or qualification 
issue confirmed not to result in a loss of operability or functionality; (2) did not represent an actual loss of safety 
function of the system or train; (3) did not result in the loss of one or more trains of nontechnical specification 
equipment; and (4) did not screen as potentially risk significant due to a seismic, flooding, or severe weather initiating 
event. Since the most recent opportunity to identify and correct this condition was in June 2008, and the licensee has 
instituted numerous corrective actions to address this issue, the inspectors determined that this was not reflective of 
current performance and therefore did not have a crosscutting aspect associated with it.  
 
Inspection Report# : 2010003 (pdf)  

Significance:  Jan 04, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Enter Conditions Adverse to Quality into the Corrective Action Program 
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, 
and Drawings,” for the failure of licensee personnel to follow procedure SO123-XV-50.CAP-1, “Writing Nuclear 
Notifications for Problem Identification and Resolution,” Revision 2, and enter conditions adverse to quality into the 
corrective action program. Specifically, between January 4 and March 14, 2010, the inspectors identified multiple 
instances, including two programs, where licensee personnel were aware of the existence of conditions adverse to 
quality, but failed to appropriately enter them into the corrective action program without being prompted by the 
inspectors. This issue was entered into the licensee’s corrective action program as Nuclear Notifications NNs 
200778816 and 200780926.  
The finding is greater than minor because it was similar to more than minor example 3.j in NRC Manual Chapter 



0612, Appendix E, “Examples of Minor Issues,” in that programmatic deficiencies were identified associated with this 
issue that would have the potential to lead to more significant safety concerns if left uncorrected. Specifically, 
contractor and licensee personnel’s failure to enter conditions adverse to quality into the station corrective action 
program could result in the licensee’s failure to recognize that risk significant equipment is in a  
degraded or nonconforming condition, and as such, may not be able to perform its specified safety function. The 
finding is associated with the Mitigating Systems Cornerstone. Using the Manual Chapter 0609, “Significance 
Determination Process,” Phase 1 Worksheets, the finding is determined to have very low safety significance because 
the finding: (1) is not a design or qualification issue confirmed not to result in a loss of operability or functionality; (2) 
did not represent an actual loss of safety function of the system or train; (3) did not result in the loss of one or more 
trains of non-technical specification equipment; and (4) did not screen as potentially risk significant due to a seismic, 
flooding, or severe weather initiating event. This finding has a crosscutting aspect in the area of problem identification 
and resolution associated with the corrective action program because the licensee failed to implement a corrective 
action program with a low threshold for identifying issues. This also includes identifying such issues completely, 
accurately, and in a timely manner commensurate with their safety significance [P.1(a)]. 
Inspection Report# : 2010002 (pdf)  

Barrier Integrity 

Significance:  Nov 24, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Control of Foreign Material over the Spent Fuel Pool during Surveillance Testing 
A self-revealing noncited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, and 
Drawings,” was identified for the failure of licensee personnel to follow procedures associated with foreign material 
exclusion controls, which resulted in a failure to positively control a load beam over the spent fuel pool. Specifically, 
on November 24, 2010, the licensee failed to implement appropriate foreign material exclusion controls for 
maintaining positive control on a load beam over the spent fuel pool which dropped and caused damage to the fuel 
assembly storage rack.  
This performance deficiency was determined to be more than minor and therefore a finding because if left 
uncorrected, it would have the potential to lead to a more significant safety concern. Specifically, the load beam could 
have fallen and damaged fuel assemblies stored in the spent fuel pool. The finding is associated with the Barrier 
Integrity Cornerstone and affects the cornerstone objective to provide reasonable assurance that physical design 
barriers protect the public from radionuclide releases caused by accidents or events. Manual Chapter 0609, 
“Significance Determination Process,” Phase 1 Worksheets, the finding was determined to have very low safety 
significance because the finding: (1) does not result in loss of cooling to the spent fuel pool, whereby operator or 
equipment failures could preclude restoration of cooling prior to pool boiling; (2) does not result from fuel handling 
errors that caused damage to fuel clad integrity or a dropped assembly; and (3) do not result in a loss of spent fuel 
pool inventory greater than ten percent of spent fuel pool volume. The finding has a crosscutting aspect in the area of 
human performance, associated with the decision-making component, because the licensee failed use conservative 
assumptions in decision making when performing the spent fuel pool refueling machine surveillance test over the 
spent fuel pool [H.1(b)] (Section 4OA3).  
 
Inspection Report# : 2010005 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 



Significance:  Nov 16, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure for Modifying Work Clearance Applications 
A self-revealing noncited violation of Technical Specification 5.5.1.1 was identified for the failure of operations 
personnel to follow Procedure SO123-XX-5.1, “Work Clearance Management Issue, Release, and Tagging 
Modification,” Revision 22, to prepare and verify an adequate tagging boundary. Specifically, operations personnel 
implemented a change to the work clearance that subjected workers to hazards from contaminated water stored in the 
refueling water storage tank, without validating assumptions and drawings to determine the correct tank level was 
adequate as a tagging boundary. Consequently, on November 17, 2010, during implementation of Work Clearance 
Document WCD 30016930, an estimated 14,200 gallons of contaminated water drained into an area where people 
were working and resulted in a personnel contamination event.  
The performance deficiency is determined to be more than minor because it is associated with the plant 
facilities/equipment attribute of the Occupational Radiation Safety Cornerstone and affects the associated cornerstone 
objective to ensure the adequate protection of the worker health and safety from exposure to radiation from 
radioactive material during routine nuclear reactor operation, and is therefore a finding. Using Manual Chapter 0609, 
“Significance Determination Process,” Appendix C, the finding is determined to have very low safety significance 
because the finding: (1) is not related to ALARA; (2) does not involve an overexposure; (3) did not constitute a 
substantial potential for overexposure; and (4) did not involve a situation where the licensee’s ability to assess dose 
was compromised. The finding was determined to have a crosscutting aspect in the area of human performance, 
associated with the decision making component, because operations personnel failed to use conservative assumptions 
and formally validate and verify plant conditions and associated tagging boundaries [H.1(b)] (Section 4OA3).  
 
Inspection Report# : 2010005 (pdf)  

Public Radiation Safety 

Significance:  Jun 17, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to establish component cooling water radiation monitoring procedures. 
The inspectors identified a noncited violation of Technical Specification 5.5.1.1.a, “Scope,” involving the failure to 
establish procedures for component cooling water system alignments such that leakage of radionuclides to the 
environment would be monitored during all operational alignments of component cooling water. Specifically, 
radiation monitors could be aligned to only one train of component cooling water at a time and the licensee’s 
procedures had no provision for monitoring the second train when both trains were in-service. This finding was 
entered into the licensee’s corrective action program as Nuclear Notification 200871387, and actions were 
implemented to require periodic grab sampling of the train which was not being monitored.  
 
The inspectors determined that this finding was more than minor because this issue impacted the Public Radiation 
Protection Cornerstone and its objective to ensure adequate protection of public health and safety from exposure to 
radioactive materials released into the public domain as a result of routine civilian nuclear reactor operation. 
Specifically, the radiation monitors for component cooling water were not sufficient to ensure adequate release 
measurements. The inspectors evaluated the significance of this finding using Phase 1 of Inspection Manual Chapter 
0609.04 and determined that the finding screened to Inspection Manual Chapter 0609, Appendix D, “Public Radiation 
Safety Significance Determination Process.” The inspectors evaluated the significance of this finding using Inspection 
Manual Chapter 0609, Appendix D, and determined that the finding was of very low safety significance (Green) 
because dose did not exceed Appendix I criteria. This finding was determined to have a crosscutting aspect in the area 
of problem identification and resolution associated with the corrective action program in that the plant operators did 
not have a low threshold for identifying deficiencies in procedures. [P.1(a)]  
 
Inspection Report# : 2010006 (pdf)  



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

Miscellaneous 
Significance: N/A Jun 17, 2010 
Identified By: NRC 
Item Type: FIN Finding 
San Onofre Nuclear Generating Station Biennial PI&R Inspection Summary. 
The inspectors reviewed approximately 300 condition reports, work orders, engineering evaluations, root and apparent 
cause evaluations, and other supporting documentation to determine if problems were being properly identified, 
characterized, and entered into the corrective action program for evaluation and resolution. The inspectors reviewed a 
sample of system health reports, self-assessments, trending reports and metrics, and various other documents related 
to the corrective action program.  
 
When compared with the findings from the previous inspection conducted in September 2008, the findings from this 
inspection indicate that the corrective action program effectiveness has declined. As previously discussed in the past 
five NRC assessment letters, the licensee’s ability to thoroughly evaluate problems such that the resolutions 
effectively address the causes and extent of conditions is of concern. The licensee’s efforts to reverse the trend of 
substantive crosscutting issues in both the human performance and problem identification and resolution areas have 
not shown to be effective.  
 
Additionally, the inspection identified a number of issues that the licensee’s staff had previous opportunities to 
identify. The inspectors noted that even after issues were discussed with the licensees’ staff, thorough evaluations 
were not consistently completed. We noted examples were the evaluations for deficient components failed to fully 
address the component safety functions for all applicable design basis accident scenarios.  
 
The inspectors determined that the licensee adequately evaluated industry operating experience for relevance to the 
facility, and entered applicable items in the corrective action program. The inspectors noted that operating experience 
was considered in cause evaluations. The inspectors noted that following the review of operating experience the 
licensee failed to consistently incorporate the knowledge into procedural guidance and design calculations.  
 
In February 2010, the inspectors found that several work groups at San Onofre did not feel free to raise safety 
concerns  
 
without fear of retaliation. This was documented in NRC Inspection Report 050000361; 05000362/2009009 dated 
March 2, 2010, and in the NRC’s Chilling Effect Letter dated March 2, 2010.  
 
Inspection Report# : 2010006 (pdf)  

Significance: SL-IV Jun 17, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to report conditions that could have prevented fulfillment of safety function. 
The inspectors identified a Severity Level IV noncited violation of 10 CFR 50.73, “Licensee Event Report System,” in 
which the licensee failed to submit a licensee event report within 60 days following discovery of an event meeting the 
reportability criteria. On January 26, 2010, the valve which isolates nonseismic piping from condensate storage tank 
T-120 failed its in-service test when the hand wheel stem snapped after a leveraging device was used in an attempt to 
close the valve. This isolation valve, 2HV5715, must be closed within 90 minutes of an operating basis earthquake in 



order to prevent the loss of condensate storage tank T-120 water inventory from a line break in the nonseismic portion 
of the condensate system. The failure of this valve resulted in a condition prohibited by Technical Specification 3.7.6 
and therefore was reportable. This finding was entered into the licensee’s corrective action program as Nuclear 
Notification 200888616, and the licensee was taking actions to send a licensee event report to the NRC for this event. 
 
The inspectors determined that traditional enforcement was applicable to this issue because the NRC's regulatory 
ability was affected. Specifically, the NRC relies on the licensee to identify and report conditions or events meeting 
the criteria specified in regulations in order to perform its regulatory function. The inspectors determined that this 
finding was not suitable for evaluation using the significance determination process, and as such, was evaluated in 
accordance with the NRC Enforcement Policy. The finding was reviewed by NRC management, and because the 
violation was determined to be of very low safety significance, was not repetitive or willful, and was entered into the 
corrective action program, this violation is being treated as a Severity Level IV noncited violation consistent with the 
NRC Enforcement Policy. This finding was determined to have a crosscutting aspect in the area of human 
performance in the decision-making component in that the licensee did not make safety-significant decision using a 
systematic process, especially when faced with uncertainty. [H.1(a)] (Section 4OA2.5d) 
Inspection Report# : 2010006 (pdf)  

Significance:  Jun 17, 2010 
Identified By: NRC 
Item Type: FIN Finding 
Failure to meet action plan for substantive crosscutting issues 
The inspectors identified a Green finding associated with the licensee’s failure to meet the actions described to the 
NRC in letters dated April 21, 2009, and October 29 and 30, 2009, addressing corrective actions to improve site 
performance in the areas of human performance and problem identification and resolution. Specifically, 16 actions 
were not implemented on time and a number of actions were modified from what was previously described, all prior 
to informing the NRC. These findings were documented in Nuclear Notification 200848923.  
 
The inspectors determined that the licensee’s failure to perform actions as documented in its plan to the NRC was 
more than minor because if left uncorrected could result in a more significant safety concern. Using Inspection 
Manual Chapter 0609, Appendix M, this finding was reviewed by NRC management and was determined to be of 
very low safety significance (Green). This finding has a crosscutting aspect in the area of human performance in the 
work practices component because the licensee did not ensure management oversight of work activities. [H.4(c)] 
(Section 4OA2.5m) 
Inspection Report# : 2010006 (pdf)  
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San Onofre 3 
1Q/2011 Plant Inspection Findings 

Initiating Events 

Significance:  Jul 16, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Define Authorities and Responsibilities of Work Process Area Operator 
Green. The inspectors identified a non-cited violation of Technical Specification 5.5.1.1 for failure to provide a 
written procedure to define authorities and responsibilities of all work process area operators. Specifically, on July 13, 
2010, the work process area had an additional operator, identified on the watchbill as the “CRC” (Control Room 
Coordinator), who performed activities normally performed by the Work Process Supervisor, including providing 
oversight for pre-job briefs and authorizing start of tasks without receiving a turnover and formally accepting the 
position of Work Process Supervisor. The licensee documented this violation in Nuclear Notification 201014984, and 
its short term corrective actions included required reading and coaching to instruct Work Process Supervisors not to 
delegate their authority to authorize work without a formal turnover. Southern California Edison will also add 
guidance procedures SO123-0-A-1 and SO123-0-A-2 “Conduct of Operations”.  
The inspectors concluded that the finding was more than minor because it could be reasonably viewed as a precursor 
to a significant event. Specifically, lack of a procedure to define the roles, responsibilities, and authorities of all 
personnel who may simultaneously hold work process area authority may lead to inadequate coordination of 
concurrent work and inadvertent authorization of multiple activities that could cause a plant transient or reactor trip. 
The finding is associated with the Initiating Events cornerstone. Using NRC Inspection Manual 0609, Attachment 
0609.04, “Phase 1-Initial Screening and Characterization of Findings”, the inspectors determined the finding to have 
very low safety significance because it did not contribute to both the likelihood of a reactor trip and the likelihood that 
mitigation equipment or functions would not be available. The inspectors determined the finding has a crosscutting 
aspect in the area of human performance associated with decision-making because the licensee did not make safety-
significant decisions using a systematic process, including formally defining the authority and roles for decisions 
affecting nuclear safety [H.1(a)]. (Section 4OA2)  
 
Inspection Report# : 2010010 (pdf)  

Significance:  Jun 23, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Improper Risk Assessment and Management for Emergent Work 
The inspectors identified a noncited violation of 10 CFR 50.65(a)(4) for the failure of operations and planning 
personnel to appropriately characterize the potential impact of work activities on plant systems and to implement 
appropriate risk mitigating actions. Specifically, on April 28, 2010, operations personnel failed to identify mussel 
mitigation in the Unit 2 intake structure as having high nuclear risk in the associated work instruction, resulting in 
inadequate risk management actions being performed by operations personnel. The licensee’s immediate corrective 
actions included ensuring appropriate actions were taken and adequate communications were in place to mitigate the 
risk during future mussel mitigation efforts. This issue was entered into the licensee’s corrective action program as 
Nuclear Notification NN 200937859.  
 
The performance deficiency is more than minor because it affected the protection against external factors attribute of 
the Initiating Events Cornerstone objective to limit the likelihood of those events that upset plant stability during 
power operations, and is therefore a finding. Using Manual Chapter 0609, Appendix K, “Maintenance Risk 
Assessment and Risk Management Significance Determination Process,” the finding is determined to have very low 
safety significance because the performance deficiency involved only inadequate risk management actions and not 
failure to assess risk, incremental core damage probability resulting from this work activity was less than 1E-6, and 
the incremental large early release probability was less than 1E-7. This finding has a crosscutting aspect in the area of 



human performance associated with the component of resources because the licensee failed to ensure that procedures 
were adequate to support nuclear safety, including complete, accurate, and up-to-date work packages [H.2(c)].  
 
Inspection Report# : 2010003 (pdf)  

Significance:  Jun 23, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Define the Control Room as Required by Technical Specifications 
The inspectors identified a noncited violation of Technical Specification 5.1.3 for the failure of licensee management 
to appropriately define the Control Room Area as depicted in the Licensee Controlled Specifications. Specifically, 
prior to June 2010, licensee personnel were not specific in the definition of the control room in work instructions and 
procedures such that, when personnel were directed by procedure to contact the control room, the expectation of 
station management in most cases was that workers would instead contact the work process area, which is outside the 
boundaries of the control room as defined in the Licensee Controlled Specifications and other plant procedures. The 
licensee initiated Nuclear Notification NN 200972596 to evaluate this issue and identify corrective actions.  
 
The performance deficiency is more than minor because if left uncorrected, it would have the potential to lead to a 
more significant safety concern, and is therefore a finding. Specifically, changes to critical plant parameters monitored 
in the control room may not be appropriately anticipated by control room operators; this may lead to misdiagnosis of 
plant conditions by control room operators. The finding is associated with the Initiating Events Cornerstone. Using 
Manual Chapter 0609, “Significance Determination Process,” Phase 1 Worksheets, the finding is determined to have 
very low safety significance because the finding does not contribute to both the likelihood of a reactor trip and the 
likelihood that mitigation equipment or functions will not be available. This finding has a crosscutting aspect in the 
area of human performance associated with the component of work practices because the licensee failed to define and 
effectively communicate expectations regarding procedural compliance such that personnel follow procedures [H.4
(b)].  
 
Inspection Report# : 2010003 (pdf)  

Significance:  Jun 17, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Control room operators failure to adhere to conduct of operations procedural requirements 
The inspectors identified a noncited violation of Technical Specification 5.5.1.1.a involving the failure of control 
room operators to follow San Onofre Procedure SO123-0-A1, “Conduct of Operations.” These included failures to: 
implement alarm response procedure place-keeping, announce alarms to the control room supervisor, stop 
conversations when an alarm annunciated and cleared, perform three-way communication during pre-job briefing, 
review the summarize, anticipate, foresee, evaluate and review questions during a pre-job brief, review the 
prerequisites of a procedure prior to use, and remain cognitive of the re-activity change evolution by a control room 
supervisor. This issue was entered into the licensee’s corrective action program as Nuclear Notification 200871332, 
and operations management immediately began actions to institute a recovery plan to improve operator performance. 
 
The finding was more than minor because it was associated with the Initiating Events Cornerstone attribute of human 
performance, and it affected the associated cornerstone objective to limit the likelihood of those events that upset plant 
stability and that challenge critical safety functions during shutdown, as well as during power operations. Using the 
Inspection Manual Chapter 0609, "Significance Determination Process," Phase 1 Worksheet, the inspectors concluded 
that the transient initiator did not contribute to both the likelihood of a reactor trip and to the likelihood that mitigation 
equipment or functions would not be available. As a result, the issue was of very low safety significance (Green). The 
finding has a crosscutting aspect in the area of human performance associated with the work practices because the 
licensee did not ensure supervisory and management oversight of work activities. [H.4(c)]  
 
 
Inspection Report# : 2010006 (pdf)  



Significance:  Jun 17, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to secure loose items in the electrical switchyard 
The inspectors identified a noncitied violation of Technical Specification 5.5.1.1.a involving the failure to follow 
procedural guidance of SO123 XX-11, “Switchyard Work Performance.” Specifically, the inspectors identified 
temporary equipment stored in the switchyard that was not tethered or otherwise secured in accordance with the 
procedure. The licensee entered a notification in its corrective action program as Nuclear Notification 200870138, and 
removed or secured the items.  
 
This finding is more than minor because it impacts the protection against the external factors attribute of the Initiating 
Events Cornerstone objective to limit the likelihood of those events that upset plant stability and challenge critical 
safety functions during shutdown and power operations. Using the Inspection Manual Chapter 0609 “Significance 
Determination Process,” Phase 1 Worksheet, the inspectors determined that the finding was of very low safety 
significance (Green) because it did not contribute to both the likelihood of a reactor trip and the likelihood that 
mitigation equipment or functions would not be available. This finding also has a human performance crosscutting 
aspect associated with the work control component in that personnel failed to appropriately plan work activities 
involving job site conditions which may impact plant structures, systems and components. [H.3(a)]  
 
Inspection Report# : 2010006 (pdf)  

Mitigating Systems 

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Appropriately Classify Conditions Adverse to Quality for Significance 
Between September 23 and November 15, 2010, the inspectors identified two examples of a noncited violation of 10 
CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” for the failure of licensee personnel 
to follow the requirements of corrective action program procedures for nuclear notification significance screening. 
Specifically, licensee personnel failed to follow Procedure SO123-XV-50.CAP-2, “SONGS Nuclear Notification 
Screening,” Revision 7, to properly screen for significance, conditions that result in non-routine reporting to the NRC 
and Critical A component failures. In response to the inspectors’ question, the licensee initiated Nuclear Notifications 
NNs 201122165 and 201203374 to perform appropriate evaluations of the corrective action programmatic issues.  
 
The performance deficiency is more than minor because, if left uncorrected, it would have the potential to lead to a 
more significant safety concern by not evaluating problems commensurate with their safety significance, such that the 
resolutions address the causes and extent of conditions, and is therefore a finding. The finding is associated with the 
Mitigating Systems Cornerstone and affects the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. Using the Manual Chapter 
0609, “Significance Determination Process,” Phase 1 Worksheets, the finding was determined to have very low safety 
significance because the finding: (1) was not a design or qualification issue confirmed not to result in a loss of 
operability or functionality; (2) did not represent an actual loss of safety function of the system or train; (3) did not 
result in the loss of one or more trains of nontechnical specification equipment; and (4) did not screen as potentially 
risk significant due to a seismic, flooding, or severe weather initiating event. The finding was determined to have a 
crosscutting aspect in the area of problem identification and resolution, associated with the corrective action program, 
in that the licensee failed to thoroughly evaluate problems such that the resolutions address causes and extent of 
conditions, and failed to properly classify, prioritize, and evaluate for operability and reportability conditions adverse 
to quality [P.1(c)] (Section 4OA2).  
 
Inspection Report# : 2010005 (pdf)  



Significance:  Oct 08, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Comply with Technical Specifications 
The inspectors identified a noncited violation of Technical Specification 3.5.4, “Refueling Water Storage Tank,” for 
the failure of licensee personnel to enter the technical specification or complete the associated required action prior to 
the appropriate completion time when the refueling water storage tank (RWST) was inoperable. Specifically, the 
licensee did not enter the appropriate technical specification for an inoperable RWST when it was potentially not 
capable of performing its specified safety function while aligned to non-seismic spent fuel pool cooling and 
purification system for cleanup. On October 8, 2010, operations personnel placed administrative controls on system 
isolation valves to prevent the RWST from being aligned to non-seismic systems. This issue was entered into the 
licensee’s corrective action program as Nuclear Notifications NNs 201133936 and NN 201135761.  
The performance deficiency was determined to be more than minor and is therefore a finding because it is associated 
with the design control attribute of the Mitigating Systems Cornerstone and affects the associated cornerstone 
objective to ensure availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences. Using the NRC Inspection Manual 0609, Attachment 0609.04, “Phase 1 – Initial Screening 
and Characterization of Findings,” the inspectors determined that a Phase 2 evaluation was required because the 
finding involved the potential loss of safety function. A Phase 2 significance determination was performed using the 
pre-solved worksheet from the “Risk Informed Inspection Notebook for the San Onofre Nuclear Generating Station,” 
Revision 2.01a. Assuming both trains of high pressure injection were inoperable, the finding was Yellow, which 
warranted further review. Therefore, the analyst performed a bounding Phase 3 significance determination. Based on 
the licensee’s PRA calculation, consultation with licensee PRA personnel, and an understanding of the bounding and 
conservative assumptions incorporated in the analysis, the analyst determined that the licensee’s delta-CDF result of 
7.6E-7/yr was clearly bounding, that the large early release frequency was negligible, and that the significance of the 
issue was very low. Since the apparent root cause determined the cause was due to weaknesses in the design change 
processes early in plant operations (between 1982 and 1995), and the licensee’s program has improved with respect to 
performing design changes, the inspectors determined that this finding was not reflective of current performance and 
therefore did not have a crosscutting aspect associated with it. 
Inspection Report# : 2011002 (pdf)  

Significance:  Aug 16, 2010 
Identified By: NRC 
Item Type: VIO Violation 
Failure to Ensure At Least One Train of Equipment Necessary to Achieve Hot Shutdown Conditions Is Free of 
Fire Damage 
Green. The team identified a cited violation of License Condition 2.C(14), “Fire Protection,” for failure to correct a 
noncompliance. Specifically, Inspection Report 05000361;362/2007008 documented a noncompliance involving the 
failure to ensure that at least one train of safe shutdown equipment would remain free from fire damage in each fire 
area. The NRC exercised discretion not to cite this violation at that time because the licensee met the criteria described 
in Enforcement Guidance Memorandum 98 002, Revision 2, and Supplement 2 to that revision. Enforcement 
Guidance Memorandum 07-004 superseded Enforcement Guidance Memorandum 98-002 and required licensees to 
complete corrective actions for noncompliances related to post-fire operator manual actions by March 6, 2009. This 
violation is being cited due to the failure to complete corrective actions and restore compliance within the required 
time. This finding was entered into the licensee’s corrective action program as Notification NN 200940265.  
 
The failure to promptly restore adequate fire protection and/or separation of required safe shutdown systems was a 
performance deficiency. This performance deficiency was more than minor because it was associated with the 
protection against external factors (fire) attribute of the Mitigating Systems Cornerstone and adversely affected the 
cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to initiating events 
in order to prevent undesirable consequences. Because the violation involved multiple fire areas, the team could not 
evaluate this issue using Phase 2 of Inspection Manual Chapter 0609, Appendix F, and a Phase 3 significance 
determination process risk assessment was performed by a senior reactor analyst. The finding was determined to have 
very low risk significance (Green), with a delta-CDF of 3.2E-8/yr, because of a combination of the availability of long 
recovery times for feasible operator manual actions and low-probability fire damage scenarios in the nine fire areas 
with fire sources which could potentially damage cables of required safe shutdown components. This finding involved 



a cross-cutting aspect in the decision-making component in the human performance area because the licensee failed to 
make a risk-significant decision using a systematic process when considering the scheduling of corrective actions [H.1
(a)]  
 
Inspection Report# : 2010007 (pdf)  

Significance:  Jul 12, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Promptly Identify and Correct a Condition Adverse to Quality Associated with Safety-related 
Emergency Ventilation Fans 
A self-revealing noncited violation of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Action,” was 
identified for the licensee’s failure to promptly identify and correct a condition adverse to quality associated with 
safety-related emergency ventilation fans. Specifically, the licensee did not adequately identify a degrading material 
condition on the emergency ventilation fan nose cones that resulted in failure of the emergency diesel generator train 
B vaneaxial fan on July 12, 2010. The licensee’s apparent cause evaluation developed corrective actions to 
periodically replace safety-related emergency ventilation fans at a 12 year interval. This issue was entered into the 
licensee’s corrective action program as Nuclear Notifications NNs 201009885 and 201088409.  
The performance deficiency is more than minor and is therefore a finding because it is associated with the equipment 
performance attribute of the Mitigating Systems Cornerstone and affects the cornerstone objective of ensuring the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. Using the Manual Chapter 0609, “Significance Determination Process,” Phase 1 Worksheets, the 
finding was determined to have very low safety significance because the finding: (1) is not a design or qualification 
issue confirmed not to result in a loss of operability or functionality; (2) did not represent an actual loss of safety 
function of the system or train; (3) did not result in the loss of one or more trains of nontechnical specification 
equipment; and (4) did not screen as potentially risk significant due to a seismic, flooding, or severe weather imitating 
event. Since the inadequate corrective actions were developed in 2003 and the licensee’s corrective action program 
has improved with respect to extent of condition reviews, the inspectors determined that this finding was not reflective 
of current performance, and therefore, did not have a crosscutting aspect associated with it (Section 1R15). 
Inspection Report# : 2010004 (pdf)  

Significance:  Jun 25, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Provide Training Mandated by a Root Cause Evaluation 
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Action,” for 
failure of electrical maintenance management personnel to adequately ensure that training was provided to electrical 
maintenance workers on techniques to prevent loose electrical connections. This training was a required action as 
described in root cause evaluation RCE 050601315 written in response to a June 2005 failure of an emergency diesel 
generator surveillance test due to a loose electrical connection in an emergency supply fan for the Unit 3 train B 
emergency diesel generator. The licensee entered this finding into their corrective action program as Nuclear 
Notifications NNs 200986184 and 200992291.  
The failure of electrical maintenance management personnel to adequately implement corrective actions as prescribed 
by a root cause evaluation was a performance deficiency. The performance deficiency is more than minor and is 
therefore a finding because it is associated with the human performance attribute of the Mitigating Systems 
Cornerstone and affects the cornerstone objective of ensuring availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences. Using the Manual Chapter 0609, “Significance 
Determination Process,” Phase 1 Worksheets, the finding was determined to have very low safety significance 
because the finding: (1) was not a design or qualification issue confirmed not to result in a loss of operability or 
functionality; (2) did not represent an actual loss of safety function of the system or train; (3) did not result in the loss 
of one or more trains of nontechnical specification equipment; and (4) did not screen as potentially risk significant due 
to a seismic, flooding, or severe weather initiating event. Since this finding is associated with a 2005 root cause 
evaluation, that required training as part of the corrective action followup and there have been changes to the 
licensee’s corrective action program, the inspectors determined that this was not reflective of current performance and 
therefore did not have a crosscutting aspect associated with it (Section 4OA2).



Inspection Report# : 2010004 (pdf)  

Significance:  Jun 23, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Unavailability Time for Component Cooling Water Incorrectly Counted 
The inspectors identified a noncited violation of 10 CFR 50.65(a)(1) and 50.65(a)(2) for the failure of engineering 
personnel to demonstrate that the performance or condition of the Unit 3 component cooling water system had been 
effectively controlled through the performance of appropriate preventive maintenance and did not monitor against 
licensee-established goals. Specifically, as of May 31, 2010, engineering personnel failed to identify and properly 
account for at least 47 hours of component cooling water heat exchanger unavailability when considering whether the 
performance of the Unit 3 component cooling water train A had been effectively controlled through maintenance. 
These 47 hours of unavailability, when combined with other train unavailability over the previous 12 months, 
demonstrate that the performance or condition of this structure, system, or component was not being effectively 
controlled through the performance of appropriate preventive maintenance and, as a result, that goal setting and 
monitoring was required. Licensee personnel initiated a notification to evaluate how component cooling water train 
unavailability is counted. This issue was entered into the licensee’s corrective action program as Nuclear Notification 
NN 200961310.  
 
The performance deficiency is more than minor because it affected the equipment performance attribute of the 
Mitigating Systems Cornerstone objective to ensure the availability, reliability, and capability of systems that respond 
to initiating events to prevent undesirable consequences, and is therefore a finding. Using Manual Chapter 0609, 
“Significance Determination Process,” Phase 1 Worksheets, the finding is determined to have very low safety 
significance because the finding: (1) is not a design or qualification deficiency confirmed not to result in a loss of 
operability or functionality; (2) did not represent an actual loss of safety function of the system or train; (3) did not 
result in the loss of one or more trains of non-technical specification equipment; and (4) did not screen as potentially 
risk significant due to a seismic, flooding, or severe weather initiating event. This finding has a crosscutting aspect in 
the area of human performance associated with the component of decision making because the engineering personnel 
failed to demonstrate that nuclear safety was an overriding priority through the use of conservative assumptions in 
decision making and adopting a requirement to demonstrate that a proposed action is safe in order to proceed rather 
than a requirement to demonstrate that it is unsafe in order to disapprove the action [H.1(b)].  
 
Inspection Report# : 2010003 (pdf)  

Significance:  Jun 23, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Assess and Manage Risk for Maintenance on Emergency Diesel Generators 
The inspectors identified a noncited violation of 10 CFR 50.65(a)(4), “Requirements for Monitoring the Effectiveness 
of Maintenance at Nuclear Power Plants,” involving multiple instances where operations and work planning personnel 
failed to adequately assess and implement appropriate risk management activities. Specifically, between November 
20, 2009, and March 17, 2010, operations and work planning personnel failed to adequately assess and manage the 
increase in risk for maintenance activities associated with the station’s emergency diesel generators. Following the 
inspectors’ identification of the finding, the licensee adequately assessed and managed the increase in risk for 
maintenance activities associated with emergency diesel generators. This issue was entered into the licensee’s 
corrective action program as Nuclear Notifications NNs 200810952, and 200818599.  
 
The performance deficiency is more than minor because it affected the configuration control attribute of the 
Mitigating Systems Cornerstone objective to ensure the availability, reliability, and capability of systems that respond 
to initiating events to prevent undesirable consequences, and is therefore a finding. The examples of this finding were 
associated with both at-power and shutdown plant operations. For the examples associated with the at-power 
operations, using Manual Chapter 0609, Appendix K, “Maintenance Risk Assessment and Risk Management 
Significance Determination Process,” Flowcharts 1 and 2, the finding was determined to have very low safety 
significance because this finding dealt with the licensee’s failure to implement procedurally required risk management 
actions and the incremental core damage probability deficit was less than 1E-6. Since the licensee does not maintain a 



shutdown probabilistic risk analysis model, an incremental core damage probability cannot be estimated for the plant 
conditions that existed for the examples associated with shutdown operations. For this reason, the inspectors 
determined that Manual Chapter 0609, Appendix K, “Maintenance Risk Assessment and Risk Management 
Significance Determination Process,” Flowchart 2, could not be used. Using Manual Chapter 0609, Appendix M, 
“Significance Determination Process Using Qualitative Criteria,” the finding is determined to have very low safety 
significance because the finding did not result in any additional loss of defense in depth systems. This finding has a 
crosscutting aspect in the area of human performance associated with the component of work practices because the 
licensee failed to define and effectively communicate expectations regarding procedural compliance which resulted in 
a failure to follow procedures by workers [H.4.(b)].  
 
Inspection Report# : 2010003 (pdf)  

Significance:  Jun 23, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Operability Determination for Safety-Related Concrete Cracks 
The inspectors identified a noncited violation of 10 CFR Part 50 Appendix B, Criterion V, “Instructions, Procedures, 
and Drawings,” for the failure of operations and engineering personnel to follow station procedures to determine the 
operability of a degraded structure, system, or component. Specifically, on May 19, 2010, the operability 
determination performed to determine the operability of degraded safety-related concrete in the Unit 3 intake structure 
was not accomplished in accordance with Procedure SO123-XV-52, “Functionality Assessments and Operability 
Determinations,” Revision 17. After the inadequate operability determination was identified by the inspectors, 
operations and engineering personnel re-evaluated the conditions. This issue was entered into the licensee’s corrective 
action program as Nuclear Notification NN 200957926.  
 
The performance deficiency is more than minor because if left uncorrected, it would have the potential to lead to a 
more significant safety concern, and is therefore a finding. Specifically, the continued failure of operations personnel 
to perform adequate operability determinations could result in an inoperable structure, system, or component not 
being recognized and addressed in a timely manner. The finding is associated with the Mitigating Systems 
Cornerstone. Using Manual Chapter 0609, “Significance Determination Process,” Phase 1 Worksheets, the finding is 
determined to have very low safety significance because the finding: (1) is not a design or qualification issue 
confirmed not to result in a loss of operability or functionality; (2) did not represent an actual loss of safety function of 
the system or train; (3) did not result in the loss of one or more trains of non-technical specification equipment; and 
(4) did not screen as potentially risk significant due to a seismic, flooding, or severe weather initiating event. This 
finding has a crosscutting aspect in the area of human performance associated with the component of decision making 
because the licensee failed to demonstrate that nuclear safety was an overriding priority through the use of 
conservative assumptions in decision making and adopting a requirement to demonstrate that a proposed action is safe 
in order to proceed rather than a requirement to demonstrate that it is unsafe in order to disapprove the action [H.1(b)].
Inspection Report# : 2010003 (pdf)  

Significance:  Jun 23, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inappropriate Control of Operator Aids 
The inspectors identified a noncited violation of Technical Specification 5.5.1.1 for the failure of operations personnel 
to follow Procedure SO123-0-A1, “Conduct of Operations,” Revision 27, to appropriately control operator aids. 
Specifically, between March 30 and May 18, 2010, the inspectors identified several operator aids that were not 
controlled per the requirements of Procedure SO123-0-A1, Section 6.10, “Operator Aids.” Operations personnel 
implemented the controls required by Procedure SO123 0 A1 for the operator aids identified by the inspectors, and 
performed an extent of condition review to identify and correct additional operator aids. This issue was entered into 
the licensee’s corrective action program as Nuclear Notification NN 200856079.  
 
The performance deficiency is more than minor because it is associated with the procedure quality attribute of the 
Mitigating Systems Cornerstone and affects the associated cornerstone objective to ensure the availability, reliability, 
and capability of systems that respond to initiating events to prevent undesirable consequences, and is therefore a 



finding. Using the Manual Chapter 0609, “Significance Determination Process,” Phase 1 Worksheets, the finding is 
determined to have very low safety significance because the finding: (1) is not a design or qualification issue 
confirmed not to result in a loss of operability or functionality; (2) did not represent an actual loss of safety function of 
the system or train; (3) did not result in the loss of one or more trains of nontechnical specification equipment; and (4) 
did not screen as potentially risk significant due to a seismic, flooding, or severe weather initiating event. This finding 
has a crosscutting aspect in the area of problem identification and resolution associated with the component of 
corrective action program because operations personnel failed to implement a corrective action program with a low 
threshold for identifying issues [P.1(a)].  
 
Inspection Report# : 2010003 (pdf)  

Significance:  Jun 23, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure of Schedule 10S Piping 
A self-revealing noncited violation of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Actions,” was 
identified for the licensee’s failure to determine the cause and take corrective actions to preclude repetition of a 
significant condition adverse to quality associated with repeated leakage of safety-related piping. Specifically, from 
1985 through June 2008, the licensee failed to determine the cause of the numerous failures of the Schedule 10S 
piping and did not take corrective actions to preclude repetition of additional piping leaks. In January 2010, the 
licensee initiated a root cause evaluation and developed an extensive inspection and repair plan. This issue was 
entered into the licensee’s corrective action program as Nuclear Notification NN 200753741.  
 
The performance deficiency is more than minor because it is associated with the equipment performance attribute of 
the Mitigating Systems Cornerstone and affects the associated cornerstone objective to ensure the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences, and is 
therefore a finding. Using Manual Chapter 0609, “Significance Determination Process,” Phase 1 Worksheets, the 
finding is determined to have very low safety significance because the finding: (1) is not a design or qualification 
issue confirmed not to result in a loss of operability or functionality; (2) did not represent an actual loss of safety 
function of the system or train; (3) did not result in the loss of one or more trains of nontechnical specification 
equipment; and (4) did not screen as potentially risk significant due to a seismic, flooding, or severe weather initiating 
event. Since the most recent opportunity to identify and correct this condition was in June 2008, and the licensee has 
instituted numerous corrective actions to address this issue, the inspectors determined that this was not reflective of 
current performance and therefore did not have a crosscutting aspect associated with it.  
 
Inspection Report# : 2010003 (pdf)  

Significance:  Jun 17, 2010 
Identified By: NRC 
Item Type: VIO Violation 
Failure to maintain written procedures covered in Regulatory Guide 1.33 
The inspectors identified a cited violation of Technical Specification 5.5.1.1.a, involving the failure to maintain 
adequate written procedures. Specifically, as of April 23, 2010, the licensee’s controls over its backlog of procedure 
change requests associated with plant modifications were inadequate to prevent licensee personnel from using 
outdated procedures with known technical errors in the plant. The performance deficiency of failing to control the 
backlog of procedure changes, such that procedures with known technical errors were in use in the plant were 
previously identified by the NRC on two occasions and were documented as noncited violations 05000361; 
05000362/2009003 09 and 2009009-02. Because the licensee failed to restore compliance within a reasonable time 
after the previous noncited violations were identified, this violation is being cited in a Notice of Violation in 
accordance with Section VI.a.1 of the NRC’s Enforcement Policy. This finding was entered into the licensee’s 
corrective action program as Nuclear Notification 200888919. The licensee’s corrective action included immediate 
actions to administratively suspend these procedures until they could be revised and to evaluate changes needed to its 
program to prevent recurrence.  
 
The failure to maintain procedures covered by Regulatory Guide 1.33 is a performance deficiency. The finding is of 



more than minor significance because, if left uncorrected, the failure to maintain and control procedures would have 
the potential to lead to a more significant safety concern. Using Inspection Manual Chapter 0609, Phase 1,”Initial 
Screening and Characterization of Findings,” the finding was determined to have a very low safety significance 
because the finding did not result in a loss of system safety function, an actual loss of safety function of a single train 
for greater than its technical specification allowed outage time, or screen as potentially risk significant due to a 
seismic, flooding, or severe weather initiating event. The finding has a crosscutting aspect in the area of problem 
identification and resolution associated with the corrective action program component, because problems were not 
thoroughly evaluated, such that the resolutions addressed the causes and extents of condition. This includes properly 
classifying and prioritizing conditions adverse to quality. [P.1(c)]  
 
Inspection Report# : 2010006 (pdf)  

Significance:  Jun 17, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to establish goals and monitor for Auxiliary Feedwater trains 
Two examples of a noncited violation of 10 CFR 50.65(a)(1) were identified involving the failure to monitor the 
unavailability time associated with equipment failures which were maintenance induced. The first example involved 
maintenance inadvertently bending the fuse holder contacts such that there was a loose connection on the power 
supply on the turbine-driven auxiliary feedwater pump resulting in its failure. The second example involved the 
failure to perform maintenance associated with a condensate storage tank isolation valve resulting in its failure during 
in-service testing. In both cases, if the licensee had assessed the unavailability time due to the maintenance induced 
failures, the systems would have exceeded the 10 CFR 50.65(a)(2) monitoring criteria, necessitating the systems to be 
placed in 10 CFR 50.65(a)(1) goal setting. The licensee’s corrective actions included evaluating its procedures to 
prevent recurrence, and re-evaluating these systems to determine the impact of accounting for unavailable time.  
 
This finding is more than minor because it affects the equipment performance attribute of the Mitigating Systems 
Cornerstone per Inspection Manual Chapter 612, Appendix B. Using Inspection Manual Chapter 0609, Phase 1, 
“Initial Screening and Characterization of Findings,” the inspectors determined the finding to be of very low safety 
significance (Green) because they did not represent the loss of a system safety function and did not screen as 
potentially risk significant due to a seismic, flooding, or severe weather initiating event. The cause of the finding was 
determined to have a crosscutting aspect in the area of human performance. Specifically, personnel failed to use a 
formal decision making process to determine how to count unavailable hours for the maintenance rule. [H.1(a)]  
 
Inspection Report# : 2010006 (pdf)  

Significance:  Jun 17, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to identify and correct the use of deficient relays. 
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Action,” in 
that, from October 2008 to April 2010, the licensee failed to promptly identify and correct potentially degraded motor-
driven relays in safety-related systems and components. Specifically, after identifying a degraded relay affecting an 
emergency diesel generator, the licensee replaced all similar relays in the other diesel generators but failed to evaluate 
the use of these potentially degraded relays in other safety-related systems. The licensee entered this issue into the 
corrective action program as Nuclear Notification 200146292, and developed a plan to replace the 62 degraded relays 
that were installed in other safety-related equipment.  
 
This finding was more than minor because it impacted the equipment performance attribute of the Mitigating Systems 
Cornerstone objective to ensure the availability, reliability, and capability of systems that respond to initiating events 
to prevent undesirable consequences. Using Inspection Manual Chapter 0609.04, Phase 1, “Initial Screening and 
Characterization of Findings,” the inspectors determined the finding to be of very low safety significance (Green) 
because it did not represent the loss of a system safety function and did not screen as potentially risk significant due to 
a seismic, flooding, or severe weather initiating event. This finding has a crosscutting aspect in the area of human 
performance associated with the decision-making component, in that the licensee did not use conservative 



assumptions in making decisions about the extent of condition [H.1(b)] 
 
Inspection Report# : 2010006 (pdf)  

Significance:  Jun 17, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to maintain design basis information 
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” 
involving the failure to translate nonconservative errors in calculations and procedures identified during review of 
external operating experiences. The first example involved the sizing calculation for the condensate storage tank 
failing to account for effects of auxiliary feedwater pump heat during recirculation. The second example involved the 
failure to update procedural guidance concerning the adverse effects of placing the low pressure safety injection 
system into operation following use of the residual heat removal system in the shutdown cooling mode of operation 
above 200?F. This issue was entered into the licensee’s corrective action program as Nuclear Notification 200886265. 
The licensee initiated actions to correct its procedure and calculation for each instance.  
The finding is of more than minor significance because it adversely affects the design control attribute of the 
mitigating systems cornerstone objective. Using Inspection Manual Chapter 0609.04, Phase 1, “Initial Screening and 
Characterization of Findings,” the finding was determined to have a very low safety significance (Green) because the 
finding did not result in a loss of system safety function, an actual loss of safety function of a single train for greater 
than its technical specification allowed outage time, or screen as potentially risk significant due to a seismic, flooding, 
or severe weather initiating event. The finding has a crosscutting aspect in the area of problem identification and 
resolution associated with the operating experience component because the licensee failed to implement and 
institutionalize operating experience information, including vendor recommendations, through changes to plant 
processes, procedures, equipment, and training programs. [P.2(b)]  
 
Inspection Report# : 2010006 (pdf)  

Barrier Integrity 

Significance:  Dec 31, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Control of Foreign Material over the Spent Fuel Pool during Surveillance Testing 
A self-revealing noncited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, and 
Drawings,” was identified for the failure of licensee personnel to follow procedures associated with foreign material 
exclusion controls, which resulted in a failure to positively control a load beam over the spent fuel pool. Specifically, 
on November 24, 2010, the licensee failed to implement appropriate foreign material exclusion controls for 
maintaining positive control on a load beam over the spent fuel pool which dropped and caused damage to the fuel 
assembly storage rack.  
This performance deficiency was determined to be more than minor and therefore a finding because if left 
uncorrected, it would have the potential to lead to a more significant safety concern. Specifically, the load beam could 
have fallen and damaged fuel assemblies stored in the spent fuel pool. The finding is associated with the Barrier 
Integrity Cornerstone and affects the cornerstone objective to provide reasonable assurance that physical design 
barriers protect the public from radionuclide releases caused by accidents or events. Manual Chapter 0609, 
“Significance Determination Process,” Phase 1 Worksheets, the finding was determined to have very low safety 
significance because the finding: (1) does not result in loss of cooling to the spent fuel pool, whereby operator or 
equipment failures could preclude restoration of cooling prior to pool boiling; (2) does not result from fuel handling 
errors that caused damage to fuel clad integrity or a dropped assembly; and (3) do not result in a loss of spent fuel 
pool inventory greater than ten percent of spent fuel pool volume. The finding has a crosscutting aspect in the area of 
human performance, associated with the decision-making component, because the licensee failed use conservative 
assumptions in decision making when performing the spent fuel pool refueling machine surveillance test over the 
spent fuel pool [H.1(b)] (Section 4OA3).  



 
Inspection Report# : 2010005 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Dec 31, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure for Modifying Work Clearance Applications 
A self-revealing noncited violation of Technical Specification 5.5.1.1 was identified for the failure of operations 
personnel to follow Procedure SO123-XX-5.1, “Work Clearance Management Issue, Release, and Tagging 
Modification,” Revision 22, to prepare and verify an adequate tagging boundary. Specifically, operations personnel 
implemented a change to the work clearance that subjected workers to hazards from contaminated water stored in the 
refueling water storage tank, without validating assumptions and drawings to determine the correct tank level was 
adequate as a tagging boundary. Consequently, on November 17, 2010, during implementation of Work Clearance 
Document WCD 30016930, an estimated 14,200 gallons of contaminated water drained into an area where people 
were working and resulted in a personnel contamination event.  
The performance deficiency is determined to be more than minor because it is associated with the plant 
facilities/equipment attribute of the Occupational Radiation Safety Cornerstone and affects the associated cornerstone 
objective to ensure the adequate protection of the worker health and safety from exposure to radiation from 
radioactive material during routine nuclear reactor operation, and is therefore a finding. Using Manual Chapter 0609, 
“Significance Determination Process,” Appendix C, the finding is determined to have very low safety significance 
because the finding: (1) is not related to ALARA; (2) does not involve an overexposure; (3) did not constitute a 
substantial potential for overexposure; and (4) did not involve a situation where the licensee’s ability to assess dose 
was compromised. The finding was determined to have a crosscutting aspect in the area of human performance, 
associated with the decision making component, because operations personnel failed to use conservative assumptions 
and formally validate and verify plant conditions and associated tagging boundaries [H.1(b)] (Section 4OA3).  
 
Inspection Report# : 2010005 (pdf)  

Public Radiation Safety 

Significance:  Jun 17, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to establish component cooling water radiation monitoring procedures. 
The inspectors identified a noncited violation of Technical Specification 5.5.1.1.a, “Scope,” involving the failure to 
establish procedures for component cooling water system alignments such that leakage of radionuclides to the 
environment would be monitored during all operational alignments of component cooling water. Specifically, 
radiation monitors could be aligned to only one train of component cooling water at a time and the licensee’s 
procedures had no provision for monitoring the second train when both trains were in-service. This finding was 
entered into the licensee’s corrective action program as Nuclear Notification 200871387, and actions were 
implemented to require periodic grab sampling of the train which was not being monitored.  
 
The inspectors determined that this finding was more than minor because this issue impacted the Public Radiation 
Protection Cornerstone and its objective to ensure adequate protection of public health and safety from exposure to 



radioactive materials released into the public domain as a result of routine civilian nuclear reactor operation. 
Specifically, the radiation monitors for component cooling water were not sufficient to ensure adequate release 
measurements. The inspectors evaluated the significance of this finding using Phase 1 of Inspection Manual Chapter 
0609.04 and determined that the finding screened to Inspection Manual Chapter 0609, Appendix D, “Public Radiation 
Safety Significance Determination Process.” The inspectors evaluated the significance of this finding using Inspection 
Manual Chapter 0609, Appendix D, and determined that the finding was of very low safety significance (Green) 
because dose did not exceed Appendix I criteria. This finding was determined to have a crosscutting aspect in the area 
of problem identification and resolution associated with the corrective action program in that the plant operators did 
not have a low threshold for identifying deficiencies in procedures. [P.1(a)]  
 
Inspection Report# : 2010006 (pdf)  

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

Miscellaneous 
Significance: N/A Jun 17, 2010 
Identified By: NRC 
Item Type: FIN Finding 
San Onofre Nuclear Generating Station Biennial PI&R Inspection Summary. 
The inspectors reviewed approximately 300 condition reports, work orders, engineering evaluations, root and apparent 
cause evaluations, and other supporting documentation to determine if problems were being properly identified, 
characterized, and entered into the corrective action program for evaluation and resolution. The inspectors reviewed a 
sample of system health reports, self-assessments, trending reports and metrics, and various other documents related 
to the corrective action program.  
 
When compared with the findings from the previous inspection conducted in September 2008, the findings from this 
inspection indicate that the corrective action program effectiveness has declined. As previously discussed in the past 
five NRC assessment letters, the licensee’s ability to thoroughly evaluate problems such that the resolutions 
effectively address the causes and extent of conditions is of concern. The licensee’s efforts to reverse the trend of 
substantive crosscutting issues in both the human performance and problem identification and resolution areas have 
not shown to be effective.  
 
Additionally, the inspection identified a number of issues that the licensee’s staff had previous opportunities to 
identify. The inspectors noted that even after issues were discussed with the licensees’ staff, thorough evaluations 
were not consistently completed. We noted examples were the evaluations for deficient components failed to fully 
address the component safety functions for all applicable design basis accident scenarios.  
 
The inspectors determined that the licensee adequately evaluated industry operating experience for relevance to the 
facility, and entered applicable items in the corrective action program. The inspectors noted that operating experience 
was considered in cause evaluations. The inspectors noted that following the review of operating experience the 
licensee failed to consistently incorporate the knowledge into procedural guidance and design calculations.  
 
In February 2010, the inspectors found that several work groups at San Onofre did not feel free to raise safety 
concerns  
 
without fear of retaliation. This was documented in NRC Inspection Report 050000361; 05000362/2009009 dated 
March 2, 2010, and in the NRC’s Chilling Effect Letter dated March 2, 2010. 



 
Inspection Report# : 2010006 (pdf)  

Significance: SL-IV Jun 17, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to report conditions that could have prevented fulfillment of safety function. 
The inspectors identified a Severity Level IV noncited violation of 10 CFR 50.73, “Licensee Event Report System,” in 
which the licensee failed to submit a licensee event report within 60 days following discovery of an event meeting the 
reportability criteria. On January 26, 2010, the valve which isolates nonseismic piping from condensate storage tank 
T-120 failed its in-service test when the hand wheel stem snapped after a leveraging device was used in an attempt to 
close the valve. This isolation valve, 2HV5715, must be closed within 90 minutes of an operating basis earthquake in 
order to prevent the loss of condensate storage tank T-120 water inventory from a line break in the nonseismic portion 
of the condensate system. The failure of this valve resulted in a condition prohibited by Technical Specification 3.7.6 
and therefore was reportable. This finding was entered into the licensee’s corrective action program as Nuclear 
Notification 200888616, and the licensee was taking actions to send a licensee event report to the NRC for this event. 
 
The inspectors determined that traditional enforcement was applicable to this issue because the NRC's regulatory 
ability was affected. Specifically, the NRC relies on the licensee to identify and report conditions or events meeting 
the criteria specified in regulations in order to perform its regulatory function. The inspectors determined that this 
finding was not suitable for evaluation using the significance determination process, and as such, was evaluated in 
accordance with the NRC Enforcement Policy. The finding was reviewed by NRC management, and because the 
violation was determined to be of very low safety significance, was not repetitive or willful, and was entered into the 
corrective action program, this violation is being treated as a Severity Level IV noncited violation consistent with the 
NRC Enforcement Policy. This finding was determined to have a crosscutting aspect in the area of human 
performance in the decision-making component in that the licensee did not make safety-significant decision using a 
systematic process, especially when faced with uncertainty. [H.1(a)] (Section 4OA2.5d) 
Inspection Report# : 2010006 (pdf)  

Significance:  Jun 17, 2010 
Identified By: NRC 
Item Type: FIN Finding 
Failure to meet action plan for substantive crosscutting issues 
The inspectors identified a Green finding associated with the licensee’s failure to meet the actions described to the 
NRC in letters dated April 21, 2009, and October 29 and 30, 2009, addressing corrective actions to improve site 
performance in the areas of human performance and problem identification and resolution. Specifically, 16 actions 
were not implemented on time and a number of actions were modified from what was previously described, all prior 
to informing the NRC. These findings were documented in Nuclear Notification 200848923.  
 
The inspectors determined that the licensee’s failure to perform actions as documented in its plan to the NRC was 
more than minor because if left uncorrected could result in a more significant safety concern. Using Inspection 
Manual Chapter 0609, Appendix M, this finding was reviewed by NRC management and was determined to be of 
very low safety significance (Green). This finding has a crosscutting aspect in the area of human performance in the 
work practices component because the licensee did not ensure management oversight of work activities. [H.4(c)] 
(Section 4OA2.5m) 
Inspection Report# : 2010006 (pdf)  
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San Onofre 3 
2Q/2011 Plant Inspection Findings 

Initiating Events 
Significance: SL-III Apr 18, 2011 
Identified By: NRC 
Item Type: VIO Violation 
Inactive SRO Performed Licensed Duties as Refueling SRO Supervisor 
The inspector identified one violation of 10 CFR 55.53(f) which states, in part, that the facility licensee is required to 
certify that the qualifications and status of a Senior Reactor Operator (SRO) are current and valid prior to the operator 
resuming activities authorized by their license. Specifically, on October 21, 2010, and October 27, 2010, an SRO 
performed licensed activities (core alterations) as Refueling SRO Supervisor while his license was INACTIVE. 
Additionally, the SRO was on a temporary medical hold from licensed activities on the dates identified. On October 
27, 2010, the SRO’s license restrictions were questioned by on-shift operations personnel and the SRO was relieved 
from his watch station. The licensee has entered this violation into their corrective action program as NN 201174957. 
The corrective actions taken and planned to correct the violation and prevent recurrence and the date when full 
compliance will be achieved is considered adequate.  
Failure of the facility licensee to maintain electronic programs used to verify licensed operator qualifications and to 
schedule licensed operator watch stations up-to-date with licensed operator worker qualifications and license 
restrictions could potentially impede the regulatory process by not providing complete and accurate information to 
NRC inspectors. NRC Enforcement Policy, Section 6.4, Licensed Reactor Operators, Item c.1.(c) states, in part, that if 
a licensed operator, or a senior operator actively performing the functions covered by that position, is determined to be 
in noncompliance with a condition stated on the individual’s license, then a Severity Level III violation exists. 
Inspection Report# : 2011012 (pdf)  

Significance:  Jul 16, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Define Authorities and Responsibilities of Work Process Area Operator 
The inspectors identified a non-cited violation of Technical Specification 5.5.1.1 for failure to provide a written 
procedure to define authorities and responsibilities of all work process area operators. Specifically, on July 13, 2010, 
the work process area had an additional operator, identified on the watchbill as the “CRC” (Control Room 
Coordinator), who performed activities normally performed by the Work Process Supervisor, including providing 
oversight for pre-job briefs and authorizing start of tasks without receiving a turnover and formally accepting the 
position of Work Process Supervisor. The licensee documented this violation in Nuclear Notification 201014984, and 
its short term corrective actions included required reading and coaching to instruct Work Process Supervisors not to 
delegate their authority to authorize work without a formal turnover. Southern California Edison will also add 
guidance procedures SO123-0-A-1 and SO123-0-A-2 “Conduct of Operations”.  
The inspectors concluded that the finding was more than minor because it could be reasonably viewed as a precursor 
to a significant event. Specifically, lack of a procedure to define the roles, responsibilities, and authorities of all 
personnel who may simultaneously hold work process area authority may lead to inadequate coordination of 
concurrent work and inadvertent authorization of multiple activities that could cause a plant transient or reactor trip. 
The finding is associated with the Initiating Events cornerstone. Using NRC Inspection Manual 0609, Attachment 
0609.04, “Phase 1-Initial Screening and Characterization of Findings”, the inspectors determined the finding to have 
very low safety significance because it did not contribute to both the likelihood of a reactor trip and the likelihood that 
mitigation equipment or functions would not be available. The inspectors determined the finding has a crosscutting 
aspect in the area of human performance associated with decision-making because the licensee did not make safety-
significant decisions using a systematic process, including formally defining the authority and roles for decisions 
affecting nuclear safety. 
Inspection Report# : 2010010 (pdf)  



Mitigating Systems 

Significance:  Jun 23, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Compensatory Measures for a Design Nonconformance 
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion V, for the failure of 
operations personnel to establish adequate compensatory measures to restore or maintain operability as required by 
Procedure SO123-XV-52, “Operability Determination and Functionality Assessments,” Revision 18. Specifically, on 
November 12, 2010, although engineering identified measures were required to maintain water level below the steam 
line in the auxiliary feedwater trenches, no measures had been taken to stage pumps or limit flows into the trenches. 
On May 5, 2011, as a result of the inspectors’ questions, the licensee established additional compensatory measures 
including blocking storm drains that flow into the trench and staging sump pumps. This issue was entered into the 
licensee’s corrective action program as Nuclear Notification NN 201448584.  
The performance deficiency is more than minor, and therefore a finding, because it is associated with the protection 
against external events 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. During a design basis flooding from a probable maximum precipitation event, the auxiliary feedwater 
pump could be rendered inoperable. Using NRC Inspection Manual 0609, Attachment 4, “Phase 1 – Initial Screening 
and Characterization of Findings,” the finding screened to a Phase 2 significance determination because it involved a 
potential loss of safety function. A Phase 2 was not appropriate for this external event. The senior reactor analyst 
determined that the finding had very low significance. This was based on information received from the licensee 
indicating that the precipitation intensity required to render the turbine-driven auxiliary feedwater pump non-
functional had a return frequency well below 1.0E-6/yr. In the case of clogged drains, less intense rain could affect the 
function of the pump, but would likely not cause a transient. A bounding risk estimate indicated that the delta core 
damage frequency of this scenario was less than 1.0E-7/yr. The finding was determined to have a cross-cutting aspect 
in the area of human performance associated with the decision-making component because operations personnel failed 
to verify the validity of underlying assumptions for operability decision-making [H.1(b)](Section 1R01). 
Inspection Report# : 2011003 (pdf)  

Significance:  Jun 23, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Work Instructions to Ensure Environmentally Qualified Configuration 
The inspectors identified that work instructions to replace a safety-related steam generator differential pressure 
transmitter did not contain adequate instructions to ensure that the scope of work was defined and the installed 
configuration would satisfy environmental qualification requirements. This involved multiple examples of a noncited 
violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures and Drawings.” The inspectors also 
identified that the licensee had failed to maintain procedures intended to address previous problems damaging delicate 
insulation needed to maintain environmental qualification, and had failed to plan modifications needed to implement a 
planned improvement to the environmental qualification configuration, challenging maintenance workers during 
transmitter replacement. The licensee has entered this issue into their corrective action program as Nuclear 
Notification NN 201477774.  
Failure to provide adequate work instructions to replace a safety-related steam generator differential pressure 
transmitter to ensure that the scope of work was defined and the installed configuration would satisfy environmental 
qualification requirements is a performance deficiency. The performance deficiency affected the procedure quality 
attribute of the Mitigating Systems Cornerstone. This finding is more than minor because, if left uncorrected, it would 
have the potential to lead to a more significant safety concern in that inadequate work instructions could result in a 
failure to meet the environmental qualification in systems needed to mitigate accidents. This finding was determined 
to have very low safety significance during a Phase 1 significance determination because it involved a qualification 
deficiency that was confirmed not to result in loss of operability or functionality. This finding has a cross-cutting 
aspect in the resources component in the human performance area because the licensee failed to ensure that 
procedures and other resources were adequate to assure nuclear safety. Specifically, the licensee did not ensure that 
complete, accurate, and up-to-date design documentation, procedures, and work packages were provided to support 
replacement activities for generator differential pressure transmitter 2PDT-0979-2 [H.2(c)](Section 1R12).



Inspection Report# : 2011003 (pdf)  

Significance:  Jun 23, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Appropriately Assess and Manage Risk for Work in Unit 3 Intake 
A self-revealing noncited violation of 10 CFR 50.65(a)(4), “Requirements for Monitoring the Effectiveness of 
Maintenance at Nuclear Power Plants,” was identified for the failure of work control and operations personnel to 
adequately assess and manage the increase in risk associated with maintenance on the Unit 3 fish elevator. 
Specifically, on March 29, 2011, a stop log was installed in the Unit 3 intake structure without informing the Unit 2 
control room operators or establishing measures to maintain adequate Unit 2 saltwater flow to ensure the operability 
of the component cooling water system. Immediate corrective actions included verifying and monitoring Unit 2 train 
A component cooling water operability and taking actions to restore saltwater cooling flow and component cooling 
water/saltwater cooling heat exchanger differential pressure to normal. This issue was entered into the licensee’s 
corrective action program as Nuclear Notification NN 201395115.  
The performance deficiency is more than minor and therefore a finding because it is associated with the operating 
equipment configuration control attribute of the Mitigating Systems Cornerstone and affects the associated 
cornerstone objective to ensure the availability, reliability, and capability of systems that respond to initiating events 
to prevent undesirable consequences. Using Manual Chapter 0609, Appendix K, “Maintenance Risk Assessment and 
Risk Management Significance Determination Process,” Flowcharts 1 and 2, the finding was determined to have very 
low safety significance because the incremental core damage probability deficit was less than 1E-6 and the 
incremental large early release probability deficit was less than 1E-7. This finding has a cross-cutting aspect in the 
area of human performance associated with the decision-making component because work control and operations 
personnel did not communicate decisions and the basis for decisions to individuals that needed to know the 
information in order to perform work safely and take appropriate risk management actions [H.1(c)](Section 1R13). 
Inspection Report# : 2011003 (pdf)  

Significance:  Jun 23, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Provide Adequate Long-Time Over-Current Protection for the Cables for Charging Pumps 2P190 
and 2P191 
The inspectors identified that the licensee did not provide adequate long-time over-current protection for charging 
pumps 2P190 and 2P191 feeder cables. The finding involved a noncited violation of 10 CFR Part 50, Appendix B, 
Criterion III, “Design Control”, for failure to translate applicable regulatory requirements and the design basis into 
specifications, drawings, procedures, and instructions. The licensee entered this issue into their corrective action 
program as Nuclear Notification NN 201443248.  
Failure to provide adequate long-time over-current protection for the feeder cables for charging pumps 2P190 and 
2P191 is a performance deficiency. The performance deficiency affected the Mitigating Systems Cornerstone. The 
performance deficiency is more than minor and therefore a finding, because if left uncorrected, it would have the 
potential to lead to a more significant safety concern in that possible mechanical problems with the pump or motor 
could cause the affected cables to exceed their current limit and cause cable damage without tripping the associated 
breaker. The finding was determined to have very low safety significance during a Phase 1 significance determination 
because it involved a design deficiency that was confirmed not to have resulted in a loss of operability or 
functionality. No crosscutting aspect was identified because this issue is not reflective of current performance, since 
this condition has existed since construction (Section 1R17). 
Inspection Report# : 2011003 (pdf)  

Significance:  Jun 23, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Lack of Adequate Procedures to Respond to the Inability to Drive Control Rods 
The inspectors identified a noncited violation of Technical Specification 5.5.1.1, “Procedures,” for the licensee’s 
failure to establish procedures for the inability to drive control rods. Specifically, from initial licensing to May 2011, 



Abnormal Operating Instruction SO23-13-13, “Misaligned or Immovable Control Element Assembly,” did not contain 
guidance to address an immovable control element assembly. This issue was entered into the licensee’s corrective 
action program as Nuclear Notification NN 201497724.  
The performance deficiency is more than minor and therefore a finding, because it was associated with the procedure 
quality 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. Using the Manual Chapter 0609, “Significance Determination Process,” Phase 1 Worksheets, the 
inspectors determined the finding to have very low safety significance because the finding: (1) was not a design or 
qualification issue confirmed not to result in a loss of operability or functionality; (2) did not represent an actual loss 
of safety function of the system or train; (3) did not result in the loss of one or more trains of nontechnical 
specification equipment; and (4) did not screen as potentially risk significant due to a seismic, flooding, or severe 
weather initiating event. The inspectors reviewed this finding for cross-cutting aspects and none were identified since 
the deficiency has existed since initial licensing and is not reflective of current performance (Section 1R22). 
Inspection Report# : 2011003 (pdf)  

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Appropriately Classify Conditions Adverse to Quality for Significance 
Between September 23 and November 15, 2010, the inspectors identified two examples of a noncited violation of 10 
CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” for the failure of licensee personnel 
to follow the requirements of corrective action program procedures for nuclear notification significance screening. 
Specifically, licensee personnel failed to follow Procedure SO123-XV-50.CAP-2, “SONGS Nuclear Notification 
Screening,” Revision 7, to properly screen for significance, conditions that result in non-routine reporting to the NRC 
and Critical A component failures. In response to the inspectors’ question, the licensee initiated Nuclear Notifications 
NNs 201122165 and 201203374 to perform appropriate evaluations of the corrective action programmatic issues.  
 
The performance deficiency is more than minor because, if left uncorrected, it would have the potential to lead to a 
more significant safety concern by not evaluating problems commensurate with their safety significance, such that the 
resolutions address the causes and extent of conditions, and is therefore a finding. The finding is associated with the 
Mitigating Systems Cornerstone and affects the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. Using the Manual Chapter 
0609, “Significance Determination Process,” Phase 1 Worksheets, the finding was determined to have very low safety 
significance because the finding: (1) was not a design or qualification issue confirmed not to result in a loss of 
operability or functionality; (2) did not represent an actual loss of safety function of the system or train; (3) did not 
result in the loss of one or more trains of nontechnical specification equipment; and (4) did not screen as potentially 
risk significant due to a seismic, flooding, or severe weather initiating event. The finding was determined to have a 
crosscutting aspect in the area of problem identification and resolution, associated with the corrective action program, 
in that the licensee failed to thoroughly evaluate problems such that the resolutions address causes and extent of 
conditions, and failed to properly classify, prioritize, and evaluate for operability and reportability conditions adverse 
to quality.  
 
Inspection Report# : 2010005 (pdf)  

Significance:  Oct 08, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Comply with Technical Specifications 
The inspectors identified a noncited violation of Technical Specification 3.5.4, “Refueling Water Storage Tank,” for 
the failure of licensee personnel to enter the technical specification or complete the associated required action prior to 
the appropriate completion time when the refueling water storage tank (RWST) was inoperable. Specifically, the 
licensee did not enter the appropriate technical specification for an inoperable RWST when it was potentially not 
capable of performing its specified safety function while aligned to non-seismic spent fuel pool cooling and 
purification system for cleanup. On October 8, 2010, operations personnel placed administrative controls on system 
isolation valves to prevent the RWST from being aligned to non-seismic systems. This issue was entered into the 



licensee’s corrective action program as Nuclear Notifications NNs 201133936 and NN 201135761. 
The performance deficiency was determined to be more than minor and is therefore a finding because it is associated 
with the design control attribute of the Mitigating Systems Cornerstone and affects the associated cornerstone 
objective to ensure availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences. Using the NRC Inspection Manual 0609, Attachment 0609.04, “Phase 1 – Initial Screening 
and Characterization of Findings,” the inspectors determined that a Phase 2 evaluation was required because the 
finding involved the potential loss of safety function. A Phase 2 significance determination was performed using the 
pre-solved worksheet from the “Risk Informed Inspection Notebook for the San Onofre Nuclear Generating Station,” 
Revision 2.01a. Assuming both trains of high pressure injection were inoperable, the finding was Yellow, which 
warranted further review. Therefore, the analyst performed a bounding Phase 3 significance determination. Based on 
the licensee’s PRA calculation, consultation with licensee PRA personnel, and an understanding of the bounding and 
conservative assumptions incorporated in the analysis, the analyst determined that the licensee’s delta-CDF result of 
7.6E-7/yr was clearly bounding, that the large early release frequency was negligible, and that the significance of the 
issue was very low. Since the apparent root cause determined the cause was due to weaknesses in the design change 
processes early in plant operations (between 1982 and 1995), and the licensee’s program has improved with respect to 
performing design changes, the inspectors determined that this finding was not reflective of current performance and 
therefore did not have a crosscutting aspect associated with it. 
Inspection Report# : 2011002 (pdf)  

Significance:  Sep 23, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Provide Training Mandated by a Root Cause Evaluation 
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Action,” for 
failure of electrical maintenance management personnel to adequately ensure that training was provided to electrical 
maintenance workers on techniques to prevent loose electrical connections. This training was a required action as 
described in root cause evaluation RCE 050601315 written in response to a June 2005 failure of an emergency diesel 
generator surveillance test due to a loose electrical connection in an emergency supply fan for the Unit 3 train B 
emergency diesel generator. The licensee entered this finding into their corrective action program as Nuclear 
Notifications NNs 200986184 and 200992291.  
The failure of electrical maintenance management personnel to adequately implement corrective actions as prescribed 
by a root cause evaluation was a performance deficiency. The performance deficiency is more than minor and is 
therefore a finding because it is associated with the human performance attribute of the Mitigating Systems 
Cornerstone and affects the cornerstone objective of ensuring availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences. Using the Manual Chapter 0609, “Significance 
Determination Process,” Phase 1 Worksheets, the finding was determined to have very low safety significance 
because the finding: (1) was not a design or qualification issue confirmed not to result in a loss of operability or 
functionality; (2) did not represent an actual loss of safety function of the system or train; (3) did not result in the loss 
of one or more trains of nontechnical specification equipment; and (4) did not screen as potentially risk significant due 
to a seismic, flooding, or severe weather initiating event. Since this finding is associated with a 2005 root cause 
evaluation, that required training as part of the corrective action followup and there have been changes to the 
licensee’s corrective action program, the inspectors determined that this was not reflective of current performance and 
therefore did not have a crosscutting aspect associated with it. 
Inspection Report# : 2010004 (pdf)  

Significance:  Aug 16, 2010 
Identified By: NRC 
Item Type: VIO Violation 
Failure to Ensure At Least One Train of Equipment Necessary to Achieve Hot Shutdown Conditions Is Free of 
Fire Damage 
The team identified a cited violation of License Condition 2.C(14), “Fire Protection,” for failure to correct a 
noncompliance. Specifically, Inspection Report 05000361;362/2007008 documented a noncompliance involving the 
failure to ensure that at least one train of safe shutdown equipment would remain free from fire damage in each fire 
area. The NRC exercised discretion not to cite this violation at that time because the licensee met the criteria described 
in Enforcement Guidance Memorandum 98-002, Revision 2, and Supplement 2 to that revision. Enforcement 



Guidance Memorandum 07-004 superseded Enforcement Guidance Memorandum 98-002 and required licensees to 
complete corrective actions for noncompliances related to post-fire operator manual actions by March 6, 2009. This 
violation is being cited due to the failure to complete corrective actions and restore compliance within the required 
time. This finding was entered into the licensee’s corrective action program as Notification NN 200940265.  
 
The failure to promptly restore adequate fire protection and/or separation of required safe shutdown systems was a 
performance deficiency. This performance deficiency was more than minor because it was associated with the 
protection against external factors (fire) attribute of the Mitigating Systems Cornerstone and adversely affected the 
cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to initiating events 
in order to prevent undesirable consequences. Because the violation involved multiple fire areas, the team could not 
evaluate this issue using Phase 2 of Inspection Manual Chapter 0609, Appendix F, and a Phase 3 significance 
determination process risk assessment was performed by a senior reactor analyst. The finding was determined to have 
very low risk significance (Green), with a delta-CDF of 3.2E-8/yr, because of a combination of the availability of long 
recovery times for feasible operator manual actions and low-probability fire damage scenarios in the nine fire areas 
with fire sources which could potentially damage cables of required safe shutdown components. This finding involved 
a cross-cutting aspect in the decision-making component in the human performance area because the licensee failed to 
make a risk-significant decision using a systematic process when considering the scheduling of corrective actions. 
Inspection Report# : 2010007 (pdf)  

Significance:  Jul 12, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Promptly Identify and Correct a Condition Adverse to Quality Associated with Safety-related 
Emergency Ventilation Fans 
A self-revealing noncited violation of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Action,” was 
identified for the licensee’s failure to promptly identify and correct a condition adverse to quality associated with 
safety-related emergency ventilation fans. Specifically, the licensee did not adequately identify a degrading material 
condition on the emergency ventilation fan nose cones that resulted in failure of the emergency diesel generator train 
B vaneaxial fan on July 12, 2010. The licensee’s apparent cause evaluation developed corrective actions to 
periodically replace safety-related emergency ventilation fans at a 12 year interval. This issue was entered into the 
licensee’s corrective action program as Nuclear Notifications NNs 201009885 and 201088409.  
The performance deficiency is more than minor and is therefore a finding because it is associated with the equipment 
performance attribute of the Mitigating Systems Cornerstone and affects the cornerstone objective of ensuring the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. Using the Manual Chapter 0609, “Significance Determination Process,” Phase 1 Worksheets, the 
finding was determined to have very low safety significance because the finding: (1) is not a design or qualification 
issue confirmed not to result in a loss of operability or functionality; (2) did not represent an actual loss of safety 
function of the system or train; (3) did not result in the loss of one or more trains of nontechnical specification 
equipment; and (4) did not screen as potentially risk significant due to a seismic, flooding, or severe weather imitating 
event. Since the inadequate corrective actions were developed in 2003 and the licensee’s corrective action program 
has improved with respect to extent of condition reviews, the inspectors determined that this finding was not reflective 
of current performance, and therefore, did not have a crosscutting aspect associated with it. 
Inspection Report# : 2010004 (pdf)  

Barrier Integrity 

Significance:  Dec 31, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Control of Foreign Material over the Spent Fuel Pool during Surveillance Testing 
A self-revealing noncited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, and 
Drawings,” was identified for the failure of licensee personnel to follow procedures associated with foreign material 
exclusion controls, which resulted in a failure to positively control a load beam over the spent fuel pool. Specifically, 



on November 24, 2010, the licensee failed to implement appropriate foreign material exclusion controls for 
maintaining positive control on a load beam over the spent fuel pool which dropped and caused damage to the fuel 
assembly storage rack.  
This performance deficiency was determined to be more than minor and therefore a finding because if left 
uncorrected, it would have the potential to lead to a more significant safety concern. Specifically, the load beam could 
have fallen and damaged fuel assemblies stored in the spent fuel pool. The finding is associated with the Barrier 
Integrity Cornerstone and affects the cornerstone objective to provide reasonable assurance that physical design 
barriers protect the public from radionuclide releases caused by accidents or events. Manual Chapter 0609, 
“Significance Determination Process,” Phase 1 Worksheets, the finding was determined to have very low safety 
significance because the finding: (1) does not result in loss of cooling to the spent fuel pool, whereby operator or 
equipment failures could preclude restoration of cooling prior to pool boiling; (2) does not result from fuel handling 
errors that caused damage to fuel clad integrity or a dropped assembly; and (3) do not result in a loss of spent fuel 
pool inventory greater than ten percent of spent fuel pool volume. The finding has a crosscutting aspect in the area of 
human performance, associated with the decision-making component, because the licensee failed use conservative 
assumptions in decision making when performing the spent fuel pool refueling machine surveillance test over the 
spent fuel pool.  
 
Inspection Report# : 2010005 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Dec 31, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure for Modifying Work Clearance Applications 
A self-revealing noncited violation of Technical Specification 5.5.1.1 was identified for the failure of operations 
personnel to follow Procedure SO123-XX-5.1, “Work Clearance Management Issue, Release, and Tagging 
Modification,” Revision 22, to prepare and verify an adequate tagging boundary. Specifically, operations personnel 
implemented a change to the work clearance that subjected workers to hazards from contaminated water stored in the 
refueling water storage tank, without validating assumptions and drawings to determine the correct tank level was 
adequate as a tagging boundary. Consequently, on November 17, 2010, during implementation of Work Clearance 
Document WCD 30016930, an estimated 14,200 gallons of contaminated water drained into an area where people 
were working and resulted in a personnel contamination event.  
The performance deficiency is determined to be more than minor because it is associated with the plant 
facilities/equipment attribute of the Occupational Radiation Safety Cornerstone and affects the associated cornerstone 
objective to ensure the adequate protection of the worker health and safety from exposure to radiation from 
radioactive material during routine nuclear reactor operation, and is therefore a finding. Using Manual Chapter 0609, 
“Significance Determination Process,” Appendix C, the finding is determined to have very low safety significance 
because the finding: (1) is not related to ALARA; (2) does not involve an overexposure; (3) did not constitute a 
substantial potential for overexposure; and (4) did not involve a situation where the licensee’s ability to assess dose 
was compromised. The finding was determined to have a crosscutting aspect in the area of human performance, 
associated with the decision making component, because operations personnel failed to use conservative assumptions 
and formally validate and verify plant conditions and associated tagging boundaries.  
 
Inspection Report# : 2010005 (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 : October 14, 2011 



San Onofre 3 
3Q/2011 Plant Inspection Findings 

Initiating Events 
Significance: SL-III Apr 18, 2011 
Identified By: NRC 
Item Type: VIO Violation 
Inactive SRO Performed Licensed Duties as Refueling SRO Supervisor 
The inspector identified one violation of 10 CFR 55.53(f) which states, in part, that the facility licensee is required to 
certify that the qualifications and status of a Senior Reactor Operator (SRO) are current and valid prior to the operator 
resuming activities authorized by their license. Specifically, on October 21, 2010, and October 27, 2010, an SRO 
performed licensed activities (core alterations) as Refueling SRO Supervisor while his license was INACTIVE. 
Additionally, the SRO was on a temporary medical hold from licensed activities on the dates identified. On October 
27, 2010, the SRO’s license restrictions were questioned by on-shift operations personnel and the SRO was relieved 
from his watch station. The licensee has entered this violation into their corrective action program as NN 201174957. 
The corrective actions taken and planned to correct the violation and prevent recurrence and the date when full 
compliance will be achieved is considered adequate.  
Failure of the facility licensee to maintain electronic programs used to verify licensed operator qualifications and to 
schedule licensed operator watch stations up-to-date with licensed operator worker qualifications and license 
restrictions could potentially impede the regulatory process by not providing complete and accurate information to 
NRC inspectors. NRC Enforcement Policy, Section 6.4, Licensed Reactor Operators, Item c.1.(c) states, in part, that if 
a licensed operator, or a senior operator actively performing the functions covered by that position, is determined to be 
in noncompliance with a condition stated on the individual’s license, then a Severity Level III violation exists. 
Inspection Report# : 2011012 (pdf)  

Mitigating Systems 

Significance:  Sep 23, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Provide Adequate Flood Protection for the Auxiliary Feedwater Steam Supply Piping 
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” for 
failure to translate applicable regulatory requirements and the design basis into specifications, drawings, procedures, 
and instructions. The Updated Final Safety Analysis Report, states, in part that, “In the extreme event that the 
thunderstorm PMP occurs, no safety-related equipment will be impacted by flooding,” since, “Drainage water in the 
structures which entered from other areas (e.g. from roofs, open areas) will not reach safety-related equipment.” 
Specifically, from original construction until adequate compensatory measure were implemented on May 5, 2011, the 
steam supply piping to the auxiliary feedwater pump turbine was not adequately protected from all postulated flood 
levels and conditions, such that, in the extreme event that the thunderstorm probable maximum precipitation occurs, 
water could have reached the steam supply pipe resulting in steam condensation inside the pipe which could impact 
auxiliary feedwater pump operability. The compensatory measures will remain in place until the design 
nonconformance is resolved. This issue was entered into the licensee’s corrective action program as Nuclear 
Notification NN 201448584. The performance deficiency is more than minor and therefore a finding because it is 
associated with the protection against external events 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. Using NRC Inspection Manual 0609, Attachment 4, “Phase 1 – Initial Screening 
and Characterization of Findings,” the finding screened to a Phase 2 significance determination because it involved a 
potential loss of safety function. A Phase 2 was not appropriate for this external event. The Senior Reactor Analyst 
determined that the finding had very low significance. This was based on information received from the licensee 



indicating that the precipitation intensity required to render the turbine-driven auxiliary feedwater pump non-
functional had a return frequency well below 1.0E-6/yr. In the case of clogged drains, less intense rain could affect the 
function of the pump, but would likely not cause a transient. A bounding risk estimate indicated that the delta core 
damage frequency of this scenario was less than 1.0E-7/yr. No crosscutting aspect was identified because this issue is 
not reflective of current performance, since this condition has existed since construction (Section 1R15). 
Inspection Report# : 2011004 (pdf)  

Significance:  Sep 23, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Incorporate Calculation Results into Plant Procedures 
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, 
and Drawings,” for the failure of engineering personnel to ensure that procedures for preventing unacceptable gas 
accumulation included appropriate qualitative or quantitative acceptance criteria to ensure that this important activity 
had been satisfactorily accomplished. Specifically, from July 2008 through August 2011, after performing Calculation 
M-0013-005, “Safety Injection Tank Fluid Nitrogen Evolution,” which determined the maximum permissible back-
leakage from the safety injection tanks into the emergency core cooling systems pump discharge headers to preclude 
unacceptable gas accumulation, engineering personnel failed to incorporate the results of this calculation into plant 
procedures. This issue was entered into the licensee’s corrective action program as Nuclear Notification NN 
201606472. The performance deficiency is more than minor because it is associated with the procedure quality 
attribute of the Mitigating Systems Cornerstone objective and to ensure the availability, reliability, and capability of 
systems to respond to initiating events to prevent undesirable consequences, and is therefore a finding. Using 
Inspection Manual Chapter 0609.04, “Phase 1 – Initial Screening and Characterization of Findings,” the inspectors 
determined the finding to be of very low safety significance because it did not represent the loss of safety function of 
any system or train and was not potentially risk significant due to a seismic, flooding, or severe weather initiating 
event. This finding has a crosscutting aspect in the area of human performance associated with the decision making 
component because, when confronted with conservatively calculated information, engineering personnel failed to 
incorporate these conservative assumptions into plant procedures to ensure accumulating gas was identified before 
reaching an unacceptable volume, instead deciding to use informal trending mechanisms to track safety injection tank 
leakage [H.1(b)](Section 4OA5). 
Inspection Report# : 2011004 (pdf)  

Significance:  Sep 23, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Perform Plant Modification in Accordance with Applicable Specifications 
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” for the 
failure of licensee personnel to perform a modification to the Unit 3 high pressure safety injection system in 
accordance with the seismic requirements of the applicable construction specification. Specifically, in March 2010 
(Unit 2) and February 2011 (Unit 3), licensee personnel failed to ensure that modifications per Engineering Change 
Packages NECP 800194395 (Unit 2) and NECP 800229823 (Unit 3) were either accomplished in accordance with 
Construction Specification CS-P206, “Design Guide for Supporting Small Piping (2 Inch and Under),” Revision 14, 
as required by the design change packages, or that deviations from the construction specification were controlled. This 
issue was entered into the licensee’s corrective action program as Nuclear Notification NN 201608558. The 
performance deficiency is more than minor because if left uncorrected, it would have the potential to lead to a more 
significant safety concern, and is therefore a finding. Using Inspection Manual Chapter 0609.04, “Phase 1 – Initial 
Screening and Characterization of Findings,” the inspectors determined the finding to be of very low safety 
significance because it did not represent the loss of safety function of any system or train, and because during a 
seismic event, the absence of seismic supports on the subject pipe would not cause a plant trip or other initiating 
event, would not degrade two or more trains of a multi-train safety system or function, and would not degrade one or 
more trains of a system that supports a safety system or function. This finding has a crosscutting aspect in the area of 
human performance associated with the work practices component because licensee personnel failed to define and 
effectively communicate expectations regarding procedural compliance and to ensure that personnel followed 
procedures [H.4(b)](Section 4OA5). 
Inspection Report# : 2011004 (pdf)  



Significance:  Sep 13, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Evaluate the Effects of Fuse Resistance and High Energy Line Break Conditions on Control Circuit 
Voltage 
The team identified a Green noncited violation of 10 CFR 50, Appendix B, Criterion III, “Design Control,” which 
states in part: “Measures shall be established to assure that applicable regulatory requirements and the design basis are 
correctly translated into specifications, drawings, procedures, and instructions.” Specifically, as of July 22, 2011, the 
licensee failed to incorporate the fuse resistance, fuse clips resistance, and cable temperature and resistance effects 
(for Auxiliary Feedwater High Energy Line Breaks only), into Calculations E4C-084 and E4C-085, for degraded 
voltage conditions. This finding was entered into the licensee’s corrective action program as Nuclear Notification NN-
201546570 and NN-201550186.  
 
The team determined that the failure to fully evaluate the circuit load in determining design limits in electrical 
calculations for degraded voltage conditions was a performance deficiency. The finding was more than minor because 
it was 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 to prevent 
undesirable consequences. In accordance with NRC Inspection Manual Chapter 0609, Attachment 4, "Phase 1 – Initial 
Screening and Characterization of Findings," the team determined that the finding was of very low safety significance 
(Green) because it did not represent a design issue resulting in the loss of function, did not represent an actual loss of a 
system safety function, did not result in exceeding a Technical Specification allowed outage time, and did not affect 
external event mitigation. Specifically, the licensee performed subsequent preliminary analyses which demonstrated 
that the control circuits, where marginal voltage was available, would function as required to mitigate an accident. 
This finding did not have a crosscutting aspect because the most significant contributor did not reflect current licensee 
performance (Section 1R21.2.15). 
Inspection Report# : 2011010 (pdf)  

Significance:  Sep 13, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Control Document Changes 
The team identified a Green non-cited violation, with multiple examples, of 10 CFR 50, Appendix B, Criterion VI, 
“Document Control,” which states in part: “Measures shall be established to control the issuance of documents, such 
as instructions, procedures, and drawings, including changes thereto, which prescribe all activities affecting quality. 
These measures shall assure that documents, including changes, are reviewed for adequacy and approved for release.” 
Specifically, on June 23, 2011, the team identified numerous drawing inconsistencies where changes to certain 
components were not changed on all affected drawings and procedural errors where changes were not made to all 
affected documents. The licensee has entered the errors into their corrective action program under numerous Nuclear 
Notifications listed in section 4AO2.  
 
The team identified that collectively, from a program perspective, the failure to properly incorporate design changes 
of components in the plant to all affected drawings, procedures, or instructions, was a performance deficiency. The 
finding was more than minor because if left uncorrected, the performance deficiency had the potential to lead to a 
more significant safety concern. In accordance with Inspection Manual Chapter 0609, Attachment 4, "Phase 1 – Initial 
Screening and Characterization of Findings,” the team determined that the finding was of very low safety significance 
(Green) because it did not represent a design issue resulting in the loss of function, did not represent an actual loss of a 
system safety function, did not result in exceeding a Technical Specification allowed outage time, and did not affect 
external event mitigation. Specifically, none of the documents with the identified errors had been used in response to 
any events or plant perturbations. This finding did not have a crosscutting aspect because the most significant 
contributor did not reflect current licensee performance (Section 4OA2). 
Inspection Report# : 2011010 (pdf)  

Significance:  Jun 23, 2011 
Identified By: NRC 



Item Type: NCV NonCited Violation 
Inadequate Compensatory Measures for a Design Nonconformance 
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion V, for the failure of 
operations personnel to establish adequate compensatory measures to restore or maintain operability as required by 
Procedure SO123-XV-52, “Operability Determination and Functionality Assessments,” Revision 18. Specifically, on 
November 12, 2010, although engineering identified measures were required to maintain water level below the steam 
line in the auxiliary feedwater trenches, no measures had been taken to stage pumps or limit flows into the trenches. 
On May 5, 2011, as a result of the inspectors’ questions, the licensee established additional compensatory measures 
including blocking storm drains that flow into the trench and staging sump pumps. This issue was entered into the 
licensee’s corrective action program as Nuclear Notification NN 201448584.  
The performance deficiency is more than minor, and therefore a finding, because it is associated with the protection 
against external events 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. During a design basis flooding from a probable maximum precipitation event, the auxiliary feedwater 
pump could be rendered inoperable. Using NRC Inspection Manual 0609, Attachment 4, “Phase 1 – Initial Screening 
and Characterization of Findings,” the finding screened to a Phase 2 significance determination because it involved a 
potential loss of safety function. A Phase 2 was not appropriate for this external event. The senior reactor analyst 
determined that the finding had very low significance. This was based on information received from the licensee 
indicating that the precipitation intensity required to render the turbine-driven auxiliary feedwater pump non-
functional had a return frequency well below 1.0E-6/yr. In the case of clogged drains, less intense rain could affect the 
function of the pump, but would likely not cause a transient. A bounding risk estimate indicated that the delta core 
damage frequency of this scenario was less than 1.0E-7/yr. The finding was determined to have a cross-cutting aspect 
in the area of human performance associated with the decision-making component because operations personnel failed 
to verify the validity of underlying assumptions for operability decision-making [H.1(b)](Section 1R01). 
Inspection Report# : 2011003 (pdf)  

Significance:  Jun 23, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Work Instructions to Ensure Environmentally Qualified Configuration 
The inspectors identified that work instructions to replace a safety-related steam generator differential pressure 
transmitter did not contain adequate instructions to ensure that the scope of work was defined and the installed 
configuration would satisfy environmental qualification requirements. This involved multiple examples of a noncited 
violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures and Drawings.” The inspectors also 
identified that the licensee had failed to maintain procedures intended to address previous problems damaging delicate 
insulation needed to maintain environmental qualification, and had failed to plan modifications needed to implement a 
planned improvement to the environmental qualification configuration, challenging maintenance workers during 
transmitter replacement. The licensee has entered this issue into their corrective action program as Nuclear 
Notification NN 201477774.  
Failure to provide adequate work instructions to replace a safety-related steam generator differential pressure 
transmitter to ensure that the scope of work was defined and the installed configuration would satisfy environmental 
qualification requirements is a performance deficiency. The performance deficiency affected the procedure quality 
attribute of the Mitigating Systems Cornerstone. This finding is more than minor because, if left uncorrected, it would 
have the potential to lead to a more significant safety concern in that inadequate work instructions could result in a 
failure to meet the environmental qualification in systems needed to mitigate accidents. This finding was determined 
to have very low safety significance during a Phase 1 significance determination because it involved a qualification 
deficiency that was confirmed not to result in loss of operability or functionality. This finding has a cross-cutting 
aspect in the resources component in the human performance area because the licensee failed to ensure that 
procedures and other resources were adequate to assure nuclear safety. Specifically, the licensee did not ensure that 
complete, accurate, and up-to-date design documentation, procedures, and work packages were provided to support 
replacement activities for generator differential pressure transmitter 2PDT-0979-2 [H.2(c)](Section 1R12). 
Inspection Report# : 2011003 (pdf)  

Significance:  Jun 23, 2011 
Identified By: Self-Revealing 



Item Type: NCV NonCited Violation 
Failure to Appropriately Assess and Manage Risk for Work in Unit 3 Intake 
A self-revealing noncited violation of 10 CFR 50.65(a)(4), “Requirements for Monitoring the Effectiveness of 
Maintenance at Nuclear Power Plants,” was identified for the failure of work control and operations personnel to 
adequately assess and manage the increase in risk associated with maintenance on the Unit 3 fish elevator. 
Specifically, on March 29, 2011, a stop log was installed in the Unit 3 intake structure without informing the Unit 2 
control room operators or establishing measures to maintain adequate Unit 2 saltwater flow to ensure the operability 
of the component cooling water system. Immediate corrective actions included verifying and monitoring Unit 2 train 
A component cooling water operability and taking actions to restore saltwater cooling flow and component cooling 
water/saltwater cooling heat exchanger differential pressure to normal. This issue was entered into the licensee’s 
corrective action program as Nuclear Notification NN 201395115.  
The performance deficiency is more than minor and therefore a finding because it is associated with the operating 
equipment configuration control attribute of the Mitigating Systems Cornerstone and affects the associated 
cornerstone objective to ensure the availability, reliability, and capability of systems that respond to initiating events 
to prevent undesirable consequences. Using Manual Chapter 0609, Appendix K, “Maintenance Risk Assessment and 
Risk Management Significance Determination Process,” Flowcharts 1 and 2, the finding was determined to have very 
low safety significance because the incremental core damage probability deficit was less than 1E-6 and the 
incremental large early release probability deficit was less than 1E-7. This finding has a cross-cutting aspect in the 
area of human performance associated with the decision-making component because work control and operations 
personnel did not communicate decisions and the basis for decisions to individuals that needed to know the 
information in order to perform work safely and take appropriate risk management actions [H.1(c)](Section 1R13). 
Inspection Report# : 2011003 (pdf)  

Significance:  Jun 23, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Provide Adequate Long-Time Over-Current Protection for the Cables for Charging Pumps 2P190 
and 2P191 
The inspectors identified that the licensee did not provide adequate long-time over-current protection for charging 
pumps 2P190 and 2P191 feeder cables. The finding involved a noncited violation of 10 CFR Part 50, Appendix B, 
Criterion III, “Design Control”, for failure to translate applicable regulatory requirements and the design basis into 
specifications, drawings, procedures, and instructions. The licensee entered this issue into their corrective action 
program as Nuclear Notification NN 201443248.  
Failure to provide adequate long-time over-current protection for the feeder cables for charging pumps 2P190 and 
2P191 is a performance deficiency. The performance deficiency affected the Mitigating Systems Cornerstone. The 
performance deficiency is more than minor and therefore a finding, because if left uncorrected, it would have the 
potential to lead to a more significant safety concern in that possible mechanical problems with the pump or motor 
could cause the affected cables to exceed their current limit and cause cable damage without tripping the associated 
breaker. The finding was determined to have very low safety significance during a Phase 1 significance determination 
because it involved a design deficiency that was confirmed not to have resulted in a loss of operability or 
functionality. No crosscutting aspect was identified because this issue is not reflective of current performance, since 
this condition has existed since construction (Section 1R17). 
Inspection Report# : 2011003 (pdf)  

Significance:  Jun 23, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Lack of Adequate Procedures to Respond to the Inability to Drive Control Rods 
The inspectors identified a noncited violation of Technical Specification 5.5.1.1, “Procedures,” for the licensee’s 
failure to establish procedures for the inability to drive control rods. Specifically, from initial licensing to May 2011, 
Abnormal Operating Instruction SO23-13-13, “Misaligned or Immovable Control Element Assembly,” did not contain 
guidance to address an immovable control element assembly. This issue was entered into the licensee’s corrective 
action program as Nuclear Notification NN 201497724.  
The performance deficiency is more than minor and therefore a finding, because it was associated with the procedure 
quality 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. Using the Manual Chapter 0609, “Significance Determination Process,” Phase 1 Worksheets, the 
inspectors determined the finding to have very low safety significance because the finding: (1) was not a design or 
qualification issue confirmed not to result in a loss of operability or functionality; (2) did not represent an actual loss 
of safety function of the system or train; (3) did not result in the loss of one or more trains of nontechnical 
specification equipment; and (4) did not screen as potentially risk significant due to a seismic, flooding, or severe 
weather initiating event. The inspectors reviewed this finding for cross-cutting aspects and none were identified since 
the deficiency has existed since initial licensing and is not reflective of current performance (Section 1R22). 
Inspection Report# : 2011003 (pdf)  

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Appropriately Classify Conditions Adverse to Quality for Significance 
Between September 23 and November 15, 2010, the inspectors identified two examples of a noncited violation of 10 
CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” for the failure of licensee personnel 
to follow the requirements of corrective action program procedures for nuclear notification significance screening. 
Specifically, licensee personnel failed to follow Procedure SO123-XV-50.CAP-2, “SONGS Nuclear Notification 
Screening,” Revision 7, to properly screen for significance, conditions that result in non-routine reporting to the NRC 
and Critical A component failures. In response to the inspectors’ question, the licensee initiated Nuclear Notifications 
NNs 201122165 and 201203374 to perform appropriate evaluations of the corrective action programmatic issues.  
 
The performance deficiency is more than minor because, if left uncorrected, it would have the potential to lead to a 
more significant safety concern by not evaluating problems commensurate with their safety significance, such that the 
resolutions address the causes and extent of conditions, and is therefore a finding. The finding is associated with the 
Mitigating Systems Cornerstone and affects the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. Using the Manual Chapter 
0609, “Significance Determination Process,” Phase 1 Worksheets, the finding was determined to have very low safety 
significance because the finding: (1) was not a design or qualification issue confirmed not to result in a loss of 
operability or functionality; (2) did not represent an actual loss of safety function of the system or train; (3) did not 
result in the loss of one or more trains of nontechnical specification equipment; and (4) did not screen as potentially 
risk significant due to a seismic, flooding, or severe weather initiating event. The finding was determined to have a 
crosscutting aspect in the area of problem identification and resolution, associated with the corrective action program, 
in that the licensee failed to thoroughly evaluate problems such that the resolutions address causes and extent of 
conditions, and failed to properly classify, prioritize, and evaluate for operability and reportability conditions adverse 
to quality.  
 
Inspection Report# : 2010005 (pdf)  

Significance:  Oct 08, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Comply with Technical Specifications 
The inspectors identified a noncited violation of Technical Specification 3.5.4, “Refueling Water Storage Tank,” for 
the failure of licensee personnel to enter the technical specification or complete the associated required action prior to 
the appropriate completion time when the refueling water storage tank (RWST) was inoperable. Specifically, the 
licensee did not enter the appropriate technical specification for an inoperable RWST when it was potentially not 
capable of performing its specified safety function while aligned to non-seismic spent fuel pool cooling and 
purification system for cleanup. On October 8, 2010, operations personnel placed administrative controls on system 
isolation valves to prevent the RWST from being aligned to non-seismic systems. This issue was entered into the 
licensee’s corrective action program as Nuclear Notifications NNs 201133936 and NN 201135761.  
The performance deficiency was determined to be more than minor and is therefore a finding because it is associated 
with the design control attribute of the Mitigating Systems Cornerstone and affects the associated cornerstone 
objective to ensure availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences. Using the NRC Inspection Manual 0609, Attachment 0609.04, “Phase 1 – Initial Screening 



and Characterization of Findings,” the inspectors determined that a Phase 2 evaluation was required because the 
finding involved the potential loss of safety function. A Phase 2 significance determination was performed using the 
pre-solved worksheet from the “Risk Informed Inspection Notebook for the San Onofre Nuclear Generating Station,” 
Revision 2.01a. Assuming both trains of high pressure injection were inoperable, the finding was Yellow, which 
warranted further review. Therefore, the analyst performed a bounding Phase 3 significance determination. Based on 
the licensee’s PRA calculation, consultation with licensee PRA personnel, and an understanding of the bounding and 
conservative assumptions incorporated in the analysis, the analyst determined that the licensee’s delta-CDF result of 
7.6E-7/yr was clearly bounding, that the large early release frequency was negligible, and that the significance of the 
issue was very low. Since the apparent root cause determined the cause was due to weaknesses in the design change 
processes early in plant operations (between 1982 and 1995), and the licensee’s program has improved with respect to 
performing design changes, the inspectors determined that this finding was not reflective of current performance and 
therefore did not have a crosscutting aspect associated with it. 
Inspection Report# : 2011002 (pdf)  

Significance:  Aug 16, 2010 
Identified By: NRC 
Item Type: VIO Violation 
Failure to Ensure At Least One Train of Equipment Necessary to Achieve Hot Shutdown Conditions Is Free of 
Fire Damage 
The team identified a cited violation of License Condition 2.C(14), “Fire Protection,” for failure to correct a 
noncompliance. Specifically, Inspection Report 05000361;362/2007008 documented a noncompliance involving the 
failure to ensure that at least one train of safe shutdown equipment would remain free from fire damage in each fire 
area. The NRC exercised discretion not to cite this violation at that time because the licensee met the criteria described 
in Enforcement Guidance Memorandum 98-002, Revision 2, and Supplement 2 to that revision. Enforcement 
Guidance Memorandum 07-004 superseded Enforcement Guidance Memorandum 98-002 and required licensees to 
complete corrective actions for noncompliances related to post-fire operator manual actions by March 6, 2009. This 
violation is being cited due to the failure to complete corrective actions and restore compliance within the required 
time. This finding was entered into the licensee’s corrective action program as Notification NN 200940265.  
 
The failure to promptly restore adequate fire protection and/or separation of required safe shutdown systems was a 
performance deficiency. This performance deficiency was more than minor because it was associated with the 
protection against external factors (fire) attribute of the Mitigating Systems Cornerstone and adversely affected the 
cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to initiating events 
in order to prevent undesirable consequences. Because the violation involved multiple fire areas, the team could not 
evaluate this issue using Phase 2 of Inspection Manual Chapter 0609, Appendix F, and a Phase 3 significance 
determination process risk assessment was performed by a senior reactor analyst. The finding was determined to have 
very low risk significance (Green), with a delta-CDF of 3.2E-8/yr, because of a combination of the availability of long 
recovery times for feasible operator manual actions and low-probability fire damage scenarios in the nine fire areas 
with fire sources which could potentially damage cables of required safe shutdown components. This finding involved 
a cross-cutting aspect in the decision-making component in the human performance area because the licensee failed to 
make a risk-significant decision using a systematic process when considering the scheduling of corrective actions. 
Inspection Report# : 2010007 (pdf)  

Barrier Integrity 

Significance:  Dec 31, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Control of Foreign Material over the Spent Fuel Pool during Surveillance Testing 
A self-revealing noncited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, and 
Drawings,” was identified for the failure of licensee personnel to follow procedures associated with foreign material 
exclusion controls, which resulted in a failure to positively control a load beam over the spent fuel pool. Specifically, 
on November 24, 2010, the licensee failed to implement appropriate foreign material exclusion controls for 



maintaining positive control on a load beam over the spent fuel pool which dropped and caused damage to the fuel 
assembly storage rack.  
This performance deficiency was determined to be more than minor and therefore a finding because if left 
uncorrected, it would have the potential to lead to a more significant safety concern. Specifically, the load beam could 
have fallen and damaged fuel assemblies stored in the spent fuel pool. The finding is associated with the Barrier 
Integrity Cornerstone and affects the cornerstone objective to provide reasonable assurance that physical design 
barriers protect the public from radionuclide releases caused by accidents or events. Manual Chapter 0609, 
“Significance Determination Process,” Phase 1 Worksheets, the finding was determined to have very low safety 
significance because the finding: (1) does not result in loss of cooling to the spent fuel pool, whereby operator or 
equipment failures could preclude restoration of cooling prior to pool boiling; (2) does not result from fuel handling 
errors that caused damage to fuel clad integrity or a dropped assembly; and (3) do not result in a loss of spent fuel 
pool inventory greater than ten percent of spent fuel pool volume. The finding has a crosscutting aspect in the area of 
human performance, associated with the decision-making component, because the licensee failed use conservative 
assumptions in decision making when performing the spent fuel pool refueling machine surveillance test over the 
spent fuel pool.  
 
Inspection Report# : 2010005 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Dec 31, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure for Modifying Work Clearance Applications 
A self-revealing noncited violation of Technical Specification 5.5.1.1 was identified for the failure of operations 
personnel to follow Procedure SO123-XX-5.1, “Work Clearance Management Issue, Release, and Tagging 
Modification,” Revision 22, to prepare and verify an adequate tagging boundary. Specifically, operations personnel 
implemented a change to the work clearance that subjected workers to hazards from contaminated water stored in the 
refueling water storage tank, without validating assumptions and drawings to determine the correct tank level was 
adequate as a tagging boundary. Consequently, on November 17, 2010, during implementation of Work Clearance 
Document WCD 30016930, an estimated 14,200 gallons of contaminated water drained into an area where people 
were working and resulted in a personnel contamination event.  
The performance deficiency is determined to be more than minor because it is associated with the plant 
facilities/equipment attribute of the Occupational Radiation Safety Cornerstone and affects the associated cornerstone 
objective to ensure the adequate protection of the worker health and safety from exposure to radiation from 
radioactive material during routine nuclear reactor operation, and is therefore a finding. Using Manual Chapter 0609, 
“Significance Determination Process,” Appendix C, the finding is determined to have very low safety significance 
because the finding: (1) is not related to ALARA; (2) does not involve an overexposure; (3) did not constitute a 
substantial potential for overexposure; and (4) did not involve a situation where the licensee’s ability to assess dose 
was compromised. The finding was determined to have a crosscutting aspect in the area of human performance, 
associated with the decision making component, because operations personnel failed to use conservative assumptions 
and formally validate and verify plant conditions and associated tagging boundaries.  
 
Inspection Report# : 2010005 (pdf)  

Public Radiation Safety 



Physical Protection 
Although the NRC is actively overseeing the Security cornerstone, the Commission has decided that certain findings 
pertaining to security cornerstone will not be publicly available to ensure that potentially useful information is not 
provided to a possible adversary. Therefore, the cover letters to security inspection reports may be viewed. 
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Last modified : January 04, 2012 



San Onofre 3 
4Q/2011 Plant Inspection Findings 

Initiating Events 
Significance: SL-III Apr 18, 2011 
Identified By: NRC 
Item Type: VIO Violation 
Inactive SRO Performed Licensed Duties as Refueling SRO Supervisor 
The inspector identified one violation of 10 CFR 55.53(f) which states, in part, that the facility licensee is required to 
certify that the qualifications and status of a Senior Reactor Operator (SRO) are current and valid prior to the operator 
resuming activities authorized by their license. Specifically, on October 21, 2010, and October 27, 2010, an SRO 
performed licensed activities (core alterations) as Refueling SRO Supervisor while his license was INACTIVE. 
Additionally, the SRO was on a temporary medical hold from licensed activities on the dates identified. On October 
27, 2010, the SRO’s license restrictions were questioned by on-shift operations personnel and the SRO was relieved 
from his watch station. The licensee has entered this violation into their corrective action program as NN 201174957. 
The corrective actions taken and planned to correct the violation and prevent recurrence and the date when full 
compliance will be achieved is considered adequate.  
Failure of the facility licensee to maintain electronic programs used to verify licensed operator qualifications and to 
schedule licensed operator watch stations up-to-date with licensed operator worker qualifications and license 
restrictions could potentially impede the regulatory process by not providing complete and accurate information to 
NRC inspectors. NRC Enforcement Policy, Section 6.4, Licensed Reactor Operators, Item c.1.(c) states, in part, that if 
a licensed operator, or a senior operator actively performing the functions covered by that position, is determined to be 
in noncompliance with a condition stated on the individual’s license, then a Severity Level III violation exists. 
Inspection Report# : 2011012 (pdf)  

Mitigating Systems 

Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Provide Adequate Flood Protection for the Auxiliary Feedwater Steam Supply Piping 
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” for 
failure to translate applicable regulatory requirements and the design basis into specifications, drawings, procedures, 
and instructions. The Updated Final Safety Analysis Report, states, in part that, “In the extreme event that the 
thunderstorm PMP occurs, no safety-related equipment will be impacted by flooding,” since, “Drainage water in the 
structures which entered from other areas (e.g. from roofs, open areas) will not reach safety-related equipment.” 
Specifically, from original construction until adequate compensatory measure were implemented on May 5, 2011, the 
steam supply piping to the auxiliary feedwater pump turbine was not adequately protected from all postulated flood 
levels and conditions, such that, in the extreme event that the thunderstorm probable maximum precipitation occurs, 
water could have reached the steam supply pipe resulting in steam condensation inside the pipe which could impact 
auxiliary feedwater pump operability. The compensatory measures will remain in place until the design 
nonconformance is resolved. This issue was entered into the licensee’s corrective action program as Nuclear 
Notification NN 201448584. The performance deficiency is more than minor and therefore a finding because it is 
associated with the protection against external events 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. Using NRC Inspection Manual 0609, Attachment 4, “Phase 1 – Initial Screening 
and Characterization of Findings,” the finding screened to a Phase 2 significance determination because it involved a 
potential loss of safety function. A Phase 2 was not appropriate for this external event. The Senior Reactor Analyst 
determined that the finding had very low significance. This was based on information received from the licensee 



indicating that the precipitation intensity required to render the turbine-driven auxiliary feedwater pump non-
functional had a return frequency well below 1.0E-6/yr. In the case of clogged drains, less intense rain could affect the 
function of the pump, but would likely not cause a transient. A bounding risk estimate indicated that the delta core 
damage frequency of this scenario was less than 1.0E-7/yr. No crosscutting aspect was identified because this issue is 
not reflective of current performance, since this condition has existed since construction (Section 1R15). 
Inspection Report# : 2011004 (pdf)  

Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Incorporate Calculation Results into Plant Procedures 
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, 
and Drawings,” for the failure of engineering personnel to ensure that procedures for preventing unacceptable gas 
accumulation included appropriate qualitative or quantitative acceptance criteria to ensure that this important activity 
had been satisfactorily accomplished. Specifically, from July 2008 through August 2011, after performing Calculation 
M-0013-005, “Safety Injection Tank Fluid Nitrogen Evolution,” which determined the maximum permissible back-
leakage from the safety injection tanks into the emergency core cooling systems pump discharge headers to preclude 
unacceptable gas accumulation, engineering personnel failed to incorporate the results of this calculation into plant 
procedures. This issue was entered into the licensee’s corrective action program as Nuclear Notification NN 
201606472. The performance deficiency is more than minor because it is associated with the procedure quality 
attribute of the Mitigating Systems Cornerstone objective and to ensure the availability, reliability, and capability of 
systems to respond to initiating events to prevent undesirable consequences, and is therefore a finding. Using 
Inspection Manual Chapter 0609.04, “Phase 1 – Initial Screening and Characterization of Findings,” the inspectors 
determined the finding to be of very low safety significance because it did not represent the loss of safety function of 
any system or train and was not potentially risk significant due to a seismic, flooding, or severe weather initiating 
event. This finding has a crosscutting aspect in the area of human performance associated with the decision making 
component because, when confronted with conservatively calculated information, engineering personnel failed to 
incorporate these conservative assumptions into plant procedures to ensure accumulating gas was identified before 
reaching an unacceptable volume, instead deciding to use informal trending mechanisms to track safety injection tank 
leakage [H.1(b)](Section 4OA5). 
Inspection Report# : 2011004 (pdf)  

Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Perform Plant Modification in Accordance with Applicable Specifications 
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” for the 
failure of licensee personnel to perform a modification to the Unit 3 high pressure safety injection system in 
accordance with the seismic requirements of the applicable construction specification. Specifically, in March 2010 
(Unit 2) and February 2011 (Unit 3), licensee personnel failed to ensure that modifications per Engineering Change 
Packages NECP 800194395 (Unit 2) and NECP 800229823 (Unit 3) were either accomplished in accordance with 
Construction Specification CS-P206, “Design Guide for Supporting Small Piping (2 Inch and Under),” Revision 14, 
as required by the design change packages, or that deviations from the construction specification were controlled. This 
issue was entered into the licensee’s corrective action program as Nuclear Notification NN 201608558. The 
performance deficiency is more than minor because if left uncorrected, it would have the potential to lead to a more 
significant safety concern, and is therefore a finding. Using Inspection Manual Chapter 0609.04, “Phase 1 – Initial 
Screening and Characterization of Findings,” the inspectors determined the finding to be of very low safety 
significance because it did not represent the loss of safety function of any system or train, and because during a 
seismic event, the absence of seismic supports on the subject pipe would not cause a plant trip or other initiating 
event, would not degrade two or more trains of a multi-train safety system or function, and would not degrade one or 
more trains of a system that supports a safety system or function. This finding has a crosscutting aspect in the area of 
human performance associated with the work practices component because licensee personnel failed to define and 
effectively communicate expectations regarding procedural compliance and to ensure that personnel followed 
procedures [H.4(b)](Section 4OA5). 
Inspection Report# : 2011004 (pdf)  



Significance:  Sep 13, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Evaluate the Effects of Fuse Resistance and High Energy Line Break Conditions on Control Circuit 
Voltage 
The team identified a Green noncited violation of 10 CFR 50, Appendix B, Criterion III, “Design Control,” which 
states in part: “Measures shall be established to assure that applicable regulatory requirements and the design basis are 
correctly translated into specifications, drawings, procedures, and instructions.” Specifically, as of July 22, 2011, the 
licensee failed to incorporate the fuse resistance, fuse clips resistance, and cable temperature and resistance effects 
(for Auxiliary Feedwater High Energy Line Breaks only), into Calculations E4C-084 and E4C-085, for degraded 
voltage conditions. This finding was entered into the licensee’s corrective action program as Nuclear Notification NN-
201546570 and NN-201550186.  
 
The team determined that the failure to fully evaluate the circuit load in determining design limits in electrical 
calculations for degraded voltage conditions was a performance deficiency. The finding was more than minor because 
it was 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 to prevent 
undesirable consequences. In accordance with NRC Inspection Manual Chapter 0609, Attachment 4, "Phase 1 – Initial 
Screening and Characterization of Findings," the team determined that the finding was of very low safety significance 
(Green) because it did not represent a design issue resulting in the loss of function, did not represent an actual loss of a 
system safety function, did not result in exceeding a Technical Specification allowed outage time, and did not affect 
external event mitigation. Specifically, the licensee performed subsequent preliminary analyses which demonstrated 
that the control circuits, where marginal voltage was available, would function as required to mitigate an accident. 
This finding did not have a crosscutting aspect because the most significant contributor did not reflect current licensee 
performance (Section 1R21.2.15). 
Inspection Report# : 2011010 (pdf)  

Significance:  Sep 13, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Control Document Changes 
The team identified a Green non-cited violation, with multiple examples, of 10 CFR 50, Appendix B, Criterion VI, 
“Document Control,” which states in part: “Measures shall be established to control the issuance of documents, such 
as instructions, procedures, and drawings, including changes thereto, which prescribe all activities affecting quality. 
These measures shall assure that documents, including changes, are reviewed for adequacy and approved for release.” 
Specifically, on June 23, 2011, the team identified numerous drawing inconsistencies where changes to certain 
components were not changed on all affected drawings and procedural errors where changes were not made to all 
affected documents. The licensee has entered the errors into their corrective action program under numerous Nuclear 
Notifications listed in section 4AO2.  
 
The team identified that collectively, from a program perspective, the failure to properly incorporate design changes 
of components in the plant to all affected drawings, procedures, or instructions, was a performance deficiency. The 
finding was more than minor because if left uncorrected, the performance deficiency had the potential to lead to a 
more significant safety concern. In accordance with Inspection Manual Chapter 0609, Attachment 4, "Phase 1 – Initial 
Screening and Characterization of Findings,” the team determined that the finding was of very low safety significance 
(Green) because it did not represent a design issue resulting in the loss of function, did not represent an actual loss of a 
system safety function, did not result in exceeding a Technical Specification allowed outage time, and did not affect 
external event mitigation. Specifically, none of the documents with the identified errors had been used in response to 
any events or plant perturbations. This finding did not have a crosscutting aspect because the most significant 
contributor did not reflect current licensee performance (Section 4OA2). 
Inspection Report# : 2011010 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 



Item Type: NCV NonCited Violation 
Inadequate Compensatory Measures for a Design Nonconformance 
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion V, for the failure of 
operations personnel to establish adequate compensatory measures to restore or maintain operability as required by 
Procedure SO123-XV-52, “Operability Determination and Functionality Assessments,” Revision 18. Specifically, on 
November 12, 2010, although engineering identified measures were required to maintain water level below the steam 
line in the auxiliary feedwater trenches, no measures had been taken to stage pumps or limit flows into the trenches. 
On May 5, 2011, as a result of the inspectors’ questions, the licensee established additional compensatory measures 
including blocking storm drains that flow into the trench and staging sump pumps. This issue was entered into the 
licensee’s corrective action program as Nuclear Notification NN 201448584.  
The performance deficiency is more than minor, and therefore a finding, because it is associated with the protection 
against external events 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. During a design basis flooding from a probable maximum precipitation event, the auxiliary feedwater 
pump could be rendered inoperable. Using NRC Inspection Manual 0609, Attachment 4, “Phase 1 – Initial Screening 
and Characterization of Findings,” the finding screened to a Phase 2 significance determination because it involved a 
potential loss of safety function. A Phase 2 was not appropriate for this external event. The senior reactor analyst 
determined that the finding had very low significance. This was based on information received from the licensee 
indicating that the precipitation intensity required to render the turbine-driven auxiliary feedwater pump non-
functional had a return frequency well below 1.0E-6/yr. In the case of clogged drains, less intense rain could affect the 
function of the pump, but would likely not cause a transient. A bounding risk estimate indicated that the delta core 
damage frequency of this scenario was less than 1.0E-7/yr. The finding was determined to have a cross-cutting aspect 
in the area of human performance associated with the decision-making component because operations personnel failed 
to verify the validity of underlying assumptions for operability decision-making [H.1(b)](Section 1R01). 
Inspection Report# : 2011003 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Work Instructions to Ensure Environmentally Qualified Configuration 
The inspectors identified that work instructions to replace a safety-related steam generator differential pressure 
transmitter did not contain adequate instructions to ensure that the scope of work was defined and the installed 
configuration would satisfy environmental qualification requirements. This involved multiple examples of a noncited 
violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures and Drawings.” The inspectors also 
identified that the licensee had failed to maintain procedures intended to address previous problems damaging delicate 
insulation needed to maintain environmental qualification, and had failed to plan modifications needed to implement a 
planned improvement to the environmental qualification configuration, challenging maintenance workers during 
transmitter replacement. The licensee has entered this issue into their corrective action program as Nuclear 
Notification NN 201477774.  
Failure to provide adequate work instructions to replace a safety-related steam generator differential pressure 
transmitter to ensure that the scope of work was defined and the installed configuration would satisfy environmental 
qualification requirements is a performance deficiency. The performance deficiency affected the procedure quality 
attribute of the Mitigating Systems Cornerstone. This finding is more than minor because, if left uncorrected, it would 
have the potential to lead to a more significant safety concern in that inadequate work instructions could result in a 
failure to meet the environmental qualification in systems needed to mitigate accidents. This finding was determined 
to have very low safety significance during a Phase 1 significance determination because it involved a qualification 
deficiency that was confirmed not to result in loss of operability or functionality. This finding has a cross-cutting 
aspect in the resources component in the human performance area because the licensee failed to ensure that 
procedures and other resources were adequate to assure nuclear safety. Specifically, the licensee did not ensure that 
complete, accurate, and up-to-date design documentation, procedures, and work packages were provided to support 
replacement activities for generator differential pressure transmitter 2PDT-0979-2 [H.2(c)](Section 1R12). 
Inspection Report# : 2011003 (pdf)  

Significance:  Jun 30, 2011 
Identified By: Self-Revealing 



Item Type: NCV NonCited Violation 
Failure to Appropriately Assess and Manage Risk for Work in Unit 3 Intake 
A self-revealing noncited violation of 10 CFR 50.65(a)(4), “Requirements for Monitoring the Effectiveness of 
Maintenance at Nuclear Power Plants,” was identified for the failure of work control and operations personnel to 
adequately assess and manage the increase in risk associated with maintenance on the Unit 3 fish elevator. 
Specifically, on March 29, 2011, a stop log was installed in the Unit 3 intake structure without informing the Unit 2 
control room operators or establishing measures to maintain adequate Unit 2 saltwater flow to ensure the operability 
of the component cooling water system. Immediate corrective actions included verifying and monitoring Unit 2 train 
A component cooling water operability and taking actions to restore saltwater cooling flow and component cooling 
water/saltwater cooling heat exchanger differential pressure to normal. This issue was entered into the licensee’s 
corrective action program as Nuclear Notification NN 201395115.  
The performance deficiency is more than minor and therefore a finding because it is associated with the operating 
equipment configuration control attribute of the Mitigating Systems Cornerstone and affects the associated 
cornerstone objective to ensure the availability, reliability, and capability of systems that respond to initiating events 
to prevent undesirable consequences. Using Manual Chapter 0609, Appendix K, “Maintenance Risk Assessment and 
Risk Management Significance Determination Process,” Flowcharts 1 and 2, the finding was determined to have very 
low safety significance because the incremental core damage probability deficit was less than 1E-6 and the 
incremental large early release probability deficit was less than 1E-7. This finding has a cross-cutting aspect in the 
area of human performance associated with the decision-making component because work control and operations 
personnel did not communicate decisions and the basis for decisions to individuals that needed to know the 
information in order to perform work safely and take appropriate risk management actions [H.1(c)](Section 1R13). 
Inspection Report# : 2011003 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Provide Adequate Long-Time Over-Current Protection for the Cables for Charging Pumps 2P190 
and 2P191 
The inspectors identified that the licensee did not provide adequate long-time over-current protection for charging 
pumps 2P190 and 2P191 feeder cables. The finding involved a noncited violation of 10 CFR Part 50, Appendix B, 
Criterion III, “Design Control”, for failure to translate applicable regulatory requirements and the design basis into 
specifications, drawings, procedures, and instructions. The licensee entered this issue into their corrective action 
program as Nuclear Notification NN 201443248.  
Failure to provide adequate long-time over-current protection for the feeder cables for charging pumps 2P190 and 
2P191 is a performance deficiency. The performance deficiency affected the Mitigating Systems Cornerstone. The 
performance deficiency is more than minor and therefore a finding, because if left uncorrected, it would have the 
potential to lead to a more significant safety concern in that possible mechanical problems with the pump or motor 
could cause the affected cables to exceed their current limit and cause cable damage without tripping the associated 
breaker. The finding was determined to have very low safety significance during a Phase 1 significance determination 
because it involved a design deficiency that was confirmed not to have resulted in a loss of operability or 
functionality. No crosscutting aspect was identified because this issue is not reflective of current performance, since 
this condition has existed since construction (Section 1R17). 
Inspection Report# : 2011003 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Lack of Adequate Procedures to Respond to the Inability to Drive Control Rods 
The inspectors identified a noncited violation of Technical Specification 5.5.1.1, “Procedures,” for the licensee’s 
failure to establish procedures for the inability to drive control rods. Specifically, from initial licensing to May 2011, 
Abnormal Operating Instruction SO23-13-13, “Misaligned or Immovable Control Element Assembly,” did not contain 
guidance to address an immovable control element assembly. This issue was entered into the licensee’s corrective 
action program as Nuclear Notification NN 201497724.  
The performance deficiency is more than minor and therefore a finding, because it was associated with the procedure 
quality 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. Using the Manual Chapter 0609, “Significance Determination Process,” Phase 1 Worksheets, the 
inspectors determined the finding to have very low safety significance because the finding: (1) was not a design or 
qualification issue confirmed not to result in a loss of operability or functionality; (2) did not represent an actual loss 
of safety function of the system or train; (3) did not result in the loss of one or more trains of nontechnical 
specification equipment; and (4) did not screen as potentially risk significant due to a seismic, flooding, or severe 
weather initiating event. The inspectors reviewed this finding for cross-cutting aspects and none were identified since 
the deficiency has existed since initial licensing and is not reflective of current performance (Section 1R22). 
Inspection Report# : 2011003 (pdf)  

Significance:  Mar 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Comply with Technical Specifications 
The inspectors identified a noncited violation of Technical Specification 3.5.4, “Refueling Water Storage Tank,” for 
the failure of licensee personnel to enter the technical specification or complete the associated required action prior to 
the appropriate completion time when the refueling water storage tank (RWST) was inoperable. Specifically, the 
licensee did not enter the appropriate technical specification for an inoperable RWST when it was potentially not 
capable of performing its specified safety function while aligned to non-seismic spent fuel pool cooling and 
purification system for cleanup. On October 8, 2010, operations personnel placed administrative controls on system 
isolation valves to prevent the RWST from being aligned to non-seismic systems. This issue was entered into the 
licensee’s corrective action program as Nuclear Notifications NNs 201133936 and NN 201135761.  
The performance deficiency was determined to be more than minor and is therefore a finding because it is associated 
with the design control attribute of the Mitigating Systems Cornerstone and affects the associated cornerstone 
objective to ensure availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences. Using the NRC Inspection Manual 0609, Attachment 0609.04, “Phase 1 – Initial Screening 
and Characterization of Findings,” the inspectors determined that a Phase 2 evaluation was required because the 
finding involved the potential loss of safety function. A Phase 2 significance determination was performed using the 
pre-solved worksheet from the “Risk Informed Inspection Notebook for the San Onofre Nuclear Generating Station,” 
Revision 2.01a. Assuming both trains of high pressure injection were inoperable, the finding was Yellow, which 
warranted further review. Therefore, the analyst performed a bounding Phase 3 significance determination. Based on 
the licensee’s PRA calculation, consultation with licensee PRA personnel, and an understanding of the bounding and 
conservative assumptions incorporated in the analysis, the analyst determined that the licensee’s delta-CDF result of 
7.6E-7/yr was clearly bounding, that the large early release frequency was negligible, and that the significance of the 
issue was very low. Since the apparent root cause determined the cause was due to weaknesses in the design change 
processes early in plant operations (between 1982 and 1995), and the licensee’s program has improved with respect to 
performing design changes, the inspectors determined that this finding was not reflective of current performance and 
therefore did not have a crosscutting aspect associated with it. 
Inspection Report# : 2011002 (pdf)  

Significance:  Aug 16, 2010 
Identified By: NRC 
Item Type: VIO Violation 
Failure to Ensure At Least One Train of Equipment Necessary to Achieve Hot Shutdown Conditions Is Free of 
Fire Damage 
The team identified a cited violation of License Condition 2.C(14), “Fire Protection,” for failure to correct a 
noncompliance. Specifically, Inspection Report 05000361;362/2007008 documented a noncompliance involving the 
failure to ensure that at least one train of safe shutdown equipment would remain free from fire damage in each fire 
area. The NRC exercised discretion not to cite this violation at that time because the licensee met the criteria described 
in Enforcement Guidance Memorandum 98-002, Revision 2, and Supplement 2 to that revision. Enforcement 
Guidance Memorandum 07-004 superseded Enforcement Guidance Memorandum 98-002 and required licensees to 
complete corrective actions for noncompliances related to post-fire operator manual actions by March 6, 2009. This 
violation is being cited due to the failure to complete corrective actions and restore compliance within the required 
time. This finding was entered into the licensee’s corrective action program as Notification NN 200940265.  
 



The failure to promptly restore adequate fire protection and/or separation of required safe shutdown systems was a 
performance deficiency. This performance deficiency was more than minor because it was associated with the 
protection against external factors (fire) attribute of the Mitigating Systems Cornerstone and adversely affected the 
cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to initiating events 
in order to prevent undesirable consequences. Because the violation involved multiple fire areas, the team could not 
evaluate this issue using Phase 2 of Inspection Manual Chapter 0609, Appendix F, and a Phase 3 significance 
determination process risk assessment was performed by a senior reactor analyst. The finding was determined to have 
very low risk significance (Green), with a delta-CDF of 3.2E-8/yr, because of a combination of the availability of long 
recovery times for feasible operator manual actions and low-probability fire damage scenarios in the nine fire areas 
with fire sources which could potentially damage cables of required safe shutdown components. This finding involved 
a cross-cutting aspect in the decision-making component in the human performance area because the licensee failed to 
make a risk-significant decision using a systematic process when considering the scheduling of corrective actions. 
Inspection Report# : 2010007 (pdf)  

Barrier Integrity 
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Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 
Although the NRC is actively overseeing the Security cornerstone, the Commission has decided that certain findings 
pertaining to security cornerstone will not be publicly available to ensure that potentially useful information is not 
provided to a possible adversary. Therefore, the cover letters to security inspection reports may be viewed. 
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San Onofre 3 
1Q/2012 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 24, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Control Work Activities and Prevent RCS Perturbations 
The inspectors reviewed a self-revealing non-cited violation of Technical Specification 5.5.1.1 for the failure of 
operations personnel to follow Procedure SO23-3-1.8, “Draining the Reactor Coolant System to a Reduced Inventory 
Condition,” Revision 32, Attachment 13, “Reduced Inventory Condition RCS Perturbation Control.” Specifically, on 
February 8, 2012, operations personnel failed to document potential reactor coolant system perturbations and the 
measures, controls, and enhanced monitoring used to prevent perturbations. Consequently, work activities performed 
by heath physics personnel were not appropriately documented and controlled which resulted in a reactor coolant 
system perturbation while in reduced inventory conditions. The issue was entered into licensee’s corrective action 
program as Nuclear Notification NN 201848706.  
The performance deficiency is more than minor, and therefore a finding, because it was associated with the Initiating 
Events Cornerstone attribute of configuration control and affected the associated cornerstone objective to limit the 
likelihood of those events that upset plant stability and challenge critical safety functions during shutdown as well as 
power operations. Additionally, the failure to appropriately control work activities that could impact reactor coolant 
system inventory while in reduced inventory conditions, if left uncorrected, would have the potential to lead to a more 
significant safety concern. Using the Manual Chapter 0609, Appendix G, “Shutdown Operations Significance 
Determination Process,” Phase 1 guidance, a Phase 2 analysis is required because the finding increased the likelihood 
of a loss of reactor coolant system inventory during reduced inventory conditions as a result of inadequate controls 
implemented to avoid operations that could lead to perturbations in reactor coolant system level control. The finding 
was evaluated using the Phase 2 guidance in IMC 0609, Appendix G, as applied to Worksheet 2. Using the applicable 
tables and accounting for the availability of mitigating equipment, two sequences of value 8 and 9, respectively, were 
identified. This resulted in a determination of very low significance (Green). This finding has a cross-cutting aspect in 
the area of human performance associated with the work control component because health physics personnel failed to 
appropriately communicate and coordinate work activities with operations personnel to ensure there would be no 
impact to plant operations [H.3(b)](Section 1R20). 
Inspection Report# : 2012002 (pdf)  

Significance: SL-III Apr 18, 2011 
Identified By: NRC 
Item Type: VIO Violation 
Inactive SRO Performed Licensed Duties as Refueling SRO Supervisor 
The inspector identified one violation of 10 CFR 55.53(f) which states, in part, that the facility licensee is required to 
certify that the qualifications and status of a Senior Reactor Operator (SRO) are current and valid prior to the operator 
resuming activities authorized by their license. Specifically, on October 21, 2010, and October 27, 2010, an SRO 
performed licensed activities (core alterations) as Refueling SRO Supervisor while his license was INACTIVE. 
Additionally, the SRO was on a temporary medical hold from licensed activities on the dates identified. On October 
27, 2010, the SRO’s license restrictions were questioned by on-shift operations personnel and the SRO was relieved 
from his watch station. The licensee has entered this violation into their corrective action program as NN 201174957. 
The corrective actions taken and planned to correct the violation and prevent recurrence and the date when full 
compliance will be achieved is considered adequate.  
Failure of the facility licensee to maintain electronic programs used to verify licensed operator qualifications and to 
schedule licensed operator watch stations up-to-date with licensed operator worker qualifications and license 
restrictions could potentially impede the regulatory process by not providing complete and accurate information to 
NRC inspectors. NRC Enforcement Policy, Section 6.4, Licensed Reactor Operators, Item c.1.(c) states, in part, that if 
a licensed operator, or a senior operator actively performing the functions covered by that position, is determined to be 
in noncompliance with a condition stated on the individual’s license, then a Severity Level III violation exists.



Inspection Report# : 2011012 (pdf)  

Mitigating Systems 

Significance:  Dec 31, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Implement Required Compensatory Measures Resulted in Inoperable Condensate Storage Tank 
A self-revealing non-cited violation of Technical Specification 5.5.1.1, “Procedures,” was identified for the failure of 
operations personnel to adequately implement the appropriate compensatory measures per alarm response procedure 
to ensure equipment was maintained as required by technical specifications. Specifically, on September 13, 2011, 
operations personnel failed to implement the compensatory measures required by alarm response Procedure SO23-15-
53.B, to maintain the safety-related condensate storage tank water level within limits required by technical 
specifications. The issue was entered into the licensee’s corrective action program as Nuclear Notification NN 
201644782.  
The performance deficiency is more than minor, and therefore a finding, because it was associated with Mitigating 
Systems Cornerstone attribute of human performance and affected the associated cornerstone objective to ensure the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. Using the Manual Chapter 0609, “Significance Determination Process,” Phase 1 Worksheets, the 
finding is determined to have very low safety significance because it was not a design or qualification deficiency 
confirmed not to result in loss of operability or functionality; did not result in a loss of system safety function; did not 
represent an actual loss of safety function of a single train for greater than its technical specification allowed outage 
time; was not an actual loss of safety function of one or more non-technical specification trains of equipment 
designated as risk significant per 10 CFR 50.65 for greater than 24 hours; and did not screen as potentially risk 
significant due to a seismic, flooding, or severe weather initiating event. This finding has a cross-cutting aspect in the 
area of human performance associated with the decision-making component because operations personnel failed to 
use a systematic process to effectively communicate and formally establish required compensatory measures to ensure 
that condensate storage tank water inventory remained within technical specification limits [H.1(a)](Section 4OA3.1)
Inspection Report# : 2011005 (pdf)  

Significance:  Dec 31, 2011 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Failure to Correct Degraded Plant Equipment Results in Ammonia Spill 
A self-revealing finding was identified for the failure to take adequate corrective actions for degraded equipment 
associated with the Unit 3 full flow condensate polishing demineralizer system. Specifically, on October 27, 2011, 
operations personnel failed to take adequate corrective actions for an unexpected rise in ammonia day tank level and 
annunciation of an ammonia day tank high level, which eventually resulted in an ammonia leak from the ammonia 
day tank on November 1, 2011, that caused areas of the turbine building to become inaccessible requiring an 
emergency declaration at the ALERT level. The issue was entered into the licensee’s corrective action program as 
Nuclear Notification NN 201713841.  
The performance deficiency is more than minor because the performance deficiency was a precursor to a significant 
event (Emergency Declaration), and is therefore a finding. Using the Manual Chapter 0609, “Significance 
Determination Process,” Phase 1 Worksheets, the finding is determined to have very low safety significance because 
the finding did not result in a loss of safety function for greater than the technical specification allowed outage time, 
and did not screen as potentially risk significant due to a seismic, flooding, or severe weather initiating event. The 
finding has a cross-cutting aspect in the area of human performance associated with resources because the licensee 
failed to provide adequate procedural guidance to operations personnel for responding to full flow condensate 
polishing demineralizer system degrading conditions [H.2(c)](Section 4OA3.2) 
Inspection Report# : 2011005 (pdf)  

Significance:  Sep 30, 2011 



Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Provide Adequate Flood Protection for the Auxiliary Feedwater Steam Supply Piping 
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” for 
failure to translate applicable regulatory requirements and the design basis into specifications, drawings, procedures, 
and instructions. The Updated Final Safety Analysis Report, states, in part that, “In the extreme event that the 
thunderstorm PMP occurs, no safety-related equipment will be impacted by flooding,” since, “Drainage water in the 
structures which entered from other areas (e.g. from roofs, open areas) will not reach safety-related equipment.” 
Specifically, from original construction until adequate compensatory measure were implemented on May 5, 2011, the 
steam supply piping to the auxiliary feedwater pump turbine was not adequately protected from all postulated flood 
levels and conditions, such that, in the extreme event that the thunderstorm probable maximum precipitation occurs, 
water could have reached the steam supply pipe resulting in steam condensation inside the pipe which could impact 
auxiliary feedwater pump operability. The compensatory measures will remain in place until the design 
nonconformance is resolved. This issue was entered into the licensee’s corrective action program as Nuclear 
Notification NN 201448584. The performance deficiency is more than minor and therefore a finding because it is 
associated with the protection against external events 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. Using NRC Inspection Manual 0609, Attachment 4, “Phase 1 – Initial Screening 
and Characterization of Findings,” the finding screened to a Phase 2 significance determination because it involved a 
potential loss of safety function. A Phase 2 was not appropriate for this external event. The Senior Reactor Analyst 
determined that the finding had very low significance. This was based on information received from the licensee 
indicating that the precipitation intensity required to render the turbine-driven auxiliary feedwater pump non-
functional had a return frequency well below 1.0E-6/yr. In the case of clogged drains, less intense rain could affect the 
function of the pump, but would likely not cause a transient. A bounding risk estimate indicated that the delta core 
damage frequency of this scenario was less than 1.0E-7/yr. No crosscutting aspect was identified because this issue is 
not reflective of current performance, since this condition has existed since construction (Section 1R15). 
Inspection Report# : 2011004 (pdf)  

Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Incorporate Calculation Results into Plant Procedures 
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, 
and Drawings,” for the failure of engineering personnel to ensure that procedures for preventing unacceptable gas 
accumulation included appropriate qualitative or quantitative acceptance criteria to ensure that this important activity 
had been satisfactorily accomplished. Specifically, from July 2008 through August 2011, after performing Calculation 
M-0013-005, “Safety Injection Tank Fluid Nitrogen Evolution,” which determined the maximum permissible back-
leakage from the safety injection tanks into the emergency core cooling systems pump discharge headers to preclude 
unacceptable gas accumulation, engineering personnel failed to incorporate the results of this calculation into plant 
procedures. This issue was entered into the licensee’s corrective action program as Nuclear Notification NN 
201606472. The performance deficiency is more than minor because it is associated with the procedure quality 
attribute of the Mitigating Systems Cornerstone objective and to ensure the availability, reliability, and capability of 
systems to respond to initiating events to prevent undesirable consequences, and is therefore a finding. Using 
Inspection Manual Chapter 0609.04, “Phase 1 – Initial Screening and Characterization of Findings,” the inspectors 
determined the finding to be of very low safety significance because it did not represent the loss of safety function of 
any system or train and was not potentially risk significant due to a seismic, flooding, or severe weather initiating 
event. This finding has a crosscutting aspect in the area of human performance associated with the decision making 
component because, when confronted with conservatively calculated information, engineering personnel failed to 
incorporate these conservative assumptions into plant procedures to ensure accumulating gas was identified before 
reaching an unacceptable volume, instead deciding to use informal trending mechanisms to track safety injection tank 
leakage [H.1(b)](Section 4OA5). 
Inspection Report# : 2011004 (pdf)  

Significance:  Sep 30, 2011 
Identified By: NRC 



Item Type: NCV NonCited Violation 
Failure to Perform Plant Modification in Accordance with Applicable Specifications 
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” for the 
failure of licensee personnel to perform a modification to the Unit 3 high pressure safety injection system in 
accordance with the seismic requirements of the applicable construction specification. Specifically, in March 2010 
(Unit 2) and February 2011 (Unit 3), licensee personnel failed to ensure that modifications per Engineering Change 
Packages NECP 800194395 (Unit 2) and NECP 800229823 (Unit 3) were either accomplished in accordance with 
Construction Specification CS-P206, “Design Guide for Supporting Small Piping (2 Inch and Under),” Revision 14, 
as required by the design change packages, or that deviations from the construction specification were controlled. This 
issue was entered into the licensee’s corrective action program as Nuclear Notification NN 201608558. The 
performance deficiency is more than minor because if left uncorrected, it would have the potential to lead to a more 
significant safety concern, and is therefore a finding. Using Inspection Manual Chapter 0609.04, “Phase 1 – Initial 
Screening and Characterization of Findings,” the inspectors determined the finding to be of very low safety 
significance because it did not represent the loss of safety function of any system or train, and because during a 
seismic event, the absence of seismic supports on the subject pipe would not cause a plant trip or other initiating 
event, would not degrade two or more trains of a multi-train safety system or function, and would not degrade one or 
more trains of a system that supports a safety system or function. This finding has a crosscutting aspect in the area of 
human performance associated with the work practices component because licensee personnel failed to define and 
effectively communicate expectations regarding procedural compliance and to ensure that personnel followed 
procedures [H.4(b)](Section 4OA5). 
Inspection Report# : 2011004 (pdf)  

Significance:  Sep 13, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Evaluate the Effects of Fuse Resistance and High Energy Line Break Conditions on Control Circuit 
Voltage 
The team identified a Green noncited violation of 10 CFR 50, Appendix B, Criterion III, “Design Control,” which 
states in part: “Measures shall be established to assure that applicable regulatory requirements and the design basis are 
correctly translated into specifications, drawings, procedures, and instructions.” Specifically, as of July 22, 2011, the 
licensee failed to incorporate the fuse resistance, fuse clips resistance, and cable temperature and resistance effects 
(for Auxiliary Feedwater High Energy Line Breaks only), into Calculations E4C-084 and E4C-085, for degraded 
voltage conditions. This finding was entered into the licensee’s corrective action program as Nuclear Notification NN-
201546570 and NN-201550186.  
 
The team determined that the failure to fully evaluate the circuit load in determining design limits in electrical 
calculations for degraded voltage conditions was a performance deficiency. The finding was more than minor because 
it was 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 to prevent 
undesirable consequences. In accordance with NRC Inspection Manual Chapter 0609, Attachment 4, "Phase 1 – Initial 
Screening and Characterization of Findings," the team determined that the finding was of very low safety significance 
(Green) because it did not represent a design issue resulting in the loss of function, did not represent an actual loss of a 
system safety function, did not result in exceeding a Technical Specification allowed outage time, and did not affect 
external event mitigation. Specifically, the licensee performed subsequent preliminary analyses which demonstrated 
that the control circuits, where marginal voltage was available, would function as required to mitigate an accident. 
This finding did not have a crosscutting aspect because the most significant contributor did not reflect current licensee 
performance (Section 1R21.2.15). 
Inspection Report# : 2011010 (pdf)  

Significance:  Sep 13, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Control Document Changes 
The team identified a Green non-cited violation, with multiple examples, of 10 CFR 50, Appendix B, Criterion VI, 
“Document Control,” which states in part: “Measures shall be established to control the issuance of documents, such 



as instructions, procedures, and drawings, including changes thereto, which prescribe all activities affecting quality. 
These measures shall assure that documents, including changes, are reviewed for adequacy and approved for release.” 
Specifically, on June 23, 2011, the team identified numerous drawing inconsistencies where changes to certain 
components were not changed on all affected drawings and procedural errors where changes were not made to all 
affected documents. The licensee has entered the errors into their corrective action program under numerous Nuclear 
Notifications listed in section 4AO2.  
 
The team identified that collectively, from a program perspective, the failure to properly incorporate design changes 
of components in the plant to all affected drawings, procedures, or instructions, was a performance deficiency. The 
finding was more than minor because if left uncorrected, the performance deficiency had the potential to lead to a 
more significant safety concern. In accordance with Inspection Manual Chapter 0609, Attachment 4, "Phase 1 – Initial 
Screening and Characterization of Findings,” the team determined that the finding was of very low safety significance 
(Green) because it did not represent a design issue resulting in the loss of function, did not represent an actual loss of a 
system safety function, did not result in exceeding a Technical Specification allowed outage time, and did not affect 
external event mitigation. Specifically, none of the documents with the identified errors had been used in response to 
any events or plant perturbations. This finding did not have a crosscutting aspect because the most significant 
contributor did not reflect current licensee performance (Section 4OA2). 
Inspection Report# : 2011010 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Compensatory Measures for a Design Nonconformance 
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion V, for the failure of 
operations personnel to establish adequate compensatory measures to restore or maintain operability as required by 
Procedure SO123-XV-52, “Operability Determination and Functionality Assessments,” Revision 18. Specifically, on 
November 12, 2010, although engineering identified measures were required to maintain water level below the steam 
line in the auxiliary feedwater trenches, no measures had been taken to stage pumps or limit flows into the trenches. 
On May 5, 2011, as a result of the inspectors’ questions, the licensee established additional compensatory measures 
including blocking storm drains that flow into the trench and staging sump pumps. This issue was entered into the 
licensee’s corrective action program as Nuclear Notification NN 201448584.  
The performance deficiency is more than minor, and therefore a finding, because it is associated with the protection 
against external events 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. During a design basis flooding from a probable maximum precipitation event, the auxiliary feedwater 
pump could be rendered inoperable. Using NRC Inspection Manual 0609, Attachment 4, “Phase 1 – Initial Screening 
and Characterization of Findings,” the finding screened to a Phase 2 significance determination because it involved a 
potential loss of safety function. A Phase 2 was not appropriate for this external event. The senior reactor analyst 
determined that the finding had very low significance. This was based on information received from the licensee 
indicating that the precipitation intensity required to render the turbine-driven auxiliary feedwater pump non-
functional had a return frequency well below 1.0E-6/yr. In the case of clogged drains, less intense rain could affect the 
function of the pump, but would likely not cause a transient. A bounding risk estimate indicated that the delta core 
damage frequency of this scenario was less than 1.0E-7/yr. The finding was determined to have a cross-cutting aspect 
in the area of human performance associated with the decision-making component because operations personnel failed 
to verify the validity of underlying assumptions for operability decision-making [H.1(b)](Section 1R01). 
Inspection Report# : 2011003 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Work Instructions to Ensure Environmentally Qualified Configuration 
The inspectors identified that work instructions to replace a safety-related steam generator differential pressure 
transmitter did not contain adequate instructions to ensure that the scope of work was defined and the installed 
configuration would satisfy environmental qualification requirements. This involved multiple examples of a noncited 
violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures and Drawings.” The inspectors also 



identified that the licensee had failed to maintain procedures intended to address previous problems damaging delicate 
insulation needed to maintain environmental qualification, and had failed to plan modifications needed to implement a 
planned improvement to the environmental qualification configuration, challenging maintenance workers during 
transmitter replacement. The licensee has entered this issue into their corrective action program as Nuclear 
Notification NN 201477774.  
Failure to provide adequate work instructions to replace a safety-related steam generator differential pressure 
transmitter to ensure that the scope of work was defined and the installed configuration would satisfy environmental 
qualification requirements is a performance deficiency. The performance deficiency affected the procedure quality 
attribute of the Mitigating Systems Cornerstone. This finding is more than minor because, if left uncorrected, it would 
have the potential to lead to a more significant safety concern in that inadequate work instructions could result in a 
failure to meet the environmental qualification in systems needed to mitigate accidents. This finding was determined 
to have very low safety significance during a Phase 1 significance determination because it involved a qualification 
deficiency that was confirmed not to result in loss of operability or functionality. This finding has a cross-cutting 
aspect in the resources component in the human performance area because the licensee failed to ensure that 
procedures and other resources were adequate to assure nuclear safety. Specifically, the licensee did not ensure that 
complete, accurate, and up-to-date design documentation, procedures, and work packages were provided to support 
replacement activities for generator differential pressure transmitter 2PDT-0979-2 [H.2(c)](Section 1R12). 
Inspection Report# : 2011003 (pdf)  

Significance:  Jun 30, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Appropriately Assess and Manage Risk for Work in Unit 3 Intake 
A self-revealing noncited violation of 10 CFR 50.65(a)(4), “Requirements for Monitoring the Effectiveness of 
Maintenance at Nuclear Power Plants,” was identified for the failure of work control and operations personnel to 
adequately assess and manage the increase in risk associated with maintenance on the Unit 3 fish elevator. 
Specifically, on March 29, 2011, a stop log was installed in the Unit 3 intake structure without informing the Unit 2 
control room operators or establishing measures to maintain adequate Unit 2 saltwater flow to ensure the operability 
of the component cooling water system. Immediate corrective actions included verifying and monitoring Unit 2 train 
A component cooling water operability and taking actions to restore saltwater cooling flow and component cooling 
water/saltwater cooling heat exchanger differential pressure to normal. This issue was entered into the licensee’s 
corrective action program as Nuclear Notification NN 201395115.  
The performance deficiency is more than minor and therefore a finding because it is associated with the operating 
equipment configuration control attribute of the Mitigating Systems Cornerstone and affects the associated 
cornerstone objective to ensure the availability, reliability, and capability of systems that respond to initiating events 
to prevent undesirable consequences. Using Manual Chapter 0609, Appendix K, “Maintenance Risk Assessment and 
Risk Management Significance Determination Process,” Flowcharts 1 and 2, the finding was determined to have very 
low safety significance because the incremental core damage probability deficit was less than 1E-6 and the 
incremental large early release probability deficit was less than 1E-7. This finding has a cross-cutting aspect in the 
area of human performance associated with the decision-making component because work control and operations 
personnel did not communicate decisions and the basis for decisions to individuals that needed to know the 
information in order to perform work safely and take appropriate risk management actions [H.1(c)](Section 1R13). 
Inspection Report# : 2011003 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Provide Adequate Long-Time Over-Current Protection for the Cables for Charging Pumps 2P190 
and 2P191 
The inspectors identified that the licensee did not provide adequate long-time over-current protection for charging 
pumps 2P190 and 2P191 feeder cables. The finding involved a noncited violation of 10 CFR Part 50, Appendix B, 
Criterion III, “Design Control”, for failure to translate applicable regulatory requirements and the design basis into 
specifications, drawings, procedures, and instructions. The licensee entered this issue into their corrective action 
program as Nuclear Notification NN 201443248.  
Failure to provide adequate long-time over-current protection for the feeder cables for charging pumps 2P190 and 



2P191 is a performance deficiency. The performance deficiency affected the Mitigating Systems Cornerstone. The 
performance deficiency is more than minor and therefore a finding, because if left uncorrected, it would have the 
potential to lead to a more significant safety concern in that possible mechanical problems with the pump or motor 
could cause the affected cables to exceed their current limit and cause cable damage without tripping the associated 
breaker. The finding was determined to have very low safety significance during a Phase 1 significance determination 
because it involved a design deficiency that was confirmed not to have resulted in a loss of operability or 
functionality. No crosscutting aspect was identified because this issue is not reflective of current performance, since 
this condition has existed since construction (Section 1R17). 
Inspection Report# : 2011003 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Lack of Adequate Procedures to Respond to the Inability to Drive Control Rods 
The inspectors identified a noncited violation of Technical Specification 5.5.1.1, “Procedures,” for the licensee’s 
failure to establish procedures for the inability to drive control rods. Specifically, from initial licensing to May 2011, 
Abnormal Operating Instruction SO23-13-13, “Misaligned or Immovable Control Element Assembly,” did not contain 
guidance to address an immovable control element assembly. This issue was entered into the licensee’s corrective 
action program as Nuclear Notification NN 201497724.  
The performance deficiency is more than minor and therefore a finding, because it was associated with the procedure 
quality 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. Using the Manual Chapter 0609, “Significance Determination Process,” Phase 1 Worksheets, the 
inspectors determined the finding to have very low safety significance because the finding: (1) was not a design or 
qualification issue confirmed not to result in a loss of operability or functionality; (2) did not represent an actual loss 
of safety function of the system or train; (3) did not result in the loss of one or more trains of nontechnical 
specification equipment; and (4) did not screen as potentially risk significant due to a seismic, flooding, or severe 
weather initiating event. The inspectors reviewed this finding for cross-cutting aspects and none were identified since 
the deficiency has existed since initial licensing and is not reflective of current performance (Section 1R22). 
Inspection Report# : 2011003 (pdf)  

Significance:  Aug 16, 2010 
Identified By: NRC 
Item Type: VIO Violation 
Failure to Ensure At Least One Train of Equipment Necessary to Achieve Hot Shutdown Conditions Is Free of 
Fire Damage 
The team identified a cited violation of License Condition 2.C(14), “Fire Protection,” for failure to correct a 
noncompliance. Specifically, Inspection Report 05000361;362/2007008 documented a noncompliance involving the 
failure to ensure that at least one train of safe shutdown equipment would remain free from fire damage in each fire 
area. The NRC exercised discretion not to cite this violation at that time because the licensee met the criteria described 
in Enforcement Guidance Memorandum 98-002, Revision 2, and Supplement 2 to that revision. Enforcement 
Guidance Memorandum 07-004 superseded Enforcement Guidance Memorandum 98-002 and required licensees to 
complete corrective actions for noncompliances related to post-fire operator manual actions by March 6, 2009. This 
violation is being cited due to the failure to complete corrective actions and restore compliance within the required 
time. This finding was entered into the licensee’s corrective action program as Notification NN 200940265.  
 
The failure to promptly restore adequate fire protection and/or separation of required safe shutdown systems was a 
performance deficiency. This performance deficiency was more than minor because it was associated with the 
protection against external factors (fire) attribute of the Mitigating Systems Cornerstone and adversely affected the 
cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to initiating events 
in order to prevent undesirable consequences. Because the violation involved multiple fire areas, the team could not 
evaluate this issue using Phase 2 of Inspection Manual Chapter 0609, Appendix F, and a Phase 3 significance 
determination process risk assessment was performed by a senior reactor analyst. The finding was determined to have 
very low risk significance (Green), with a delta-CDF of 3.2E-8/yr, because of a combination of the availability of long 
recovery times for feasible operator manual actions and low-probability fire damage scenarios in the nine fire areas 



with fire sources which could potentially damage cables of required safe shutdown components. This finding involved 
a cross-cutting aspect in the decision-making component in the human performance area because the licensee failed to 
make a risk-significant decision using a systematic process when considering the scheduling of corrective actions. 
Inspection Report# : 2010007 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Dec 31, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Control Work in a High Radiation Area 
The inspectors reviewed a self-revealing non-cited violation of Technical Specification 5.8.1 for the failure to control 
work in a high radiation area. On August 25, 2011, diving was performed in a high radiation area using stay time 
calculations instead of the radiation protection coverage described in the Technical Specifications. The licensee 
suspended further diving operations until interim corrective actions were put in place. The licensee placed this issue 
into their corrective action program as Nuclear Notification NN 201620253.  
The failure to adequately control work in a high radiation area was a performance deficiency. The performance 
deficiency was more than minor, and therefore a finding, because it negatively impacted the Occupational Radiation 
Safety cornerstone attribute of program and process and affected the cornerstone objective of ensuring adequate 
protection of worker health and safety from exposure to radiation, in that a worker received unplanned, unintended 
radiation dose. Using NRC Manual Chapter 0609, Appendix C, “Occupational Radiation Safety Significance 
Determination Process,” the finding was determined to be of very low safety significance because: (1) it was not 
associated with ALARA planning or work controls, (2) there was no overexposure, (3) there was no substantial 
potential for an overexposure, and (4) the ability to assess dose was not compromised. This finding has a cross-cutting 
aspect in the area of human performance related to resources. Specifically, the licensee did not have a diving 
procedure to control this evolution [H.2.(c)] (Section 2RS01) 
Inspection Report# : 2011005 (pdf)  

Public Radiation Safety 

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

Miscellaneous 
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San Onofre 3 
2Q/2012 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 24, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Control Work Activities and Prevent RCS Perturbations 
The inspectors reviewed a self-revealing non-cited violation of Technical Specification 5.5.1.1 for the failure of 
operations personnel to follow Procedure SO23-3-1.8, “Draining the Reactor Coolant System to a Reduced Inventory 
Condition,” Revision 32, Attachment 13, “Reduced Inventory Condition RCS Perturbation Control.” Specifically, on 
February 8, 2012, operations personnel failed to document potential reactor coolant system perturbations and the 
measures, controls, and enhanced monitoring used to prevent perturbations. Consequently, work activities performed 
by heath physics personnel were not appropriately documented and controlled which resulted in a reactor coolant 
system perturbation while in reduced inventory conditions. The issue was entered into licensee’s corrective action 
program as Nuclear Notification NN 201848706.  
 
The performance deficiency is more than minor, and therefore a finding, because it was associated with the Initiating 
Events Cornerstone attribute of configuration control and affected the associated cornerstone objective to limit the 
likelihood of those events that upset plant stability and challenge critical safety functions during shutdown as well as 
power operations. Additionally, the failure to appropriately control work activities that could impact reactor coolant 
system inventory while in reduced inventory conditions, if left uncorrected, would have the potential to lead to a more 
significant safety concern. Using the Manual Chapter 0609, Appendix G, “Shutdown Operations Significance 
Determination Process,” Phase 1 guidance, a Phase 2 analysis is required because the finding increased the likelihood 
of a loss of reactor coolant system inventory during reduced inventory conditions as a result of inadequate controls 
implemented to avoid operations that could lead to perturbations in reactor coolant system level control. The finding 
was evaluated using the Phase 2 guidance in IMC 0609, Appendix G, as applied to Worksheet 2. Using the applicable 
tables and accounting for the availability of mitigating equipment, two sequences of value 8 and 9, respectively, were 
identified. This resulted in a determination of very low significance (Green). This finding has a cross-cutting aspect in 
the area of human performance associated with the work control component because health physics personnel failed to 
appropriately communicate and coordinate work activities with operations personnel to ensure there would be no 
impact to plant operations [H.3(b)](Section 1R20). 
Inspection Report# : 2012002 (pdf)  

Mitigating Systems 

Significance:  Dec 31, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Implement Required Compensatory Measures Resulted in Inoperable Condensate Storage Tank 
A self-revealing non-cited violation of Technical Specification 5.5.1.1, “Procedures,” was identified for the failure of 
operations personnel to adequately implement the appropriate compensatory measures per alarm response procedure 
to ensure equipment was maintained as required by technical specifications. Specifically, on September 13, 2011, 
operations personnel failed to implement the compensatory measures required by alarm response Procedure SO23-15-
53.B, to maintain the safety-related condensate storage tank water level within limits required by technical 
specifications. The issue was entered into the licensee’s corrective action program as Nuclear Notification NN 
201644782.  



The performance deficiency is more than minor, and therefore a finding, because it was associated with Mitigating 
Systems Cornerstone attribute of human performance and affected the associated cornerstone objective to ensure the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. Using the Manual Chapter 0609, “Significance Determination Process,” Phase 1 Worksheets, the 
finding is determined to have very low safety significance because it was not a design or qualification deficiency 
confirmed not to result in loss of operability or functionality; did not result in a loss of system safety function; did not 
represent an actual loss of safety function of a single train for greater than its technical specification allowed outage 
time; was not an actual loss of safety function of one or more non-technical specification trains of equipment 
designated as risk significant per 10 CFR 50.65 for greater than 24 hours; and did not screen as potentially risk 
significant due to a seismic, flooding, or severe weather initiating event. This finding has a cross-cutting aspect in the 
area of human performance associated with the decision-making component because operations personnel failed to 
use a systematic process to effectively communicate and formally establish required compensatory measures to ensure 
that condensate storage tank water inventory remained within technical specification limits [H.1(a)](Section 4OA3.1)
Inspection Report# : 2011005 (pdf)  

Significance:  Dec 31, 2011 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Failure to Correct Degraded Plant Equipment Results in Ammonia Spill 
A self-revealing finding was identified for the failure to take adequate corrective actions for degraded equipment 
associated with the Unit 3 full flow condensate polishing demineralizer system. Specifically, on October 27, 2011, 
operations personnel failed to take adequate corrective actions for an unexpected rise in ammonia day tank level and 
annunciation of an ammonia day tank high level, which eventually resulted in an ammonia leak from the ammonia 
day tank on November 1, 2011, that caused areas of the turbine building to become inaccessible requiring an 
emergency declaration at the ALERT level. The issue was entered into the licensee’s corrective action program as 
Nuclear Notification NN 201713841.  
The performance deficiency is more than minor because the performance deficiency was a precursor to a significant 
event (Emergency Declaration), and is therefore a finding. Using the Manual Chapter 0609, “Significance 
Determination Process,” Phase 1 Worksheets, the finding is determined to have very low safety significance because 
the finding did not result in a loss of safety function for greater than the technical specification allowed outage time, 
and did not screen as potentially risk significant due to a seismic, flooding, or severe weather initiating event. The 
finding has a cross-cutting aspect in the area of human performance associated with resources because the licensee 
failed to provide adequate procedural guidance to operations personnel for responding to full flow condensate 
polishing demineralizer system degrading conditions [H.2(c)](Section 4OA3.2) 
Inspection Report# : 2011005 (pdf)  

Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Provide Adequate Flood Protection for the Auxiliary Feedwater Steam Supply Piping 
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” for 
failure to translate applicable regulatory requirements and the design basis into specifications, drawings, procedures, 
and instructions. The Updated Final Safety Analysis Report, states, in part that, “In the extreme event that the 
thunderstorm PMP occurs, no safety-related equipment will be impacted by flooding,” since, “Drainage water in the 
structures which entered from other areas (e.g. from roofs, open areas) will not reach safety-related equipment.” 
Specifically, from original construction until adequate compensatory measure were implemented on May 5, 2011, the 
steam supply piping to the auxiliary feedwater pump turbine was not adequately protected from all postulated flood 
levels and conditions, such that, in the extreme event that the thunderstorm probable maximum precipitation occurs, 
water could have reached the steam supply pipe resulting in steam condensation inside the pipe which could impact 
auxiliary feedwater pump operability. The compensatory measures will remain in place until the design 
nonconformance is resolved. This issue was entered into the licensee’s corrective action program as Nuclear 
Notification NN 201448584. The performance deficiency is more than minor and therefore a finding because it is 
associated with the protection against external events 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. Using NRC Inspection Manual 0609, Attachment 4, “Phase 1 – Initial Screening 
and Characterization of Findings,” the finding screened to a Phase 2 significance determination because it involved a 
potential loss of safety function. A Phase 2 was not appropriate for this external event. The Senior Reactor Analyst 
determined that the finding had very low significance. This was based on information received from the licensee 
indicating that the precipitation intensity required to render the turbine-driven auxiliary feedwater pump non-
functional had a return frequency well below 1.0E-6/yr. In the case of clogged drains, less intense rain could affect the 
function of the pump, but would likely not cause a transient. A bounding risk estimate indicated that the delta core 
damage frequency of this scenario was less than 1.0E-7/yr. No crosscutting aspect was identified because this issue is 
not reflective of current performance, since this condition has existed since construction (Section 1R15). 
Inspection Report# : 2011004 (pdf)  

Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Incorporate Calculation Results into Plant Procedures 
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, 
and Drawings,” for the failure of engineering personnel to ensure that procedures for preventing unacceptable gas 
accumulation included appropriate qualitative or quantitative acceptance criteria to ensure that this important activity 
had been satisfactorily accomplished. Specifically, from July 2008 through August 2011, after performing Calculation 
M-0013-005, “Safety Injection Tank Fluid Nitrogen Evolution,” which determined the maximum permissible back-
leakage from the safety injection tanks into the emergency core cooling systems pump discharge headers to preclude 
unacceptable gas accumulation, engineering personnel failed to incorporate the results of this calculation into plant 
procedures. This issue was entered into the licensee’s corrective action program as Nuclear Notification NN 
201606472. The performance deficiency is more than minor because it is associated with the procedure quality 
attribute of the Mitigating Systems Cornerstone objective and to ensure the availability, reliability, and capability of 
systems to respond to initiating events to prevent undesirable consequences, and is therefore a finding. Using 
Inspection Manual Chapter 0609.04, “Phase 1 – Initial Screening and Characterization of Findings,” the inspectors 
determined the finding to be of very low safety significance because it did not represent the loss of safety function of 
any system or train and was not potentially risk significant due to a seismic, flooding, or severe weather initiating 
event. This finding has a crosscutting aspect in the area of human performance associated with the decision making 
component because, when confronted with conservatively calculated information, engineering personnel failed to 
incorporate these conservative assumptions into plant procedures to ensure accumulating gas was identified before 
reaching an unacceptable volume, instead deciding to use informal trending mechanisms to track safety injection tank 
leakage [H.1(b)](Section 4OA5). 
Inspection Report# : 2011004 (pdf)  

Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Perform Plant Modification in Accordance with Applicable Specifications 
The inspectors identified a noncited violation of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” for the 
failure of licensee personnel to perform a modification to the Unit 3 high pressure safety injection system in 
accordance with the seismic requirements of the applicable construction specification. Specifically, in March 2010 
(Unit 2) and February 2011 (Unit 3), licensee personnel failed to ensure that modifications per Engineering Change 
Packages NECP 800194395 (Unit 2) and NECP 800229823 (Unit 3) were either accomplished in accordance with 
Construction Specification CS-P206, “Design Guide for Supporting Small Piping (2 Inch and Under),” Revision 14, 
as required by the design change packages, or that deviations from the construction specification were controlled. This 
issue was entered into the licensee’s corrective action program as Nuclear Notification NN 201608558. The 
performance deficiency is more than minor because if left uncorrected, it would have the potential to lead to a more 
significant safety concern, and is therefore a finding. Using Inspection Manual Chapter 0609.04, “Phase 1 – Initial 
Screening and Characterization of Findings,” the inspectors determined the finding to be of very low safety 
significance because it did not represent the loss of safety function of any system or train, and because during a 
seismic event, the absence of seismic supports on the subject pipe would not cause a plant trip or other initiating 
event, would not degrade two or more trains of a multi-train safety system or function, and would not degrade one or 



more trains of a system that supports a safety system or function. This finding has a crosscutting aspect in the area of 
human performance associated with the work practices component because licensee personnel failed to define and 
effectively communicate expectations regarding procedural compliance and to ensure that personnel followed 
procedures [H.4(b)](Section 4OA5). 
Inspection Report# : 2011004 (pdf)  

Significance:  Sep 13, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Evaluate the Effects of Fuse Resistance and High Energy Line Break Conditions on Control Circuit 
Voltage 
The team identified a Green noncited violation of 10 CFR 50, Appendix B, Criterion III, “Design Control,” which 
states in part: “Measures shall be established to assure that applicable regulatory requirements and the design basis are 
correctly translated into specifications, drawings, procedures, and instructions.” Specifically, as of July 22, 2011, the 
licensee failed to incorporate the fuse resistance, fuse clips resistance, and cable temperature and resistance effects 
(for Auxiliary Feedwater High Energy Line Breaks only), into Calculations E4C-084 and E4C-085, for degraded 
voltage conditions. This finding was entered into the licensee’s corrective action program as Nuclear Notification NN-
201546570 and NN-201550186.  
 
The team determined that the failure to fully evaluate the circuit load in determining design limits in electrical 
calculations for degraded voltage conditions was a performance deficiency. The finding was more than minor because 
it was 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 to prevent 
undesirable consequences. In accordance with NRC Inspection Manual Chapter 0609, Attachment 4, "Phase 1 – Initial 
Screening and Characterization of Findings," the team determined that the finding was of very low safety significance 
(Green) because it did not represent a design issue resulting in the loss of function, did not represent an actual loss of a 
system safety function, did not result in exceeding a Technical Specification allowed outage time, and did not affect 
external event mitigation. Specifically, the licensee performed subsequent preliminary analyses which demonstrated 
that the control circuits, where marginal voltage was available, would function as required to mitigate an accident. 
This finding did not have a crosscutting aspect because the most significant contributor did not reflect current licensee 
performance (Section 1R21.2.15). 
Inspection Report# : 2011010 (pdf)  

Significance:  Sep 13, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Control Document Changes 
The team identified a Green non-cited violation, with multiple examples, of 10 CFR 50, Appendix B, Criterion VI, 
“Document Control,” which states in part: “Measures shall be established to control the issuance of documents, such 
as instructions, procedures, and drawings, including changes thereto, which prescribe all activities affecting quality. 
These measures shall assure that documents, including changes, are reviewed for adequacy and approved for release.” 
Specifically, on June 23, 2011, the team identified numerous drawing inconsistencies where changes to certain 
components were not changed on all affected drawings and procedural errors where changes were not made to all 
affected documents. The licensee has entered the errors into their corrective action program under numerous Nuclear 
Notifications listed in section 4AO2.  
 
The team identified that collectively, from a program perspective, the failure to properly incorporate design changes 
of components in the plant to all affected drawings, procedures, or instructions, was a performance deficiency. The 
finding was more than minor because if left uncorrected, the performance deficiency had the potential to lead to a 
more significant safety concern. In accordance with Inspection Manual Chapter 0609, Attachment 4, "Phase 1 – Initial 
Screening and Characterization of Findings,” the team determined that the finding was of very low safety significance 
(Green) because it did not represent a design issue resulting in the loss of function, did not represent an actual loss of a 
system safety function, did not result in exceeding a Technical Specification allowed outage time, and did not affect 
external event mitigation. Specifically, none of the documents with the identified errors had been used in response to 



any events or plant perturbations. This finding did not have a crosscutting aspect because the most significant 
contributor did not reflect current licensee performance (Section 4OA2). 
Inspection Report# : 2011010 (pdf)  

Significance:  Aug 16, 2010 
Identified By: NRC 
Item Type: VIO Violation 
Failure to Ensure At Least One Train of Equipment Necessary to Achieve Hot Shutdown Conditions Is Free of 
Fire Damage 
The team identified a cited violation of License Condition 2.C(14), “Fire Protection,” for failure to correct a 
noncompliance. Specifically, Inspection Report 05000361;362/2007008 documented a noncompliance involving the 
failure to ensure that at least one train of safe shutdown equipment would remain free from fire damage in each fire 
area. The NRC exercised discretion not to cite this violation at that time because the licensee met the criteria described 
in Enforcement Guidance Memorandum 98-002, Revision 2, and Supplement 2 to that revision. Enforcement 
Guidance Memorandum 07-004 superseded Enforcement Guidance Memorandum 98-002 and required licensees to 
complete corrective actions for noncompliances related to post-fire operator manual actions by March 6, 2009. This 
violation is being cited due to the failure to complete corrective actions and restore compliance within the required 
time. This finding was entered into the licensee’s corrective action program as Notification NN 200940265.  
 
The failure to promptly restore adequate fire protection and/or separation of required safe shutdown systems was a 
performance deficiency. This performance deficiency was more than minor because it was associated with the 
protection against external factors (fire) attribute of the Mitigating Systems Cornerstone and adversely affected the 
cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to initiating events 
in order to prevent undesirable consequences. Because the violation involved multiple fire areas, the team could not 
evaluate this issue using Phase 2 of Inspection Manual Chapter 0609, Appendix F, and a Phase 3 significance 
determination process risk assessment was performed by a senior reactor analyst. The finding was determined to have 
very low risk significance (Green), with a delta-CDF of 3.2E-8/yr, because of a combination of the availability of long 
recovery times for feasible operator manual actions and low-probability fire damage scenarios in the nine fire areas 
with fire sources which could potentially damage cables of required safe shutdown components. This finding involved 
a cross-cutting aspect in the decision-making component in the human performance area because the licensee failed to 
make a risk-significant decision using a systematic process when considering the scheduling of corrective actions. 
Inspection Report# : 2010007 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Dec 31, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Control Work in a High Radiation Area 
The inspectors reviewed a self-revealing non-cited violation of Technical Specification 5.8.1 for the failure to control 
work in a high radiation area. On August 25, 2011, diving was performed in a high radiation area using stay time 
calculations instead of the radiation protection coverage described in the Technical Specifications. The licensee 
suspended further diving operations until interim corrective actions were put in place. The licensee placed this issue 



into their corrective action program as Nuclear Notification NN 201620253. 
The failure to adequately control work in a high radiation area was a performance deficiency. The performance 
deficiency was more than minor, and therefore a finding, because it negatively impacted the Occupational Radiation 
Safety cornerstone attribute of program and process and affected the cornerstone objective of ensuring adequate 
protection of worker health and safety from exposure to radiation, in that a worker received unplanned, unintended 
radiation dose. Using NRC Manual Chapter 0609, Appendix C, “Occupational Radiation Safety Significance 
Determination Process,” the finding was determined to be of very low safety significance because: (1) it was not 
associated with ALARA planning or work controls, (2) there was no overexposure, (3) there was no substantial 
potential for an overexposure, and (4) the ability to assess dose was not compromised. This finding has a cross-cutting 
aspect in the area of human performance related to resources. Specifically, the licensee did not have a diving 
procedure to control this evolution [H.2.(c)] (Section 2RS01) 
Inspection Report# : 2011005 (pdf)  

Public Radiation Safety 

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

Miscellaneous 
Last modified : September 12, 2012 



San Onofre 3 
3Q/2012 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 24, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Control Work Activities and Prevent RCS Perturbations 
The inspectors reviewed a self-revealing non-cited violation of Technical Specification 5.5.1.1 for the failure of 
operations personnel to follow Procedure SO23-3-1.8, “Draining the Reactor Coolant System to a Reduced Inventory 
Condition,” Revision 32, Attachment 13, “Reduced Inventory Condition RCS Perturbation Control.” Specifically, on 
February 8, 2012, operations personnel failed to document potential reactor coolant system perturbations and the 
measures, controls, and enhanced monitoring used to prevent perturbations. Consequently, work activities performed 
by heath physics personnel were not appropriately documented and controlled which resulted in a reactor coolant 
system perturbation while in reduced inventory conditions. The issue was entered into licensee’s corrective action 
program as Nuclear Notification NN 201848706.  
 
The performance deficiency is more than minor, and therefore a finding, because it was associated with the Initiating 
Events Cornerstone attribute of configuration control and affected the associated cornerstone objective to limit the 
likelihood of those events that upset plant stability and challenge critical safety functions during shutdown as well as 
power operations. Additionally, the failure to appropriately control work activities that could impact reactor coolant 
system inventory while in reduced inventory conditions, if left uncorrected, would have the potential to lead to a more 
significant safety concern. Using the Manual Chapter 0609, Appendix G, “Shutdown Operations Significance 
Determination Process,” Phase 1 guidance, a Phase 2 analysis is required because the finding increased the likelihood 
of a loss of reactor coolant system inventory during reduced inventory conditions as a result of inadequate controls 
implemented to avoid operations that could lead to perturbations in reactor coolant system level control. The finding 
was evaluated using the Phase 2 guidance in IMC 0609, Appendix G, as applied to Worksheet 2. Using the applicable 
tables and accounting for the availability of mitigating equipment, two sequences of value 8 and 9, respectively, were 
identified. This resulted in a determination of very low significance (Green). This finding has a cross-cutting aspect in 
the area of human performance associated with the work control component because health physics personnel failed to 
appropriately communicate and coordinate work activities with operations personnel to ensure there would be no 
impact to plant operations [H.3(b)](Section 1R20). 
Inspection Report# : 2012002 (pdf)  

Mitigating Systems 

Significance:  Dec 31, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Implement Required Compensatory Measures Resulted in Inoperable Condensate Storage Tank 
A self-revealing non-cited violation of Technical Specification 5.5.1.1, “Procedures,” was identified for the failure of 
operations personnel to adequately implement the appropriate compensatory measures per alarm response procedure 
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to ensure equipment was maintained as required by technical specifications. Specifically, on September 13, 2011, 
operations personnel failed to implement the compensatory measures required by alarm response Procedure SO23-15-
53.B, to maintain the safety-related condensate storage tank water level within limits required by technical 
specifications. The issue was entered into the licensee’s corrective action program as Nuclear Notification NN 
201644782.  
The performance deficiency is more than minor, and therefore a finding, because it was associated with Mitigating 
Systems Cornerstone attribute of human performance and affected the associated cornerstone objective to ensure the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. Using the Manual Chapter 0609, “Significance Determination Process,” Phase 1 Worksheets, the 
finding is determined to have very low safety significance because it was not a design or qualification deficiency 
confirmed not to result in loss of operability or functionality; did not result in a loss of system safety function; did not 
represent an actual loss of safety function of a single train for greater than its technical specification allowed outage 
time; was not an actual loss of safety function of one or more non-technical specification trains of equipment 
designated as risk significant per 10 CFR 50.65 for greater than 24 hours; and did not screen as potentially risk 
significant due to a seismic, flooding, or severe weather initiating event. This finding has a cross-cutting aspect in the 
area of human performance associated with the decision-making component because operations personnel failed to 
use a systematic process to effectively communicate and formally establish required compensatory measures to ensure 
that condensate storage tank water inventory remained within technical specification limits [H.1(a)](Section 4OA3.1)
Inspection Report# : 2011005 (pdf)  

Significance:  Dec 31, 2011 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Failure to Correct Degraded Plant Equipment Results in Ammonia Spill 
A self-revealing finding was identified for the failure to take adequate corrective actions for degraded equipment 
associated with the Unit 3 full flow condensate polishing demineralizer system. Specifically, on October 27, 2011, 
operations personnel failed to take adequate corrective actions for an unexpected rise in ammonia day tank level and 
annunciation of an ammonia day tank high level, which eventually resulted in an ammonia leak from the ammonia 
day tank on November 1, 2011, that caused areas of the turbine building to become inaccessible requiring an 
emergency declaration at the ALERT level. The issue was entered into the licensee’s corrective action program as 
Nuclear Notification NN 201713841.  
The performance deficiency is more than minor because the performance deficiency was a precursor to a significant 
event (Emergency Declaration), and is therefore a finding. Using the Manual Chapter 0609, “Significance 
Determination Process,” Phase 1 Worksheets, the finding is determined to have very low safety significance because 
the finding did not result in a loss of safety function for greater than the technical specification allowed outage time, 
and did not screen as potentially risk significant due to a seismic, flooding, or severe weather initiating event. The 
finding has a cross-cutting aspect in the area of human performance associated with resources because the licensee 
failed to provide adequate procedural guidance to operations personnel for responding to full flow condensate 
polishing demineralizer system degrading conditions [H.2(c)](Section 4OA3.2) 
Inspection Report# : 2011005 (pdf)  

Significance:  Aug 16, 2010 
Identified By: NRC 
Item Type: VIO Violation 
Failure to Ensure At Least One Train of Equipment Necessary to Achieve Hot Shutdown Conditions Is Free of 
Fire Damage 
The team identified a cited violation of License Condition 2.C(14), “Fire Protection,” for failure to correct a 
noncompliance. Specifically, Inspection Report 05000361;362/2007008 documented a noncompliance involving the 
failure to ensure that at least one train of safe shutdown equipment would remain free from fire damage in each fire 
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area. The NRC exercised discretion not to cite this violation at that time because the licensee met the criteria described 
in Enforcement Guidance Memorandum 98-002, Revision 2, and Supplement 2 to that revision. Enforcement 
Guidance Memorandum 07-004 superseded Enforcement Guidance Memorandum 98-002 and required licensees to 
complete corrective actions for noncompliances related to post-fire operator manual actions by March 6, 2009. This 
violation is being cited due to the failure to complete corrective actions and restore compliance within the required 
time. This finding was entered into the licensee’s corrective action program as Notification NN 200940265.  
 
The failure to promptly restore adequate fire protection and/or separation of required safe shutdown systems was a 
performance deficiency. This performance deficiency was more than minor because it was associated with the 
protection against external factors (fire) attribute of the Mitigating Systems Cornerstone and adversely affected the 
cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to initiating events 
in order to prevent undesirable consequences. Because the violation involved multiple fire areas, the team could not 
evaluate this issue using Phase 2 of Inspection Manual Chapter 0609, Appendix F, and a Phase 3 significance 
determination process risk assessment was performed by a senior reactor analyst. The finding was determined to have 
very low risk significance (Green), with a delta-CDF of 3.2E-8/yr, because of a combination of the availability of long 
recovery times for feasible operator manual actions and low-probability fire damage scenarios in the nine fire areas 
with fire sources which could potentially damage cables of required safe shutdown components. This finding involved 
a cross-cutting aspect in the decision-making component in the human performance area because the licensee failed to 
make a risk-significant decision using a systematic process when considering the scheduling of corrective actions. 
Inspection Report# : 2010007 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Dec 31, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Control Work in a High Radiation Area 
The inspectors reviewed a self-revealing non-cited violation of Technical Specification 5.8.1 for the failure to control 
work in a high radiation area. On August 25, 2011, diving was performed in a high radiation area using stay time 
calculations instead of the radiation protection coverage described in the Technical Specifications. The licensee 
suspended further diving operations until interim corrective actions were put in place. The licensee placed this issue 
into their corrective action program as Nuclear Notification NN 201620253.  
The failure to adequately control work in a high radiation area was a performance deficiency. The performance 
deficiency was more than minor, and therefore a finding, because it negatively impacted the Occupational Radiation 
Safety cornerstone attribute of program and process and affected the cornerstone objective of ensuring adequate 
protection of worker health and safety from exposure to radiation, in that a worker received unplanned, unintended 
radiation dose. Using NRC Manual Chapter 0609, Appendix C, “Occupational Radiation Safety Significance 
Determination Process,” the finding was determined to be of very low safety significance because: (1) it was not 
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associated with ALARA planning or work controls, (2) there was no overexposure, (3) there was no substantial 
potential for an overexposure, and (4) the ability to assess dose was not compromised. This finding has a cross-cutting 
aspect in the area of human performance related to resources. Specifically, the licensee did not have a diving 
procedure to control this evolution [H.2.(c)] (Section 2RS01) 
Inspection Report# : 2011005 (pdf)  

Public Radiation Safety 

Security 

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

Miscellaneous 

Last modified : November 30, 2012 
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San Onofre 3 
4Q/2012 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 24, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Control Work Activities and Prevent RCS Perturbations 
The inspectors reviewed a self-revealing non-cited violation of Technical Specification 5.5.1.1 for the failure of 
operations personnel to follow Procedure SO23-3-1.8, “Draining the Reactor Coolant System to a Reduced Inventory 
Condition,” Revision 32, Attachment 13, “Reduced Inventory Condition RCS Perturbation Control.” Specifically, on 
February 8, 2012, operations personnel failed to document potential reactor coolant system perturbations and the 
measures, controls, and enhanced monitoring used to prevent perturbations. Consequently, work activities performed 
by heath physics personnel were not appropriately documented and controlled which resulted in a reactor coolant 
system perturbation while in reduced inventory conditions. The issue was entered into licensee’s corrective action 
program as Nuclear Notification NN 201848706.  
 
The performance deficiency is more than minor, and therefore a finding, because it was associated with the Initiating 
Events Cornerstone attribute of configuration control and affected the associated cornerstone objective to limit the 
likelihood of those events that upset plant stability and challenge critical safety functions during shutdown as well as 
power operations. Additionally, the failure to appropriately control work activities that could impact reactor coolant 
system inventory while in reduced inventory conditions, if left uncorrected, would have the potential to lead to a more 
significant safety concern. Using the Manual Chapter 0609, Appendix G, “Shutdown Operations Significance 
Determination Process,” Phase 1 guidance, a Phase 2 analysis is required because the finding increased the likelihood 
of a loss of reactor coolant system inventory during reduced inventory conditions as a result of inadequate controls 
implemented to avoid operations that could lead to perturbations in reactor coolant system level control. The finding 
was evaluated using the Phase 2 guidance in IMC 0609, Appendix G, as applied to Worksheet 2. Using the applicable 
tables and accounting for the availability of mitigating equipment, two sequences of value 8 and 9, respectively, were 
identified. This resulted in a determination of very low significance (Green). This finding has a cross-cutting aspect in 
the area of human performance associated with the work control component because health physics personnel failed to 
appropriately communicate and coordinate work activities with operations personnel to ensure there would be no 
impact to plant operations [H.3(b)](Section 1R20). 
Inspection Report# : 2012002 (pdf)  

Mitigating Systems 

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Provide Complete and Accurate Information Regarding Auxiliary Feedwater Operation System 
Operability 
The inspectors identified a Severity Level IV noncited violation of 10 CFR 50.9, “Completeness and Accuracy of 
Information,” for the failure of the licensee to provide complete and accurate information in all material respects in 
operability and reportability review supporting documents. Specifically, on September 29, 2011, the licensee did not 
provide information that was complete and accurate in all material respects, in that Evaluation Report FAI/11-0655, 
“Evaluation of Potential Cooling of the SONGS Steam Line for the AFW Turbine,” used inaccurate information to 
inappropriately determine that the turbine-driven auxiliary feedwater pump was operable, the condition was not 
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reportable per the requirements of 10 CFR 50.73, and the compensatory measures implemented on May 5, 2011, 
could be removed. The compensatory measures were improperly removed on October 27, 2011. This violation has 
been entered into the licensee’s corrective action program as Nuclear Notification NN 202280026.  
The failure of the licensee to provide complete and accurate information related to the operability of the AFW system 
was a performance deficiency. The significance determination process is not suited to assess the significance of a 
violation of 10 CFR 50.9 because it affected the ability of the NRC to perform its regulatory oversight function and, as 
such, it was assessed using traditional enforcement. This violation was determined to be a Severity Level IV violation 
based on NRC Enforcement Policy examples provided in Section 6.9. No crosscutting aspect was assigned because 
the performance deficiency was assessed using traditional enforcement (Section 4OA3). 
Inspection Report# : 2012005 (pdf)  

Significance:  Aug 16, 2010 
Identified By: NRC 
Item Type: VIO Violation 
Failure to Ensure At Least One Train of Equipment Necessary to Achieve Hot Shutdown Conditions Is Free of 
Fire Damage 
The team identified a cited violation of License Condition 2.C(14), “Fire Protection,” for failure to correct a 
noncompliance. Specifically, Inspection Report 05000361;362/2007008 documented a noncompliance involving the 
failure to ensure that at least one train of safe shutdown equipment would remain free from fire damage in each fire 
area. The NRC exercised discretion not to cite this violation at that time because the licensee met the criteria described 
in Enforcement Guidance Memorandum 98-002, Revision 2, and Supplement 2 to that revision. Enforcement 
Guidance Memorandum 07-004 superseded Enforcement Guidance Memorandum 98-002 and required licensees to 
complete corrective actions for noncompliances related to post-fire operator manual actions by March 6, 2009. This 
violation is being cited due to the failure to complete corrective actions and restore compliance within the required 
time. This finding was entered into the licensee’s corrective action program as Notification NN 200940265.  
 
The failure to promptly restore adequate fire protection and/or separation of required safe shutdown systems was a 
performance deficiency. This performance deficiency was more than minor because it was associated with the 
protection against external factors (fire) attribute of the Mitigating Systems Cornerstone and adversely affected the 
cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to initiating events 
in order to prevent undesirable consequences. Because the violation involved multiple fire areas, the team could not 
evaluate this issue using Phase 2 of Inspection Manual Chapter 0609, Appendix F, and a Phase 3 significance 
determination process risk assessment was performed by a senior reactor analyst. The finding was determined to have 
very low risk significance (Green), with a delta-CDF of 3.2E-8/yr, because of a combination of the availability of long 
recovery times for feasible operator manual actions and low-probability fire damage scenarios in the nine fire areas 
with fire sources which could potentially damage cables of required safe shutdown components. This finding involved 
a cross-cutting aspect in the decision-making component in the human performance area because the licensee failed to 
make a risk-significant decision using a systematic process when considering the scheduling of corrective actions. 
Inspection Report# : 2010007 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Significance:  Sep 23, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Correct Drill Performance Weaknesses 
The inspectors identified a non-cited violation of 10 CFR 50.47(b)(14) for failure to correct weakness or deficiencies 
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that are identified in formal critiques of drills or exercises. The licensee did not take corrective actions for fourteen 
weaknesses in site assembly and evacuation, tracking of non-licensed operators, and provision of radiation protection 
to non-licensed operators, identified in critiques between September 2010 and June 2012. The failure to correct 
weaknesses identified in drills and exercises was a performance deficiency within the licensee’s control. This failure 
has been entered into the licensee’s corrective action program as Nuclear Notifications NNs 201974817, 201811829, 
and 201645589  
This finding is more than minor because it affected the emergency response organization cornerstone attribute. The 
finding was evaluated using the Emergency Preparedness Significance Determination Process and determined to be of 
very low safety significance because it was a failure to comply and was not a loss of planning standard function. The 
finding was not a loss of planning standard function because the weaknesess that were not corrected were not 
associated with risk significant planning standards. This finding was assigned a corrective action cross-cutting aspect 
because San Onofre did not take corrective actions for numerous drill weaknesses in a timely manner commensurate 
with their safety significance [P.1(d)] (Section 1EP5). 
Inspection Report# : 2012004 (pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Sep 23, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Update the Final Safety Analysis Report for Solid Radioactive Waste 
The inspectors identified a Severity Level IV, non-cited violation of 10 CFR 50.71, “Maintenance of Records, Making 
of Reports,” paragraph (e) which states, in part, “Each person licensed to operate a nuclear power reactor shall update 
periodically, the final safety analysis report originally submitted as part of the application for the license, to assure that 
the information included in the report contains the latest information developed.” Contrary to the above, from 1985 to 
June 2012, the licensee failed to update the Final Safety Analysis Report to assure that the information included in the 
report contains the latest information developed. Specifically, since its construction in 1985, the licensee stored a 
significant source of radioactivity in the Multi-Purpose Handling Facility (South Yard Storage Facility), but failed to 
describe the source, volume, and storage of radioactive equipment in the Final Safety Analysis Report. The licensee 
has entered this violation into their corrective action program as Nuclear Notification NN 202076593.  
The inspectors determined that the failure to update the Final Safety Analysis Report as required by 10 CFR 50.71(e), 
“Maintenance of Records, Making of Reports” is a performance deficiency. This performance deficiency was 
dispositioned using traditional enforcement because failing to update a Final Safety Analysis Report had the potential 
to adversely impact the NRC’s ability to perform its regulatory function. The performance deficiency is characterized 
as a Severity Level IV violation in accordance with the NRC Enforcement Policy, Section 6.1.d.3. Since this issue 
was dispositioned using traditional enforcement, there is no cross-cutting aspect (Section 2RS08). 
Inspection Report# : 2012004 (pdf)  

Security 
Although the Security Cornerstone is included in the Reactor Oversight Process assessment program, the Commission 
has decided that specific information related to findings and performance indicators pertaining to the Security 
Cornerstone will not be publicly available to ensure that security information is not provided to a possible adversary. 
Other than the fact that a finding or performance indicator is Green or Greater-Than-Green, security related 
information will not be displayed on the public web page. Therefore, the cover letters to security inspection reports 
may be viewed. 
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San Onofre 3 
1Q/2013 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 24, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Two Examples of Failure to Follow Procedures for Control of Corrosion Related Maintenance 
The inspectors identified a Green non-cited violation of Technical Specification 5.5.1.1 for the failure by licensee 
personnel to follow Procedure SO23-XX-30, “Nuclear Maintenance Order (NMO) Generation, Screening and 
Classification,” Revision 9 EC1, and Procedure SO23-XX-36, “Toolpouch Maintenance Program,” Revision 1 EC1. 
Specifically, prior to March 5, 2013, the licensee’s Nuclear Maintenance Order Screening Committee failed to assign 
the appropriate job type and priority to seven corrosion-related nuclear maintenance orders in accordance with 
Procedure SO23-XX-30, “Nuclear Maintenance Order (NMO) Generation, Screening and Classification,” Revision 9 
EC1. Additionally, between February 9, 2012, and February 19, 2013, the Nuclear Maintenance Order Screening 
Committee failed to ensure the required conditions were met prior to assignment of toolpouch maintenance tasks for 
four nuclear notifications in accordance with Procedure SO23-XX-36, “Toolpouch Maintenance Program,” Revision 1 
EC 1. This issue has been entered into licensee’s corrective action program as Nuclear Notifications 202346546 and 
202351959.  
The inspectors determined that the failure by the licensee’s personnel to follow Procedure SO23-XX-30, “Nuclear 
Maintenance Order (NMO) Generation, Screening and Classification,” to assign the appropriate job types and priority 
for corrosion-related nuclear maintenance orders, and the failure to follow Procedure SO23-XX-36, “Toolpouch 
Maintenance Program,” for the conduct of toolpouch maintenance were performance deficiencies. These performance 
deficiencies were more than minor, and therefore a finding, because they were associated with the Initiating Events 
Cornerstone attribute of equipment performance and adversely affected the associated cornerstone objective to limit 
the likelihood of events that upset plant stability and challenge critical safety functions during shutdown as well as 
power operations. The inspectors determined that Manual Chapter 0609, Appendix G, “Shutdown Operations 
Significance Determination Process,” was appropriate based on the plant conditions present when most of the 
examples of this performance deficiency occurred. The finding did not require a quantitative assessment because 
adequate mitigating equipment remained available and the finding did not constitute a loss of control, as defined in 
Appendix G. Therefore, the finding screened as having very low safety significance (Green). This finding had a 
crosscutting aspect in the area of human performance, decision-making component, because the Nuclear Maintenance 
Order Screening Committee failed to use conservative assumptions in decision making when assigning innappropriate 
job types and tool pouch maintenance tasks for nuclear notifications. [H.1(b)] (Section 4OA5) 
Inspection Report# : 2013002 (pdf)  

Significance:  Mar 24, 2013 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Follow Procedure for Plant Preservation Rust Grading 
The inspectors identified a Green finding for failure to follow the requirements of the Plant Preservation Rust Grading 
and Budget Preparation Guide. Specifically, prior to February 28, 2013, licensee personnel failed to initiate nuclear 
notifications for plant areas that received a rust grade of 4 or higher. This issue has been entered into the licensee’s 
corrective action program as Nuclear Notification NN 202341172. 
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The inspectors determined that the failure to initiate nuclear notifications for the areas assigned a rust grade of 4 as 
required by the Plant Preservation Rust Grading and Budget Preparation Guide was a performance deficiency. The 
performance deficiency was more than minor, and therefore a finding, because it was associated with the Initiating 
Events Cornerstone attribute of equipment performance and adversely affected the associated cornerstone objective to 
limit the likelihood of events that upset plant stability and challenge critical safety functions during shutdown as well 
as power operations. The inspectors determined that Manual Chapter 0609, Appendix G, “Shutdown Operations 
Significance Determination Process,” was appropriate based on the plant conditions present when most of the 
examples of this performance deficiency occurred. The finding did not require a quantitative assessment because 
adequate mitigating equipment remained available and the finding did not constitute a loss of control, as defined in 
Appendix G. Therefore, the finding screened as having very low safety significance (Green). This finding has a cross-
cutting aspect in the area of problem identification and resolution, corrective action program component, because the 
licensee failed to implement a corrective action program with a low threshold for identifying issues. [P.1(a)] (Section 
4OA5) 
Inspection Report# : 2013002 (pdf)  

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Trip/Transient and Event Review Procedure 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion V, “Instructions, Procedures and 
Drawings,” because Operations Procedure SO123-0-A8, "Trip/Transient and Event Review," Revision 5, was not 
adequate in that it did not define what unplanned reactor trip meant, and the operators did not complete the procedure 
as required. In response, the licensee revised the procedure to describe unplanned reactor trips as explained in industry 
guidance. This issue was entered into the licensee’s corrective action program as Nuclear Notifications NN 
201915602 and NN 202161665.  
 
This finding is more than minor because if left uncorrected the performance deficiency could be viewed as a precursor 
to a significant event. Using Inspection Manual Chapter 0609.04, “Phase 1 – Initial Screening and Characterization of 
Findings,” and Inspection Manual Chapter 0609, Appendix A, “The Significance Determination Process (SDP) for 
Findings At-Power,” the inspectors determined the finding to be of very low safety significance because a reactor trip 
was initiated with no loss of mitigating equipment or other associated initiators. This finding does not have a cross-
cutting aspect because the associated procedure change occurred in 2003 and was not representative of current 
performance. (Section 4OA5.1) 
Inspection Report# : 2012010 (pdf)  

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Comply with Requirements for Handling, Storage, and Shipping 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XIII, "Handling, Storage, and 
Shipping," involving the licensee’s failure to take appropriate measures to control preservation of safety-related 
equipment during shipping, specifically the protective environment provided for the Unit 3 steam replacement 
generators was not appropriately specified or monitored. The licensee conducted an analysis of the shipping 
environment and determined no detrimental impact occurred. This issue was entered into the licensee’s corrective 
action program as Nuclear Notifications NN 202160749, NN 201960027, and NN 20191118.  
 
The finding is more than minor because it is associated with initiating events cornerstone attribute of equipment 
performance and affected the associated cornerstone objective to limit the likelihood of those events that upset plant 
stability and challenge critical safety functions during shutdown as well as power operations. Using Inspection 
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Manual Chapter 0609.04, “Phase 1 – Initial Screening and Characterization of Findings,” and Inspection Manual 
Chapter 0609, Appendix A, “The Significance Determination Process (SDP) for Findings At-Power,” the inspectors 
determined the finding to be of very low safety significance because it did not result in exceeding the reactor coolant 
system leak rate for a small loss of coolant accident or result in a total loss of systems used to mitigate a loss of 
coolant accident. This finding does not have a cross-cutting aspect because the associated performance deficiency was 
not representative of current performance. (Section 4OA5.4) 
Inspection Report# : 2012010 (pdf)  

Mitigating Systems 

Significance:  Mar 24, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Completely Inspect and Maintain PMF Berm 
The inspectors identified a Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings,” for failure to accomplish activities in accordance with procedures. Specifically, prior to 
March 4, 2013, the licensee failed to accomplish inspections and maintenance of the downstream face of the probable 
maximum flood berm in accordance with Attachments 1 and 3 of Procedure SO123-XVIII-35, “Inspection and 
Maintenance of Seawall, Offsite Probable Maximum Flood Berm and Channel, and Related Drainage Facilities.” 
These issues have been entered into the licensee’s corrective action program as Nuclear Notifications NN 202346674, 
NN 202354058, and NN 202359197.  
The inspectors determined that the licensee’s failure to accomplish inspections and maintenance in accordance with 
Procedure SO123-XVIII-35, “Inspection and Maintenance of Seawall, Offsite Probable Maximum Flood Berm and 
Channel, and Related Drainage Facilities,” was a performance deficiency. The performance deficiency was more than 
minor, and therefore a finding, because, if left uncorrected, the performance deficiency would have the potential to 
lead to a more significant safety concern. Specifically, the licensee routinely failed to maintain and inspect the 
downstream face of the berm for vegetation overgrowth, structural integrity, and animal burrows, resulting in 
identified degradation conditions during subsequent inspections. Using NRC Inspection Manual Chapter 0609, 
Attachment 4, “Initial Characterization of Findings,” the finding screened as potentially risk important, affecting the 
Mitigating Systems cornerstone attribute for external events mitigating systems, because the finding resulted in the 
degradation of equipment and functions specifically designed to mitigate a flooding initiating event. Therefore, a 
Region IV senior reactor analyst performed a detailed risk evaluation using NRC Inspection Manual Chapter 0609, 
Appendix M, “Significance Determination Process Using Qualitative Criteria.” Based on the inspector’s observation 
of the condition of the berm, the senior reactor analyst determined that eventhough the berm was degraded, it 
remained functional. Since the probable maximum flood berm remained functional, there was no quantifiable change 
to the core damage frequency or the large early release frequency. Therefore, the finding was of very low safety 
significance (Green). This finding had a crosscutting aspect in the area of human performance, resources component, 
because the licensee did not ensure personnel were available and adequate to assure nuclear safety. [H.2(b)] (Section 
1R01) 
Inspection Report# : 2013002 (pdf)  

Significance:  Mar 24, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Screen Nuclear Notifications Results in Missed Operability Determinations and 
Functionality Assessments 
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The inspectors identified a Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings,” for the failure by operations personnel to implement procedures associated with 
evaluating the impact of degraded or non-conforming conditions on the operability of equipment required by technical 
specifications. Specifically, between December 2010 and February 2013, the inspectors identified fourteen examples 
where operations personnel failed to follow Procedure SO123-XV-50.CAP-2, “SONGS Nuclear Notification 
Screening,” Attachment 3, step 6.2.9, resulting in the failure to complete the immediate operability determination or 
the immediate functionality assessment as required. This issue has been entered into licensee’s corrective action 
program as Nuclear Notification NN 202337603.  
The inspectors determined that the failure of operations personnel to follow Procedure SO123-XV-50.CAP-2, 
“SONGS Nuclear Notification Screening,” for screening nuclear notifications was performance deficiency. The 
performance deficiency was more than minor, and therefore a finding, because it is associated with the Mitigating 
Systems Cornerstone attribute for equipment performance and adversely affected the cornerstone objective of 
ensuring the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. Specifically, the inspectors determined that this was a significant programmatic deficiency that would 
lead to worse errors, if left uncorrected. The inspectors determined that Manual Chapter 0609, Appendix G, 
“Shutdown Operations Significance Determination Process,” was appropriate based on the plant conditions present 
when most of the examples of this performance deficiency occurred. The finding did not require a quantitative 
assessment because adequate mitigating equipment remained available and the finding did not constitute a loss of 
control, as defined in Appendix G. Therefore, the finding screened as having very low safety significance (Green). 
This finding had a cross-cutting aspect in the area of human performance, decision-making component, because 
operations personnel failed to make decisions demonstrating that nuclear safety was an overriding priority. [H.1(b)] 
(Section 1R15) 
Inspection Report# : 2013002 (pdf)  

Significance:  Mar 24, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Write Nuclear Notifications for Degraded or Non-Conforming Conditions 
The inspectors identified a Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings,” for the failure of licensee to implement procedures associated with entry of degraded or 
non-conforming issues into the corrective action program. Specifically, the NRC staff identified seven examples of 
problems that were not documented in a nuclear notification until prompted by NRC many days or years after they 
were known to the licensee between June 2009 and January 2013. This issue has been entered into licensee’s 
corrective action program as Nuclear Notification NN 202364842.  
The inspectors determined that the failure by licensee personnel to write nuclear notifications in accordance with 
Procedure SO123-XV-50.CAP-1 was a performance deficiency. The performance deficiency was more than minor, 
and therefore a finding, because it was associated with the Mitigating Systems Cornerstone attribute for equipment 
performance and adversely affected the cornerstone objective of ensuring the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. The inspectors determined that Manual 
Chapter 0609, Appendix G, “Shutdown Operations Significance Determination Process,” was appropriate based on 
the plant conditions present when most of the examples of this performance deficiency occurred. The finding did not 
require a quantitative assessment because adequate mitigating equipment remained available and the finding did not 
constitute a loss of control, as defined in Appendix G. Therefore, the finding screened as having very low safety 
significance (Green). This finding had a cross-cutting aspect in the area of problem identification and resolution, 
corrective action program component, because the licensee failed to implement a corrective action program with a low 
threshold for identifying issues. [P.1(a)] (Section 4OA2) 
Inspection Report# : 2013002 (pdf)  

Significance:  Dec 31, 2012 
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Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Provide Complete and Accurate Information Regarding Auxiliary Feedwater Operation System 
Operability 
The inspectors identified a Severity Level IV noncited violation of 10 CFR 50.9, “Completeness and Accuracy of 
Information,” for the failure of the licensee to provide complete and accurate information in all material respects in 
operability and reportability review supporting documents. Specifically, on September 29, 2011, the licensee did not 
provide information that was complete and accurate in all material respects, in that Evaluation Report FAI/11-0655, 
“Evaluation of Potential Cooling of the SONGS Steam Line for the AFW Turbine,” used inaccurate information to 
inappropriately determine that the turbine-driven auxiliary feedwater pump was operable, the condition was not 
reportable per the requirements of 10 CFR 50.73, and the compensatory measures implemented on May 5, 2011, 
could be removed. The compensatory measures were improperly removed on October 27, 2011. This violation has 
been entered into the licensee’s corrective action program as Nuclear Notification NN 202280026.  
The failure of the licensee to provide complete and accurate information related to the operability of the AFW system 
was a performance deficiency. The significance determination process is not suited to assess the significance of a 
violation of 10 CFR 50.9 because it affected the ability of the NRC to perform its regulatory oversight function and, as 
such, it was assessed using traditional enforcement. This violation was determined to be a Severity Level IV violation 
based on NRC Enforcement Policy examples provided in Section 6.9. No crosscutting aspect was assigned because 
the performance deficiency was assessed using traditional enforcement (Section 4OA3). 
Inspection Report# : 2012005 (pdf)  

Significance:  Aug 16, 2010 
Identified By: NRC 
Item Type: VIO Violation 
Failure to Ensure At Least One Train of Equipment Necessary to Achieve Hot Shutdown Conditions Is Free of 
Fire Damage 
The team identified a cited violation of License Condition 2.C(14), “Fire Protection,” for failure to correct a 
noncompliance. Specifically, Inspection Report 05000361;362/2007008 documented a noncompliance involving the 
failure to ensure that at least one train of safe shutdown equipment would remain free from fire damage in each fire 
area. The NRC exercised discretion not to cite this violation at that time because the licensee met the criteria described 
in Enforcement Guidance Memorandum 98-002, Revision 2, and Supplement 2 to that revision. Enforcement 
Guidance Memorandum 07-004 superseded Enforcement Guidance Memorandum 98-002 and required licensees to 
complete corrective actions for noncompliances related to post-fire operator manual actions by March 6, 2009. This 
violation is being cited due to the failure to complete corrective actions and restore compliance within the required 
time. This finding was entered into the licensee’s corrective action program as Notification NN 200940265.  
 
The failure to promptly restore adequate fire protection and/or separation of required safe shutdown systems was a 
performance deficiency. This performance deficiency was more than minor because it was associated with the 
protection against external factors (fire) attribute of the Mitigating Systems Cornerstone and adversely affected the 
cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to initiating events 
in order to prevent undesirable consequences. Because the violation involved multiple fire areas, the team could not 
evaluate this issue using Phase 2 of Inspection Manual Chapter 0609, Appendix F, and a Phase 3 significance 
determination process risk assessment was performed by a senior reactor analyst. The finding was determined to have 
very low risk significance (Green), with a delta-CDF of 3.2E-8/yr, because of a combination of the availability of long 
recovery times for feasible operator manual actions and low-probability fire damage scenarios in the nine fire areas 
with fire sources which could potentially damage cables of required safe shutdown components. This finding involved 
a cross-cutting aspect in the decision-making component in the human performance area because the licensee failed to 
make a risk-significant decision using a systematic process when considering the scheduling of corrective actions. 
Inspection Report# : 2010007 (pdf)  
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Barrier Integrity 

Emergency Preparedness 

Significance:  Sep 23, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Correct Drill Performance Weaknesses 
The inspectors identified a non-cited violation of 10 CFR 50.47(b)(14) for failure to correct weakness or deficiencies 
that are identified in formal critiques of drills or exercises. The licensee did not take corrective actions for fourteen 
weaknesses in site assembly and evacuation, tracking of non-licensed operators, and provision of radiation protection 
to non-licensed operators, identified in critiques between September 2010 and June 2012. The failure to correct 
weaknesses identified in drills and exercises was a performance deficiency within the licensee’s control. This failure 
has been entered into the licensee’s corrective action program as Nuclear Notifications NNs 201974817, 201811829, 
and 201645589  
This finding is more than minor because it affected the emergency response organization cornerstone attribute. The 
finding was evaluated using the Emergency Preparedness Significance Determination Process and determined to be of 
very low safety significance because it was a failure to comply and was not a loss of planning standard function. The 
finding was not a loss of planning standard function because the weaknesess that were not corrected were not 
associated with risk significant planning standards. This finding was assigned a corrective action cross-cutting aspect 
because San Onofre did not take corrective actions for numerous drill weaknesses in a timely manner commensurate 
with their safety significance [P.1(d)] (Section 1EP5). 
Inspection Report# : 2012004 (pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Sep 23, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Update the Final Safety Analysis Report for Solid Radioactive Waste 
The inspectors identified a Severity Level IV, non-cited violation of 10 CFR 50.71, “Maintenance of Records, Making 
of Reports,” paragraph (e) which states, in part, “Each person licensed to operate a nuclear power reactor shall update 
periodically, the final safety analysis report originally submitted as part of the application for the license, to assure that 
the information included in the report contains the latest information developed.” Contrary to the above, from 1985 to 
June 2012, the licensee failed to update the Final Safety Analysis Report to assure that the information included in the 
report contains the latest information developed. Specifically, since its construction in 1985, the licensee stored a 
significant source of radioactivity in the Multi-Purpose Handling Facility (South Yard Storage Facility), but failed to 
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describe the source, volume, and storage of radioactive equipment in the Final Safety Analysis Report. The licensee 
has entered this violation into their corrective action program as Nuclear Notification NN 202076593.  
The inspectors determined that the failure to update the Final Safety Analysis Report as required by 10 CFR 50.71(e), 
“Maintenance of Records, Making of Reports” is a performance deficiency. This performance deficiency was 
dispositioned using traditional enforcement because failing to update a Final Safety Analysis Report had the potential 
to adversely impact the NRC’s ability to perform its regulatory function. The performance deficiency is characterized 
as a Severity Level IV violation in accordance with the NRC Enforcement Policy, Section 6.1.d.3. Since this issue 
was dispositioned using traditional enforcement, there is no cross-cutting aspect (Section 2RS08). 
Inspection Report# : 2012004 (pdf)  

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

Miscellaneous 
Last modified : June 04, 2013 
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San Onofre 3 
2Q/2013 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 24, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Two Examples of Failure to Follow Procedures for Control of Corrosion Related Maintenance 
The inspectors identified a Green non-cited violation of Technical Specification 5.5.1.1 for the failure by licensee 
personnel to follow Procedure SO23-XX-30, “Nuclear Maintenance Order (NMO) Generation, Screening and 
Classification,” Revision 9 EC1, and Procedure SO23-XX-36, “Toolpouch Maintenance Program,” Revision 1 EC1. 
Specifically, prior to March 5, 2013, the licensee’s Nuclear Maintenance Order Screening Committee failed to assign 
the appropriate job type and priority to seven corrosion-related nuclear maintenance orders in accordance with 
Procedure SO23-XX-30, “Nuclear Maintenance Order (NMO) Generation, Screening and Classification,” Revision 9 
EC1. Additionally, between February 9, 2012, and February 19, 2013, the Nuclear Maintenance Order Screening 
Committee failed to ensure the required conditions were met prior to assignment of toolpouch maintenance tasks for 
four nuclear notifications in accordance with Procedure SO23-XX-36, “Toolpouch Maintenance Program,” Revision 1 
EC 1. This issue has been entered into licensee’s corrective action program as Nuclear Notifications 202346546 and 
202351959.  
The inspectors determined that the failure by the licensee’s personnel to follow Procedure SO23-XX-30, “Nuclear 
Maintenance Order (NMO) Generation, Screening and Classification,” to assign the appropriate job types and priority 
for corrosion-related nuclear maintenance orders, and the failure to follow Procedure SO23-XX-36, “Toolpouch 
Maintenance Program,” for the conduct of toolpouch maintenance were performance deficiencies. These performance 
deficiencies were more than minor, and therefore a finding, because they were associated with the Initiating Events 
Cornerstone attribute of equipment performance and adversely affected the associated cornerstone objective to limit 
the likelihood of events that upset plant stability and challenge critical safety functions during shutdown as well as 
power operations. The inspectors determined that Manual Chapter 0609, Appendix G, “Shutdown Operations 
Significance Determination Process,” was appropriate based on the plant conditions present when most of the 
examples of this performance deficiency occurred. The finding did not require a quantitative assessment because 
adequate mitigating equipment remained available and the finding did not constitute a loss of control, as defined in 
Appendix G. Therefore, the finding screened as having very low safety significance (Green). This finding had a 
crosscutting aspect in the area of human performance, decision-making component, because the Nuclear Maintenance 
Order Screening Committee failed to use conservative assumptions in decision making when assigning innappropriate 
job types and tool pouch maintenance tasks for nuclear notifications. [H.1(b)] (Section 4OA5) 
Inspection Report# : 2013002 (pdf)  

Significance:  Mar 24, 2013 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Follow Procedure for Plant Preservation Rust Grading 
The inspectors identified a Green finding for failure to follow the requirements of the Plant Preservation Rust Grading 
and Budget Preparation Guide. Specifically, prior to February 28, 2013, licensee personnel failed to initiate nuclear 
notifications for plant areas that received a rust grade of 4 or higher. This issue has been entered into the licensee’s 
corrective action program as Nuclear Notification NN 202341172. 
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The inspectors determined that the failure to initiate nuclear notifications for the areas assigned a rust grade of 4 as 
required by the Plant Preservation Rust Grading and Budget Preparation Guide was a performance deficiency. The 
performance deficiency was more than minor, and therefore a finding, because it was associated with the Initiating 
Events Cornerstone attribute of equipment performance and adversely affected the associated cornerstone objective to 
limit the likelihood of events that upset plant stability and challenge critical safety functions during shutdown as well 
as power operations. The inspectors determined that Manual Chapter 0609, Appendix G, “Shutdown Operations 
Significance Determination Process,” was appropriate based on the plant conditions present when most of the 
examples of this performance deficiency occurred. The finding did not require a quantitative assessment because 
adequate mitigating equipment remained available and the finding did not constitute a loss of control, as defined in 
Appendix G. Therefore, the finding screened as having very low safety significance (Green). This finding has a cross-
cutting aspect in the area of problem identification and resolution, corrective action program component, because the 
licensee failed to implement a corrective action program with a low threshold for identifying issues. [P.1(a)] (Section 
4OA5) 
Inspection Report# : 2013002 (pdf)  

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Trip/Transient and Event Review Procedure 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion V, “Instructions, Procedures and 
Drawings,” because Operations Procedure SO123-0-A8, "Trip/Transient and Event Review," Revision 5, was not 
adequate in that it did not define what unplanned reactor trip meant, and the operators did not complete the procedure 
as required. In response, the licensee revised the procedure to describe unplanned reactor trips as explained in industry 
guidance. This issue was entered into the licensee’s corrective action program as Nuclear Notifications NN 
201915602 and NN 202161665.  
 
This finding is more than minor because if left uncorrected the performance deficiency could be viewed as a precursor 
to a significant event. Using Inspection Manual Chapter 0609.04, “Phase 1 – Initial Screening and Characterization of 
Findings,” and Inspection Manual Chapter 0609, Appendix A, “The Significance Determination Process (SDP) for 
Findings At-Power,” the inspectors determined the finding to be of very low safety significance because a reactor trip 
was initiated with no loss of mitigating equipment or other associated initiators. This finding does not have a cross-
cutting aspect because the associated procedure change occurred in 2003 and was not representative of current 
performance. (Section 4OA5.1) 
Inspection Report# : 2012010 (pdf)  

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Comply with Requirements for Handling, Storage, and Shipping 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XIII, "Handling, Storage, and 
Shipping," involving the licensee’s failure to take appropriate measures to control preservation of safety-related 
equipment during shipping, specifically the protective environment provided for the Unit 3 steam replacement 
generators was not appropriately specified or monitored. The licensee conducted an analysis of the shipping 
environment and determined no detrimental impact occurred. This issue was entered into the licensee’s corrective 
action program as Nuclear Notifications NN 202160749, NN 201960027, and NN 20191118.  
 
The finding is more than minor because it is associated with initiating events cornerstone attribute of equipment 
performance and affected the associated cornerstone objective to limit the likelihood of those events that upset plant 
stability and challenge critical safety functions during shutdown as well as power operations. Using Inspection 
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Manual Chapter 0609.04, “Phase 1 – Initial Screening and Characterization of Findings,” and Inspection Manual 
Chapter 0609, Appendix A, “The Significance Determination Process (SDP) for Findings At-Power,” the inspectors 
determined the finding to be of very low safety significance because it did not result in exceeding the reactor coolant 
system leak rate for a small loss of coolant accident or result in a total loss of systems used to mitigate a loss of 
coolant accident. This finding does not have a cross-cutting aspect because the associated performance deficiency was 
not representative of current performance. (Section 4OA5.4) 
Inspection Report# : 2012010 (pdf)  

Mitigating Systems 

Significance:  Jun 23, 2013 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Properly Scope All the Pertinent External Flood Protection Features into the Walkdown List in 
Accordance with Industry Guidance NEI 12-07 
The inspectors identified one finding of very low safety significance for the licensee’s failure to follow procedures 
regarding the Fukushima event response for flood protection to comply with NRC endorsed NEI 12-07, “Guidelines 
for Performing Walkdowns of Plant Flood Protection Features.” Specifically, the licensee failed to perform an 
evaluation of the aggregate effect on a failure on the five locations of inaccessible waterstops included in the flooding 
walkdown scope; failed to evaluate the conduits beneath the grating of the diesel generator building for inclusion in 
the walkdown scope; and failed to establish adequate procedures that included accurate assessment of the Available 
Physical Margin of flooding protection features included in the flooding walkdown scope. This finding was entered 
into the licensee’s corrective action program as Nuclear Notifications NN 202367435, NN 202369978, and NN 
202375161.  
The performance deficiency is greater than minor, and therefore a finding, because it is associated with the Mitigating 
Systems Cornerstone attribute of Protection Against External Factors (Flood Hazard) and it adversely affects the 
associated 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 could be evaluated 
using the significance determination process in accordance with IMC 0609, “Significance Determination Process,” 
and conducted a Phase 1 characterization and initial screening. Phase 1 initial screening determined that IMC 0609 
Appendix A, Exhibit 2, “Mitigating Systems Screening Questions,” should be used. Because the finding did not 
involve the loss or degradation of equipment or function specifically designed to mitigate a seismic, flooding, or 
severe weather initiating event (e.g., seismic snubbers, flooding barriers, tornado doors), the finding screened as 
Green. The finding has a cross-cutting aspect in the area of human performance, associated with the decision-making 
component, because the licensee did not verify the validity of the underlying assumptions and identify possible 
unintended consequences. 
Inspection Report# : 2013003 (pdf)  

Significance:  Mar 24, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Completely Inspect and Maintain PMF Berm 
The inspectors identified a Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings,” for failure to accomplish activities in accordance with procedures. Specifically, prior to 
March 4, 2013, the licensee failed to accomplish inspections and maintenance of the downstream face of the probable 
maximum flood berm in accordance with Attachments 1 and 3 of Procedure SO123-XVIII-35, “Inspection and 
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Maintenance of Seawall, Offsite Probable Maximum Flood Berm and Channel, and Related Drainage Facilities.”
These issues have been entered into the licensee’s corrective action program as Nuclear Notifications NN 202346674, 
NN 202354058, and NN 202359197.  
The inspectors determined that the licensee’s failure to accomplish inspections and maintenance in accordance with 
Procedure SO123-XVIII-35, “Inspection and Maintenance of Seawall, Offsite Probable Maximum Flood Berm and 
Channel, and Related Drainage Facilities,” was a performance deficiency. The performance deficiency was more than 
minor, and therefore a finding, because, if left uncorrected, the performance deficiency would have the potential to 
lead to a more significant safety concern. Specifically, the licensee routinely failed to maintain and inspect the 
downstream face of the berm for vegetation overgrowth, structural integrity, and animal burrows, resulting in 
identified degradation conditions during subsequent inspections. Using NRC Inspection Manual Chapter 0609, 
Attachment 4, “Initial Characterization of Findings,” the finding screened as potentially risk important, affecting the 
Mitigating Systems cornerstone attribute for external events mitigating systems, because the finding resulted in the 
degradation of equipment and functions specifically designed to mitigate a flooding initiating event. Therefore, a 
Region IV senior reactor analyst performed a detailed risk evaluation using NRC Inspection Manual Chapter 0609, 
Appendix M, “Significance Determination Process Using Qualitative Criteria.” Based on the inspector’s observation 
of the condition of the berm, the senior reactor analyst determined that eventhough the berm was degraded, it 
remained functional. Since the probable maximum flood berm remained functional, there was no quantifiable change 
to the core damage frequency or the large early release frequency. Therefore, the finding was of very low safety 
significance (Green). This finding had a crosscutting aspect in the area of human performance, resources component, 
because the licensee did not ensure personnel were available and adequate to assure nuclear safety. [H.2(b)] (Section 
1R01) 
Inspection Report# : 2013002 (pdf)  

Significance:  Mar 24, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Screen Nuclear Notifications Results in Missed Operability Determinations and 
Functionality Assessments 
The inspectors identified a Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings,” for the failure by operations personnel to implement procedures associated with 
evaluating the impact of degraded or non-conforming conditions on the operability of equipment required by technical 
specifications. Specifically, between December 2010 and February 2013, the inspectors identified fourteen examples 
where operations personnel failed to follow Procedure SO123-XV-50.CAP-2, “SONGS Nuclear Notification 
Screening,” Attachment 3, step 6.2.9, resulting in the failure to complete the immediate operability determination or 
the immediate functionality assessment as required. This issue has been entered into licensee’s corrective action 
program as Nuclear Notification NN 202337603.  
The inspectors determined that the failure of operations personnel to follow Procedure SO123-XV-50.CAP-2, 
“SONGS Nuclear Notification Screening,” for screening nuclear notifications was performance deficiency. The 
performance deficiency was more than minor, and therefore a finding, because it is associated with the Mitigating 
Systems Cornerstone attribute for equipment performance and adversely affected the cornerstone objective of 
ensuring the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. Specifically, the inspectors determined that this was a significant programmatic deficiency that would 
lead to worse errors, if left uncorrected. The inspectors determined that Manual Chapter 0609, Appendix G, 
“Shutdown Operations Significance Determination Process,” was appropriate based on the plant conditions present 
when most of the examples of this performance deficiency occurred. The finding did not require a quantitative 
assessment because adequate mitigating equipment remained available and the finding did not constitute a loss of 
control, as defined in Appendix G. Therefore, the finding screened as having very low safety significance (Green). 
This finding had a cross-cutting aspect in the area of human performance, decision-making component, because 
operations personnel failed to make decisions demonstrating that nuclear safety was an overriding priority. [H.1(b)] 
(Section 1R15) 
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Inspection Report# : 2013002 (pdf)  

Significance:  Mar 24, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Write Nuclear Notifications for Degraded or Non-Conforming Conditions 
The inspectors identified a Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings,” for the failure of licensee to implement procedures associated with entry of degraded or 
non-conforming issues into the corrective action program. Specifically, the NRC staff identified seven examples of 
problems that were not documented in a nuclear notification until prompted by NRC many days or years after they 
were known to the licensee between June 2009 and January 2013. This issue has been entered into licensee’s 
corrective action program as Nuclear Notification NN 202364842.  
The inspectors determined that the failure by licensee personnel to write nuclear notifications in accordance with 
Procedure SO123-XV-50.CAP-1 was a performance deficiency. The performance deficiency was more than minor, 
and therefore a finding, because it was associated with the Mitigating Systems Cornerstone attribute for equipment 
performance and adversely affected the cornerstone objective of ensuring the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. The inspectors determined that Manual 
Chapter 0609, Appendix G, “Shutdown Operations Significance Determination Process,” was appropriate based on 
the plant conditions present when most of the examples of this performance deficiency occurred. The finding did not 
require a quantitative assessment because adequate mitigating equipment remained available and the finding did not 
constitute a loss of control, as defined in Appendix G. Therefore, the finding screened as having very low safety 
significance (Green). This finding had a cross-cutting aspect in the area of problem identification and resolution, 
corrective action program component, because the licensee failed to implement a corrective action program with a low 
threshold for identifying issues. [P.1(a)] (Section 4OA2) 
Inspection Report# : 2013002 (pdf)  

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Provide Complete and Accurate Information Regarding Auxiliary Feedwater Operation System 
Operability 
The inspectors identified a Severity Level IV noncited violation of 10 CFR 50.9, “Completeness and Accuracy of 
Information,” for the failure of the licensee to provide complete and accurate information in all material respects in 
operability and reportability review supporting documents. Specifically, on September 29, 2011, the licensee did not 
provide information that was complete and accurate in all material respects, in that Evaluation Report FAI/11-0655, 
“Evaluation of Potential Cooling of the SONGS Steam Line for the AFW Turbine,” used inaccurate information to 
inappropriately determine that the turbine-driven auxiliary feedwater pump was operable, the condition was not 
reportable per the requirements of 10 CFR 50.73, and the compensatory measures implemented on May 5, 2011, 
could be removed. The compensatory measures were improperly removed on October 27, 2011. This violation has 
been entered into the licensee’s corrective action program as Nuclear Notification NN 202280026.  
The failure of the licensee to provide complete and accurate information related to the operability of the AFW system 
was a performance deficiency. The significance determination process is not suited to assess the significance of a 
violation of 10 CFR 50.9 because it affected the ability of the NRC to perform its regulatory oversight function and, as 
such, it was assessed using traditional enforcement. This violation was determined to be a Severity Level IV violation 
based on NRC Enforcement Policy examples provided in Section 6.9. No crosscutting aspect was assigned because 
the performance deficiency was assessed using traditional enforcement (Section 4OA3). 
Inspection Report# : 2012005 (pdf)  
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Significance:  Aug 16, 2010 
Identified By: NRC 
Item Type: VIO Violation 
Failure to Ensure At Least One Train of Equipment Necessary to Achieve Hot Shutdown Conditions Is Free of 
Fire Damage 
The team identified a cited violation of License Condition 2.C(14), “Fire Protection,” for failure to correct a 
noncompliance. Specifically, Inspection Report 05000361;362/2007008 documented a noncompliance involving the 
failure to ensure that at least one train of safe shutdown equipment would remain free from fire damage in each fire 
area. The NRC exercised discretion not to cite this violation at that time because the licensee met the criteria described 
in Enforcement Guidance Memorandum 98-002, Revision 2, and Supplement 2 to that revision. Enforcement 
Guidance Memorandum 07-004 superseded Enforcement Guidance Memorandum 98-002 and required licensees to 
complete corrective actions for noncompliances related to post-fire operator manual actions by March 6, 2009. This 
violation is being cited due to the failure to complete corrective actions and restore compliance within the required 
time. This finding was entered into the licensee’s corrective action program as Notification NN 200940265.  
 
The failure to promptly restore adequate fire protection and/or separation of required safe shutdown systems was a 
performance deficiency. This performance deficiency was more than minor because it was associated with the 
protection against external factors (fire) attribute of the Mitigating Systems Cornerstone and adversely affected the 
cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to initiating events 
in order to prevent undesirable consequences. Because the violation involved multiple fire areas, the team could not 
evaluate this issue using Phase 2 of Inspection Manual Chapter 0609, Appendix F, and a Phase 3 significance 
determination process risk assessment was performed by a senior reactor analyst. The finding was determined to have 
very low risk significance (Green), with a delta-CDF of 3.2E-8/yr, because of a combination of the availability of long 
recovery times for feasible operator manual actions and low-probability fire damage scenarios in the nine fire areas 
with fire sources which could potentially damage cables of required safe shutdown components. This finding involved 
a cross-cutting aspect in the decision-making component in the human performance area because the licensee failed to 
make a risk-significant decision using a systematic process when considering the scheduling of corrective actions. 
Inspection Report# : 2010007 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Significance:  Sep 23, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Correct Drill Performance Weaknesses 
The inspectors identified a non-cited violation of 10 CFR 50.47(b)(14) for failure to correct weakness or deficiencies 
that are identified in formal critiques of drills or exercises. The licensee did not take corrective actions for fourteen 
weaknesses in site assembly and evacuation, tracking of non-licensed operators, and provision of radiation protection 
to non-licensed operators, identified in critiques between September 2010 and June 2012. The failure to correct 
weaknesses identified in drills and exercises was a performance deficiency within the licensee’s control. This failure 
has been entered into the licensee’s corrective action program as Nuclear Notifications NNs 201974817, 201811829, 
and 201645589  
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This finding is more than minor because it affected the emergency response organization cornerstone attribute. The 
finding was evaluated using the Emergency Preparedness Significance Determination Process and determined to be of 
very low safety significance because it was a failure to comply and was not a loss of planning standard function. The 
finding was not a loss of planning standard function because the weaknesess that were not corrected were not 
associated with risk significant planning standards. This finding was assigned a corrective action cross-cutting aspect 
because San Onofre did not take corrective actions for numerous drill weaknesses in a timely manner commensurate 
with their safety significance [P.1(d)] (Section 1EP5). 
Inspection Report# : 2012004 (pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Sep 23, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Update the Final Safety Analysis Report for Solid Radioactive Waste 
The inspectors identified a Severity Level IV, non-cited violation of 10 CFR 50.71, “Maintenance of Records, Making 
of Reports,” paragraph (e) which states, in part, “Each person licensed to operate a nuclear power reactor shall update 
periodically, the final safety analysis report originally submitted as part of the application for the license, to assure that 
the information included in the report contains the latest information developed.” Contrary to the above, from 1985 to 
June 2012, the licensee failed to update the Final Safety Analysis Report to assure that the information included in the 
report contains the latest information developed. Specifically, since its construction in 1985, the licensee stored a 
significant source of radioactivity in the Multi-Purpose Handling Facility (South Yard Storage Facility), but failed to 
describe the source, volume, and storage of radioactive equipment in the Final Safety Analysis Report. The licensee 
has entered this violation into their corrective action program as Nuclear Notification NN 202076593.  
The inspectors determined that the failure to update the Final Safety Analysis Report as required by 10 CFR 50.71(e), 
“Maintenance of Records, Making of Reports” is a performance deficiency. This performance deficiency was 
dispositioned using traditional enforcement because failing to update a Final Safety Analysis Report had the potential 
to adversely impact the NRC’s ability to perform its regulatory function. The performance deficiency is characterized 
as a Severity Level IV violation in accordance with the NRC Enforcement Policy, Section 6.1.d.3. Since this issue 
was dispositioned using traditional enforcement, there is no cross-cutting aspect (Section 2RS08). 
Inspection Report# : 2012004 (pdf)  

Security 
Although the Security Cornerstone is included in the Reactor Oversight Process assessment program, the Commission 
has decided that specific information related to findings and performance indicators pertaining to the Security 
Cornerstone will not be publicly available to ensure that security information is not provided to a possible adversary. 
Other than the fact that a finding or performance indicator is Green or Greater-Than-Green, security related 
information will not be displayed on the public web page. Therefore, the cover letters to security inspection reports 
may be viewed. 
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San Onofre 3 
3Q/2013 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 24, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Two Examples of Failure to Follow Procedures for Control of Corrosion Related Maintenance 
The inspectors identified a Green non-cited violation of Technical Specification 5.5.1.1 for the failure by licensee 
personnel to follow Procedure SO23-XX-30, “Nuclear Maintenance Order (NMO) Generation, Screening and 
Classification,” Revision 9 EC1, and Procedure SO23-XX-36, “Toolpouch Maintenance Program,” Revision 1 EC1. 
Specifically, prior to March 5, 2013, the licensee’s Nuclear Maintenance Order Screening Committee failed to assign 
the appropriate job type and priority to seven corrosion-related nuclear maintenance orders in accordance with 
Procedure SO23-XX-30, “Nuclear Maintenance Order (NMO) Generation, Screening and Classification,” Revision 9 
EC1. Additionally, between February 9, 2012, and February 19, 2013, the Nuclear Maintenance Order Screening 
Committee failed to ensure the required conditions were met prior to assignment of toolpouch maintenance tasks for 
four nuclear notifications in accordance with Procedure SO23-XX-36, “Toolpouch Maintenance Program,” Revision 1 
EC 1. This issue has been entered into licensee’s corrective action program as Nuclear Notifications 202346546 and 
202351959.  
The inspectors determined that the failure by the licensee’s personnel to follow Procedure SO23-XX-30, “Nuclear 
Maintenance Order (NMO) Generation, Screening and Classification,” to assign the appropriate job types and priority 
for corrosion-related nuclear maintenance orders, and the failure to follow Procedure SO23-XX-36, “Toolpouch 
Maintenance Program,” for the conduct of toolpouch maintenance were performance deficiencies. These performance 
deficiencies were more than minor, and therefore a finding, because they were associated with the Initiating Events 
Cornerstone attribute of equipment performance and adversely affected the associated cornerstone objective to limit 
the likelihood of events that upset plant stability and challenge critical safety functions during shutdown as well as 
power operations. The inspectors determined that Manual Chapter 0609, Appendix G, “Shutdown Operations 
Significance Determination Process,” was appropriate based on the plant conditions present when most of the 
examples of this performance deficiency occurred. The finding did not require a quantitative assessment because 
adequate mitigating equipment remained available and the finding did not constitute a loss of control, as defined in 
Appendix G. Therefore, the finding screened as having very low safety significance (Green). This finding had a 
crosscutting aspect in the area of human performance, decision-making component, because the Nuclear Maintenance 
Order Screening Committee failed to use conservative assumptions in decision making when assigning innappropriate 
job types and tool pouch maintenance tasks for nuclear notifications. [H.1(b)] (Section 4OA5) 
Inspection Report# : 2013002 (pdf)  

Significance:  Mar 24, 2013 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Follow Procedure for Plant Preservation Rust Grading 
The inspectors identified a Green finding for failure to follow the requirements of the Plant Preservation Rust Grading 
and Budget Preparation Guide. Specifically, prior to February 28, 2013, licensee personnel failed to initiate nuclear 
notifications for plant areas that received a rust grade of 4 or higher. This issue has been entered into the licensee’s 
corrective action program as Nuclear Notification NN 202341172. 
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The inspectors determined that the failure to initiate nuclear notifications for the areas assigned a rust grade of 4 as 
required by the Plant Preservation Rust Grading and Budget Preparation Guide was a performance deficiency. The 
performance deficiency was more than minor, and therefore a finding, because it was associated with the Initiating 
Events Cornerstone attribute of equipment performance and adversely affected the associated cornerstone objective to 
limit the likelihood of events that upset plant stability and challenge critical safety functions during shutdown as well 
as power operations. The inspectors determined that Manual Chapter 0609, Appendix G, “Shutdown Operations 
Significance Determination Process,” was appropriate based on the plant conditions present when most of the 
examples of this performance deficiency occurred. The finding did not require a quantitative assessment because 
adequate mitigating equipment remained available and the finding did not constitute a loss of control, as defined in 
Appendix G. Therefore, the finding screened as having very low safety significance (Green). This finding has a cross-
cutting aspect in the area of problem identification and resolution, corrective action program component, because the 
licensee failed to implement a corrective action program with a low threshold for identifying issues. [P.1(a)] (Section 
4OA5) 
Inspection Report# : 2013002 (pdf)  

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Trip/Transient and Event Review Procedure 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion V, “Instructions, Procedures and 
Drawings,” because Operations Procedure SO123-0-A8, "Trip/Transient and Event Review," Revision 5, was not 
adequate in that it did not define what unplanned reactor trip meant, and the operators did not complete the procedure 
as required. In response, the licensee revised the procedure to describe unplanned reactor trips as explained in industry 
guidance. This issue was entered into the licensee’s corrective action program as Nuclear Notifications NN 
201915602 and NN 202161665.  
 
This finding is more than minor because if left uncorrected the performance deficiency could be viewed as a precursor 
to a significant event. Using Inspection Manual Chapter 0609.04, “Phase 1 – Initial Screening and Characterization of 
Findings,” and Inspection Manual Chapter 0609, Appendix A, “The Significance Determination Process (SDP) for 
Findings At-Power,” the inspectors determined the finding to be of very low safety significance because a reactor trip 
was initiated with no loss of mitigating equipment or other associated initiators. This finding does not have a cross-
cutting aspect because the associated procedure change occurred in 2003 and was not representative of current 
performance. (Section 4OA5.1) 
Inspection Report# : 2012010 (pdf)  

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Comply with Requirements for Handling, Storage, and Shipping 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XIII, "Handling, Storage, and 
Shipping," involving the licensee’s failure to take appropriate measures to control preservation of safety-related 
equipment during shipping, specifically the protective environment provided for the Unit 3 steam replacement 
generators was not appropriately specified or monitored. The licensee conducted an analysis of the shipping 
environment and determined no detrimental impact occurred. This issue was entered into the licensee’s corrective 
action program as Nuclear Notifications NN 202160749, NN 201960027, and NN 20191118.  
 
The finding is more than minor because it is associated with initiating events cornerstone attribute of equipment 
performance and affected the associated cornerstone objective to limit the likelihood of those events that upset plant 
stability and challenge critical safety functions during shutdown as well as power operations. Using Inspection 
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Manual Chapter 0609.04, “Phase 1 – Initial Screening and Characterization of Findings,” and Inspection Manual 
Chapter 0609, Appendix A, “The Significance Determination Process (SDP) for Findings At-Power,” the inspectors 
determined the finding to be of very low safety significance because it did not result in exceeding the reactor coolant 
system leak rate for a small loss of coolant accident or result in a total loss of systems used to mitigate a loss of 
coolant accident. This finding does not have a cross-cutting aspect because the associated performance deficiency was 
not representative of current performance. (Section 4OA5.4) 
Inspection Report# : 2012010 (pdf)  

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: AV Apparent Violation 
Failure to Verify Adequacy of Thermal-Hydraulic and Flow-Induced Vibration Design for the Unit 3 
Replacement Steam Generators 
The inspectors identified an apparent violation of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” for 
the failure to verify the adequacy of the thermal-hydraulic and flow-induced vibration design of the Unit 3 
replacement steam generators, which resulted in significant and unexpected steam generator tube wear after 11 
months of operation and an associated apparent violation of Technical Specification 5.5.2.11, “Steam Generator 
Program,” loss of tube integrity on Unit 3 Steam Generator 3E0-88. The licensee initiated Nuclear Notification NN 
202447265 to address this issue in the corrective action program. Southern California Edison revised the thermal-
hydraulic code of record and ensured that the code was in accordance with ASME guidance. Subsequently, on June 7, 
2013, Southern California Edison announced that Units 2 and 3 would be permanently shut down.  
 
This finding is more than minor because it is associated with the equipment performance attribute of the Initiating 
Events Cornerstone and adversely affected the cornerstone objective of limiting the likelihood of those events that 
upset plant stability and challenge critical safety functions during shutdown as well as power operations. Specifically, 
the failure to verify the adequacy of the thermal-hydraulic and flow-induced vibration design resulted in excessive and 
rapid tube wear due to fluid elastic instability, which challenged the structural integrity of the tubes to perform their 
pressure boundary function. The inspectors used NRC Inspection Manual Chapter 0609, Attachment 4 and Appendix 
A, to evaluate the significance of this finding. In accordance with Exhibit 1 of Inspection Manual Chapter 0609, 
Appendix A, the inspectors determined that this finding required evaluation in accordance with Inspection Manual 
Chapter 0609, Appendix J, because the finding involved a degraded steam generator tube condition where one tube 
could not sustain three times the differential pressure across a tube during normal full power, steady-state operation. 
In accordance with Inspection Manual Chapter 0609, Appendix J, this finding required a detailed risk analysis, since it 
involved two or more tubes that could not sustain three times the normal differential pressure and one or more steam 
generators that violated “accident-induced leakage” performance criterion. A Phase 3 analysis was completed using 
the San Onofre SPAR model, Revision 8.22, assuming average test and maintenance, and a truncation limit of 1.0E-
11. Based on the best available information, the performance deficiency was preliminarily characterized as a finding 
of low to moderate safety significance (White). The final significance of this finding is to be determined. No cross-
cutting aspect was assigned because this performance deficiency occurred in the 2005 to 2008 timeframe. Substantial 
management and personnel changes have occurred, including taking actions to address a chilled work environment 
and other safety culture issues. The NRC determined that the performance behavior that existed at that time is not 
indicative of current performance  
 
Inspection Report# : 2012009 (pdf)  

Mitigating Systems 
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Significance:  Jun 23, 2013 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Properly Scope All the Pertinent External Flood Protection Features into the Walkdown List in 
Accordance with Industry Guidance NEI 12-07 
The inspectors identified one finding of very low safety significance for the licensee’s failure to follow procedures 
regarding the Fukushima event response for flood protection to comply with NRC endorsed NEI 12-07, “Guidelines 
for Performing Walkdowns of Plant Flood Protection Features.” Specifically, the licensee failed to perform an 
evaluation of the aggregate effect on a failure on the five locations of inaccessible waterstops included in the flooding 
walkdown scope; failed to evaluate the conduits beneath the grating of the diesel generator building for inclusion in 
the walkdown scope; and failed to establish adequate procedures that included accurate assessment of the Available 
Physical Margin of flooding protection features included in the flooding walkdown scope. This finding was entered 
into the licensee’s corrective action program as Nuclear Notifications NN 202367435, NN 202369978, and NN 
202375161.  
The performance deficiency is greater than minor, and therefore a finding, because it is associated with the Mitigating 
Systems Cornerstone attribute of Protection Against External Factors (Flood Hazard) and it adversely affects the 
associated 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 could be evaluated 
using the significance determination process in accordance with IMC 0609, “Significance Determination Process,” 
and conducted a Phase 1 characterization and initial screening. Phase 1 initial screening determined that IMC 0609 
Appendix A, Exhibit 2, “Mitigating Systems Screening Questions,” should be used. Because the finding did not 
involve the loss or degradation of equipment or function specifically designed to mitigate a seismic, flooding, or 
severe weather initiating event (e.g., seismic snubbers, flooding barriers, tornado doors), the finding screened as 
Green. The finding has a cross-cutting aspect in the area of human performance, associated with the decision-making 
component, because the licensee did not verify the validity of the underlying assumptions and identify possible 
unintended consequences. 
Inspection Report# : 2013003 (pdf)  

Significance:  Mar 24, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Completely Inspect and Maintain PMF Berm 
The inspectors identified a Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings,” for failure to accomplish activities in accordance with procedures. Specifically, prior to 
March 4, 2013, the licensee failed to accomplish inspections and maintenance of the downstream face of the probable 
maximum flood berm in accordance with Attachments 1 and 3 of Procedure SO123-XVIII-35, “Inspection and 
Maintenance of Seawall, Offsite Probable Maximum Flood Berm and Channel, and Related Drainage Facilities.” 
These issues have been entered into the licensee’s corrective action program as Nuclear Notifications NN 202346674, 
NN 202354058, and NN 202359197.  
The inspectors determined that the licensee’s failure to accomplish inspections and maintenance in accordance with 
Procedure SO123-XVIII-35, “Inspection and Maintenance of Seawall, Offsite Probable Maximum Flood Berm and 
Channel, and Related Drainage Facilities,” was a performance deficiency. The performance deficiency was more than 
minor, and therefore a finding, because, if left uncorrected, the performance deficiency would have the potential to 
lead to a more significant safety concern. Specifically, the licensee routinely failed to maintain and inspect the 
downstream face of the berm for vegetation overgrowth, structural integrity, and animal burrows, resulting in 
identified degradation conditions during subsequent inspections. Using NRC Inspection Manual Chapter 0609, 
Attachment 4, “Initial Characterization of Findings,” the finding screened as potentially risk important, affecting the 
Mitigating Systems cornerstone attribute for external events mitigating systems, because the finding resulted in the 
degradation of equipment and functions specifically designed to mitigate a flooding initiating event. Therefore, a 
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Region IV senior reactor analyst performed a detailed risk evaluation using NRC Inspection Manual Chapter 0609, 
Appendix M, “Significance Determination Process Using Qualitative Criteria.” Based on the inspector’s observation 
of the condition of the berm, the senior reactor analyst determined that eventhough the berm was degraded, it 
remained functional. Since the probable maximum flood berm remained functional, there was no quantifiable change 
to the core damage frequency or the large early release frequency. Therefore, the finding was of very low safety 
significance (Green). This finding had a crosscutting aspect in the area of human performance, resources component, 
because the licensee did not ensure personnel were available and adequate to assure nuclear safety. [H.2(b)] (Section 
1R01) 
Inspection Report# : 2013002 (pdf)  

Significance:  Mar 24, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Screen Nuclear Notifications Results in Missed Operability Determinations and 
Functionality Assessments 
The inspectors identified a Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings,” for the failure by operations personnel to implement procedures associated with 
evaluating the impact of degraded or non-conforming conditions on the operability of equipment required by technical 
specifications. Specifically, between December 2010 and February 2013, the inspectors identified fourteen examples 
where operations personnel failed to follow Procedure SO123-XV-50.CAP-2, “SONGS Nuclear Notification 
Screening,” Attachment 3, step 6.2.9, resulting in the failure to complete the immediate operability determination or 
the immediate functionality assessment as required. This issue has been entered into licensee’s corrective action 
program as Nuclear Notification NN 202337603.  
The inspectors determined that the failure of operations personnel to follow Procedure SO123-XV-50.CAP-2, 
“SONGS Nuclear Notification Screening,” for screening nuclear notifications was performance deficiency. The 
performance deficiency was more than minor, and therefore a finding, because it is associated with the Mitigating 
Systems Cornerstone attribute for equipment performance and adversely affected the cornerstone objective of 
ensuring the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. Specifically, the inspectors determined that this was a significant programmatic deficiency that would 
lead to worse errors, if left uncorrected. The inspectors determined that Manual Chapter 0609, Appendix G, 
“Shutdown Operations Significance Determination Process,” was appropriate based on the plant conditions present 
when most of the examples of this performance deficiency occurred. The finding did not require a quantitative 
assessment because adequate mitigating equipment remained available and the finding did not constitute a loss of 
control, as defined in Appendix G. Therefore, the finding screened as having very low safety significance (Green). 
This finding had a cross-cutting aspect in the area of human performance, decision-making component, because 
operations personnel failed to make decisions demonstrating that nuclear safety was an overriding priority. [H.1(b)] 
(Section 1R15) 
Inspection Report# : 2013002 (pdf)  

Significance:  Mar 24, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Write Nuclear Notifications for Degraded or Non-Conforming Conditions 
The inspectors identified a Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings,” for the failure of licensee to implement procedures associated with entry of degraded or 
non-conforming issues into the corrective action program. Specifically, the NRC staff identified seven examples of 
problems that were not documented in a nuclear notification until prompted by NRC many days or years after they 
were known to the licensee between June 2009 and January 2013. This issue has been entered into licensee’s 
corrective action program as Nuclear Notification NN 202364842. 
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The inspectors determined that the failure by licensee personnel to write nuclear notifications in accordance with 
Procedure SO123-XV-50.CAP-1 was a performance deficiency. The performance deficiency was more than minor, 
and therefore a finding, because it was associated with the Mitigating Systems Cornerstone attribute for equipment 
performance and adversely affected the cornerstone objective of ensuring the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. The inspectors determined that Manual 
Chapter 0609, Appendix G, “Shutdown Operations Significance Determination Process,” was appropriate based on 
the plant conditions present when most of the examples of this performance deficiency occurred. The finding did not 
require a quantitative assessment because adequate mitigating equipment remained available and the finding did not 
constitute a loss of control, as defined in Appendix G. Therefore, the finding screened as having very low safety 
significance (Green). This finding had a cross-cutting aspect in the area of problem identification and resolution, 
corrective action program component, because the licensee failed to implement a corrective action program with a low 
threshold for identifying issues. [P.1(a)] (Section 4OA2) 
Inspection Report# : 2013002 (pdf)  

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Provide Complete and Accurate Information Regarding Auxiliary Feedwater Operation System 
Operability 
The inspectors identified a Severity Level IV noncited violation of 10 CFR 50.9, “Completeness and Accuracy of 
Information,” for the failure of the licensee to provide complete and accurate information in all material respects in 
operability and reportability review supporting documents. Specifically, on September 29, 2011, the licensee did not 
provide information that was complete and accurate in all material respects, in that Evaluation Report FAI/11-0655, 
“Evaluation of Potential Cooling of the SONGS Steam Line for the AFW Turbine,” used inaccurate information to 
inappropriately determine that the turbine-driven auxiliary feedwater pump was operable, the condition was not 
reportable per the requirements of 10 CFR 50.73, and the compensatory measures implemented on May 5, 2011, 
could be removed. The compensatory measures were improperly removed on October 27, 2011. This violation has 
been entered into the licensee’s corrective action program as Nuclear Notification NN 202280026.  
The failure of the licensee to provide complete and accurate information related to the operability of the AFW system 
was a performance deficiency. The significance determination process is not suited to assess the significance of a 
violation of 10 CFR 50.9 because it affected the ability of the NRC to perform its regulatory oversight function and, as 
such, it was assessed using traditional enforcement. This violation was determined to be a Severity Level IV violation 
based on NRC Enforcement Policy examples provided in Section 6.9. No crosscutting aspect was assigned because 
the performance deficiency was assessed using traditional enforcement (Section 4OA3). 
Inspection Report# : 2012005 (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 : December 03, 2013 
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San Onofre 3 
4Q/2013 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 24, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Two Examples of Failure to Follow Procedures for Control of Corrosion Related Maintenance 
The inspectors identified a Green non-cited violation of Technical Specification 5.5.1.1 for the failure by licensee 
personnel to follow Procedure SO23-XX-30, “Nuclear Maintenance Order (NMO) Generation, Screening and 
Classification,” Revision 9 EC1, and Procedure SO23-XX-36, “Toolpouch Maintenance Program,” Revision 1 EC1. 
Specifically, prior to March 5, 2013, the licensee’s Nuclear Maintenance Order Screening Committee failed to assign 
the appropriate job type and priority to seven corrosion-related nuclear maintenance orders in accordance with 
Procedure SO23-XX-30, “Nuclear Maintenance Order (NMO) Generation, Screening and Classification,” Revision 9 
EC1. Additionally, between February 9, 2012, and February 19, 2013, the Nuclear Maintenance Order Screening 
Committee failed to ensure the required conditions were met prior to assignment of toolpouch maintenance tasks for 
four nuclear notifications in accordance with Procedure SO23-XX-36, “Toolpouch Maintenance Program,” Revision 1 
EC 1. This issue has been entered into licensee’s corrective action program as Nuclear Notifications 202346546 and 
202351959.  
The inspectors determined that the failure by the licensee’s personnel to follow Procedure SO23-XX-30, “Nuclear 
Maintenance Order (NMO) Generation, Screening and Classification,” to assign the appropriate job types and priority 
for corrosion-related nuclear maintenance orders, and the failure to follow Procedure SO23-XX-36, “Toolpouch 
Maintenance Program,” for the conduct of toolpouch maintenance were performance deficiencies. These performance 
deficiencies were more than minor, and therefore a finding, because they were associated with the Initiating Events 
Cornerstone attribute of equipment performance and adversely affected the associated cornerstone objective to limit 
the likelihood of events that upset plant stability and challenge critical safety functions during shutdown as well as 
power operations. The inspectors determined that Manual Chapter 0609, Appendix G, “Shutdown Operations 
Significance Determination Process,” was appropriate based on the plant conditions present when most of the 
examples of this performance deficiency occurred. The finding did not require a quantitative assessment because 
adequate mitigating equipment remained available and the finding did not constitute a loss of control, as defined in 
Appendix G. Therefore, the finding screened as having very low safety significance (Green). This finding had a 
crosscutting aspect in the area of human performance, decision-making component, because the Nuclear Maintenance 
Order Screening Committee failed to use conservative assumptions in decision making when assigning innappropriate 
job types and tool pouch maintenance tasks for nuclear notifications. [H.1(b)] (Section 4OA5) 
Inspection Report# : 2013002 (pdf)  

Significance:  Mar 24, 2013 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Follow Procedure for Plant Preservation Rust Grading 
The inspectors identified a Green finding for failure to follow the requirements of the Plant Preservation Rust Grading 
and Budget Preparation Guide. Specifically, prior to February 28, 2013, licensee personnel failed to initiate nuclear 
notifications for plant areas that received a rust grade of 4 or higher. This issue has been entered into the licensee’s 
corrective action program as Nuclear Notification NN 202341172. 
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The inspectors determined that the failure to initiate nuclear notifications for the areas assigned a rust grade of 4 as 
required by the Plant Preservation Rust Grading and Budget Preparation Guide was a performance deficiency. The 
performance deficiency was more than minor, and therefore a finding, because it was associated with the Initiating 
Events Cornerstone attribute of equipment performance and adversely affected the associated cornerstone objective to 
limit the likelihood of events that upset plant stability and challenge critical safety functions during shutdown as well 
as power operations. The inspectors determined that Manual Chapter 0609, Appendix G, “Shutdown Operations 
Significance Determination Process,” was appropriate based on the plant conditions present when most of the 
examples of this performance deficiency occurred. The finding did not require a quantitative assessment because 
adequate mitigating equipment remained available and the finding did not constitute a loss of control, as defined in 
Appendix G. Therefore, the finding screened as having very low safety significance (Green). This finding has a cross-
cutting aspect in the area of problem identification and resolution, corrective action program component, because the 
licensee failed to implement a corrective action program with a low threshold for identifying issues. [P.1(a)] (Section 
4OA5) 
Inspection Report# : 2013002 (pdf)  

Mitigating Systems 

Significance:  Jun 23, 2013 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Properly Scope All the Pertinent External Flood Protection Features into the Walkdown List in 
Accordance with Industry Guidance NEI 12-07 
The inspectors identified one finding of very low safety significance for the licensee’s failure to follow procedures 
regarding the Fukushima event response for flood protection to comply with NRC endorsed NEI 12-07, “Guidelines 
for Performing Walkdowns of Plant Flood Protection Features.” Specifically, the licensee failed to perform an 
evaluation of the aggregate effect on a failure on the five locations of inaccessible waterstops included in the flooding 
walkdown scope; failed to evaluate the conduits beneath the grating of the diesel generator building for inclusion in 
the walkdown scope; and failed to establish adequate procedures that included accurate assessment of the Available 
Physical Margin of flooding protection features included in the flooding walkdown scope. This finding was entered 
into the licensee’s corrective action program as Nuclear Notifications NN 202367435, NN 202369978, and NN 
202375161.  
The performance deficiency is greater than minor, and therefore a finding, because it is associated with the Mitigating 
Systems Cornerstone attribute of Protection Against External Factors (Flood Hazard) and it adversely affects the 
associated 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 could be evaluated 
using the significance determination process in accordance with IMC 0609, “Significance Determination Process,” 
and conducted a Phase 1 characterization and initial screening. Phase 1 initial screening determined that IMC 0609 
Appendix A, Exhibit 2, “Mitigating Systems Screening Questions,” should be used. Because the finding did not 
involve the loss or degradation of equipment or function specifically designed to mitigate a seismic, flooding, or 
severe weather initiating event (e.g., seismic snubbers, flooding barriers, tornado doors), the finding screened as 
Green. The finding has a cross-cutting aspect in the area of human performance, associated with the decision-making 
component, because the licensee did not verify the validity of the underlying assumptions and identify possible 
unintended consequences. 
Inspection Report# : 2013003 (pdf)  

Significance:  Mar 24, 2013 
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Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Completely Inspect and Maintain PMF Berm 
The inspectors identified a Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings,” for failure to accomplish activities in accordance with procedures. Specifically, prior to 
March 4, 2013, the licensee failed to accomplish inspections and maintenance of the downstream face of the probable 
maximum flood berm in accordance with Attachments 1 and 3 of Procedure SO123-XVIII-35, “Inspection and 
Maintenance of Seawall, Offsite Probable Maximum Flood Berm and Channel, and Related Drainage Facilities.” 
These issues have been entered into the licensee’s corrective action program as Nuclear Notifications NN 202346674, 
NN 202354058, and NN 202359197.  
The inspectors determined that the licensee’s failure to accomplish inspections and maintenance in accordance with 
Procedure SO123-XVIII-35, “Inspection and Maintenance of Seawall, Offsite Probable Maximum Flood Berm and 
Channel, and Related Drainage Facilities,” was a performance deficiency. The performance deficiency was more than 
minor, and therefore a finding, because, if left uncorrected, the performance deficiency would have the potential to 
lead to a more significant safety concern. Specifically, the licensee routinely failed to maintain and inspect the 
downstream face of the berm for vegetation overgrowth, structural integrity, and animal burrows, resulting in 
identified degradation conditions during subsequent inspections. Using NRC Inspection Manual Chapter 0609, 
Attachment 4, “Initial Characterization of Findings,” the finding screened as potentially risk important, affecting the 
Mitigating Systems cornerstone attribute for external events mitigating systems, because the finding resulted in the 
degradation of equipment and functions specifically designed to mitigate a flooding initiating event. Therefore, a 
Region IV senior reactor analyst performed a detailed risk evaluation using NRC Inspection Manual Chapter 0609, 
Appendix M, “Significance Determination Process Using Qualitative Criteria.” Based on the inspector’s observation 
of the condition of the berm, the senior reactor analyst determined that eventhough the berm was degraded, it 
remained functional. Since the probable maximum flood berm remained functional, there was no quantifiable change 
to the core damage frequency or the large early release frequency. Therefore, the finding was of very low safety 
significance (Green). This finding had a crosscutting aspect in the area of human performance, resources component, 
because the licensee did not ensure personnel were available and adequate to assure nuclear safety. [H.2(b)] (Section 
1R01) 
Inspection Report# : 2013002 (pdf)  

Significance:  Mar 24, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Screen Nuclear Notifications Results in Missed Operability Determinations and 
Functionality Assessments 
The inspectors identified a Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings,” for the failure by operations personnel to implement procedures associated with 
evaluating the impact of degraded or non-conforming conditions on the operability of equipment required by technical 
specifications. Specifically, between December 2010 and February 2013, the inspectors identified fourteen examples 
where operations personnel failed to follow Procedure SO123-XV-50.CAP-2, “SONGS Nuclear Notification 
Screening,” Attachment 3, step 6.2.9, resulting in the failure to complete the immediate operability determination or 
the immediate functionality assessment as required. This issue has been entered into licensee’s corrective action 
program as Nuclear Notification NN 202337603.  
The inspectors determined that the failure of operations personnel to follow Procedure SO123-XV-50.CAP-2, 
“SONGS Nuclear Notification Screening,” for screening nuclear notifications was performance deficiency. The 
performance deficiency was more than minor, and therefore a finding, because it is associated with the Mitigating 
Systems Cornerstone attribute for equipment performance and adversely affected the cornerstone objective of 
ensuring the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. Specifically, the inspectors determined that this was a significant programmatic deficiency that would 
lead to worse errors, if left uncorrected. The inspectors determined that Manual Chapter 0609, Appendix G, 
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“Shutdown Operations Significance Determination Process,” was appropriate based on the plant conditions present 
when most of the examples of this performance deficiency occurred. The finding did not require a quantitative 
assessment because adequate mitigating equipment remained available and the finding did not constitute a loss of 
control, as defined in Appendix G. Therefore, the finding screened as having very low safety significance (Green). 
This finding had a cross-cutting aspect in the area of human performance, decision-making component, because 
operations personnel failed to make decisions demonstrating that nuclear safety was an overriding priority. [H.1(b)] 
(Section 1R15) 
Inspection Report# : 2013002 (pdf)  

Significance:  Mar 24, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Write Nuclear Notifications for Degraded or Non-Conforming Conditions 
The inspectors identified a Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings,” for the failure of licensee to implement procedures associated with entry of degraded or 
non-conforming issues into the corrective action program. Specifically, the NRC staff identified seven examples of 
problems that were not documented in a nuclear notification until prompted by NRC many days or years after they 
were known to the licensee between June 2009 and January 2013. This issue has been entered into licensee’s 
corrective action program as Nuclear Notification NN 202364842.  
The inspectors determined that the failure by licensee personnel to write nuclear notifications in accordance with 
Procedure SO123-XV-50.CAP-1 was a performance deficiency. The performance deficiency was more than minor, 
and therefore a finding, because it was associated with the Mitigating Systems Cornerstone attribute for equipment 
performance and adversely affected the cornerstone objective of ensuring the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. The inspectors determined that Manual 
Chapter 0609, Appendix G, “Shutdown Operations Significance Determination Process,” was appropriate based on 
the plant conditions present when most of the examples of this performance deficiency occurred. The finding did not 
require a quantitative assessment because adequate mitigating equipment remained available and the finding did not 
constitute a loss of control, as defined in Appendix G. Therefore, the finding screened as having very low safety 
significance (Green). This finding had a cross-cutting aspect in the area of problem identification and resolution, 
corrective action program component, because the licensee failed to implement a corrective action program with a low 
threshold for identifying issues. [P.1(a)] (Section 4OA2) 
Inspection Report# : 2013002 (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 : February 24, 2014 
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San Onofre 3 
4Q/2013 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 24, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Two Examples of Failure to Follow Procedures for Control of Corrosion Related Maintenance 
The inspectors identified a Green non-cited violation of Technical Specification 5.5.1.1 for the failure by licensee 
personnel to follow Procedure SO23-XX-30, “Nuclear Maintenance Order (NMO) Generation, Screening and 
Classification,” Revision 9 EC1, and Procedure SO23-XX-36, “Toolpouch Maintenance Program,” Revision 1 EC1. 
Specifically, prior to March 5, 2013, the licensee’s Nuclear Maintenance Order Screening Committee failed to assign 
the appropriate job type and priority to seven corrosion-related nuclear maintenance orders in accordance with 
Procedure SO23-XX-30, “Nuclear Maintenance Order (NMO) Generation, Screening and Classification,” Revision 9 
EC1. Additionally, between February 9, 2012, and February 19, 2013, the Nuclear Maintenance Order Screening 
Committee failed to ensure the required conditions were met prior to assignment of toolpouch maintenance tasks for 
four nuclear notifications in accordance with Procedure SO23-XX-36, “Toolpouch Maintenance Program,” Revision 1 
EC 1. This issue has been entered into licensee’s corrective action program as Nuclear Notifications 202346546 and 
202351959.  
The inspectors determined that the failure by the licensee’s personnel to follow Procedure SO23-XX-30, “Nuclear 
Maintenance Order (NMO) Generation, Screening and Classification,” to assign the appropriate job types and priority 
for corrosion-related nuclear maintenance orders, and the failure to follow Procedure SO23-XX-36, “Toolpouch 
Maintenance Program,” for the conduct of toolpouch maintenance were performance deficiencies. These performance 
deficiencies were more than minor, and therefore a finding, because they were associated with the Initiating Events 
Cornerstone attribute of equipment performance and adversely affected the associated cornerstone objective to limit 
the likelihood of events that upset plant stability and challenge critical safety functions during shutdown as well as 
power operations. The inspectors determined that Manual Chapter 0609, Appendix G, “Shutdown Operations 
Significance Determination Process,” was appropriate based on the plant conditions present when most of the 
examples of this performance deficiency occurred. The finding did not require a quantitative assessment because 
adequate mitigating equipment remained available and the finding did not constitute a loss of control, as defined in 
Appendix G. Therefore, the finding screened as having very low safety significance (Green). This finding had a 
crosscutting aspect in the area of human performance, decision-making component, because the Nuclear Maintenance 
Order Screening Committee failed to use conservative assumptions in decision making when assigning innappropriate 
job types and tool pouch maintenance tasks for nuclear notifications. [H.1(b)] (Section 4OA5) 
Inspection Report# : 2013002 (pdf)  

Significance:  Mar 24, 2013 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Follow Procedure for Plant Preservation Rust Grading 
The inspectors identified a Green finding for failure to follow the requirements of the Plant Preservation Rust Grading 
and Budget Preparation Guide. Specifically, prior to February 28, 2013, licensee personnel failed to initiate nuclear 
notifications for plant areas that received a rust grade of 4 or higher. This issue has been entered into the licensee’s 
corrective action program as Nuclear Notification NN 202341172. 
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The inspectors determined that the failure to initiate nuclear notifications for the areas assigned a rust grade of 4 as 
required by the Plant Preservation Rust Grading and Budget Preparation Guide was a performance deficiency. The 
performance deficiency was more than minor, and therefore a finding, because it was associated with the Initiating 
Events Cornerstone attribute of equipment performance and adversely affected the associated cornerstone objective to 
limit the likelihood of events that upset plant stability and challenge critical safety functions during shutdown as well 
as power operations. The inspectors determined that Manual Chapter 0609, Appendix G, “Shutdown Operations 
Significance Determination Process,” was appropriate based on the plant conditions present when most of the 
examples of this performance deficiency occurred. The finding did not require a quantitative assessment because 
adequate mitigating equipment remained available and the finding did not constitute a loss of control, as defined in 
Appendix G. Therefore, the finding screened as having very low safety significance (Green). This finding has a cross-
cutting aspect in the area of problem identification and resolution, corrective action program component, because the 
licensee failed to implement a corrective action program with a low threshold for identifying issues. [P.1(a)] (Section 
4OA5) 
Inspection Report# : 2013002 (pdf)  

Mitigating Systems 

Significance:  Jun 23, 2013 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Properly Scope All the Pertinent External Flood Protection Features into the Walkdown List in 
Accordance with Industry Guidance NEI 12-07 
The inspectors identified one finding of very low safety significance for the licensee’s failure to follow procedures 
regarding the Fukushima event response for flood protection to comply with NRC endorsed NEI 12-07, “Guidelines 
for Performing Walkdowns of Plant Flood Protection Features.” Specifically, the licensee failed to perform an 
evaluation of the aggregate effect on a failure on the five locations of inaccessible waterstops included in the flooding 
walkdown scope; failed to evaluate the conduits beneath the grating of the diesel generator building for inclusion in 
the walkdown scope; and failed to establish adequate procedures that included accurate assessment of the Available 
Physical Margin of flooding protection features included in the flooding walkdown scope. This finding was entered 
into the licensee’s corrective action program as Nuclear Notifications NN 202367435, NN 202369978, and NN 
202375161.  
The performance deficiency is greater than minor, and therefore a finding, because it is associated with the Mitigating 
Systems Cornerstone attribute of Protection Against External Factors (Flood Hazard) and it adversely affects the 
associated 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 could be evaluated 
using the significance determination process in accordance with IMC 0609, “Significance Determination Process,” 
and conducted a Phase 1 characterization and initial screening. Phase 1 initial screening determined that IMC 0609 
Appendix A, Exhibit 2, “Mitigating Systems Screening Questions,” should be used. Because the finding did not 
involve the loss or degradation of equipment or function specifically designed to mitigate a seismic, flooding, or 
severe weather initiating event (e.g., seismic snubbers, flooding barriers, tornado doors), the finding screened as 
Green. The finding has a cross-cutting aspect in the area of human performance, associated with the decision-making 
component, because the licensee did not verify the validity of the underlying assumptions and identify possible 
unintended consequences. 
Inspection Report# : 2013003 (pdf)  

Significance:  Mar 24, 2013 

4Q/2013 Inspection Findings - San Onofre 3

Page 2 of 5



Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Completely Inspect and Maintain PMF Berm 
The inspectors identified a Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings,” for failure to accomplish activities in accordance with procedures. Specifically, prior to 
March 4, 2013, the licensee failed to accomplish inspections and maintenance of the downstream face of the probable 
maximum flood berm in accordance with Attachments 1 and 3 of Procedure SO123-XVIII-35, “Inspection and 
Maintenance of Seawall, Offsite Probable Maximum Flood Berm and Channel, and Related Drainage Facilities.” 
These issues have been entered into the licensee’s corrective action program as Nuclear Notifications NN 202346674, 
NN 202354058, and NN 202359197.  
The inspectors determined that the licensee’s failure to accomplish inspections and maintenance in accordance with 
Procedure SO123-XVIII-35, “Inspection and Maintenance of Seawall, Offsite Probable Maximum Flood Berm and 
Channel, and Related Drainage Facilities,” was a performance deficiency. The performance deficiency was more than 
minor, and therefore a finding, because, if left uncorrected, the performance deficiency would have the potential to 
lead to a more significant safety concern. Specifically, the licensee routinely failed to maintain and inspect the 
downstream face of the berm for vegetation overgrowth, structural integrity, and animal burrows, resulting in 
identified degradation conditions during subsequent inspections. Using NRC Inspection Manual Chapter 0609, 
Attachment 4, “Initial Characterization of Findings,” the finding screened as potentially risk important, affecting the 
Mitigating Systems cornerstone attribute for external events mitigating systems, because the finding resulted in the 
degradation of equipment and functions specifically designed to mitigate a flooding initiating event. Therefore, a 
Region IV senior reactor analyst performed a detailed risk evaluation using NRC Inspection Manual Chapter 0609, 
Appendix M, “Significance Determination Process Using Qualitative Criteria.” Based on the inspector’s observation 
of the condition of the berm, the senior reactor analyst determined that eventhough the berm was degraded, it 
remained functional. Since the probable maximum flood berm remained functional, there was no quantifiable change 
to the core damage frequency or the large early release frequency. Therefore, the finding was of very low safety 
significance (Green). This finding had a crosscutting aspect in the area of human performance, resources component, 
because the licensee did not ensure personnel were available and adequate to assure nuclear safety. [H.2(b)] (Section 
1R01) 
Inspection Report# : 2013002 (pdf)  

Significance:  Mar 24, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Screen Nuclear Notifications Results in Missed Operability Determinations and 
Functionality Assessments 
The inspectors identified a Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings,” for the failure by operations personnel to implement procedures associated with 
evaluating the impact of degraded or non-conforming conditions on the operability of equipment required by technical 
specifications. Specifically, between December 2010 and February 2013, the inspectors identified fourteen examples 
where operations personnel failed to follow Procedure SO123-XV-50.CAP-2, “SONGS Nuclear Notification 
Screening,” Attachment 3, step 6.2.9, resulting in the failure to complete the immediate operability determination or 
the immediate functionality assessment as required. This issue has been entered into licensee’s corrective action 
program as Nuclear Notification NN 202337603.  
The inspectors determined that the failure of operations personnel to follow Procedure SO123-XV-50.CAP-2, 
“SONGS Nuclear Notification Screening,” for screening nuclear notifications was performance deficiency. The 
performance deficiency was more than minor, and therefore a finding, because it is associated with the Mitigating 
Systems Cornerstone attribute for equipment performance and adversely affected the cornerstone objective of 
ensuring the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. Specifically, the inspectors determined that this was a significant programmatic deficiency that would 
lead to worse errors, if left uncorrected. The inspectors determined that Manual Chapter 0609, Appendix G, 
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“Shutdown Operations Significance Determination Process,” was appropriate based on the plant conditions present 
when most of the examples of this performance deficiency occurred. The finding did not require a quantitative 
assessment because adequate mitigating equipment remained available and the finding did not constitute a loss of 
control, as defined in Appendix G. Therefore, the finding screened as having very low safety significance (Green). 
This finding had a cross-cutting aspect in the area of human performance, decision-making component, because 
operations personnel failed to make decisions demonstrating that nuclear safety was an overriding priority. [H.1(b)] 
(Section 1R15) 
Inspection Report# : 2013002 (pdf)  

Significance:  Mar 24, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Write Nuclear Notifications for Degraded or Non-Conforming Conditions 
The inspectors identified a Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings,” for the failure of licensee to implement procedures associated with entry of degraded or 
non-conforming issues into the corrective action program. Specifically, the NRC staff identified seven examples of 
problems that were not documented in a nuclear notification until prompted by NRC many days or years after they 
were known to the licensee between June 2009 and January 2013. This issue has been entered into licensee’s 
corrective action program as Nuclear Notification NN 202364842.  
The inspectors determined that the failure by licensee personnel to write nuclear notifications in accordance with 
Procedure SO123-XV-50.CAP-1 was a performance deficiency. The performance deficiency was more than minor, 
and therefore a finding, because it was associated with the Mitigating Systems Cornerstone attribute for equipment 
performance and adversely affected the cornerstone objective of ensuring the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. The inspectors determined that Manual 
Chapter 0609, Appendix G, “Shutdown Operations Significance Determination Process,” was appropriate based on 
the plant conditions present when most of the examples of this performance deficiency occurred. The finding did not 
require a quantitative assessment because adequate mitigating equipment remained available and the finding did not 
constitute a loss of control, as defined in Appendix G. Therefore, the finding screened as having very low safety 
significance (Green). This finding had a cross-cutting aspect in the area of problem identification and resolution, 
corrective action program component, because the licensee failed to implement a corrective action program with a low 
threshold for identifying issues. [P.1(a)] (Section 4OA2) 
Inspection Report# : 2013002 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

4Q/2013 Inspection Findings - San Onofre 3

Page 4 of 5



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

Miscellaneous 
Last modified : February 24, 2014 
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San Onofre 3 
4Q/2013 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 24, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Two Examples of Failure to Follow Procedures for Control of Corrosion Related Maintenance 
The inspectors identified a Green non-cited violation of Technical Specification 5.5.1.1 for the failure by licensee 
personnel to follow Procedure SO23-XX-30, “Nuclear Maintenance Order (NMO) Generation, Screening and 
Classification,” Revision 9 EC1, and Procedure SO23-XX-36, “Toolpouch Maintenance Program,” Revision 1 EC1. 
Specifically, prior to March 5, 2013, the licensee’s Nuclear Maintenance Order Screening Committee failed to assign 
the appropriate job type and priority to seven corrosion-related nuclear maintenance orders in accordance with 
Procedure SO23-XX-30, “Nuclear Maintenance Order (NMO) Generation, Screening and Classification,” Revision 9 
EC1. Additionally, between February 9, 2012, and February 19, 2013, the Nuclear Maintenance Order Screening 
Committee failed to ensure the required conditions were met prior to assignment of toolpouch maintenance tasks for 
four nuclear notifications in accordance with Procedure SO23-XX-36, “Toolpouch Maintenance Program,” Revision 1 
EC 1. This issue has been entered into licensee’s corrective action program as Nuclear Notifications 202346546 and 
202351959.  
The inspectors determined that the failure by the licensee’s personnel to follow Procedure SO23-XX-30, “Nuclear 
Maintenance Order (NMO) Generation, Screening and Classification,” to assign the appropriate job types and priority 
for corrosion-related nuclear maintenance orders, and the failure to follow Procedure SO23-XX-36, “Toolpouch 
Maintenance Program,” for the conduct of toolpouch maintenance were performance deficiencies. These performance 
deficiencies were more than minor, and therefore a finding, because they were associated with the Initiating Events 
Cornerstone attribute of equipment performance and adversely affected the associated cornerstone objective to limit 
the likelihood of events that upset plant stability and challenge critical safety functions during shutdown as well as 
power operations. The inspectors determined that Manual Chapter 0609, Appendix G, “Shutdown Operations 
Significance Determination Process,” was appropriate based on the plant conditions present when most of the 
examples of this performance deficiency occurred. The finding did not require a quantitative assessment because 
adequate mitigating equipment remained available and the finding did not constitute a loss of control, as defined in 
Appendix G. Therefore, the finding screened as having very low safety significance (Green). This finding had a 
crosscutting aspect in the area of human performance, decision-making component, because the Nuclear Maintenance 
Order Screening Committee failed to use conservative assumptions in decision making when assigning innappropriate 
job types and tool pouch maintenance tasks for nuclear notifications. [H.1(b)] (Section 4OA5) 
Inspection Report# : 2013002 (pdf)  

Significance:  Mar 24, 2013 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Follow Procedure for Plant Preservation Rust Grading 
The inspectors identified a Green finding for failure to follow the requirements of the Plant Preservation Rust Grading 
and Budget Preparation Guide. Specifically, prior to February 28, 2013, licensee personnel failed to initiate nuclear 
notifications for plant areas that received a rust grade of 4 or higher. This issue has been entered into the licensee’s 
corrective action program as Nuclear Notification NN 202341172. 
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The inspectors determined that the failure to initiate nuclear notifications for the areas assigned a rust grade of 4 as 
required by the Plant Preservation Rust Grading and Budget Preparation Guide was a performance deficiency. The 
performance deficiency was more than minor, and therefore a finding, because it was associated with the Initiating 
Events Cornerstone attribute of equipment performance and adversely affected the associated cornerstone objective to 
limit the likelihood of events that upset plant stability and challenge critical safety functions during shutdown as well 
as power operations. The inspectors determined that Manual Chapter 0609, Appendix G, “Shutdown Operations 
Significance Determination Process,” was appropriate based on the plant conditions present when most of the 
examples of this performance deficiency occurred. The finding did not require a quantitative assessment because 
adequate mitigating equipment remained available and the finding did not constitute a loss of control, as defined in 
Appendix G. Therefore, the finding screened as having very low safety significance (Green). This finding has a cross-
cutting aspect in the area of problem identification and resolution, corrective action program component, because the 
licensee failed to implement a corrective action program with a low threshold for identifying issues. [P.1(a)] (Section 
4OA5) 
Inspection Report# : 2013002 (pdf)  

Mitigating Systems 

Significance:  Jun 23, 2013 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Properly Scope All the Pertinent External Flood Protection Features into the Walkdown List in 
Accordance with Industry Guidance NEI 12-07 
The inspectors identified one finding of very low safety significance for the licensee’s failure to follow procedures 
regarding the Fukushima event response for flood protection to comply with NRC endorsed NEI 12-07, “Guidelines 
for Performing Walkdowns of Plant Flood Protection Features.” Specifically, the licensee failed to perform an 
evaluation of the aggregate effect on a failure on the five locations of inaccessible waterstops included in the flooding 
walkdown scope; failed to evaluate the conduits beneath the grating of the diesel generator building for inclusion in 
the walkdown scope; and failed to establish adequate procedures that included accurate assessment of the Available 
Physical Margin of flooding protection features included in the flooding walkdown scope. This finding was entered 
into the licensee’s corrective action program as Nuclear Notifications NN 202367435, NN 202369978, and NN 
202375161.  
The performance deficiency is greater than minor, and therefore a finding, because it is associated with the Mitigating 
Systems Cornerstone attribute of Protection Against External Factors (Flood Hazard) and it adversely affects the 
associated 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 could be evaluated 
using the significance determination process in accordance with IMC 0609, “Significance Determination Process,” 
and conducted a Phase 1 characterization and initial screening. Phase 1 initial screening determined that IMC 0609 
Appendix A, Exhibit 2, “Mitigating Systems Screening Questions,” should be used. Because the finding did not 
involve the loss or degradation of equipment or function specifically designed to mitigate a seismic, flooding, or 
severe weather initiating event (e.g., seismic snubbers, flooding barriers, tornado doors), the finding screened as 
Green. The finding has a cross-cutting aspect in the area of human performance, associated with the decision-making 
component, because the licensee did not verify the validity of the underlying assumptions and identify possible 
unintended consequences. 
Inspection Report# : 2013003 (pdf)  

Significance:  Mar 24, 2013 
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Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Completely Inspect and Maintain PMF Berm 
The inspectors identified a Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings,” for failure to accomplish activities in accordance with procedures. Specifically, prior to 
March 4, 2013, the licensee failed to accomplish inspections and maintenance of the downstream face of the probable 
maximum flood berm in accordance with Attachments 1 and 3 of Procedure SO123-XVIII-35, “Inspection and 
Maintenance of Seawall, Offsite Probable Maximum Flood Berm and Channel, and Related Drainage Facilities.” 
These issues have been entered into the licensee’s corrective action program as Nuclear Notifications NN 202346674, 
NN 202354058, and NN 202359197.  
The inspectors determined that the licensee’s failure to accomplish inspections and maintenance in accordance with 
Procedure SO123-XVIII-35, “Inspection and Maintenance of Seawall, Offsite Probable Maximum Flood Berm and 
Channel, and Related Drainage Facilities,” was a performance deficiency. The performance deficiency was more than 
minor, and therefore a finding, because, if left uncorrected, the performance deficiency would have the potential to 
lead to a more significant safety concern. Specifically, the licensee routinely failed to maintain and inspect the 
downstream face of the berm for vegetation overgrowth, structural integrity, and animal burrows, resulting in 
identified degradation conditions during subsequent inspections. Using NRC Inspection Manual Chapter 0609, 
Attachment 4, “Initial Characterization of Findings,” the finding screened as potentially risk important, affecting the 
Mitigating Systems cornerstone attribute for external events mitigating systems, because the finding resulted in the 
degradation of equipment and functions specifically designed to mitigate a flooding initiating event. Therefore, a 
Region IV senior reactor analyst performed a detailed risk evaluation using NRC Inspection Manual Chapter 0609, 
Appendix M, “Significance Determination Process Using Qualitative Criteria.” Based on the inspector’s observation 
of the condition of the berm, the senior reactor analyst determined that eventhough the berm was degraded, it 
remained functional. Since the probable maximum flood berm remained functional, there was no quantifiable change 
to the core damage frequency or the large early release frequency. Therefore, the finding was of very low safety 
significance (Green). This finding had a crosscutting aspect in the area of human performance, resources component, 
because the licensee did not ensure personnel were available and adequate to assure nuclear safety. [H.2(b)] (Section 
1R01) 
Inspection Report# : 2013002 (pdf)  

Significance:  Mar 24, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Screen Nuclear Notifications Results in Missed Operability Determinations and 
Functionality Assessments 
The inspectors identified a Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings,” for the failure by operations personnel to implement procedures associated with 
evaluating the impact of degraded or non-conforming conditions on the operability of equipment required by technical 
specifications. Specifically, between December 2010 and February 2013, the inspectors identified fourteen examples 
where operations personnel failed to follow Procedure SO123-XV-50.CAP-2, “SONGS Nuclear Notification 
Screening,” Attachment 3, step 6.2.9, resulting in the failure to complete the immediate operability determination or 
the immediate functionality assessment as required. This issue has been entered into licensee’s corrective action 
program as Nuclear Notification NN 202337603.  
The inspectors determined that the failure of operations personnel to follow Procedure SO123-XV-50.CAP-2, 
“SONGS Nuclear Notification Screening,” for screening nuclear notifications was performance deficiency. The 
performance deficiency was more than minor, and therefore a finding, because it is associated with the Mitigating 
Systems Cornerstone attribute for equipment performance and adversely affected the cornerstone objective of 
ensuring the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. Specifically, the inspectors determined that this was a significant programmatic deficiency that would 
lead to worse errors, if left uncorrected. The inspectors determined that Manual Chapter 0609, Appendix G, 
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“Shutdown Operations Significance Determination Process,” was appropriate based on the plant conditions present 
when most of the examples of this performance deficiency occurred. The finding did not require a quantitative 
assessment because adequate mitigating equipment remained available and the finding did not constitute a loss of 
control, as defined in Appendix G. Therefore, the finding screened as having very low safety significance (Green). 
This finding had a cross-cutting aspect in the area of human performance, decision-making component, because 
operations personnel failed to make decisions demonstrating that nuclear safety was an overriding priority. [H.1(b)] 
(Section 1R15) 
Inspection Report# : 2013002 (pdf)  

Significance:  Mar 24, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Write Nuclear Notifications for Degraded or Non-Conforming Conditions 
The inspectors identified a Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings,” for the failure of licensee to implement procedures associated with entry of degraded or 
non-conforming issues into the corrective action program. Specifically, the NRC staff identified seven examples of 
problems that were not documented in a nuclear notification until prompted by NRC many days or years after they 
were known to the licensee between June 2009 and January 2013. This issue has been entered into licensee’s 
corrective action program as Nuclear Notification NN 202364842.  
The inspectors determined that the failure by licensee personnel to write nuclear notifications in accordance with 
Procedure SO123-XV-50.CAP-1 was a performance deficiency. The performance deficiency was more than minor, 
and therefore a finding, because it was associated with the Mitigating Systems Cornerstone attribute for equipment 
performance and adversely affected the cornerstone objective of ensuring the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. The inspectors determined that Manual 
Chapter 0609, Appendix G, “Shutdown Operations Significance Determination Process,” was appropriate based on 
the plant conditions present when most of the examples of this performance deficiency occurred. The finding did not 
require a quantitative assessment because adequate mitigating equipment remained available and the finding did not 
constitute a loss of control, as defined in Appendix G. Therefore, the finding screened as having very low safety 
significance (Green). This finding had a cross-cutting aspect in the area of problem identification and resolution, 
corrective action program component, because the licensee failed to implement a corrective action program with a low 
threshold for identifying issues. [P.1(a)] (Section 4OA2) 
Inspection Report# : 2013002 (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 : February 24, 2014 
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San Onofre 3 
4Q/2013 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 24, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Two Examples of Failure to Follow Procedures for Control of Corrosion Related Maintenance 
The inspectors identified a Green non-cited violation of Technical Specification 5.5.1.1 for the failure by licensee 
personnel to follow Procedure SO23-XX-30, “Nuclear Maintenance Order (NMO) Generation, Screening and 
Classification,” Revision 9 EC1, and Procedure SO23-XX-36, “Toolpouch Maintenance Program,” Revision 1 EC1. 
Specifically, prior to March 5, 2013, the licensee’s Nuclear Maintenance Order Screening Committee failed to assign 
the appropriate job type and priority to seven corrosion-related nuclear maintenance orders in accordance with 
Procedure SO23-XX-30, “Nuclear Maintenance Order (NMO) Generation, Screening and Classification,” Revision 9 
EC1. Additionally, between February 9, 2012, and February 19, 2013, the Nuclear Maintenance Order Screening 
Committee failed to ensure the required conditions were met prior to assignment of toolpouch maintenance tasks for 
four nuclear notifications in accordance with Procedure SO23-XX-36, “Toolpouch Maintenance Program,” Revision 1 
EC 1. This issue has been entered into licensee’s corrective action program as Nuclear Notifications 202346546 and 
202351959.  
The inspectors determined that the failure by the licensee’s personnel to follow Procedure SO23-XX-30, “Nuclear 
Maintenance Order (NMO) Generation, Screening and Classification,” to assign the appropriate job types and priority 
for corrosion-related nuclear maintenance orders, and the failure to follow Procedure SO23-XX-36, “Toolpouch 
Maintenance Program,” for the conduct of toolpouch maintenance were performance deficiencies. These performance 
deficiencies were more than minor, and therefore a finding, because they were associated with the Initiating Events 
Cornerstone attribute of equipment performance and adversely affected the associated cornerstone objective to limit 
the likelihood of events that upset plant stability and challenge critical safety functions during shutdown as well as 
power operations. The inspectors determined that Manual Chapter 0609, Appendix G, “Shutdown Operations 
Significance Determination Process,” was appropriate based on the plant conditions present when most of the 
examples of this performance deficiency occurred. The finding did not require a quantitative assessment because 
adequate mitigating equipment remained available and the finding did not constitute a loss of control, as defined in 
Appendix G. Therefore, the finding screened as having very low safety significance (Green). This finding had a 
crosscutting aspect in the area of human performance, decision-making component, because the Nuclear Maintenance 
Order Screening Committee failed to use conservative assumptions in decision making when assigning innappropriate 
job types and tool pouch maintenance tasks for nuclear notifications. [H.1(b)] (Section 4OA5) 
Inspection Report# : 2013002 (pdf)  

Significance:  Mar 24, 2013 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Follow Procedure for Plant Preservation Rust Grading 
The inspectors identified a Green finding for failure to follow the requirements of the Plant Preservation Rust Grading 
and Budget Preparation Guide. Specifically, prior to February 28, 2013, licensee personnel failed to initiate nuclear 
notifications for plant areas that received a rust grade of 4 or higher. This issue has been entered into the licensee’s 
corrective action program as Nuclear Notification NN 202341172. 
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The inspectors determined that the failure to initiate nuclear notifications for the areas assigned a rust grade of 4 as 
required by the Plant Preservation Rust Grading and Budget Preparation Guide was a performance deficiency. The 
performance deficiency was more than minor, and therefore a finding, because it was associated with the Initiating 
Events Cornerstone attribute of equipment performance and adversely affected the associated cornerstone objective to 
limit the likelihood of events that upset plant stability and challenge critical safety functions during shutdown as well 
as power operations. The inspectors determined that Manual Chapter 0609, Appendix G, “Shutdown Operations 
Significance Determination Process,” was appropriate based on the plant conditions present when most of the 
examples of this performance deficiency occurred. The finding did not require a quantitative assessment because 
adequate mitigating equipment remained available and the finding did not constitute a loss of control, as defined in 
Appendix G. Therefore, the finding screened as having very low safety significance (Green). This finding has a cross-
cutting aspect in the area of problem identification and resolution, corrective action program component, because the 
licensee failed to implement a corrective action program with a low threshold for identifying issues. [P.1(a)] (Section 
4OA5) 
Inspection Report# : 2013002 (pdf)  

Mitigating Systems 

Significance:  Jun 23, 2013 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Properly Scope All the Pertinent External Flood Protection Features into the Walkdown List in 
Accordance with Industry Guidance NEI 12-07 
The inspectors identified one finding of very low safety significance for the licensee’s failure to follow procedures 
regarding the Fukushima event response for flood protection to comply with NRC endorsed NEI 12-07, “Guidelines 
for Performing Walkdowns of Plant Flood Protection Features.” Specifically, the licensee failed to perform an 
evaluation of the aggregate effect on a failure on the five locations of inaccessible waterstops included in the flooding 
walkdown scope; failed to evaluate the conduits beneath the grating of the diesel generator building for inclusion in 
the walkdown scope; and failed to establish adequate procedures that included accurate assessment of the Available 
Physical Margin of flooding protection features included in the flooding walkdown scope. This finding was entered 
into the licensee’s corrective action program as Nuclear Notifications NN 202367435, NN 202369978, and NN 
202375161.  
The performance deficiency is greater than minor, and therefore a finding, because it is associated with the Mitigating 
Systems Cornerstone attribute of Protection Against External Factors (Flood Hazard) and it adversely affects the 
associated 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 could be evaluated 
using the significance determination process in accordance with IMC 0609, “Significance Determination Process,” 
and conducted a Phase 1 characterization and initial screening. Phase 1 initial screening determined that IMC 0609 
Appendix A, Exhibit 2, “Mitigating Systems Screening Questions,” should be used. Because the finding did not 
involve the loss or degradation of equipment or function specifically designed to mitigate a seismic, flooding, or 
severe weather initiating event (e.g., seismic snubbers, flooding barriers, tornado doors), the finding screened as 
Green. The finding has a cross-cutting aspect in the area of human performance, associated with the decision-making 
component, because the licensee did not verify the validity of the underlying assumptions and identify possible 
unintended consequences. 
Inspection Report# : 2013003 (pdf)  

Significance:  Mar 24, 2013 
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Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Completely Inspect and Maintain PMF Berm 
The inspectors identified a Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings,” for failure to accomplish activities in accordance with procedures. Specifically, prior to 
March 4, 2013, the licensee failed to accomplish inspections and maintenance of the downstream face of the probable 
maximum flood berm in accordance with Attachments 1 and 3 of Procedure SO123-XVIII-35, “Inspection and 
Maintenance of Seawall, Offsite Probable Maximum Flood Berm and Channel, and Related Drainage Facilities.” 
These issues have been entered into the licensee’s corrective action program as Nuclear Notifications NN 202346674, 
NN 202354058, and NN 202359197.  
The inspectors determined that the licensee’s failure to accomplish inspections and maintenance in accordance with 
Procedure SO123-XVIII-35, “Inspection and Maintenance of Seawall, Offsite Probable Maximum Flood Berm and 
Channel, and Related Drainage Facilities,” was a performance deficiency. The performance deficiency was more than 
minor, and therefore a finding, because, if left uncorrected, the performance deficiency would have the potential to 
lead to a more significant safety concern. Specifically, the licensee routinely failed to maintain and inspect the 
downstream face of the berm for vegetation overgrowth, structural integrity, and animal burrows, resulting in 
identified degradation conditions during subsequent inspections. Using NRC Inspection Manual Chapter 0609, 
Attachment 4, “Initial Characterization of Findings,” the finding screened as potentially risk important, affecting the 
Mitigating Systems cornerstone attribute for external events mitigating systems, because the finding resulted in the 
degradation of equipment and functions specifically designed to mitigate a flooding initiating event. Therefore, a 
Region IV senior reactor analyst performed a detailed risk evaluation using NRC Inspection Manual Chapter 0609, 
Appendix M, “Significance Determination Process Using Qualitative Criteria.” Based on the inspector’s observation 
of the condition of the berm, the senior reactor analyst determined that eventhough the berm was degraded, it 
remained functional. Since the probable maximum flood berm remained functional, there was no quantifiable change 
to the core damage frequency or the large early release frequency. Therefore, the finding was of very low safety 
significance (Green). This finding had a crosscutting aspect in the area of human performance, resources component, 
because the licensee did not ensure personnel were available and adequate to assure nuclear safety. [H.2(b)] (Section 
1R01) 
Inspection Report# : 2013002 (pdf)  

Significance:  Mar 24, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Screen Nuclear Notifications Results in Missed Operability Determinations and 
Functionality Assessments 
The inspectors identified a Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings,” for the failure by operations personnel to implement procedures associated with 
evaluating the impact of degraded or non-conforming conditions on the operability of equipment required by technical 
specifications. Specifically, between December 2010 and February 2013, the inspectors identified fourteen examples 
where operations personnel failed to follow Procedure SO123-XV-50.CAP-2, “SONGS Nuclear Notification 
Screening,” Attachment 3, step 6.2.9, resulting in the failure to complete the immediate operability determination or 
the immediate functionality assessment as required. This issue has been entered into licensee’s corrective action 
program as Nuclear Notification NN 202337603.  
The inspectors determined that the failure of operations personnel to follow Procedure SO123-XV-50.CAP-2, 
“SONGS Nuclear Notification Screening,” for screening nuclear notifications was performance deficiency. The 
performance deficiency was more than minor, and therefore a finding, because it is associated with the Mitigating 
Systems Cornerstone attribute for equipment performance and adversely affected the cornerstone objective of 
ensuring the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. Specifically, the inspectors determined that this was a significant programmatic deficiency that would 
lead to worse errors, if left uncorrected. The inspectors determined that Manual Chapter 0609, Appendix G, 
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“Shutdown Operations Significance Determination Process,” was appropriate based on the plant conditions present 
when most of the examples of this performance deficiency occurred. The finding did not require a quantitative 
assessment because adequate mitigating equipment remained available and the finding did not constitute a loss of 
control, as defined in Appendix G. Therefore, the finding screened as having very low safety significance (Green). 
This finding had a cross-cutting aspect in the area of human performance, decision-making component, because 
operations personnel failed to make decisions demonstrating that nuclear safety was an overriding priority. [H.1(b)] 
(Section 1R15) 
Inspection Report# : 2013002 (pdf)  

Significance:  Mar 24, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Write Nuclear Notifications for Degraded or Non-Conforming Conditions 
The inspectors identified a Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings,” for the failure of licensee to implement procedures associated with entry of degraded or 
non-conforming issues into the corrective action program. Specifically, the NRC staff identified seven examples of 
problems that were not documented in a nuclear notification until prompted by NRC many days or years after they 
were known to the licensee between June 2009 and January 2013. This issue has been entered into licensee’s 
corrective action program as Nuclear Notification NN 202364842.  
The inspectors determined that the failure by licensee personnel to write nuclear notifications in accordance with 
Procedure SO123-XV-50.CAP-1 was a performance deficiency. The performance deficiency was more than minor, 
and therefore a finding, because it was associated with the Mitigating Systems Cornerstone attribute for equipment 
performance and adversely affected the cornerstone objective of ensuring the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. The inspectors determined that Manual 
Chapter 0609, Appendix G, “Shutdown Operations Significance Determination Process,” was appropriate based on 
the plant conditions present when most of the examples of this performance deficiency occurred. The finding did not 
require a quantitative assessment because adequate mitigating equipment remained available and the finding did not 
constitute a loss of control, as defined in Appendix G. Therefore, the finding screened as having very low safety 
significance (Green). This finding had a cross-cutting aspect in the area of problem identification and resolution, 
corrective action program component, because the licensee failed to implement a corrective action program with a low 
threshold for identifying issues. [P.1(a)] (Section 4OA2) 
Inspection Report# : 2013002 (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 : February 24, 2014 
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San Onofre 3 
4Q/2013 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 24, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Two Examples of Failure to Follow Procedures for Control of Corrosion Related Maintenance 
The inspectors identified a Green non-cited violation of Technical Specification 5.5.1.1 for the failure by licensee 
personnel to follow Procedure SO23-XX-30, “Nuclear Maintenance Order (NMO) Generation, Screening and 
Classification,” Revision 9 EC1, and Procedure SO23-XX-36, “Toolpouch Maintenance Program,” Revision 1 EC1. 
Specifically, prior to March 5, 2013, the licensee’s Nuclear Maintenance Order Screening Committee failed to assign 
the appropriate job type and priority to seven corrosion-related nuclear maintenance orders in accordance with 
Procedure SO23-XX-30, “Nuclear Maintenance Order (NMO) Generation, Screening and Classification,” Revision 9 
EC1. Additionally, between February 9, 2012, and February 19, 2013, the Nuclear Maintenance Order Screening 
Committee failed to ensure the required conditions were met prior to assignment of toolpouch maintenance tasks for 
four nuclear notifications in accordance with Procedure SO23-XX-36, “Toolpouch Maintenance Program,” Revision 1 
EC 1. This issue has been entered into licensee’s corrective action program as Nuclear Notifications 202346546 and 
202351959.  
The inspectors determined that the failure by the licensee’s personnel to follow Procedure SO23-XX-30, “Nuclear 
Maintenance Order (NMO) Generation, Screening and Classification,” to assign the appropriate job types and priority 
for corrosion-related nuclear maintenance orders, and the failure to follow Procedure SO23-XX-36, “Toolpouch 
Maintenance Program,” for the conduct of toolpouch maintenance were performance deficiencies. These performance 
deficiencies were more than minor, and therefore a finding, because they were associated with the Initiating Events 
Cornerstone attribute of equipment performance and adversely affected the associated cornerstone objective to limit 
the likelihood of events that upset plant stability and challenge critical safety functions during shutdown as well as 
power operations. The inspectors determined that Manual Chapter 0609, Appendix G, “Shutdown Operations 
Significance Determination Process,” was appropriate based on the plant conditions present when most of the 
examples of this performance deficiency occurred. The finding did not require a quantitative assessment because 
adequate mitigating equipment remained available and the finding did not constitute a loss of control, as defined in 
Appendix G. Therefore, the finding screened as having very low safety significance (Green). This finding had a 
crosscutting aspect in the area of human performance, decision-making component, because the Nuclear Maintenance 
Order Screening Committee failed to use conservative assumptions in decision making when assigning innappropriate 
job types and tool pouch maintenance tasks for nuclear notifications. [H.1(b)] (Section 4OA5) 
Inspection Report# : 2013002 (pdf)  

Significance:  Mar 24, 2013 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Follow Procedure for Plant Preservation Rust Grading 
The inspectors identified a Green finding for failure to follow the requirements of the Plant Preservation Rust Grading 
and Budget Preparation Guide. Specifically, prior to February 28, 2013, licensee personnel failed to initiate nuclear 
notifications for plant areas that received a rust grade of 4 or higher. This issue has been entered into the licensee’s 
corrective action program as Nuclear Notification NN 202341172. 
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The inspectors determined that the failure to initiate nuclear notifications for the areas assigned a rust grade of 4 as 
required by the Plant Preservation Rust Grading and Budget Preparation Guide was a performance deficiency. The 
performance deficiency was more than minor, and therefore a finding, because it was associated with the Initiating 
Events Cornerstone attribute of equipment performance and adversely affected the associated cornerstone objective to 
limit the likelihood of events that upset plant stability and challenge critical safety functions during shutdown as well 
as power operations. The inspectors determined that Manual Chapter 0609, Appendix G, “Shutdown Operations 
Significance Determination Process,” was appropriate based on the plant conditions present when most of the 
examples of this performance deficiency occurred. The finding did not require a quantitative assessment because 
adequate mitigating equipment remained available and the finding did not constitute a loss of control, as defined in 
Appendix G. Therefore, the finding screened as having very low safety significance (Green). This finding has a cross-
cutting aspect in the area of problem identification and resolution, corrective action program component, because the 
licensee failed to implement a corrective action program with a low threshold for identifying issues. [P.1(a)] (Section 
4OA5) 
Inspection Report# : 2013002 (pdf)  

Mitigating Systems 

Significance:  Jun 23, 2013 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Properly Scope All the Pertinent External Flood Protection Features into the Walkdown List in 
Accordance with Industry Guidance NEI 12-07 
The inspectors identified one finding of very low safety significance for the licensee’s failure to follow procedures 
regarding the Fukushima event response for flood protection to comply with NRC endorsed NEI 12-07, “Guidelines 
for Performing Walkdowns of Plant Flood Protection Features.” Specifically, the licensee failed to perform an 
evaluation of the aggregate effect on a failure on the five locations of inaccessible waterstops included in the flooding 
walkdown scope; failed to evaluate the conduits beneath the grating of the diesel generator building for inclusion in 
the walkdown scope; and failed to establish adequate procedures that included accurate assessment of the Available 
Physical Margin of flooding protection features included in the flooding walkdown scope. This finding was entered 
into the licensee’s corrective action program as Nuclear Notifications NN 202367435, NN 202369978, and NN 
202375161.  
The performance deficiency is greater than minor, and therefore a finding, because it is associated with the Mitigating 
Systems Cornerstone attribute of Protection Against External Factors (Flood Hazard) and it adversely affects the 
associated 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 could be evaluated 
using the significance determination process in accordance with IMC 0609, “Significance Determination Process,” 
and conducted a Phase 1 characterization and initial screening. Phase 1 initial screening determined that IMC 0609 
Appendix A, Exhibit 2, “Mitigating Systems Screening Questions,” should be used. Because the finding did not 
involve the loss or degradation of equipment or function specifically designed to mitigate a seismic, flooding, or 
severe weather initiating event (e.g., seismic snubbers, flooding barriers, tornado doors), the finding screened as 
Green. The finding has a cross-cutting aspect in the area of human performance, associated with the decision-making 
component, because the licensee did not verify the validity of the underlying assumptions and identify possible 
unintended consequences. 
Inspection Report# : 2013003 (pdf)  

Significance:  Mar 24, 2013 
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Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Completely Inspect and Maintain PMF Berm 
The inspectors identified a Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings,” for failure to accomplish activities in accordance with procedures. Specifically, prior to 
March 4, 2013, the licensee failed to accomplish inspections and maintenance of the downstream face of the probable 
maximum flood berm in accordance with Attachments 1 and 3 of Procedure SO123-XVIII-35, “Inspection and 
Maintenance of Seawall, Offsite Probable Maximum Flood Berm and Channel, and Related Drainage Facilities.” 
These issues have been entered into the licensee’s corrective action program as Nuclear Notifications NN 202346674, 
NN 202354058, and NN 202359197.  
The inspectors determined that the licensee’s failure to accomplish inspections and maintenance in accordance with 
Procedure SO123-XVIII-35, “Inspection and Maintenance of Seawall, Offsite Probable Maximum Flood Berm and 
Channel, and Related Drainage Facilities,” was a performance deficiency. The performance deficiency was more than 
minor, and therefore a finding, because, if left uncorrected, the performance deficiency would have the potential to 
lead to a more significant safety concern. Specifically, the licensee routinely failed to maintain and inspect the 
downstream face of the berm for vegetation overgrowth, structural integrity, and animal burrows, resulting in 
identified degradation conditions during subsequent inspections. Using NRC Inspection Manual Chapter 0609, 
Attachment 4, “Initial Characterization of Findings,” the finding screened as potentially risk important, affecting the 
Mitigating Systems cornerstone attribute for external events mitigating systems, because the finding resulted in the 
degradation of equipment and functions specifically designed to mitigate a flooding initiating event. Therefore, a 
Region IV senior reactor analyst performed a detailed risk evaluation using NRC Inspection Manual Chapter 0609, 
Appendix M, “Significance Determination Process Using Qualitative Criteria.” Based on the inspector’s observation 
of the condition of the berm, the senior reactor analyst determined that eventhough the berm was degraded, it 
remained functional. Since the probable maximum flood berm remained functional, there was no quantifiable change 
to the core damage frequency or the large early release frequency. Therefore, the finding was of very low safety 
significance (Green). This finding had a crosscutting aspect in the area of human performance, resources component, 
because the licensee did not ensure personnel were available and adequate to assure nuclear safety. [H.2(b)] (Section 
1R01) 
Inspection Report# : 2013002 (pdf)  

Significance:  Mar 24, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Screen Nuclear Notifications Results in Missed Operability Determinations and 
Functionality Assessments 
The inspectors identified a Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings,” for the failure by operations personnel to implement procedures associated with 
evaluating the impact of degraded or non-conforming conditions on the operability of equipment required by technical 
specifications. Specifically, between December 2010 and February 2013, the inspectors identified fourteen examples 
where operations personnel failed to follow Procedure SO123-XV-50.CAP-2, “SONGS Nuclear Notification 
Screening,” Attachment 3, step 6.2.9, resulting in the failure to complete the immediate operability determination or 
the immediate functionality assessment as required. This issue has been entered into licensee’s corrective action 
program as Nuclear Notification NN 202337603.  
The inspectors determined that the failure of operations personnel to follow Procedure SO123-XV-50.CAP-2, 
“SONGS Nuclear Notification Screening,” for screening nuclear notifications was performance deficiency. The 
performance deficiency was more than minor, and therefore a finding, because it is associated with the Mitigating 
Systems Cornerstone attribute for equipment performance and adversely affected the cornerstone objective of 
ensuring the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. Specifically, the inspectors determined that this was a significant programmatic deficiency that would 
lead to worse errors, if left uncorrected. The inspectors determined that Manual Chapter 0609, Appendix G, 
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“Shutdown Operations Significance Determination Process,” was appropriate based on the plant conditions present 
when most of the examples of this performance deficiency occurred. The finding did not require a quantitative 
assessment because adequate mitigating equipment remained available and the finding did not constitute a loss of 
control, as defined in Appendix G. Therefore, the finding screened as having very low safety significance (Green). 
This finding had a cross-cutting aspect in the area of human performance, decision-making component, because 
operations personnel failed to make decisions demonstrating that nuclear safety was an overriding priority. [H.1(b)] 
(Section 1R15) 
Inspection Report# : 2013002 (pdf)  

Significance:  Mar 24, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Write Nuclear Notifications for Degraded or Non-Conforming Conditions 
The inspectors identified a Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings,” for the failure of licensee to implement procedures associated with entry of degraded or 
non-conforming issues into the corrective action program. Specifically, the NRC staff identified seven examples of 
problems that were not documented in a nuclear notification until prompted by NRC many days or years after they 
were known to the licensee between June 2009 and January 2013. This issue has been entered into licensee’s 
corrective action program as Nuclear Notification NN 202364842.  
The inspectors determined that the failure by licensee personnel to write nuclear notifications in accordance with 
Procedure SO123-XV-50.CAP-1 was a performance deficiency. The performance deficiency was more than minor, 
and therefore a finding, because it was associated with the Mitigating Systems Cornerstone attribute for equipment 
performance and adversely affected the cornerstone objective of ensuring the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. The inspectors determined that Manual 
Chapter 0609, Appendix G, “Shutdown Operations Significance Determination Process,” was appropriate based on 
the plant conditions present when most of the examples of this performance deficiency occurred. The finding did not 
require a quantitative assessment because adequate mitigating equipment remained available and the finding did not 
constitute a loss of control, as defined in Appendix G. Therefore, the finding screened as having very low safety 
significance (Green). This finding had a cross-cutting aspect in the area of problem identification and resolution, 
corrective action program component, because the licensee failed to implement a corrective action program with a low 
threshold for identifying issues. [P.1(a)] (Section 4OA2) 
Inspection Report# : 2013002 (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 
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San Onofre 3
4Q/2013 Plant Inspection Findings

Initiating Events

Significance:  Mar 24, 2013
Identified By: NRC
Item Type: NCV NonCited Violation
Two Examples of Failure to Follow Procedures for Control of Corrosion Related Maintenance
The inspectors identified a Green non-cited violation of Technical Specification 5.5.1.1 for the failure by licensee 
personnel to follow Procedure SO23-XX-30, “Nuclear Maintenance Order (NMO) Generation, Screening and 
Classification,” Revision 9 EC1, and Procedure SO23-XX-36, “Toolpouch Maintenance Program,” Revision 1 EC1. 
Specifically, prior to March 5, 2013, the licensee’s Nuclear Maintenance Order Screening Committee failed to assign 
the appropriate job type and priority to seven corrosion-related nuclear maintenance orders in accordance with 
Procedure SO23-XX-30, “Nuclear Maintenance Order (NMO) Generation, Screening and Classification,” Revision 9 
EC1. Additionally, between February 9, 2012, and February 19, 2013, the Nuclear Maintenance Order Screening 
Committee failed to ensure the required conditions were met prior to assignment of toolpouch maintenance tasks for 
four nuclear notifications in accordance with Procedure SO23-XX-36, “Toolpouch Maintenance Program,” Revision 1 
EC 1. This issue has been entered into licensee’s corrective action program as Nuclear Notifications 202346546 and 
202351959. 
The inspectors determined that the failure by the licensee’s personnel to follow Procedure SO23-XX-30, “Nuclear 
Maintenance Order (NMO) Generation, Screening and Classification,” to assign the appropriate job types and priority 
for corrosion-related nuclear maintenance orders, and the failure to follow Procedure SO23-XX-36, “Toolpouch 
Maintenance Program,” for the conduct of toolpouch maintenance were performance deficiencies. These performance 
deficiencies were more than minor, and therefore a finding, because they were associated with the Initiating Events 
Cornerstone attribute of equipment performance and adversely affected the associated cornerstone objective to limit 
the likelihood of events that upset plant stability and challenge critical safety functions during shutdown as well as 
power operations. The inspectors determined that Manual Chapter 0609, Appendix G, “Shutdown Operations 
Significance Determination Process,” was appropriate based on the plant conditions present when most of the 
examples of this performance deficiency occurred. The finding did not require a quantitative assessment because 
adequate mitigating equipment remained available and the finding did not constitute a loss of control, as defined in 
Appendix G. Therefore, the finding screened as having very low safety significance (Green). This finding had a 
crosscutting aspect in the area of human performance, decision-making component, because the Nuclear Maintenance 
Order Screening Committee failed to use conservative assumptions in decision making when assigning innappropriate 
job types and tool pouch maintenance tasks for nuclear notifications. [H.1(b)] (Section 4OA5)
Inspection Report# : 2013002 (pdf)

Significance:  Mar 24, 2013
Identified By: NRC
Item Type: FIN Finding
Failure to Follow Procedure for Plant Preservation Rust Grading
The inspectors identified a Green finding for failure to follow the requirements of the Plant Preservation Rust Grading 
and Budget Preparation Guide. Specifically, prior to February 28, 2013, licensee personnel failed to initiate nuclear 
notifications for plant areas that received a rust grade of 4 or higher. This issue has been entered into the licensee’s 
corrective action program as Nuclear Notification NN 202341172. 
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The inspectors determined that the failure to initiate nuclear notifications for the areas assigned a rust grade of 4 as 
required by the Plant Preservation Rust Grading and Budget Preparation Guide was a performance deficiency. The 
performance deficiency was more than minor, and therefore a finding, because it was associated with the Initiating 
Events Cornerstone attribute of equipment performance and adversely affected the associated cornerstone objective to 
limit the likelihood of events that upset plant stability and challenge critical safety functions during shutdown as well 
as power operations. The inspectors determined that Manual Chapter 0609, Appendix G, “Shutdown Operations 
Significance Determination Process,” was appropriate based on the plant conditions present when most of the 
examples of this performance deficiency occurred. The finding did not require a quantitative assessment because 
adequate mitigating equipment remained available and the finding did not constitute a loss of control, as defined in 
Appendix G. Therefore, the finding screened as having very low safety significance (Green). This finding has a cross-
cutting aspect in the area of problem identification and resolution, corrective action program component, because the 
licensee failed to implement a corrective action program with a low threshold for identifying issues. [P.1(a)] (Section 
4OA5)
Inspection Report# : 2013002 (pdf)

Mitigating Systems

Significance:  Jun 23, 2013
Identified By: NRC
Item Type: FIN Finding
Failure to Properly Scope All the Pertinent External Flood Protection Features into the Walkdown List in 
Accordance with Industry Guidance NEI 12-07
The inspectors identified one finding of very low safety significance for the licensee’s failure to follow procedures 
regarding the Fukushima event response for flood protection to comply with NRC endorsed NEI 12-07, “Guidelines 
for Performing Walkdowns of Plant Flood Protection Features.” Specifically, the licensee failed to perform an 
evaluation of the aggregate effect on a failure on the five locations of inaccessible waterstops included in the flooding 
walkdown scope; failed to evaluate the conduits beneath the grating of the diesel generator building for inclusion in 
the walkdown scope; and failed to establish adequate procedures that included accurate assessment of the Available 
Physical Margin of flooding protection features included in the flooding walkdown scope. This finding was entered 
into the licensee’s corrective action program as Nuclear Notifications NN 202367435, NN 202369978, and NN 
202375161. 
The performance deficiency is greater than minor, and therefore a finding, because it is associated with the Mitigating 
Systems Cornerstone attribute of Protection Against External Factors (Flood Hazard) and it adversely affects the 
associated 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 could be evaluated 
using the significance determination process in accordance with IMC 0609, “Significance Determination Process,”
and conducted a Phase 1 characterization and initial screening. Phase 1 initial screening determined that IMC 0609 
Appendix A, Exhibit 2, “Mitigating Systems Screening Questions,” should be used. Because the finding did not 
involve the loss or degradation of equipment or function specifically designed to mitigate a seismic, flooding, or 
severe weather initiating event (e.g., seismic snubbers, flooding barriers, tornado doors), the finding screened as 
Green. The finding has a cross-cutting aspect in the area of human performance, associated with the decision-making 
component, because the licensee did not verify the validity of the underlying assumptions and identify possible 
unintended consequences.
Inspection Report# : 2013003 (pdf)

Significance:  Mar 24, 2013
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Identified By: NRC
Item Type: NCV NonCited Violation
Failure to Completely Inspect and Maintain PMF Berm
The inspectors identified a Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings,” for failure to accomplish activities in accordance with procedures. Specifically, prior to 
March 4, 2013, the licensee failed to accomplish inspections and maintenance of the downstream face of the probable 
maximum flood berm in accordance with Attachments 1 and 3 of Procedure SO123-XVIII-35, “Inspection and 
Maintenance of Seawall, Offsite Probable Maximum Flood Berm and Channel, and Related Drainage Facilities.”
These issues have been entered into the licensee’s corrective action program as Nuclear Notifications NN 202346674, 
NN 202354058, and NN 202359197. 
The inspectors determined that the licensee’s failure to accomplish inspections and maintenance in accordance with 
Procedure SO123-XVIII-35, “Inspection and Maintenance of Seawall, Offsite Probable Maximum Flood Berm and 
Channel, and Related Drainage Facilities,” was a performance deficiency. The performance deficiency was more than 
minor, and therefore a finding, because, if left uncorrected, the performance deficiency would have the potential to 
lead to a more significant safety concern. Specifically, the licensee routinely failed to maintain and inspect the 
downstream face of the berm for vegetation overgrowth, structural integrity, and animal burrows, resulting in 
identified degradation conditions during subsequent inspections. Using NRC Inspection Manual Chapter 0609, 
Attachment 4, “Initial Characterization of Findings,” the finding screened as potentially risk important, affecting the 
Mitigating Systems cornerstone attribute for external events mitigating systems, because the finding resulted in the 
degradation of equipment and functions specifically designed to mitigate a flooding initiating event. Therefore, a 
Region IV senior reactor analyst performed a detailed risk evaluation using NRC Inspection Manual Chapter 0609, 
Appendix M, “Significance Determination Process Using Qualitative Criteria.” Based on the inspector’s observation 
of the condition of the berm, the senior reactor analyst determined that eventhough the berm was degraded, it 
remained functional. Since the probable maximum flood berm remained functional, there was no quantifiable change 
to the core damage frequency or the large early release frequency. Therefore, the finding was of very low safety 
significance (Green). This finding had a crosscutting aspect in the area of human performance, resources component, 
because the licensee did not ensure personnel were available and adequate to assure nuclear safety. [H.2(b)] (Section 
1R01)
Inspection Report# : 2013002 (pdf)

Significance:  Mar 24, 2013
Identified By: NRC
Item Type: NCV NonCited Violation
Failure to Properly Screen Nuclear Notifications Results in Missed Operability Determinations and 
Functionality Assessments
The inspectors identified a Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings,” for the failure by operations personnel to implement procedures associated with 
evaluating the impact of degraded or non-conforming conditions on the operability of equipment required by technical 
specifications. Specifically, between December 2010 and February 2013, the inspectors identified fourteen examples 
where operations personnel failed to follow Procedure SO123-XV-50.CAP-2, “SONGS Nuclear Notification 
Screening,” Attachment 3, step 6.2.9, resulting in the failure to complete the immediate operability determination or 
the immediate functionality assessment as required. This issue has been entered into licensee’s corrective action 
program as Nuclear Notification NN 202337603. 
The inspectors determined that the failure of operations personnel to follow Procedure SO123-XV-50.CAP-2, 
“SONGS Nuclear Notification Screening,” for screening nuclear notifications was performance deficiency. The 
performance deficiency was more than minor, and therefore a finding, because it is associated with the Mitigating 
Systems Cornerstone attribute for equipment performance and adversely affected the cornerstone objective of 
ensuring the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. Specifically, the inspectors determined that this was a significant programmatic deficiency that would 
lead to worse errors, if left uncorrected. The inspectors determined that Manual Chapter 0609, Appendix G, 

4Q/2013 Inspection Findings - San Onofre 3

Page 3 of 5



“Shutdown Operations Significance Determination Process,” was appropriate based on the plant conditions present 
when most of the examples of this performance deficiency occurred. The finding did not require a quantitative 
assessment because adequate mitigating equipment remained available and the finding did not constitute a loss of 
control, as defined in Appendix G. Therefore, the finding screened as having very low safety significance (Green). 
This finding had a cross-cutting aspect in the area of human performance, decision-making component, because 
operations personnel failed to make decisions demonstrating that nuclear safety was an overriding priority. [H.1(b)] 
(Section 1R15)
Inspection Report# : 2013002 (pdf)

Significance:  Mar 24, 2013
Identified By: NRC
Item Type: NCV NonCited Violation
Failure to Write Nuclear Notifications for Degraded or Non-Conforming Conditions
The inspectors identified a Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings,” for the failure of licensee to implement procedures associated with entry of degraded or 
non-conforming issues into the corrective action program. Specifically, the NRC staff identified seven examples of 
problems that were not documented in a nuclear notification until prompted by NRC many days or years after they 
were known to the licensee between June 2009 and January 2013. This issue has been entered into licensee’s 
corrective action program as Nuclear Notification NN 202364842. 
The inspectors determined that the failure by licensee personnel to write nuclear notifications in accordance with 
Procedure SO123-XV-50.CAP-1 was a performance deficiency. The performance deficiency was more than minor, 
and therefore a finding, because it was associated with the Mitigating Systems Cornerstone attribute for equipment 
performance and adversely affected the cornerstone objective of ensuring the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. The inspectors determined that Manual 
Chapter 0609, Appendix G, “Shutdown Operations Significance Determination Process,” was appropriate based on 
the plant conditions present when most of the examples of this performance deficiency occurred. The finding did not 
require a quantitative assessment because adequate mitigating equipment remained available and the finding did not 
constitute a loss of control, as defined in Appendix G. Therefore, the finding screened as having very low safety 
significance (Green). This finding had a cross-cutting aspect in the area of problem identification and resolution, 
corrective action program component, because the licensee failed to implement a corrective action program with a low 
threshold for identifying issues. [P.1(a)] (Section 4OA2)
Inspection Report# : 2013002 (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 : February 24, 2014
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San Onofre 3
4Q/2013 Plant Inspection Findings

Initiating Events

Significance:  Mar 24, 2013
Identified By: NRC
Item Type: NCV NonCited Violation
Two Examples of Failure to Follow Procedures for Control of Corrosion Related Maintenance
The inspectors identified a Green non-cited violation of Technical Specification 5.5.1.1 for the failure by licensee 
personnel to follow Procedure SO23-XX-30, “Nuclear Maintenance Order (NMO) Generation, Screening and 
Classification,” Revision 9 EC1, and Procedure SO23-XX-36, “Toolpouch Maintenance Program,” Revision 1 EC1. 
Specifically, prior to March 5, 2013, the licensee’s Nuclear Maintenance Order Screening Committee failed to assign 
the appropriate job type and priority to seven corrosion-related nuclear maintenance orders in accordance with 
Procedure SO23-XX-30, “Nuclear Maintenance Order (NMO) Generation, Screening and Classification,” Revision 9 
EC1. Additionally, between February 9, 2012, and February 19, 2013, the Nuclear Maintenance Order Screening 
Committee failed to ensure the required conditions were met prior to assignment of toolpouch maintenance tasks for 
four nuclear notifications in accordance with Procedure SO23-XX-36, “Toolpouch Maintenance Program,” Revision 1 
EC 1. This issue has been entered into licensee’s corrective action program as Nuclear Notifications 202346546 and 
202351959. 
The inspectors determined that the failure by the licensee’s personnel to follow Procedure SO23-XX-30, “Nuclear 
Maintenance Order (NMO) Generation, Screening and Classification,” to assign the appropriate job types and priority 
for corrosion-related nuclear maintenance orders, and the failure to follow Procedure SO23-XX-36, “Toolpouch 
Maintenance Program,” for the conduct of toolpouch maintenance were performance deficiencies. These performance 
deficiencies were more than minor, and therefore a finding, because they were associated with the Initiating Events 
Cornerstone attribute of equipment performance and adversely affected the associated cornerstone objective to limit 
the likelihood of events that upset plant stability and challenge critical safety functions during shutdown as well as 
power operations. The inspectors determined that Manual Chapter 0609, Appendix G, “Shutdown Operations 
Significance Determination Process,” was appropriate based on the plant conditions present when most of the 
examples of this performance deficiency occurred. The finding did not require a quantitative assessment because 
adequate mitigating equipment remained available and the finding did not constitute a loss of control, as defined in 
Appendix G. Therefore, the finding screened as having very low safety significance (Green). This finding had a 
crosscutting aspect in the area of human performance, decision-making component, because the Nuclear Maintenance 
Order Screening Committee failed to use conservative assumptions in decision making when assigning innappropriate 
job types and tool pouch maintenance tasks for nuclear notifications. [H.1(b)] (Section 4OA5)
Inspection Report# : 2013002 (pdf)

Significance:  Mar 24, 2013
Identified By: NRC
Item Type: FIN Finding
Failure to Follow Procedure for Plant Preservation Rust Grading
The inspectors identified a Green finding for failure to follow the requirements of the Plant Preservation Rust Grading 
and Budget Preparation Guide. Specifically, prior to February 28, 2013, licensee personnel failed to initiate nuclear 
notifications for plant areas that received a rust grade of 4 or higher. This issue has been entered into the licensee’s 
corrective action program as Nuclear Notification NN 202341172. 
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The inspectors determined that the failure to initiate nuclear notifications for the areas assigned a rust grade of 4 as 
required by the Plant Preservation Rust Grading and Budget Preparation Guide was a performance deficiency. The 
performance deficiency was more than minor, and therefore a finding, because it was associated with the Initiating 
Events Cornerstone attribute of equipment performance and adversely affected the associated cornerstone objective to 
limit the likelihood of events that upset plant stability and challenge critical safety functions during shutdown as well 
as power operations. The inspectors determined that Manual Chapter 0609, Appendix G, “Shutdown Operations 
Significance Determination Process,” was appropriate based on the plant conditions present when most of the 
examples of this performance deficiency occurred. The finding did not require a quantitative assessment because 
adequate mitigating equipment remained available and the finding did not constitute a loss of control, as defined in 
Appendix G. Therefore, the finding screened as having very low safety significance (Green). This finding has a cross-
cutting aspect in the area of problem identification and resolution, corrective action program component, because the 
licensee failed to implement a corrective action program with a low threshold for identifying issues. [P.1(a)] (Section 
4OA5)
Inspection Report# : 2013002 (pdf)

Mitigating Systems

Significance:  Jun 23, 2013
Identified By: NRC
Item Type: FIN Finding
Failure to Properly Scope All the Pertinent External Flood Protection Features into the Walkdown List in 
Accordance with Industry Guidance NEI 12-07
The inspectors identified one finding of very low safety significance for the licensee’s failure to follow procedures 
regarding the Fukushima event response for flood protection to comply with NRC endorsed NEI 12-07, “Guidelines 
for Performing Walkdowns of Plant Flood Protection Features.” Specifically, the licensee failed to perform an 
evaluation of the aggregate effect on a failure on the five locations of inaccessible waterstops included in the flooding 
walkdown scope; failed to evaluate the conduits beneath the grating of the diesel generator building for inclusion in 
the walkdown scope; and failed to establish adequate procedures that included accurate assessment of the Available 
Physical Margin of flooding protection features included in the flooding walkdown scope. This finding was entered 
into the licensee’s corrective action program as Nuclear Notifications NN 202367435, NN 202369978, and NN 
202375161. 
The performance deficiency is greater than minor, and therefore a finding, because it is associated with the Mitigating 
Systems Cornerstone attribute of Protection Against External Factors (Flood Hazard) and it adversely affects the 
associated 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 could be evaluated 
using the significance determination process in accordance with IMC 0609, “Significance Determination Process,”
and conducted a Phase 1 characterization and initial screening. Phase 1 initial screening determined that IMC 0609 
Appendix A, Exhibit 2, “Mitigating Systems Screening Questions,” should be used. Because the finding did not 
involve the loss or degradation of equipment or function specifically designed to mitigate a seismic, flooding, or 
severe weather initiating event (e.g., seismic snubbers, flooding barriers, tornado doors), the finding screened as 
Green. The finding has a cross-cutting aspect in the area of human performance, associated with the decision-making 
component, because the licensee did not verify the validity of the underlying assumptions and identify possible 
unintended consequences.
Inspection Report# : 2013003 (pdf)

Significance:  Mar 24, 2013
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Identified By: NRC
Item Type: NCV NonCited Violation
Failure to Completely Inspect and Maintain PMF Berm
The inspectors identified a Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings,” for failure to accomplish activities in accordance with procedures. Specifically, prior to 
March 4, 2013, the licensee failed to accomplish inspections and maintenance of the downstream face of the probable 
maximum flood berm in accordance with Attachments 1 and 3 of Procedure SO123-XVIII-35, “Inspection and 
Maintenance of Seawall, Offsite Probable Maximum Flood Berm and Channel, and Related Drainage Facilities.”
These issues have been entered into the licensee’s corrective action program as Nuclear Notifications NN 202346674, 
NN 202354058, and NN 202359197. 
The inspectors determined that the licensee’s failure to accomplish inspections and maintenance in accordance with 
Procedure SO123-XVIII-35, “Inspection and Maintenance of Seawall, Offsite Probable Maximum Flood Berm and 
Channel, and Related Drainage Facilities,” was a performance deficiency. The performance deficiency was more than 
minor, and therefore a finding, because, if left uncorrected, the performance deficiency would have the potential to 
lead to a more significant safety concern. Specifically, the licensee routinely failed to maintain and inspect the 
downstream face of the berm for vegetation overgrowth, structural integrity, and animal burrows, resulting in 
identified degradation conditions during subsequent inspections. Using NRC Inspection Manual Chapter 0609, 
Attachment 4, “Initial Characterization of Findings,” the finding screened as potentially risk important, affecting the 
Mitigating Systems cornerstone attribute for external events mitigating systems, because the finding resulted in the 
degradation of equipment and functions specifically designed to mitigate a flooding initiating event. Therefore, a 
Region IV senior reactor analyst performed a detailed risk evaluation using NRC Inspection Manual Chapter 0609, 
Appendix M, “Significance Determination Process Using Qualitative Criteria.” Based on the inspector’s observation 
of the condition of the berm, the senior reactor analyst determined that eventhough the berm was degraded, it 
remained functional. Since the probable maximum flood berm remained functional, there was no quantifiable change 
to the core damage frequency or the large early release frequency. Therefore, the finding was of very low safety 
significance (Green). This finding had a crosscutting aspect in the area of human performance, resources component, 
because the licensee did not ensure personnel were available and adequate to assure nuclear safety. [H.2(b)] (Section 
1R01)
Inspection Report# : 2013002 (pdf)

Significance:  Mar 24, 2013
Identified By: NRC
Item Type: NCV NonCited Violation
Failure to Properly Screen Nuclear Notifications Results in Missed Operability Determinations and 
Functionality Assessments
The inspectors identified a Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings,” for the failure by operations personnel to implement procedures associated with 
evaluating the impact of degraded or non-conforming conditions on the operability of equipment required by technical 
specifications. Specifically, between December 2010 and February 2013, the inspectors identified fourteen examples 
where operations personnel failed to follow Procedure SO123-XV-50.CAP-2, “SONGS Nuclear Notification 
Screening,” Attachment 3, step 6.2.9, resulting in the failure to complete the immediate operability determination or 
the immediate functionality assessment as required. This issue has been entered into licensee’s corrective action 
program as Nuclear Notification NN 202337603. 
The inspectors determined that the failure of operations personnel to follow Procedure SO123-XV-50.CAP-2, 
“SONGS Nuclear Notification Screening,” for screening nuclear notifications was performance deficiency. The 
performance deficiency was more than minor, and therefore a finding, because it is associated with the Mitigating 
Systems Cornerstone attribute for equipment performance and adversely affected the cornerstone objective of 
ensuring the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. Specifically, the inspectors determined that this was a significant programmatic deficiency that would 
lead to worse errors, if left uncorrected. The inspectors determined that Manual Chapter 0609, Appendix G, 
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“Shutdown Operations Significance Determination Process,” was appropriate based on the plant conditions present 
when most of the examples of this performance deficiency occurred. The finding did not require a quantitative 
assessment because adequate mitigating equipment remained available and the finding did not constitute a loss of 
control, as defined in Appendix G. Therefore, the finding screened as having very low safety significance (Green). 
This finding had a cross-cutting aspect in the area of human performance, decision-making component, because 
operations personnel failed to make decisions demonstrating that nuclear safety was an overriding priority. [H.1(b)] 
(Section 1R15)
Inspection Report# : 2013002 (pdf)

Significance:  Mar 24, 2013
Identified By: NRC
Item Type: NCV NonCited Violation
Failure to Write Nuclear Notifications for Degraded or Non-Conforming Conditions
The inspectors identified a Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings,” for the failure of licensee to implement procedures associated with entry of degraded or 
non-conforming issues into the corrective action program. Specifically, the NRC staff identified seven examples of 
problems that were not documented in a nuclear notification until prompted by NRC many days or years after they 
were known to the licensee between June 2009 and January 2013. This issue has been entered into licensee’s 
corrective action program as Nuclear Notification NN 202364842. 
The inspectors determined that the failure by licensee personnel to write nuclear notifications in accordance with 
Procedure SO123-XV-50.CAP-1 was a performance deficiency. The performance deficiency was more than minor, 
and therefore a finding, because it was associated with the Mitigating Systems Cornerstone attribute for equipment 
performance and adversely affected the cornerstone objective of ensuring the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. The inspectors determined that Manual 
Chapter 0609, Appendix G, “Shutdown Operations Significance Determination Process,” was appropriate based on 
the plant conditions present when most of the examples of this performance deficiency occurred. The finding did not 
require a quantitative assessment because adequate mitigating equipment remained available and the finding did not 
constitute a loss of control, as defined in Appendix G. Therefore, the finding screened as having very low safety 
significance (Green). This finding had a cross-cutting aspect in the area of problem identification and resolution, 
corrective action program component, because the licensee failed to implement a corrective action program with a low 
threshold for identifying issues. [P.1(a)] (Section 4OA2)
Inspection Report# : 2013002 (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 : February 24, 2014
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San Onofre 3
4Q/2013 Plant Inspection Findings

Initiating Events

Significance:  Mar 24, 2013
Identified By: NRC
Item Type: NCV NonCited Violation
Two Examples of Failure to Follow Procedures for Control of Corrosion Related Maintenance
The inspectors identified a Green non-cited violation of Technical Specification 5.5.1.1 for the failure by licensee 
personnel to follow Procedure SO23-XX-30, “Nuclear Maintenance Order (NMO) Generation, Screening and 
Classification,” Revision 9 EC1, and Procedure SO23-XX-36, “Toolpouch Maintenance Program,” Revision 1 EC1. 
Specifically, prior to March 5, 2013, the licensee’s Nuclear Maintenance Order Screening Committee failed to assign 
the appropriate job type and priority to seven corrosion-related nuclear maintenance orders in accordance with 
Procedure SO23-XX-30, “Nuclear Maintenance Order (NMO) Generation, Screening and Classification,” Revision 9 
EC1. Additionally, between February 9, 2012, and February 19, 2013, the Nuclear Maintenance Order Screening 
Committee failed to ensure the required conditions were met prior to assignment of toolpouch maintenance tasks for 
four nuclear notifications in accordance with Procedure SO23-XX-36, “Toolpouch Maintenance Program,” Revision 1 
EC 1. This issue has been entered into licensee’s corrective action program as Nuclear Notifications 202346546 and 
202351959. 
The inspectors determined that the failure by the licensee’s personnel to follow Procedure SO23-XX-30, “Nuclear 
Maintenance Order (NMO) Generation, Screening and Classification,” to assign the appropriate job types and priority 
for corrosion-related nuclear maintenance orders, and the failure to follow Procedure SO23-XX-36, “Toolpouch 
Maintenance Program,” for the conduct of toolpouch maintenance were performance deficiencies. These performance 
deficiencies were more than minor, and therefore a finding, because they were associated with the Initiating Events 
Cornerstone attribute of equipment performance and adversely affected the associated cornerstone objective to limit 
the likelihood of events that upset plant stability and challenge critical safety functions during shutdown as well as 
power operations. The inspectors determined that Manual Chapter 0609, Appendix G, “Shutdown Operations 
Significance Determination Process,” was appropriate based on the plant conditions present when most of the 
examples of this performance deficiency occurred. The finding did not require a quantitative assessment because 
adequate mitigating equipment remained available and the finding did not constitute a loss of control, as defined in 
Appendix G. Therefore, the finding screened as having very low safety significance (Green). This finding had a 
crosscutting aspect in the area of human performance, decision-making component, because the Nuclear Maintenance 
Order Screening Committee failed to use conservative assumptions in decision making when assigning innappropriate 
job types and tool pouch maintenance tasks for nuclear notifications. [H.1(b)] (Section 4OA5)
Inspection Report# : 2013002 (pdf)

Significance:  Mar 24, 2013
Identified By: NRC
Item Type: FIN Finding
Failure to Follow Procedure for Plant Preservation Rust Grading
The inspectors identified a Green finding for failure to follow the requirements of the Plant Preservation Rust Grading 
and Budget Preparation Guide. Specifically, prior to February 28, 2013, licensee personnel failed to initiate nuclear 
notifications for plant areas that received a rust grade of 4 or higher. This issue has been entered into the licensee’s 
corrective action program as Nuclear Notification NN 202341172. 
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The inspectors determined that the failure to initiate nuclear notifications for the areas assigned a rust grade of 4 as 
required by the Plant Preservation Rust Grading and Budget Preparation Guide was a performance deficiency. The 
performance deficiency was more than minor, and therefore a finding, because it was associated with the Initiating 
Events Cornerstone attribute of equipment performance and adversely affected the associated cornerstone objective to 
limit the likelihood of events that upset plant stability and challenge critical safety functions during shutdown as well 
as power operations. The inspectors determined that Manual Chapter 0609, Appendix G, “Shutdown Operations 
Significance Determination Process,” was appropriate based on the plant conditions present when most of the 
examples of this performance deficiency occurred. The finding did not require a quantitative assessment because 
adequate mitigating equipment remained available and the finding did not constitute a loss of control, as defined in 
Appendix G. Therefore, the finding screened as having very low safety significance (Green). This finding has a cross-
cutting aspect in the area of problem identification and resolution, corrective action program component, because the 
licensee failed to implement a corrective action program with a low threshold for identifying issues. [P.1(a)] (Section 
4OA5)
Inspection Report# : 2013002 (pdf)

Mitigating Systems

Significance:  Jun 23, 2013
Identified By: NRC
Item Type: FIN Finding
Failure to Properly Scope All the Pertinent External Flood Protection Features into the Walkdown List in 
Accordance with Industry Guidance NEI 12-07
The inspectors identified one finding of very low safety significance for the licensee’s failure to follow procedures 
regarding the Fukushima event response for flood protection to comply with NRC endorsed NEI 12-07, “Guidelines 
for Performing Walkdowns of Plant Flood Protection Features.” Specifically, the licensee failed to perform an 
evaluation of the aggregate effect on a failure on the five locations of inaccessible waterstops included in the flooding 
walkdown scope; failed to evaluate the conduits beneath the grating of the diesel generator building for inclusion in 
the walkdown scope; and failed to establish adequate procedures that included accurate assessment of the Available 
Physical Margin of flooding protection features included in the flooding walkdown scope. This finding was entered 
into the licensee’s corrective action program as Nuclear Notifications NN 202367435, NN 202369978, and NN 
202375161. 
The performance deficiency is greater than minor, and therefore a finding, because it is associated with the Mitigating 
Systems Cornerstone attribute of Protection Against External Factors (Flood Hazard) and it adversely affects the 
associated 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 could be evaluated 
using the significance determination process in accordance with IMC 0609, “Significance Determination Process,”
and conducted a Phase 1 characterization and initial screening. Phase 1 initial screening determined that IMC 0609 
Appendix A, Exhibit 2, “Mitigating Systems Screening Questions,” should be used. Because the finding did not 
involve the loss or degradation of equipment or function specifically designed to mitigate a seismic, flooding, or 
severe weather initiating event (e.g., seismic snubbers, flooding barriers, tornado doors), the finding screened as 
Green. The finding has a cross-cutting aspect in the area of human performance, associated with the decision-making 
component, because the licensee did not verify the validity of the underlying assumptions and identify possible 
unintended consequences.
Inspection Report# : 2013003 (pdf)

Significance:  Mar 24, 2013
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Identified By: NRC
Item Type: NCV NonCited Violation
Failure to Completely Inspect and Maintain PMF Berm
The inspectors identified a Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings,” for failure to accomplish activities in accordance with procedures. Specifically, prior to 
March 4, 2013, the licensee failed to accomplish inspections and maintenance of the downstream face of the probable 
maximum flood berm in accordance with Attachments 1 and 3 of Procedure SO123-XVIII-35, “Inspection and 
Maintenance of Seawall, Offsite Probable Maximum Flood Berm and Channel, and Related Drainage Facilities.”
These issues have been entered into the licensee’s corrective action program as Nuclear Notifications NN 202346674, 
NN 202354058, and NN 202359197. 
The inspectors determined that the licensee’s failure to accomplish inspections and maintenance in accordance with 
Procedure SO123-XVIII-35, “Inspection and Maintenance of Seawall, Offsite Probable Maximum Flood Berm and 
Channel, and Related Drainage Facilities,” was a performance deficiency. The performance deficiency was more than 
minor, and therefore a finding, because, if left uncorrected, the performance deficiency would have the potential to 
lead to a more significant safety concern. Specifically, the licensee routinely failed to maintain and inspect the 
downstream face of the berm for vegetation overgrowth, structural integrity, and animal burrows, resulting in 
identified degradation conditions during subsequent inspections. Using NRC Inspection Manual Chapter 0609, 
Attachment 4, “Initial Characterization of Findings,” the finding screened as potentially risk important, affecting the 
Mitigating Systems cornerstone attribute for external events mitigating systems, because the finding resulted in the 
degradation of equipment and functions specifically designed to mitigate a flooding initiating event. Therefore, a 
Region IV senior reactor analyst performed a detailed risk evaluation using NRC Inspection Manual Chapter 0609, 
Appendix M, “Significance Determination Process Using Qualitative Criteria.” Based on the inspector’s observation 
of the condition of the berm, the senior reactor analyst determined that eventhough the berm was degraded, it 
remained functional. Since the probable maximum flood berm remained functional, there was no quantifiable change 
to the core damage frequency or the large early release frequency. Therefore, the finding was of very low safety 
significance (Green). This finding had a crosscutting aspect in the area of human performance, resources component, 
because the licensee did not ensure personnel were available and adequate to assure nuclear safety. [H.2(b)] (Section 
1R01)
Inspection Report# : 2013002 (pdf)

Significance:  Mar 24, 2013
Identified By: NRC
Item Type: NCV NonCited Violation
Failure to Properly Screen Nuclear Notifications Results in Missed Operability Determinations and 
Functionality Assessments
The inspectors identified a Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings,” for the failure by operations personnel to implement procedures associated with 
evaluating the impact of degraded or non-conforming conditions on the operability of equipment required by technical 
specifications. Specifically, between December 2010 and February 2013, the inspectors identified fourteen examples 
where operations personnel failed to follow Procedure SO123-XV-50.CAP-2, “SONGS Nuclear Notification 
Screening,” Attachment 3, step 6.2.9, resulting in the failure to complete the immediate operability determination or 
the immediate functionality assessment as required. This issue has been entered into licensee’s corrective action 
program as Nuclear Notification NN 202337603. 
The inspectors determined that the failure of operations personnel to follow Procedure SO123-XV-50.CAP-2, 
“SONGS Nuclear Notification Screening,” for screening nuclear notifications was performance deficiency. The 
performance deficiency was more than minor, and therefore a finding, because it is associated with the Mitigating 
Systems Cornerstone attribute for equipment performance and adversely affected the cornerstone objective of 
ensuring the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. Specifically, the inspectors determined that this was a significant programmatic deficiency that would 
lead to worse errors, if left uncorrected. The inspectors determined that Manual Chapter 0609, Appendix G, 
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“Shutdown Operations Significance Determination Process,” was appropriate based on the plant conditions present 
when most of the examples of this performance deficiency occurred. The finding did not require a quantitative 
assessment because adequate mitigating equipment remained available and the finding did not constitute a loss of 
control, as defined in Appendix G. Therefore, the finding screened as having very low safety significance (Green). 
This finding had a cross-cutting aspect in the area of human performance, decision-making component, because 
operations personnel failed to make decisions demonstrating that nuclear safety was an overriding priority. [H.1(b)] 
(Section 1R15)
Inspection Report# : 2013002 (pdf)

Significance:  Mar 24, 2013
Identified By: NRC
Item Type: NCV NonCited Violation
Failure to Write Nuclear Notifications for Degraded or Non-Conforming Conditions
The inspectors identified a Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings,” for the failure of licensee to implement procedures associated with entry of degraded or 
non-conforming issues into the corrective action program. Specifically, the NRC staff identified seven examples of 
problems that were not documented in a nuclear notification until prompted by NRC many days or years after they 
were known to the licensee between June 2009 and January 2013. This issue has been entered into licensee’s 
corrective action program as Nuclear Notification NN 202364842. 
The inspectors determined that the failure by licensee personnel to write nuclear notifications in accordance with 
Procedure SO123-XV-50.CAP-1 was a performance deficiency. The performance deficiency was more than minor, 
and therefore a finding, because it was associated with the Mitigating Systems Cornerstone attribute for equipment 
performance and adversely affected the cornerstone objective of ensuring the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. The inspectors determined that Manual 
Chapter 0609, Appendix G, “Shutdown Operations Significance Determination Process,” was appropriate based on 
the plant conditions present when most of the examples of this performance deficiency occurred. The finding did not 
require a quantitative assessment because adequate mitigating equipment remained available and the finding did not 
constitute a loss of control, as defined in Appendix G. Therefore, the finding screened as having very low safety 
significance (Green). This finding had a cross-cutting aspect in the area of problem identification and resolution, 
corrective action program component, because the licensee failed to implement a corrective action program with a low 
threshold for identifying issues. [P.1(a)] (Section 4OA2)
Inspection Report# : 2013002 (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 : February 24, 2014
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