
Sequoyah 1 

Initiating Events 

Significance:  Jul 17, 1999 
Identified By: NRC 
Item Type: FIN Finding 
TURBINE BUILDING RAILROAD BAY FLOOD EVENT 
Water from a June 30, 1999 heavy rainfall entered the turbine building railroad bay near the 6.9kv unit switchboards, and created the increased 
potential for a loss of offsite power. This issue was discussed in Inspection Reports 50-327, 328/99-04 and 50-327, 328/99-05. The licensee was 
informed in a letter, dated January 26, 2000, that several issues contributed significantly to the flooding event which included: (1) Improper 
correction of identified non-safety-related deficiencies, following a July 1994 rain storm, and (2) A deficient non-safety-related temporary 
modification to the storm drain system. The flooding event itself, the corrective action deficiencies and the deficient temporary design change were 
evaluated in Phase 3 of the NRC Significance Determination Process as a single finding that represented some increased risk to safety which 
required additional NRC inspection. This finding had increased risk significance due to the increased potential for a loss of offsite power. [A 
supplemental inspection (Inspection Report 50-327/00-04, 50-328/00-04) completed on April 7, 2000 determined that the root cause analysis of the 
flooding event focused on a temporary modification which routed the discharge from the bus duct coolers into the storm drainage system adjacent 
to the turbine building railroad bay door. Although the licensees' root cause analysis did not address an inconsistency between the existing storm 
drainage system and the original design standards, the installation of curbs around the 6.9 kV electrical cabinets provided increased assurance that 
plant equipment will be protected from future flooding events and thus reduced the risk of a loss of offsite power from a recurrence of flooding 
within the turbine building railroad bay. This finding is no longer outside of the licensee response band, and no further inspection is planned.]  
Inspection Report# : 1999004(pdf)  

Significance:  Jul 17, 1999 
Identified By: NRC 
Item Type: VIO Violation 
FAILURE TO SCOPE STORM DRAIN SYS INTO THE MAINT RULE 
A violation of 10 CFR 50.65 was identified for failure to scope the storm drain system into the licensee's Maintenance Rule Program. An NRC 
review of a June 30, 1999, flooding event identified that the storm drain system had not been incorporated into the Maintenance Rule program. This 
issue was discussed in NRC Inspection Reports 50-327/99-04, 50-328/99-04. Based on a previous flooding event on July 11, 1994, the storm drain 
system had the potential to cause a reactor trip or actuation of a safety-related system. Therefore, the storm drain system should have been 
included within the scope of the Maintenance Rule in 1996. Subsequently, the NRC issued a Notice of Violation for this issue by letter dated 
January 26, 2000. The violation was cited because compliance was not restored, by scoping the storm drain system into the Maintenance Rule, 
within a reasonable time after identification of the violation. The finding had low risk significance because, by itself, it contributed minimally to the 
June 30, 1999, flooding event.  
Inspection Report# : 1999004(pdf)  
Inspection Report# : 2000001(pdf)  

Mitigating Systems 

Significance:  Nov 20, 1999 
Identified By: NRC 
Item Type: FIN Finding 
UNIT 1 TDAFW PUMP WAS SHUTDOWN WHEN OIL IN BEARING SIGHT GLASS WAS NOTED TO BE EMPTY 
During a performance test of the Unit 1 TDAFW pump, the outboard bearing oil sight glass completely drained into the pump bearing oil reservoir. 
Operations stopped the pump when the sight glass was observed to be empty. A determination was made that the licensee was following the 
vendor's recommendation for pump oil changes. However, the inspectors questioned the licensee's practice of not running the pump immediately 
following an oil change to verify oil level. This practice caused the operators to question the adequacy of bearing oil level and the subsequent 
unnecessary stop and restart of a risk significant system. The decrease in TDAFW pump bearing oil level following an oil change does not result in 
the loss of a safety function of the pump 
Inspection Report# : 1999007(pdf)  
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Significance:  Nov 20, 1999 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
PRE-PLANNING NOT ADEQUATE DURING REPLACEMENT OF PROTECTION SYSTEM POWER SUPPLY 
A violation of Technical Specification 6.8.1.a was identified for failure to properly plan maintenance activities and perform the work order for a Unit 1 
protective system power supply replacement which resulted in an unanticipated steam generator (SG) level transient of about 16 percent in all four 
SGs. Operators initiated manual actions in sufficient time to restore SG levels to normal prior to reaching the SG low-low level reactor trip setpoint. 
This event would not have increased the likelihood of an uncomplicated reactor trip. 
Inspection Report# : 1999007(pdf)  

Significance:  Jul 17, 1999 
Identified By: Licensee 
Item Type: FIN Finding 
TURBINE DRIVEN AUXILIARY FEEDWATER PUMP MAINTENANCE RULE MISINTERPRETATION. 
An additional example of a previous Maintenance Rule violation was identified. On January 20, 1999, the dropping resistor on Unit 1 turbine driven 
auxiliary feedwater pump (TDAFW) failed for the second time. The licensee, through a misinterpretation of Maintenance Rule unreliability criteria, 
did not consider this failure to be a functional failure and therefore did not consider classification of the system as (a)(1) under the Maintenance 
Rule. Following a third failure in May 1999 the TDAFW was classified (a)(1). The issue of proper classification of functional failures and (a)(1) 
classification of the TDAFW pump under the Maintenance Rule did not affect the operability of the auxiliary feedwater system. 
Inspection Report# : 1999004(pdf)  

Significance:  Sep 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PROMPTLY IDENTIFY AND SUBSEQUENTLY CORRECT VALVE SEAT LEAKAGE 
The inspectors identified a non-cited violation of 10 CFR 50 Appendix B, Criterion XVI, for failure to promptly identify a degraded condition related 
to seat leakage of the Unit 1 residual heat removal (RHR) heat exchanger-to-RWST bypass valve. This identification failure resulted in the valve 
condition not being corrected for over three years. The degraded condition, and thus the corrective action finding, was of greater than minor 
significance because the condition had a credible impact on safety due to increased operator burden and its effects on a mitigating system (e.g., 
RHR, RCS level instruments) availability/reliability. The degraded condition was of very low safety significance because sufficient defense-in-depth 
existed to mitigate the condition primarily during reactor coolant system water level monitoring during mid-loop operation. 
Inspection Report# : 2001003(pdf)  

Significance:  Sep 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ADEQUATELY MAINTAIN ABNORMAL OPERATING PROCEDURE FOR RCP MALFUNCTIONS 
The inspectors identified a non-cited violation of Technical Specification 6.8.1.a, for an inadequate abnormal operating procedure (AOP), used to 
respond to reactor coolant pump (RCP) malfunctions. The AOP had been revised, inappropriately reducing a minimum RCP seal water leakoff low 
flow requirement for one of the four Unit 1 RCPs. The procedure deficiency had a credible impact on safety because it would have allowed 
operation of the affected RCP in a condition that could have resulted in damage to the RCP seal and potentially resulting in a small break loss of 
coolant accident (LOCA). The licensee's risk analysis identified that small break LOCAs are significant contributors to the plant's core damage 
frequency. Because the affected RCP did not operate below the correct minimum flow, the finding was of very low safety significance. 
Inspection Report# : 2001003(pdf)  

Significance:  Mar 31, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO PREVENT RECURRENCE OF EXCESSIVE GAS ACCUMULATION IN THE RHR SYSTEM (SECTION 40A7). 
A non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, which requires, in part, that, in the case of significant conditions 
adverse to quality, the measures shall assure that the cause of the condition is determined and corrective action taken to preclude repetition. 
Corrective actions for the gas accumulation contribution to a Unit 1 1995 RHR system water hammer event, failed to preclude repetition of RHR 
gas accumulation contributing to a subsequent event. On September 26, 2000, insufficient venting of non-condensable gases from the RHR 
system contributed to an inadvertent relief valve lift, rendering the RHR system and associated emergency core cooling system subsystems 
inoperable for approximately six hours. This licnesee identified finding was determined to be of very low safety significants. 
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Inspection Report# : 2000008(pdf)  

Significance:  Dec 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO IDENTIFY AND CORRECT PROCEDURE DEFICIENCIES USED TO VENT RHR DISCHARGE PIPING. 
A non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, which requires that conditions adverse to quality be promptly 
identified and corrected was identified. An inadequacy of Procedure 1-SI-OPS-074-128.0, Unit 1 RHR Discharge Piping Vent, a condition adverse 
to quality, was not identified and corrected by a procedure revision made in response to an October 1998 reactor collanr system event. This 
procedural inadequacy was revealed during a similar event on March 13, 2000. This licensee identified finding was determined to be of very low 
safety significance.  
Inspection Report# : 2000007(pdf)  

Significance:  Apr 01, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Unit 1 Reactor Trip While Increasing Power Following Refueling Outage  
Unit 1 experienced an automatic turbine trip and subsequent reactor trip while returning to full power following the Unit 1 Cycle 10 refueling outage. 
The reactor trip was caused by an erroneous "main generator loss-of-excitation field" protective signal. The erroneous protective signal was the 
result of errors in a design change specifications package which caused the protective circuitry to be incorrectly wired and tested. The finding 
represented a low risk significance because, although the design change errors contributed to the likelihood of a reactor trip, they did not affect the 
availability of any mitigating systems. 
Inspection Report# : 2000002(pdf)  

Significance:  Apr 01, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO CORRECT IDENTIFIED DEFICIENIES IN ADMIN CONTROLS FOR THE HANDLING & STORAGE OF BULK LUBRICANTS 
CONTRIBUTING TO THE INSTALLATION OF WRONG LUBRICANTS INTO ECCS & OTHER SAFETY-RELATED SYSTEMS. 
A non-cited violation of 10 CFR 50, Criterion XVI, with three examples, was identified for failure to correct problems identified in 1995, 1996, and 
1998 with administrative controls for the handling and storage of bulk lubricants. The failure contributed to the 1998 and 1999 installation of a 
lubricant not meeting vendor and equipment qualification binder requirements into emergency core cooling system and other safety-related 
components. Multiple and diverse safety-related systems were impacted over a period exceeding one year. The finding had low risk significance 
because it did not result in an actual loss of safety function in the systems identified.  
Inspection Report# : 2000002(pdf)  

Significance:  Apr 01, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PERFORM RESPONSE TIME TEST FOR RWST LEVEL TRANSMITTER 1-LT-63-53. 
A non-cited violation of Technical Specification 4.3.2.1.3 was identified for failure to perform the required response time test for refueling water 
storage tank (RWST) level transmitter 1-LT-63-53. The instrument was subsequently tested with satisfactory results. [Three additional examples 
were identified in Inspection Report 50-327, 328/00-06 for failure to conduct response time testing, following maintenance, of three flow control 
valves.] The finding represented low risk significance because the function of the transmitter to swap emergency cooling water systems pump 
suction to the containment sump on low RWST level was not impacted. [The additional examples had a very low safety significance because there 
was not an actual loss of safety function of any of the systems involved]  
Inspection Report# : 2000002(pdf)  

Barrier Integrity 

Significance:  Dec 29, 2001 
Identified By: NRC 
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Item Type: NCV NonCited Violation 
FAILURE TO OBTAIN SHIFT MANAGER CONCURRENCE WHEN BREACHING A CONTROL ROOM ENVELOPE DOOR 
The inspectors identified a non-cited violation of Technical Specification 6.8.1.a, Procedures and Programs, for failure to follow work instructions to 
obtain shift manager concurrence when breaching a control room envelope door. This finding had a credible impact on safety and could have 
affected the integrity of the control room envelope because the control room staff was unaware of the door being open and would not have known 
to contact the involved worker had a control room envelope isolation signal occurred. Therefore, the control room envelope would not have 
pressurized as required. The finding was of very low safety significance because the finding only represented a degradation of the radiological 
barrier function provided for the control room.  
Inspection Report# : 2001004(pdf)  

Significance:  Mar 31, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO MEET LICENSE CONDITION FOR STEAM GENERATOR TUBE INSPECTION PROGRAM 
A non-cited violation of Unit 1 License Condition 2.C.(9)(d) was identified, related to steam generator tube eddy current testing. During a Unit 1 
March 2000 refueling outage, dented intersections for the steam generator tubes in the less than two volt category were not inspected in 
accordance with the requirements of the license condition. This finding was of very low safety significance because only the barrier integrity 
cornerstone was affected and there was no impact other than slightly increasing the likelihood of a steam generator tube failure. 
Inspection Report# : 2000008(pdf)  

Significance:  Jul 01, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ESTABLISH ADEQUATE MITIGATION FOR A LOCA OUTSIDE CONTAINMENT 
A non-cited violation of Technical Specification 6.8.1.a was identified for a deficient emergency operating procedure used for mitigation of loss of 
coolant accidents (LOCAs) outside containment. The procedure, ECA-1.2, "LOCA Outside Containment," was deficient because it provided 
inappropriate guidance involving reactor coolant system pressure trending for determination of LOCA isolation. In addition, the guidance differed 
from the Westinghouse Owners Group guidance without formal documented justification. The procedure deficiency, which was revealed during a 
licensed operator requalification simulator training exercise, could lead to untimely isolation of a LOCA and termination of a containment bypass 
condition for an actual plant event. This deficiency had very low safety significance because of the low initiating event frequency of the LOCA that 
could cause the event and other operator actions which could effectively mitigate the event thus further reducing the risk of core damage. 
Inspection Report# : 2000005(pdf)  

Emergency Preparedness 

Significance:  Jul 17, 1999 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO MEET 10 CFR 50.54(q) CHANGE REQMNTS DECREASING EMERG.PLAN EFFECTIVENESS 
A violation of 10 CFR 50.54(q) was identified in that the licensee implemented an emergency action level (EAL) change that decreased the 
effectiveness of the Emergency Plan without application to and approval by the Commission. The change involved the Alert EALs for Event 2.1, 
Loss of Instrumentation, which added the following three new peripheral indicators to Condition 1: (1) ICS MCR operator display station, (2) ADDS 
terminal, and (3) Annunciator operator display station. Had an event occurred during which this EAL would have been called upon, the EAL may 
not have required a declaration of an Alert even when a significant transient was in progress with loss of most or all annunciators associated with 
safety systems for greater than 15 minutes. However, the improper change involved only 1 of approximately 35 EALs.  
Inspection Report# : 1999004(pdf)  

Occupational Radiation Safety 

Public Radiation Safety 
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Physical Protection 

Significance:  Dec 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO STORE UNATTENDED SAFEGUARDS INFORMATION IN A LOCKED SECURITY STORAGE CONTAINER. 
A non-cited violation of 10 CFR 73.21(d), which requires unattended safeguards information to be stored in a locked security storage container was 
identified. TVAN Standard Programs and Processes, SPP -1.4, Appendix E, requires Safeguards Information when not in use to be stored in an 
approved locked storage container. On October 18, 2000, during a licensee quality assurance audit the auditors concluded that information that 
should have been classified as safeguards information was left unattended and not stored in an approved safeguards container. This licensee 
identified finding was determined to be of of very low safety significance. 
Inspection Report# : 2000007(pdf)  

Significance: TBD Sep 30, 2000 
Identified By: Licensee 
Item Type: AV Apparent Violation 
FAILURE TO SEARCH AN INDIVIDUAL PRIOR TO GRANTING ACCESS TO THE PROTECTED AREA 
An apparent violation of the Physical Security Plan/Contingency Plan was identified for the licensee allowing a TVA employee to enter the site 
without removing his shoes after the first alarm was received on the access portal metal detector.  
Inspection Report# : 2000006(pdf)  

Significance:  Sep 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ENSURE POSTED SECURITY FORCE PERSONNEL HAVE NO WEAKNESSES OR ABNORMALITIES WHICH WOULD AFFECT 
THEIR DUTIES 
A non-cited violation of the Security Training and Qualification Plan was identified for failure to ensure that posted security force personnel have no 
weaknesses or abnormalities that would adversely affect their performance of assigned duties. The finding had very low safety significance due to 
the non-predictable basis of single security equipment failures and because there was no evidence that the vulnerability had been exploited. 
Inspection Report# : 2000006(pdf)  

Miscellaneous 

Significance: N/A Dec 14, 2001 
Identified By: NRC 
Item Type: FIN Finding 
IDENTIFICATION AND RESOLUTION OF PROBLEMS 
The inspectors determined that the licensee identified, evaluated, prioritized, and corrected problems in a timely and effective manner, consistent 
with risk and safety significance. Corrective actions were generally implemented in a timely manner, and were appropriate to prevent recurrence. 
Senior management involvement in the problem identification and resolution program was evident in the daily management review committee 
meeting, where all problem identification reports were reviewed. Licensee audits and assessments critically assessed the licensee's problem 
identification and resolution activity and identified improvement needs. Based on interviews conducted during the inspection, workers at the site felt 
free to raise issues with their management and to input them into the problem identification and resolution program. The inspection did not identy 
significants differences between the licensee's assessment of thier overall corrective action program and the NRC's program assessment. 
Inspection Report# : 2001006(pdf)  

Significance:  Dec 14, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO PROMPTLY IDENTIFY AND CORRECT LONG-STANDING PROBLEMS WITH SAFETY-RELATED CHILLERS. 
The licensee identified a non-cited vilation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, for failure to determined and take corrective 
actions to preclude repetition. Contrary to the above, licensee actions from 1996 through 2000 to resolve longstanding problems with safety related 
heating and ventilation system chillers for plant areas including: (1) 6.9 KV shutdown board rooms; (2) 480 V board rooms; (3) electric board 
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rooms; and (4) main control room were not timely and effective to prevent recurrence. This licensee identified finding was determined to be of very 
low safety significants. 
Inspection Report# : 2001006(pdf)  

Significance: SL-II Jun 30, 2001 
Identified By: NRC 
Item Type: VIO Violation 
EMPLOYEE PROTECTED ACTIVITY 
On February 7, 2000, a Severity Level II violation with civil penalty was issued to the licensee. The violation was not site-specific and involved 
employment discrimination contrary to the requirements of 10 CFR 50.7, "Employee Protection," in that the licensee did not select a former 
employee to a competitive position in the corporate chemistry organization in 1996, due, at least in part, to his engagement in protected activities. 
On January 22, 2001, the licensee denied the violation and on May 4, an Order was issued sustaining the violation and imposing the civil penalty. 
On June 1, TVA requested an enforcement hearing on the Order. 
Inspection Report# : 2001002(pdf)  

Significance: N/A Dec 15, 2000 
Identified By: NRC 
Item Type: FIN Finding 
IDENTIFICATION AND RESOLUTION OF PROBLEMS 
The licensee was effective at identifying problems and entering them into the corrective action program. A management review committee (MRC) 
reviewed all problem evaluation reports (PERs) and all root cause analyses, when required by the classification level of the PER, or when 
requested by the MRC. Corrective actions for significant problems were effective. Management attention was appropriately being applied to areas 
where corrective action had not been effective. Some examples were identified for failing to enter issues into the corrective action program and 
therefore did not receive thorough investigation and development of corrective actions. These involved issues that were of very low safety 
significance. Corrective actions for significant problems were effective. Licensee audits and assessments have adequately identified deficiencies in 
the corrective action program and audit findings were consistent with the NRC's observations. Licensee's employees had no reservations about 
identifying and reporting nuclear safety issues. 
Inspection Report# : 2000011(pdf)  

Last modified : April 01, 2002 
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Initiating Events 

Significance:  Jul 17, 1999 
Identified By: NRC 
Item Type: FIN Finding 
TURBINE BUILDING RAILROAD BAY FLOOD EVENT 
Water from a June 30, 1999 heavy rainfall entered the turbine building railroad bay near the 6.9kv unit switchboards, and created the increased 
potential for a loss of offsite power. This issue was discussed in Inspection Reports 50-327, 328/99-04 and 50-327, 328/99-05. The licensee was 
informed in a letter, dated January 26, 2000, that several issues contributed significantly to the flooding event which included: (1) Improper 
correction of identified non-safety-related deficiencies, following a July 1994 rain storm, and (2) A deficient non-safety-related temporary 
modification to the storm drain system. The flooding event itself, the corrective action deficiencies and the deficient temporary design change were 
evaluated in Phase 3 of the NRC Significance Determination Process as a single finding that represented some increased risk to safety which 
required additional NRC inspection. This finding had increased risk significance due to the increased potential for a loss of offsite power. [A 
supplemental inspection (Inspection Report 50-327/00-04, 50-328/00-04) completed on April 7, 2000 determined that the root cause analysis of the 
flooding event focused on a temporary modification which routed the discharge from the bus duct coolers into the storm drainage system adjacent 
to the turbine building railroad bay door. Although the licensees' root cause analysis did not address an inconsistency between the existing storm 
drainage system and the original design standards, the installation of curbs around the 6.9 kV electrical cabinets provided increased assurance that 
plant equipment will be protected from future flooding events and thus reduced the risk of a loss of offsite power from a recurrence of flooding 
within the turbine building railroad bay. This finding is no longer outside of the licensee response band, and no further inspection is planned.]  
Inspection Report# : 1999004(pdf)  

Significance:  Jul 17, 1999 
Identified By: NRC 
Item Type: VIO Violation 
FAILURE TO SCOPE STORM DRAIN SYS INTO THE MAINT RULE 
A violation of 10 CFR 50.65 was identified for failure to scope the storm drain system into the licensee's Maintenance Rule Program. An NRC 
review of a June 30, 1999, flooding event identified that the storm drain system had not been incorporated into the Maintenance Rule program. This 
issue was discussed in NRC Inspection Reports 50-327/99-04, 50-328/99-04. Based on a previous flooding event on July 11, 1994, the storm drain 
system had the potential to cause a reactor trip or actuation of a safety-related system. Therefore, the storm drain system should have been 
included within the scope of the Maintenance Rule in 1996. Subsequently, the NRC issued a Notice of Violation for this issue by letter dated 
January 26, 2000. The violation was cited because compliance was not restored, by scoping the storm drain system into the Maintenance Rule, 
within a reasonable time after identification of the violation. The finding had low risk significance because, by itself, it contributed minimally to the 
June 30, 1999, flooding event.  
Inspection Report# : 1999004(pdf)  
Inspection Report# : 2000001(pdf)  

Mitigating Systems 

Significance:  Apr 01, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Unit 1 Reactor Trip While Increasing Power Following Refueling Outage  
Unit 1 experienced an automatic turbine trip and subsequent reactor trip while returning to full power following the Unit 1 Cycle 10 refueling outage. 
The reactor trip was caused by an erroneous "main generator loss-of-excitation field" protective signal. The erroneous protective signal was the 
result of errors in a design change specifications package which caused the protective circuitry to be incorrectly wired and tested. The finding 
represented a low risk significance because, although the design change errors contributed to the likelihood of a reactor trip, they did not affect the 
availability of any mitigating systems. 
Inspection Report# : 2000002(pdf)  
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Significance:  Apr 01, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO CORRECT IDENTIFIED DEFICIENIES IN ADMIN CONTROLS FOR THE HANDLING & STORAGE OF BULK LUBRICANTS 
CONTRIBUTING TO THE INSTALLATION OF WRONG LUBRICANTS INTO ECCS & OTHER SAFETY-RELATED SYSTEMS. 
A non-cited violation of 10 CFR 50, Criterion XVI, with three examples, was identified for failure to correct problems identified in 1995, 1996, and 
1998 with administrative controls for the handling and storage of bulk lubricants. The failure contributed to the 1998 and 1999 installation of a 
lubricant not meeting vendor and equipment qualification binder requirements into emergency core cooling system and other safety-related 
components. Multiple and diverse safety-related systems were impacted over a period exceeding one year. The finding had low risk significance 
because it did not result in an actual loss of safety function in the systems identified.  
Inspection Report# : 2000002(pdf)  

Significance:  Apr 01, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PERFORM RESPONSE TIME TEST FOR RWST LEVEL TRANSMITTER 1-LT-63-53. 
A non-cited violation of Technical Specification 4.3.2.1.3 was identified for failure to perform the required response time test for refueling water 
storage tank (RWST) level transmitter 1-LT-63-53. The instrument was subsequently tested with satisfactory results. [Three additional examples 
were identified in Inspection Report 50-327, 328/00-06 for failure to conduct response time testing, following maintenance, of three flow control 
valves.] The finding represented low risk significance because the function of the transmitter to swap emergency cooling water systems pump 
suction to the containment sump on low RWST level was not impacted. [The additional examples had a very low safety significance because there 
was not an actual loss of safety function of any of the systems involved]  
Inspection Report# : 2000002(pdf)  

Significance:  Nov 20, 1999 
Identified By: NRC 
Item Type: FIN Finding 
UNIT 1 TDAFW PUMP WAS SHUTDOWN WHEN OIL IN BEARING SIGHT GLASS WAS NOTED TO BE EMPTY 
During a performance test of the Unit 1 TDAFW pump, the outboard bearing oil sight glass completely drained into the pump bearing oil reservoir. 
Operations stopped the pump when the sight glass was observed to be empty. A determination was made that the licensee was following the 
vendor's recommendation for pump oil changes. However, the inspectors questioned the licensee's practice of not running the pump immediately 
following an oil change to verify oil level. This practice caused the operators to question the adequacy of bearing oil level and the subsequent 
unnecessary stop and restart of a risk significant system. The decrease in TDAFW pump bearing oil level following an oil change does not result in 
the loss of a safety function of the pump 
Inspection Report# : 1999007(pdf)  

Significance:  Nov 20, 1999 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
PRE-PLANNING NOT ADEQUATE DURING REPLACEMENT OF PROTECTION SYSTEM POWER SUPPLY 
A violation of Technical Specification 6.8.1.a was identified for failure to properly plan maintenance activities and perform the work order for a Unit 1 
protective system power supply replacement which resulted in an unanticipated steam generator (SG) level transient of about 16 percent in all four 
SGs. Operators initiated manual actions in sufficient time to restore SG levels to normal prior to reaching the SG low-low level reactor trip setpoint. 
This event would not have increased the likelihood of an uncomplicated reactor trip. 
Inspection Report# : 1999007(pdf)  

Significance:  Jul 17, 1999 
Identified By: Licensee 
Item Type: FIN Finding 
TURBINE DRIVEN AUXILIARY FEEDWATER PUMP MAINTENANCE RULE MISINTERPRETATION. 
An additional example of a previous Maintenance Rule violation was identified. On January 20, 1999, the dropping resistor on Unit 1 turbine driven 
auxiliary feedwater pump (TDAFW) failed for the second time. The licensee, through a misinterpretation of Maintenance Rule unreliability criteria, 
did not consider this failure to be a functional failure and therefore did not consider classification of the system as (a)(1) under the Maintenance 
Rule. Following a third failure in May 1999 the TDAFW was classified (a)(1). The issue of proper classification of functional failures and (a)(1) 
classification of the TDAFW pump under the Maintenance Rule did not affect the operability of the auxiliary feedwater system. 
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Inspection Report# : 1999004(pdf)  

Significance:  Sep 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PROMPTLY IDENTIFY AND SUBSEQUENTLY CORRECT VALVE SEAT LEAKAGE 
The inspectors identified a non-cited violation of 10 CFR 50 Appendix B, Criterion XVI, for failure to promptly identify a degraded condition related 
to seat leakage of the Unit 1 residual heat removal (RHR) heat exchanger-to-RWST bypass valve. This identification failure resulted in the valve 
condition not being corrected for over three years. The degraded condition, and thus the corrective action finding, was of greater than minor 
significance because the condition had a credible impact on safety due to increased operator burden and its effects on a mitigating system (e.g., 
RHR, RCS level instruments) availability/reliability. The degraded condition was of very low safety significance because sufficient defense-in-depth 
existed to mitigate the condition primarily during reactor coolant system water level monitoring during mid-loop operation. 
Inspection Report# : 2001003(pdf)  

Significance:  Sep 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ADEQUATELY MAINTAIN ABNORMAL OPERATING PROCEDURE FOR RCP MALFUNCTIONS 
The inspectors identified a non-cited violation of Technical Specification 6.8.1.a, for an inadequate abnormal operating procedure (AOP), used to 
respond to reactor coolant pump (RCP) malfunctions. The AOP had been revised, inappropriately reducing a minimum RCP seal water leakoff low 
flow requirement for one of the four Unit 1 RCPs. The procedure deficiency had a credible impact on safety because it would have allowed 
operation of the affected RCP in a condition that could have resulted in damage to the RCP seal and potentially resulting in a small break loss of 
coolant accident (LOCA). The licensee's risk analysis identified that small break LOCAs are significant contributors to the plant's core damage 
frequency. Because the affected RCP did not operate below the correct minimum flow, the finding was of very low safety significance. 
Inspection Report# : 2001003(pdf)  

Significance:  Mar 31, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO PREVENT RECURRENCE OF EXCESSIVE GAS ACCUMULATION IN THE RHR SYSTEM (SECTION 40A7). 
A non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, which requires, in part, that, in the case of significant conditions 
adverse to quality, the measures shall assure that the cause of the condition is determined and corrective action taken to preclude repetition. 
Corrective actions for the gas accumulation contribution to a Unit 1 1995 RHR system water hammer event, failed to preclude repetition of RHR 
gas accumulation contributing to a subsequent event. On September 26, 2000, insufficient venting of non-condensable gases from the RHR 
system contributed to an inadvertent relief valve lift, rendering the RHR system and associated emergency core cooling system subsystems 
inoperable for approximately six hours. This licnesee identified finding was determined to be of very low safety significants. 
Inspection Report# : 2000008(pdf)  

Significance:  Dec 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO IDENTIFY AND CORRECT PROCEDURE DEFICIENCIES USED TO VENT RHR DISCHARGE PIPING. 
A non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, which requires that conditions adverse to quality be promptly 
identified and corrected was identified. An inadequacy of Procedure 1-SI-OPS-074-128.0, Unit 1 RHR Discharge Piping Vent, a condition adverse 
to quality, was not identified and corrected by a procedure revision made in response to an October 1998 reactor collanr system event. This 
procedural inadequacy was revealed during a similar event on March 13, 2000. This licensee identified finding was determined to be of very low 
safety significance.  
Inspection Report# : 2000007(pdf)  

Barrier Integrity 

Significance:  Dec 29, 2001 
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Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO OBTAIN SHIFT MANAGER CONCURRENCE WHEN BREACHING A CONTROL ROOM ENVELOPE DOOR 
The inspectors identified a non-cited violation of Technical Specification 6.8.1.a, Procedures and Programs, for failure to follow work instructions to 
obtain shift manager concurrence when breaching a control room envelope door. This finding had a credible impact on safety and could have 
affected the integrity of the control room envelope because the control room staff was unaware of the door being open and would not have known 
to contact the involved worker had a control room envelope isolation signal occurred. Therefore, the control room envelope would not have 
pressurized as required. The finding was of very low safety significance because the finding only represented a degradation of the radiological 
barrier function provided for the control room.  
Inspection Report# : 2001004(pdf)  

Significance:  Mar 31, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO MEET LICENSE CONDITION FOR STEAM GENERATOR TUBE INSPECTION PROGRAM 
A non-cited violation of Unit 1 License Condition 2.C.(9)(d) was identified, related to steam generator tube eddy current testing. During a Unit 1 
March 2000 refueling outage, dented intersections for the steam generator tubes in the less than two volt category were not inspected in 
accordance with the requirements of the license condition. This finding was of very low safety significance because only the barrier integrity 
cornerstone was affected and there was no impact other than slightly increasing the likelihood of a steam generator tube failure. 
Inspection Report# : 2000008(pdf)  

Significance:  Jul 01, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ESTABLISH ADEQUATE MITIGATION FOR A LOCA OUTSIDE CONTAINMENT 
A non-cited violation of Technical Specification 6.8.1.a was identified for a deficient emergency operating procedure used for mitigation of loss of 
coolant accidents (LOCAs) outside containment. The procedure, ECA-1.2, "LOCA Outside Containment," was deficient because it provided 
inappropriate guidance involving reactor coolant system pressure trending for determination of LOCA isolation. In addition, the guidance differed 
from the Westinghouse Owners Group guidance without formal documented justification. The procedure deficiency, which was revealed during a 
licensed operator requalification simulator training exercise, could lead to untimely isolation of a LOCA and termination of a containment bypass 
condition for an actual plant event. This deficiency had very low safety significance because of the low initiating event frequency of the LOCA that 
could cause the event and other operator actions which could effectively mitigate the event thus further reducing the risk of core damage. 
Inspection Report# : 2000005(pdf)  

Emergency Preparedness 

Significance:  Jul 17, 1999 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO MEET 10 CFR 50.54(q) CHANGE REQMNTS DECREASING EMERG.PLAN EFFECTIVENESS 
A violation of 10 CFR 50.54(q) was identified in that the licensee implemented an emergency action level (EAL) change that decreased the 
effectiveness of the Emergency Plan without application to and approval by the Commission. The change involved the Alert EALs for Event 2.1, 
Loss of Instrumentation, which added the following three new peripheral indicators to Condition 1: (1) ICS MCR operator display station, (2) ADDS 
terminal, and (3) Annunciator operator display station. Had an event occurred during which this EAL would have been called upon, the EAL may 
not have required a declaration of an Alert even when a significant transient was in progress with loss of most or all annunciators associated with 
safety systems for greater than 15 minutes. However, the improper change involved only 1 of approximately 35 EALs.  
Inspection Report# : 1999004(pdf)  

Occupational Radiation Safety 
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Public Radiation Safety 

Physical Protection 

Significance:  Dec 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO STORE UNATTENDED SAFEGUARDS INFORMATION IN A LOCKED SECURITY STORAGE CONTAINER. 
A non-cited violation of 10 CFR 73.21(d), which requires unattended safeguards information to be stored in a locked security storage container was 
identified. TVAN Standard Programs and Processes, SPP -1.4, Appendix E, requires Safeguards Information when not in use to be stored in an 
approved locked storage container. On October 18, 2000, during a licensee quality assurance audit the auditors concluded that information that 
should have been classified as safeguards information was left unattended and not stored in an approved safeguards container. This licensee 
identified finding was determined to be of of very low safety significance. 
Inspection Report# : 2000007(pdf)  

Significance: TBD Sep 30, 2000 
Identified By: Licensee 
Item Type: AV Apparent Violation 
FAILURE TO SEARCH AN INDIVIDUAL PRIOR TO GRANTING ACCESS TO THE PROTECTED AREA 
An apparent violation of the Physical Security Plan/Contingency Plan was identified for the licensee allowing a TVA employee to enter the site 
without removing his shoes after the first alarm was received on the access portal metal detector.  
Inspection Report# : 2000006(pdf)  

Significance:  Sep 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ENSURE POSTED SECURITY FORCE PERSONNEL HAVE NO WEAKNESSES OR ABNORMALITIES WHICH WOULD AFFECT 
THEIR DUTIES 
A non-cited violation of the Security Training and Qualification Plan was identified for failure to ensure that posted security force personnel have no 
weaknesses or abnormalities that would adversely affect their performance of assigned duties. The finding had very low safety significance due to 
the non-predictable basis of single security equipment failures and because there was no evidence that the vulnerability had been exploited. 
Inspection Report# : 2000006(pdf)  

Miscellaneous 

Significance: N/A Dec 14, 2001 
Identified By: NRC 
Item Type: FIN Finding 
IDENTIFICATION AND RESOLUTION OF PROBLEMS 
The inspectors determined that the licensee identified, evaluated, prioritized, and corrected problems in a timely and effective manner, consistent 
with risk and safety significance. Corrective actions were generally implemented in a timely manner, and were appropriate to prevent recurrence. 
Senior management involvement in the problem identification and resolution program was evident in the daily management review committee 
meeting, where all problem identification reports were reviewed. Licensee audits and assessments critically assessed the licensee's problem 
identification and resolution activity and identified improvement needs. Based on interviews conducted during the inspection, workers at the site felt 
free to raise issues with their management and to input them into the problem identification and resolution program. The inspection did not identy 
significants differences between the licensee's assessment of thier overall corrective action program and the NRC's program assessment. 
Inspection Report# : 2001006(pdf)  

Significance:  Dec 14, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO PROMPTLY IDENTIFY AND CORRECT LONG-STANDING PROBLEMS WITH SAFETY-RELATED CHILLERS. 
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The licensee identified a non-cited vilation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, for failure to determined and take corrective 
actions to preclude repetition. Contrary to the above, licensee actions from 1996 through 2000 to resolve longstanding problems with safety related 
heating and ventilation system chillers for plant areas including: (1) 6.9 KV shutdown board rooms; (2) 480 V board rooms; (3) electric board 
rooms; and (4) main control room were not timely and effective to prevent recurrence. This licensee identified finding was determined to be of very 
low safety significants. 
Inspection Report# : 2001006(pdf)  

Significance: SL-II Jun 30, 2001 
Identified By: NRC 
Item Type: VIO Violation 
EMPLOYEE PROTECTED ACTIVITY 
On February 7, 2000, a Severity Level II violation with civil penalty was issued to the licensee. The violation was not site-specific and involved 
employment discrimination contrary to the requirements of 10 CFR 50.7, "Employee Protection," in that the licensee did not select a former 
employee to a competitive position in the corporate chemistry organization in 1996, due, at least in part, to his engagement in protected activities. 
On January 22, 2001, the licensee denied the violation and on May 4, an Order was issued sustaining the violation and imposing the civil penalty. 
On June 1, TVA requested an enforcement hearing on the Order. 
Inspection Report# : 2001002(pdf)  

Significance: N/A Dec 15, 2000 
Identified By: NRC 
Item Type: FIN Finding 
IDENTIFICATION AND RESOLUTION OF PROBLEMS 
The licensee was effective at identifying problems and entering them into the corrective action program. A management review committee (MRC) 
reviewed all problem evaluation reports (PERs) and all root cause analyses, when required by the classification level of the PER, or when 
requested by the MRC. Corrective actions for significant problems were effective. Management attention was appropriately being applied to areas 
where corrective action had not been effective. Some examples were identified for failing to enter issues into the corrective action program and 
therefore did not receive thorough investigation and development of corrective actions. These involved issues that were of very low safety 
significance. Corrective actions for significant problems were effective. Licensee audits and assessments have adequately identified deficiencies in 
the corrective action program and audit findings were consistent with the NRC's observations. Licensee's employees had no reservations about 
identifying and reporting nuclear safety issues. 
Inspection Report# : 2000011(pdf)  

Last modified : April 01, 2002 
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Sequoyah 1 

Initiating Events 

Significance:  Jul 17, 1999 
Identified By: NRC 
Item Type: FIN Finding 
TURBINE BUILDING RAILROAD BAY FLOOD EVENT 
Water from a June 30, 1999 heavy rainfall entered the turbine building railroad bay near the 6.9kv unit switchboards, and created the increased 
potential for a loss of offsite power. This issue was discussed in Inspection Reports 50-327, 328/99-04 and 50-327, 328/99-05. The licensee was 
informed in a letter, dated January 26, 2000, that several issues contributed significantly to the flooding event which included: (1) Improper 
correction of identified non-safety-related deficiencies, following a July 1994 rain storm, and (2) A deficient non-safety-related temporary 
modification to the storm drain system. The flooding event itself, the corrective action deficiencies and the deficient temporary design change were 
evaluated in Phase 3 of the NRC Significance Determination Process as a single finding that represented some increased risk to safety which 
required additional NRC inspection. This finding had increased risk significance due to the increased potential for a loss of offsite power. [A 
supplemental inspection (Inspection Report 50-327/00-04, 50-328/00-04) completed on April 7, 2000 determined that the root cause analysis of the 
flooding event focused on a temporary modification which routed the discharge from the bus duct coolers into the storm drainage system adjacent 
to the turbine building railroad bay door. Although the licensees' root cause analysis did not address an inconsistency between the existing storm 
drainage system and the original design standards, the installation of curbs around the 6.9 kV electrical cabinets provided increased assurance that 
plant equipment will be protected from future flooding events and thus reduced the risk of a loss of offsite power from a recurrence of flooding 
within the turbine building railroad bay. This finding is no longer outside of the licensee response band, and no further inspection is planned.]  
Inspection Report# : 1999004(pdf)  

Significance:  Jul 17, 1999 
Identified By: NRC 
Item Type: VIO Violation 
FAILURE TO SCOPE STORM DRAIN SYS INTO THE MAINT RULE 
A violation of 10 CFR 50.65 was identified for failure to scope the storm drain system into the licensee's Maintenance Rule Program. An NRC 
review of a June 30, 1999, flooding event identified that the storm drain system had not been incorporated into the Maintenance Rule program. This 
issue was discussed in NRC Inspection Reports 50-327/99-04, 50-328/99-04. Based on a previous flooding event on July 11, 1994, the storm drain 
system had the potential to cause a reactor trip or actuation of a safety-related system. Therefore, the storm drain system should have been 
included within the scope of the Maintenance Rule in 1996. Subsequently, the NRC issued a Notice of Violation for this issue by letter dated 
January 26, 2000. The violation was cited because compliance was not restored, by scoping the storm drain system into the Maintenance Rule, 
within a reasonable time after identification of the violation. The finding had low risk significance because, by itself, it contributed minimally to the 
June 30, 1999, flooding event.  
Inspection Report# : 1999004(pdf)  
Inspection Report# : 2000001(pdf)  

Mitigating Systems 

Significance:  Apr 01, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Unit 1 Reactor Trip While Increasing Power Following Refueling Outage  
Unit 1 experienced an automatic turbine trip and subsequent reactor trip while returning to full power following the Unit 1 Cycle 10 refueling outage. 
The reactor trip was caused by an erroneous "main generator loss-of-excitation field" protective signal. The erroneous protective signal was the 
result of errors in a design change specifications package which caused the protective circuitry to be incorrectly wired and tested. The finding 
represented a low risk significance because, although the design change errors contributed to the likelihood of a reactor trip, they did not affect the 
availability of any mitigating systems. 
Inspection Report# : 2000002(pdf)  
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Significance:  Apr 01, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO CORRECT IDENTIFIED DEFICIENIES IN ADMIN CONTROLS FOR THE HANDLING & STORAGE OF BULK LUBRICANTS 
CONTRIBUTING TO THE INSTALLATION OF WRONG LUBRICANTS INTO ECCS & OTHER SAFETY-RELATED SYSTEMS. 
A non-cited violation of 10 CFR 50, Criterion XVI, with three examples, was identified for failure to correct problems identified in 1995, 1996, and 
1998 with administrative controls for the handling and storage of bulk lubricants. The failure contributed to the 1998 and 1999 installation of a 
lubricant not meeting vendor and equipment qualification binder requirements into emergency core cooling system and other safety-related 
components. Multiple and diverse safety-related systems were impacted over a period exceeding one year. The finding had low risk significance 
because it did not result in an actual loss of safety function in the systems identified.  
Inspection Report# : 2000002(pdf)  

Significance:  Apr 01, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PERFORM RESPONSE TIME TEST FOR RWST LEVEL TRANSMITTER 1-LT-63-53. 
A non-cited violation of Technical Specification 4.3.2.1.3 was identified for failure to perform the required response time test for refueling water 
storage tank (RWST) level transmitter 1-LT-63-53. The instrument was subsequently tested with satisfactory results. [Three additional examples 
were identified in Inspection Report 50-327, 328/00-06 for failure to conduct response time testing, following maintenance, of three flow control 
valves.] The finding represented low risk significance because the function of the transmitter to swap emergency cooling water systems pump 
suction to the containment sump on low RWST level was not impacted. [The additional examples had a very low safety significance because there 
was not an actual loss of safety function of any of the systems involved]  
Inspection Report# : 2000002(pdf)  

Significance:  Nov 20, 1999 
Identified By: NRC 
Item Type: FIN Finding 
UNIT 1 TDAFW PUMP WAS SHUTDOWN WHEN OIL IN BEARING SIGHT GLASS WAS NOTED TO BE EMPTY 
During a performance test of the Unit 1 TDAFW pump, the outboard bearing oil sight glass completely drained into the pump bearing oil reservoir. 
Operations stopped the pump when the sight glass was observed to be empty. A determination was made that the licensee was following the 
vendor's recommendation for pump oil changes. However, the inspectors questioned the licensee's practice of not running the pump immediately 
following an oil change to verify oil level. This practice caused the operators to question the adequacy of bearing oil level and the subsequent 
unnecessary stop and restart of a risk significant system. The decrease in TDAFW pump bearing oil level following an oil change does not result in 
the loss of a safety function of the pump 
Inspection Report# : 1999007(pdf)  

Significance:  Nov 20, 1999 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
PRE-PLANNING NOT ADEQUATE DURING REPLACEMENT OF PROTECTION SYSTEM POWER SUPPLY 
A violation of Technical Specification 6.8.1.a was identified for failure to properly plan maintenance activities and perform the work order for a Unit 1 
protective system power supply replacement which resulted in an unanticipated steam generator (SG) level transient of about 16 percent in all four 
SGs. Operators initiated manual actions in sufficient time to restore SG levels to normal prior to reaching the SG low-low level reactor trip setpoint. 
This event would not have increased the likelihood of an uncomplicated reactor trip. 
Inspection Report# : 1999007(pdf)  

Significance:  Sep 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PROMPTLY IDENTIFY AND SUBSEQUENTLY CORRECT VALVE SEAT LEAKAGE 
The inspectors identified a non-cited violation of 10 CFR 50 Appendix B, Criterion XVI, for failure to promptly identify a degraded condition related 
to seat leakage of the Unit 1 residual heat removal (RHR) heat exchanger-to-RWST bypass valve. This identification failure resulted in the valve 
condition not being corrected for over three years. The degraded condition, and thus the corrective action finding, was of greater than minor 
significance because the condition had a credible impact on safety due to increased operator burden and its effects on a mitigating system (e.g., 
RHR, RCS level instruments) availability/reliability. The degraded condition was of very low safety significance because sufficient defense-in-depth 
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existed to mitigate the condition primarily during reactor coolant system water level monitoring during mid-loop operation. 
Inspection Report# : 2001003(pdf)  

Significance:  Sep 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ADEQUATELY MAINTAIN ABNORMAL OPERATING PROCEDURE FOR RCP MALFUNCTIONS 
The inspectors identified a non-cited violation of Technical Specification 6.8.1.a, for an inadequate abnormal operating procedure (AOP), used to 
respond to reactor coolant pump (RCP) malfunctions. The AOP had been revised, inappropriately reducing a minimum RCP seal water leakoff low 
flow requirement for one of the four Unit 1 RCPs. The procedure deficiency had a credible impact on safety because it would have allowed 
operation of the affected RCP in a condition that could have resulted in damage to the RCP seal and potentially resulting in a small break loss of 
coolant accident (LOCA). The licensee's risk analysis identified that small break LOCAs are significant contributors to the plant's core damage 
frequency. Because the affected RCP did not operate below the correct minimum flow, the finding was of very low safety significance. 
Inspection Report# : 2001003(pdf)  

Significance:  Mar 31, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO PREVENT RECURRENCE OF EXCESSIVE GAS ACCUMULATION IN THE RHR SYSTEM (SECTION 40A7). 
A non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, which requires, in part, that, in the case of significant conditions 
adverse to quality, the measures shall assure that the cause of the condition is determined and corrective action taken to preclude repetition. 
Corrective actions for the gas accumulation contribution to a Unit 1 1995 RHR system water hammer event, failed to preclude repetition of RHR 
gas accumulation contributing to a subsequent event. On September 26, 2000, insufficient venting of non-condensable gases from the RHR 
system contributed to an inadvertent relief valve lift, rendering the RHR system and associated emergency core cooling system subsystems 
inoperable for approximately six hours. This licnesee identified finding was determined to be of very low safety significants. 
Inspection Report# : 2000008(pdf)  

Significance:  Dec 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO IDENTIFY AND CORRECT PROCEDURE DEFICIENCIES USED TO VENT RHR DISCHARGE PIPING. 
A non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, which requires that conditions adverse to quality be promptly 
identified and corrected was identified. An inadequacy of Procedure 1-SI-OPS-074-128.0, Unit 1 RHR Discharge Piping Vent, a condition adverse 
to quality, was not identified and corrected by a procedure revision made in response to an October 1998 reactor collanr system event. This 
procedural inadequacy was revealed during a similar event on March 13, 2000. This licensee identified finding was determined to be of very low 
safety significance.  
Inspection Report# : 2000007(pdf)  

Significance:  Jul 17, 1999 
Identified By: Licensee 
Item Type: FIN Finding 
TURBINE DRIVEN AUXILIARY FEEDWATER PUMP MAINTENANCE RULE MISINTERPRETATION. 
An additional example of a previous Maintenance Rule violation was identified. On January 20, 1999, the dropping resistor on Unit 1 turbine driven 
auxiliary feedwater pump (TDAFW) failed for the second time. The licensee, through a misinterpretation of Maintenance Rule unreliability criteria, 
did not consider this failure to be a functional failure and therefore did not consider classification of the system as (a)(1) under the Maintenance 
Rule. Following a third failure in May 1999 the TDAFW was classified (a)(1). The issue of proper classification of functional failures and (a)(1) 
classification of the TDAFW pump under the Maintenance Rule did not affect the operability of the auxiliary feedwater system. 
Inspection Report# : 1999004(pdf)  

Barrier Integrity 

Significance:  Jul 01, 2000 
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Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ESTABLISH ADEQUATE MITIGATION FOR A LOCA OUTSIDE CONTAINMENT 
A non-cited violation of Technical Specification 6.8.1.a was identified for a deficient emergency operating procedure used for mitigation of loss of 
coolant accidents (LOCAs) outside containment. The procedure, ECA-1.2, "LOCA Outside Containment," was deficient because it provided 
inappropriate guidance involving reactor coolant system pressure trending for determination of LOCA isolation. In addition, the guidance differed 
from the Westinghouse Owners Group guidance without formal documented justification. The procedure deficiency, which was revealed during a 
licensed operator requalification simulator training exercise, could lead to untimely isolation of a LOCA and termination of a containment bypass 
condition for an actual plant event. This deficiency had very low safety significance because of the low initiating event frequency of the LOCA that 
could cause the event and other operator actions which could effectively mitigate the event thus further reducing the risk of core damage. 
Inspection Report# : 2000005(pdf)  

Significance:  Dec 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO OBTAIN SHIFT MANAGER CONCURRENCE WHEN BREACHING A CONTROL ROOM ENVELOPE DOOR 
The inspectors identified a non-cited violation of Technical Specification 6.8.1.a, Procedures and Programs, for failure to follow work instructions to 
obtain shift manager concurrence when breaching a control room envelope door. This finding had a credible impact on safety and could have 
affected the integrity of the control room envelope because the control room staff was unaware of the door being open and would not have known 
to contact the involved worker had a control room envelope isolation signal occurred. Therefore, the control room envelope would not have 
pressurized as required. The finding was of very low safety significance because the finding only represented a degradation of the radiological 
barrier function provided for the control room.  
Inspection Report# : 2001004(pdf)  

Significance:  Mar 31, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO MEET LICENSE CONDITION FOR STEAM GENERATOR TUBE INSPECTION PROGRAM 
A non-cited violation of Unit 1 License Condition 2.C.(9)(d) was identified, related to steam generator tube eddy current testing. During a Unit 1 
March 2000 refueling outage, dented intersections for the steam generator tubes in the less than two volt category were not inspected in 
accordance with the requirements of the license condition. This finding was of very low safety significance because only the barrier integrity 
cornerstone was affected and there was no impact other than slightly increasing the likelihood of a steam generator tube failure. 
Inspection Report# : 2000008(pdf)  

Emergency Preparedness 

Significance:  Jul 17, 1999 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO MEET 10 CFR 50.54(q) CHANGE REQMNTS DECREASING EMERG.PLAN EFFECTIVENESS 
A violation of 10 CFR 50.54(q) was identified in that the licensee implemented an emergency action level (EAL) change that decreased the 
effectiveness of the Emergency Plan without application to and approval by the Commission. The change involved the Alert EALs for Event 2.1, 
Loss of Instrumentation, which added the following three new peripheral indicators to Condition 1: (1) ICS MCR operator display station, (2) ADDS 
terminal, and (3) Annunciator operator display station. Had an event occurred during which this EAL would have been called upon, the EAL may 
not have required a declaration of an Alert even when a significant transient was in progress with loss of most or all annunciators associated with 
safety systems for greater than 15 minutes. However, the improper change involved only 1 of approximately 35 EALs.  
Inspection Report# : 1999004(pdf)  

Occupational Radiation Safety 
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Public Radiation Safety 

Physical Protection 

Significance: TBD Sep 30, 2000 
Identified By: Licensee 
Item Type: AV Apparent Violation 
FAILURE TO SEARCH AN INDIVIDUAL PRIOR TO GRANTING ACCESS TO THE PROTECTED AREA 
An apparent violation of the Physical Security Plan/Contingency Plan was identified for the licensee allowing a TVA employee to enter the site 
without removing his shoes after the first alarm was received on the access portal metal detector.  
Inspection Report# : 2000006(pdf)  

Significance:  Sep 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ENSURE POSTED SECURITY FORCE PERSONNEL HAVE NO WEAKNESSES OR ABNORMALITIES WHICH WOULD AFFECT 
THEIR DUTIES 
A non-cited violation of the Security Training and Qualification Plan was identified for failure to ensure that posted security force personnel have no 
weaknesses or abnormalities that would adversely affect their performance of assigned duties. The finding had very low safety significance due to 
the non-predictable basis of single security equipment failures and because there was no evidence that the vulnerability had been exploited. 
Inspection Report# : 2000006(pdf)  

Significance:  Dec 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO STORE UNATTENDED SAFEGUARDS INFORMATION IN A LOCKED SECURITY STORAGE CONTAINER. 
A non-cited violation of 10 CFR 73.21(d), which requires unattended safeguards information to be stored in a locked security storage container was 
identified. TVAN Standard Programs and Processes, SPP -1.4, Appendix E, requires Safeguards Information when not in use to be stored in an 
approved locked storage container. On October 18, 2000, during a licensee quality assurance audit the auditors concluded that information that 
should have been classified as safeguards information was left unattended and not stored in an approved safeguards container. This licensee 
identified finding was determined to be of of very low safety significance. 
Inspection Report# : 2000007(pdf)  

Miscellaneous 

Significance: N/A Dec 14, 2001 
Identified By: NRC 
Item Type: FIN Finding 
IDENTIFICATION AND RESOLUTION OF PROBLEMS 
The inspectors determined that the licensee identified, evaluated, prioritized, and corrected problems in a timely and effective manner, consistent 
with risk and safety significance. Corrective actions were generally implemented in a timely manner, and were appropriate to prevent recurrence. 
Senior management involvement in the problem identification and resolution program was evident in the daily management review committee 
meeting, where all problem identification reports were reviewed. Licensee audits and assessments critically assessed the licensee's problem 
identification and resolution activity and identified improvement needs. Based on interviews conducted during the inspection, workers at the site felt 
free to raise issues with their management and to input them into the problem identification and resolution program. The inspection did not identy 
significants differences between the licensee's assessment of thier overall corrective action program and the NRC's program assessment. 
Inspection Report# : 2001006(pdf)  

Significance:  Dec 14, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO PROMPTLY IDENTIFY AND CORRECT LONG-STANDING PROBLEMS WITH SAFETY-RELATED CHILLERS. 
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The licensee identified a non-cited vilation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, for failure to determined and take corrective 
actions to preclude repetition. Contrary to the above, licensee actions from 1996 through 2000 to resolve longstanding problems with safety related 
heating and ventilation system chillers for plant areas including: (1) 6.9 KV shutdown board rooms; (2) 480 V board rooms; (3) electric board 
rooms; and (4) main control room were not timely and effective to prevent recurrence. This licensee identified finding was determined to be of very 
low safety significants. 
Inspection Report# : 2001006(pdf)  

Significance: SL-II Jun 30, 2001 
Identified By: NRC 
Item Type: VIO Violation 
EMPLOYEE PROTECTED ACTIVITY 
On February 7, 2000, a Severity Level II violation with civil penalty was issued to the licensee. The violation was not site-specific and involved 
employment discrimination contrary to the requirements of 10 CFR 50.7, "Employee Protection," in that the licensee did not select a former 
employee to a competitive position in the corporate chemistry organization in 1996, due, at least in part, to his engagement in protected activities. 
On January 22, 2001, the licensee denied the violation and on May 4, an Order was issued sustaining the violation and imposing the civil penalty. 
On June 1, TVA requested an enforcement hearing on the Order. 
Inspection Report# : 2001002(pdf)  

Significance: N/A Dec 15, 2000 
Identified By: NRC 
Item Type: FIN Finding 
IDENTIFICATION AND RESOLUTION OF PROBLEMS 
The licensee was effective at identifying problems and entering them into the corrective action program. A management review committee (MRC) 
reviewed all problem evaluation reports (PERs) and all root cause analyses, when required by the classification level of the PER, or when 
requested by the MRC. Corrective actions for significant problems were effective. Management attention was appropriately being applied to areas 
where corrective action had not been effective. Some examples were identified for failing to enter issues into the corrective action program and 
therefore did not receive thorough investigation and development of corrective actions. These involved issues that were of very low safety 
significance. Corrective actions for significant problems were effective. Licensee audits and assessments have adequately identified deficiencies in 
the corrective action program and audit findings were consistent with the NRC's observations. Licensee's employees had no reservations about 
identifying and reporting nuclear safety issues. 
Inspection Report# : 2000011(pdf)  

Last modified : March 29, 2002 
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Sequoyah 1 

Initiating Events 

Significance:  Jul 17, 1999 
Identified By: NRC 
Item Type: FIN Finding 
TURBINE BUILDING RAILROAD BAY FLOOD EVENT 
Water from a June 30, 1999 heavy rainfall entered the turbine building railroad bay near the 6.9kv unit switchboards, and created the increased 
potential for a loss of offsite power. This issue was discussed in Inspection Reports 50-327, 328/99-04 and 50-327, 328/99-05. The licensee was 
informed in a letter, dated January 26, 2000, that several issues contributed significantly to the flooding event which included: (1) Improper 
correction of identified non-safety-related deficiencies, following a July 1994 rain storm, and (2) A deficient non-safety-related temporary 
modification to the storm drain system. The flooding event itself, the corrective action deficiencies and the deficient temporary design change were 
evaluated in Phase 3 of the NRC Significance Determination Process as a single finding that represented some increased risk to safety which 
required additional NRC inspection. This finding had increased risk significance due to the increased potential for a loss of offsite power. [A 
supplemental inspection (Inspection Report 50-327/00-04, 50-328/00-04) completed on April 7, 2000 determined that the root cause analysis of the 
flooding event focused on a temporary modification which routed the discharge from the bus duct coolers into the storm drainage system adjacent 
to the turbine building railroad bay door. Although the licensees' root cause analysis did not address an inconsistency between the existing storm 
drainage system and the original design standards, the installation of curbs around the 6.9 kV electrical cabinets provided increased assurance that 
plant equipment will be protected from future flooding events and thus reduced the risk of a loss of offsite power from a recurrence of flooding 
within the turbine building railroad bay. This finding is no longer outside of the licensee response band, and no further inspection is planned.]  
Inspection Report# : 1999004(pdf)  

Significance:  Jul 17, 1999 
Identified By: NRC 
Item Type: VIO Violation 
FAILURE TO SCOPE STORM DRAIN SYS INTO THE MAINT RULE 
A violation of 10 CFR 50.65 was identified for failure to scope the storm drain system into the licensee's Maintenance Rule Program. An NRC 
review of a June 30, 1999, flooding event identified that the storm drain system had not been incorporated into the Maintenance Rule program. This 
issue was discussed in NRC Inspection Reports 50-327/99-04, 50-328/99-04. Based on a previous flooding event on July 11, 1994, the storm drain 
system had the potential to cause a reactor trip or actuation of a safety-related system. Therefore, the storm drain system should have been 
included within the scope of the Maintenance Rule in 1996. Subsequently, the NRC issued a Notice of Violation for this issue by letter dated 
January 26, 2000. The violation was cited because compliance was not restored, by scoping the storm drain system into the Maintenance Rule, 
within a reasonable time after identification of the violation. The finding had low risk significance because, by itself, it contributed minimally to the 
June 30, 1999, flooding event.  
Inspection Report# : 1999004(pdf)  
Inspection Report# : 2000001(pdf)  

Mitigating Systems 

Significance:  Dec 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO IDENTIFY AND CORRECT PROCEDURE DEFICIENCIES USED TO VENT RHR DISCHARGE PIPING. 
A non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, which requires that conditions adverse to quality be promptly 
identified and corrected was identified. An inadequacy of Procedure 1-SI-OPS-074-128.0, Unit 1 RHR Discharge Piping Vent, a condition adverse 
to quality, was not identified and corrected by a procedure revision made in response to an October 1998 reactor collanr system event. This 
procedural inadequacy was revealed during a similar event on March 13, 2000. This licensee identified finding was determined to be of very low 
safety significance.  
Inspection Report# : 2000007(pdf)  
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Significance:  Apr 01, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Unit 1 Reactor Trip While Increasing Power Following Refueling Outage  
Unit 1 experienced an automatic turbine trip and subsequent reactor trip while returning to full power following the Unit 1 Cycle 10 refueling outage. 
The reactor trip was caused by an erroneous "main generator loss-of-excitation field" protective signal. The erroneous protective signal was the 
result of errors in a design change specifications package which caused the protective circuitry to be incorrectly wired and tested. The finding 
represented a low risk significance because, although the design change errors contributed to the likelihood of a reactor trip, they did not affect the 
availability of any mitigating systems. 
Inspection Report# : 2000002(pdf)  

Significance:  Apr 01, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO CORRECT IDENTIFIED DEFICIENIES IN ADMIN CONTROLS FOR THE HANDLING & STORAGE OF BULK LUBRICANTS 
CONTRIBUTING TO THE INSTALLATION OF WRONG LUBRICANTS INTO ECCS & OTHER SAFETY-RELATED SYSTEMS. 
A non-cited violation of 10 CFR 50, Criterion XVI, with three examples, was identified for failure to correct problems identified in 1995, 1996, and 
1998 with administrative controls for the handling and storage of bulk lubricants. The failure contributed to the 1998 and 1999 installation of a 
lubricant not meeting vendor and equipment qualification binder requirements into emergency core cooling system and other safety-related 
components. Multiple and diverse safety-related systems were impacted over a period exceeding one year. The finding had low risk significance 
because it did not result in an actual loss of safety function in the systems identified.  
Inspection Report# : 2000002(pdf)  

Significance:  Apr 01, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PERFORM RESPONSE TIME TEST FOR RWST LEVEL TRANSMITTER 1-LT-63-53. 
A non-cited violation of Technical Specification 4.3.2.1.3 was identified for failure to perform the required response time test for refueling water 
storage tank (RWST) level transmitter 1-LT-63-53. The instrument was subsequently tested with satisfactory results. [Three additional examples 
were identified in Inspection Report 50-327, 328/00-06 for failure to conduct response time testing, following maintenance, of three flow control 
valves.] The finding represented low risk significance because the function of the transmitter to swap emergency cooling water systems pump 
suction to the containment sump on low RWST level was not impacted. [The additional examples had a very low safety significance because there 
was not an actual loss of safety function of any of the systems involved]  
Inspection Report# : 2000002(pdf)  

Significance:  Sep 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PROMPTLY IDENTIFY AND SUBSEQUENTLY CORRECT VALVE SEAT LEAKAGE 
The inspectors identified a non-cited violation of 10 CFR 50 Appendix B, Criterion XVI, for failure to promptly identify a degraded condition related 
to seat leakage of the Unit 1 residual heat removal (RHR) heat exchanger-to-RWST bypass valve. This identification failure resulted in the valve 
condition not being corrected for over three years. The degraded condition, and thus the corrective action finding, was of greater than minor 
significance because the condition had a credible impact on safety due to increased operator burden and its effects on a mitigating system (e.g., 
RHR, RCS level instruments) availability/reliability. The degraded condition was of very low safety significance because sufficient defense-in-depth 
existed to mitigate the condition primarily during reactor coolant system water level monitoring during mid-loop operation. 
Inspection Report# : 2001003(pdf)  

Significance:  Sep 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ADEQUATELY MAINTAIN ABNORMAL OPERATING PROCEDURE FOR RCP MALFUNCTIONS 
The inspectors identified a non-cited violation of Technical Specification 6.8.1.a, for an inadequate abnormal operating procedure (AOP), used to 
respond to reactor coolant pump (RCP) malfunctions. The AOP had been revised, inappropriately reducing a minimum RCP seal water leakoff low 
flow requirement for one of the four Unit 1 RCPs. The procedure deficiency had a credible impact on safety because it would have allowed 
operation of the affected RCP in a condition that could have resulted in damage to the RCP seal and potentially resulting in a small break loss of 
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coolant accident (LOCA). The licensee's risk analysis identified that small break LOCAs are significant contributors to the plant's core damage 
frequency. Because the affected RCP did not operate below the correct minimum flow, the finding was of very low safety significance. 
Inspection Report# : 2001003(pdf)  

Significance:  Mar 31, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO PREVENT RECURRENCE OF EXCESSIVE GAS ACCUMULATION IN THE RHR SYSTEM (SECTION 40A7). 
A non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, which requires, in part, that, in the case of significant conditions 
adverse to quality, the measures shall assure that the cause of the condition is determined and corrective action taken to preclude repetition. 
Corrective actions for the gas accumulation contribution to a Unit 1 1995 RHR system water hammer event, failed to preclude repetition of RHR 
gas accumulation contributing to a subsequent event. On September 26, 2000, insufficient venting of non-condensable gases from the RHR 
system contributed to an inadvertent relief valve lift, rendering the RHR system and associated emergency core cooling system subsystems 
inoperable for approximately six hours. This licnesee identified finding was determined to be of very low safety significants. 
Inspection Report# : 2000008(pdf)  

Significance:  Nov 20, 1999 
Identified By: NRC 
Item Type: FIN Finding 
UNIT 1 TDAFW PUMP WAS SHUTDOWN WHEN OIL IN BEARING SIGHT GLASS WAS NOTED TO BE EMPTY 
During a performance test of the Unit 1 TDAFW pump, the outboard bearing oil sight glass completely drained into the pump bearing oil reservoir. 
Operations stopped the pump when the sight glass was observed to be empty. A determination was made that the licensee was following the 
vendor's recommendation for pump oil changes. However, the inspectors questioned the licensee's practice of not running the pump immediately 
following an oil change to verify oil level. This practice caused the operators to question the adequacy of bearing oil level and the subsequent 
unnecessary stop and restart of a risk significant system. The decrease in TDAFW pump bearing oil level following an oil change does not result in 
the loss of a safety function of the pump 
Inspection Report# : 1999007(pdf)  

Significance:  Nov 20, 1999 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
PRE-PLANNING NOT ADEQUATE DURING REPLACEMENT OF PROTECTION SYSTEM POWER SUPPLY 
A violation of Technical Specification 6.8.1.a was identified for failure to properly plan maintenance activities and perform the work order for a Unit 1 
protective system power supply replacement which resulted in an unanticipated steam generator (SG) level transient of about 16 percent in all four 
SGs. Operators initiated manual actions in sufficient time to restore SG levels to normal prior to reaching the SG low-low level reactor trip setpoint. 
This event would not have increased the likelihood of an uncomplicated reactor trip. 
Inspection Report# : 1999007(pdf)  

Significance:  Jul 17, 1999 
Identified By: Licensee 
Item Type: FIN Finding 
TURBINE DRIVEN AUXILIARY FEEDWATER PUMP MAINTENANCE RULE MISINTERPRETATION. 
An additional example of a previous Maintenance Rule violation was identified. On January 20, 1999, the dropping resistor on Unit 1 turbine driven 
auxiliary feedwater pump (TDAFW) failed for the second time. The licensee, through a misinterpretation of Maintenance Rule unreliability criteria, 
did not consider this failure to be a functional failure and therefore did not consider classification of the system as (a)(1) under the Maintenance 
Rule. Following a third failure in May 1999 the TDAFW was classified (a)(1). The issue of proper classification of functional failures and (a)(1) 
classification of the TDAFW pump under the Maintenance Rule did not affect the operability of the auxiliary feedwater system. 
Inspection Report# : 1999004(pdf)  

Barrier Integrity 

Significance:  Jul 01, 2000 
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Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ESTABLISH ADEQUATE MITIGATION FOR A LOCA OUTSIDE CONTAINMENT 
A non-cited violation of Technical Specification 6.8.1.a was identified for a deficient emergency operating procedure used for mitigation of loss of 
coolant accidents (LOCAs) outside containment. The procedure, ECA-1.2, "LOCA Outside Containment," was deficient because it provided 
inappropriate guidance involving reactor coolant system pressure trending for determination of LOCA isolation. In addition, the guidance differed 
from the Westinghouse Owners Group guidance without formal documented justification. The procedure deficiency, which was revealed during a 
licensed operator requalification simulator training exercise, could lead to untimely isolation of a LOCA and termination of a containment bypass 
condition for an actual plant event. This deficiency had very low safety significance because of the low initiating event frequency of the LOCA that 
could cause the event and other operator actions which could effectively mitigate the event thus further reducing the risk of core damage. 
Inspection Report# : 2000005(pdf)  

Significance:  Dec 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO OBTAIN SHIFT MANAGER CONCURRENCE WHEN BREACHING A CONTROL ROOM ENVELOPE DOOR 
The inspectors identified a non-cited violation of Technical Specification 6.8.1.a, Procedures and Programs, for failure to follow work instructions to 
obtain shift manager concurrence when breaching a control room envelope door. This finding had a credible impact on safety and could have 
affected the integrity of the control room envelope because the control room staff was unaware of the door being open and would not have known 
to contact the involved worker had a control room envelope isolation signal occurred. Therefore, the control room envelope would not have 
pressurized as required. The finding was of very low safety significance because the finding only represented a degradation of the radiological 
barrier function provided for the control room.  
Inspection Report# : 2001004(pdf)  

Significance:  Mar 31, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO MEET LICENSE CONDITION FOR STEAM GENERATOR TUBE INSPECTION PROGRAM 
A non-cited violation of Unit 1 License Condition 2.C.(9)(d) was identified, related to steam generator tube eddy current testing. During a Unit 1 
March 2000 refueling outage, dented intersections for the steam generator tubes in the less than two volt category were not inspected in 
accordance with the requirements of the license condition. This finding was of very low safety significance because only the barrier integrity 
cornerstone was affected and there was no impact other than slightly increasing the likelihood of a steam generator tube failure. 
Inspection Report# : 2000008(pdf)  

Emergency Preparedness 

Significance:  Jul 17, 1999 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO MEET 10 CFR 50.54(q) CHANGE REQMNTS DECREASING EMERG.PLAN EFFECTIVENESS 
A violation of 10 CFR 50.54(q) was identified in that the licensee implemented an emergency action level (EAL) change that decreased the 
effectiveness of the Emergency Plan without application to and approval by the Commission. The change involved the Alert EALs for Event 2.1, 
Loss of Instrumentation, which added the following three new peripheral indicators to Condition 1: (1) ICS MCR operator display station, (2) ADDS 
terminal, and (3) Annunciator operator display station. Had an event occurred during which this EAL would have been called upon, the EAL may 
not have required a declaration of an Alert even when a significant transient was in progress with loss of most or all annunciators associated with 
safety systems for greater than 15 minutes. However, the improper change involved only 1 of approximately 35 EALs.  
Inspection Report# : 1999004(pdf)  

Occupational Radiation Safety 
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Public Radiation Safety 

Physical Protection 

Significance:  Dec 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO STORE UNATTENDED SAFEGUARDS INFORMATION IN A LOCKED SECURITY STORAGE CONTAINER. 
A non-cited violation of 10 CFR 73.21(d), which requires unattended safeguards information to be stored in a locked security storage container was 
identified. TVAN Standard Programs and Processes, SPP -1.4, Appendix E, requires Safeguards Information when not in use to be stored in an 
approved locked storage container. On October 18, 2000, during a licensee quality assurance audit the auditors concluded that information that 
should have been classified as safeguards information was left unattended and not stored in an approved safeguards container. This licensee 
identified finding was determined to be of of very low safety significance. 
Inspection Report# : 2000007(pdf)  

Significance: TBD Sep 30, 2000 
Identified By: Licensee 
Item Type: AV Apparent Violation 
FAILURE TO SEARCH AN INDIVIDUAL PRIOR TO GRANTING ACCESS TO THE PROTECTED AREA 
An apparent violation of the Physical Security Plan/Contingency Plan was identified for the licensee allowing a TVA employee to enter the site 
without removing his shoes after the first alarm was received on the access portal metal detector.  
Inspection Report# : 2000006(pdf)  

Significance:  Sep 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ENSURE POSTED SECURITY FORCE PERSONNEL HAVE NO WEAKNESSES OR ABNORMALITIES WHICH WOULD AFFECT 
THEIR DUTIES 
A non-cited violation of the Security Training and Qualification Plan was identified for failure to ensure that posted security force personnel have no 
weaknesses or abnormalities that would adversely affect their performance of assigned duties. The finding had very low safety significance due to 
the non-predictable basis of single security equipment failures and because there was no evidence that the vulnerability had been exploited. 
Inspection Report# : 2000006(pdf)  

Miscellaneous 

Significance: N/A Dec 15, 2000 
Identified By: NRC 
Item Type: FIN Finding 
IDENTIFICATION AND RESOLUTION OF PROBLEMS 
The licensee was effective at identifying problems and entering them into the corrective action program. A management review committee (MRC) 
reviewed all problem evaluation reports (PERs) and all root cause analyses, when required by the classification level of the PER, or when 
requested by the MRC. Corrective actions for significant problems were effective. Management attention was appropriately being applied to areas 
where corrective action had not been effective. Some examples were identified for failing to enter issues into the corrective action program and 
therefore did not receive thorough investigation and development of corrective actions. These involved issues that were of very low safety 
significance. Corrective actions for significant problems were effective. Licensee audits and assessments have adequately identified deficiencies in 
the corrective action program and audit findings were consistent with the NRC's observations. Licensee's employees had no reservations about 
identifying and reporting nuclear safety issues. 
Inspection Report# : 2000011(pdf)  

Significance: N/A Dec 14, 2001 
Identified By: NRC 
Item Type: FIN Finding 
IDENTIFICATION AND RESOLUTION OF PROBLEMS 
The inspectors determined that the licensee identified, evaluated, prioritized, and corrected problems in a timely and effective manner, consistent 
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with risk and safety significance. Corrective actions were generally implemented in a timely manner, and were appropriate to prevent recurrence. 
Senior management involvement in the problem identification and resolution program was evident in the daily management review committee 
meeting, where all problem identification reports were reviewed. Licensee audits and assessments critically assessed the licensee's problem 
identification and resolution activity and identified improvement needs. Based on interviews conducted during the inspection, workers at the site felt 
free to raise issues with their management and to input them into the problem identification and resolution program. The inspection did not identy 
significants differences between the licensee's assessment of thier overall corrective action program and the NRC's program assessment. 
Inspection Report# : 2001006(pdf)  

Significance:  Dec 14, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO PROMPTLY IDENTIFY AND CORRECT LONG-STANDING PROBLEMS WITH SAFETY-RELATED CHILLERS. 
The licensee identified a non-cited vilation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, for failure to determined and take corrective 
actions to preclude repetition. Contrary to the above, licensee actions from 1996 through 2000 to resolve longstanding problems with safety related 
heating and ventilation system chillers for plant areas including: (1) 6.9 KV shutdown board rooms; (2) 480 V board rooms; (3) electric board 
rooms; and (4) main control room were not timely and effective to prevent recurrence. This licensee identified finding was determined to be of very 
low safety significants. 
Inspection Report# : 2001006(pdf)  

Significance: SL-II Jun 30, 2001 
Identified By: NRC 
Item Type: VIO Violation 
EMPLOYEE PROTECTED ACTIVITY 
On February 7, 2000, a Severity Level II violation with civil penalty was issued to the licensee. The violation was not site-specific and involved 
employment discrimination contrary to the requirements of 10 CFR 50.7, "Employee Protection," in that the licensee did not select a former 
employee to a competitive position in the corporate chemistry organization in 1996, due, at least in part, to his engagement in protected activities. 
On January 22, 2001, the licensee denied the violation and on May 4, an Order was issued sustaining the violation and imposing the civil penalty. 
On June 1, TVA requested an enforcement hearing on the Order. 
Inspection Report# : 2001002(pdf)  

Last modified : March 28, 2002 
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Initiating Events 

Significance:  Jul 17, 1999 
Identified By: NRC 
Item Type: FIN Finding 
TURBINE BUILDING RAILROAD BAY FLOOD EVENT 
Water from a June 30, 1999 heavy rainfall entered the turbine building railroad bay near the 6.9kv unit switchboards, and created the increased 
potential for a loss of offsite power. This issue was discussed in Inspection Reports 50-327, 328/99-04 and 50-327, 328/99-05. The licensee was 
informed in a letter, dated January 26, 2000, that several issues contributed significantly to the flooding event which included: (1) Improper 
correction of identified non-safety-related deficiencies, following a July 1994 rain storm, and (2) A deficient non-safety-related temporary 
modification to the storm drain system. The flooding event itself, the corrective action deficiencies and the deficient temporary design change were 
evaluated in Phase 3 of the NRC Significance Determination Process as a single finding that represented some increased risk to safety which 
required additional NRC inspection. This finding had increased risk significance due to the increased potential for a loss of offsite power. [A 
supplemental inspection (Inspection Report 50-327/00-04, 50-328/00-04) completed on April 7, 2000 determined that the root cause analysis of the 
flooding event focused on a temporary modification which routed the discharge from the bus duct coolers into the storm drainage system adjacent 
to the turbine building railroad bay door. Although the licensees' root cause analysis did not address an inconsistency between the existing storm 
drainage system and the original design standards, the installation of curbs around the 6.9 kV electrical cabinets provided increased assurance that 
plant equipment will be protected from future flooding events and thus reduced the risk of a loss of offsite power from a recurrence of flooding 
within the turbine building railroad bay. This finding is no longer outside of the licensee response band, and no further inspection is planned.]  
Inspection Report# : 1999004(pdf)  

Significance:  Jul 17, 1999 
Identified By: NRC 
Item Type: VIO Violation 
FAILURE TO SCOPE STORM DRAIN SYS INTO THE MAINT RULE 
A violation of 10 CFR 50.65 was identified for failure to scope the storm drain system into the licensee's Maintenance Rule Program. An NRC 
review of a June 30, 1999, flooding event identified that the storm drain system had not been incorporated into the Maintenance Rule program. This 
issue was discussed in NRC Inspection Reports 50-327/99-04, 50-328/99-04. Based on a previous flooding event on July 11, 1994, the storm drain 
system had the potential to cause a reactor trip or actuation of a safety-related system. Therefore, the storm drain system should have been 
included within the scope of the Maintenance Rule in 1996. Subsequently, the NRC issued a Notice of Violation for this issue by letter dated 
January 26, 2000. The violation was cited because compliance was not restored, by scoping the storm drain system into the Maintenance Rule, 
within a reasonable time after identification of the violation. The finding had low risk significance because, by itself, it contributed minimally to the 
June 30, 1999, flooding event.  
Inspection Report# : 1999004(pdf)  
Inspection Report# : 2000001(pdf)  

Mitigating Systems 

Significance:  Mar 31, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO PREVENT RECURRENCE OF EXCESSIVE GAS ACCUMULATION IN THE RHR SYSTEM (SECTION 40A7). 
A non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, which requires, in part, that, in the case of significant conditions 
adverse to quality, the measures shall assure that the cause of the condition is determined and corrective action taken to preclude repetition. 
Corrective actions for the gas accumulation contribution to a Unit 1 1995 RHR system water hammer event, failed to preclude repetition of RHR 
gas accumulation contributing to a subsequent event. On September 26, 2000, insufficient venting of non-condensable gases from the RHR 
system contributed to an inadvertent relief valve lift, rendering the RHR system and associated emergency core cooling system subsystems 
inoperable for approximately six hours. This licnesee identified finding was determined to be of very low safety significants. 
Inspection Report# : 2000008(pdf)  
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Significance:  Dec 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO IDENTIFY AND CORRECT PROCEDURE DEFICIENCIES USED TO VENT RHR DISCHARGE PIPING. 
A non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, which requires that conditions adverse to quality be promptly 
identified and corrected was identified. An inadequacy of Procedure 1-SI-OPS-074-128.0, Unit 1 RHR Discharge Piping Vent, a condition adverse 
to quality, was not identified and corrected by a procedure revision made in response to an October 1998 reactor collanr system event. This 
procedural inadequacy was revealed during a similar event on March 13, 2000. This licensee identified finding was determined to be of very low 
safety significance.  
Inspection Report# : 2000007(pdf)  

Significance:  Apr 01, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Unit 1 Reactor Trip While Increasing Power Following Refueling Outage  
Unit 1 experienced an automatic turbine trip and subsequent reactor trip while returning to full power following the Unit 1 Cycle 10 refueling outage. 
The reactor trip was caused by an erroneous "main generator loss-of-excitation field" protective signal. The erroneous protective signal was the 
result of errors in a design change specifications package which caused the protective circuitry to be incorrectly wired and tested. The finding 
represented a low risk significance because, although the design change errors contributed to the likelihood of a reactor trip, they did not affect the 
availability of any mitigating systems. 
Inspection Report# : 2000002(pdf)  

Significance:  Apr 01, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO CORRECT IDENTIFIED DEFICIENIES IN ADMIN CONTROLS FOR THE HANDLING & STORAGE OF BULK LUBRICANTS 
CONTRIBUTING TO THE INSTALLATION OF WRONG LUBRICANTS INTO ECCS & OTHER SAFETY-RELATED SYSTEMS. 
A non-cited violation of 10 CFR 50, Criterion XVI, with three examples, was identified for failure to correct problems identified in 1995, 1996, and 
1998 with administrative controls for the handling and storage of bulk lubricants. The failure contributed to the 1998 and 1999 installation of a 
lubricant not meeting vendor and equipment qualification binder requirements into emergency core cooling system and other safety-related 
components. Multiple and diverse safety-related systems were impacted over a period exceeding one year. The finding had low risk significance 
because it did not result in an actual loss of safety function in the systems identified.  
Inspection Report# : 2000002(pdf)  

Significance:  Apr 01, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PERFORM RESPONSE TIME TEST FOR RWST LEVEL TRANSMITTER 1-LT-63-53. 
A non-cited violation of Technical Specification 4.3.2.1.3 was identified for failure to perform the required response time test for refueling water 
storage tank (RWST) level transmitter 1-LT-63-53. The instrument was subsequently tested with satisfactory results. [Three additional examples 
were identified in Inspection Report 50-327, 328/00-06 for failure to conduct response time testing, following maintenance, of three flow control 
valves.] The finding represented low risk significance because the function of the transmitter to swap emergency cooling water systems pump 
suction to the containment sump on low RWST level was not impacted. [The additional examples had a very low safety significance because there 
was not an actual loss of safety function of any of the systems involved]  
Inspection Report# : 2000002(pdf)  

Significance:  Sep 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PROMPTLY IDENTIFY AND SUBSEQUENTLY CORRECT VALVE SEAT LEAKAGE 
The inspectors identified a non-cited violation of 10 CFR 50 Appendix B, Criterion XVI, for failure to promptly identify a degraded condition related 
to seat leakage of the Unit 1 residual heat removal (RHR) heat exchanger-to-RWST bypass valve. This identification failure resulted in the valve 
condition not being corrected for over three years. The degraded condition, and thus the corrective action finding, was of greater than minor 
significance because the condition had a credible impact on safety due to increased operator burden and its effects on a mitigating system (e.g., 
RHR, RCS level instruments) availability/reliability. The degraded condition was of very low safety significance because sufficient defense-in-depth 
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existed to mitigate the condition primarily during reactor coolant system water level monitoring during mid-loop operation. 
Inspection Report# : 2001003(pdf)  

Significance:  Sep 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ADEQUATELY MAINTAIN ABNORMAL OPERATING PROCEDURE FOR RCP MALFUNCTIONS 
The inspectors identified a non-cited violation of Technical Specification 6.8.1.a, for an inadequate abnormal operating procedure (AOP), used to 
respond to reactor coolant pump (RCP) malfunctions. The AOP had been revised, inappropriately reducing a minimum RCP seal water leakoff low 
flow requirement for one of the four Unit 1 RCPs. The procedure deficiency had a credible impact on safety because it would have allowed 
operation of the affected RCP in a condition that could have resulted in damage to the RCP seal and potentially resulting in a small break loss of 
coolant accident (LOCA). The licensee's risk analysis identified that small break LOCAs are significant contributors to the plant's core damage 
frequency. Because the affected RCP did not operate below the correct minimum flow, the finding was of very low safety significance. 
Inspection Report# : 2001003(pdf)  

Significance:  Nov 20, 1999 
Identified By: NRC 
Item Type: FIN Finding 
UNIT 1 TDAFW PUMP WAS SHUTDOWN WHEN OIL IN BEARING SIGHT GLASS WAS NOTED TO BE EMPTY 
During a performance test of the Unit 1 TDAFW pump, the outboard bearing oil sight glass completely drained into the pump bearing oil reservoir. 
Operations stopped the pump when the sight glass was observed to be empty. A determination was made that the licensee was following the 
vendor's recommendation for pump oil changes. However, the inspectors questioned the licensee's practice of not running the pump immediately 
following an oil change to verify oil level. This practice caused the operators to question the adequacy of bearing oil level and the subsequent 
unnecessary stop and restart of a risk significant system. The decrease in TDAFW pump bearing oil level following an oil change does not result in 
the loss of a safety function of the pump 
Inspection Report# : 1999007(pdf)  

Significance:  Nov 20, 1999 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
PRE-PLANNING NOT ADEQUATE DURING REPLACEMENT OF PROTECTION SYSTEM POWER SUPPLY 
A violation of Technical Specification 6.8.1.a was identified for failure to properly plan maintenance activities and perform the work order for a Unit 1 
protective system power supply replacement which resulted in an unanticipated steam generator (SG) level transient of about 16 percent in all four 
SGs. Operators initiated manual actions in sufficient time to restore SG levels to normal prior to reaching the SG low-low level reactor trip setpoint. 
This event would not have increased the likelihood of an uncomplicated reactor trip. 
Inspection Report# : 1999007(pdf)  

Significance:  Jul 17, 1999 
Identified By: Licensee 
Item Type: FIN Finding 
TURBINE DRIVEN AUXILIARY FEEDWATER PUMP MAINTENANCE RULE MISINTERPRETATION. 
An additional example of a previous Maintenance Rule violation was identified. On January 20, 1999, the dropping resistor on Unit 1 turbine driven 
auxiliary feedwater pump (TDAFW) failed for the second time. The licensee, through a misinterpretation of Maintenance Rule unreliability criteria, 
did not consider this failure to be a functional failure and therefore did not consider classification of the system as (a)(1) under the Maintenance 
Rule. Following a third failure in May 1999 the TDAFW was classified (a)(1). The issue of proper classification of functional failures and (a)(1) 
classification of the TDAFW pump under the Maintenance Rule did not affect the operability of the auxiliary feedwater system. 
Inspection Report# : 1999004(pdf)  

Barrier Integrity 

Significance:  Mar 31, 2001 
Identified By: NRC 
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Item Type: NCV NonCited Violation 
FAILURE TO MEET LICENSE CONDITION FOR STEAM GENERATOR TUBE INSPECTION PROGRAM 
A non-cited violation of Unit 1 License Condition 2.C.(9)(d) was identified, related to steam generator tube eddy current testing. During a Unit 1 
March 2000 refueling outage, dented intersections for the steam generator tubes in the less than two volt category were not inspected in 
accordance with the requirements of the license condition. This finding was of very low safety significance because only the barrier integrity 
cornerstone was affected and there was no impact other than slightly increasing the likelihood of a steam generator tube failure. 
Inspection Report# : 2000008(pdf)  

Significance:  Jul 01, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ESTABLISH ADEQUATE MITIGATION FOR A LOCA OUTSIDE CONTAINMENT 
A non-cited violation of Technical Specification 6.8.1.a was identified for a deficient emergency operating procedure used for mitigation of loss of 
coolant accidents (LOCAs) outside containment. The procedure, ECA-1.2, "LOCA Outside Containment," was deficient because it provided 
inappropriate guidance involving reactor coolant system pressure trending for determination of LOCA isolation. In addition, the guidance differed 
from the Westinghouse Owners Group guidance without formal documented justification. The procedure deficiency, which was revealed during a 
licensed operator requalification simulator training exercise, could lead to untimely isolation of a LOCA and termination of a containment bypass 
condition for an actual plant event. This deficiency had very low safety significance because of the low initiating event frequency of the LOCA that 
could cause the event and other operator actions which could effectively mitigate the event thus further reducing the risk of core damage. 
Inspection Report# : 2000005(pdf)  

Significance:  Dec 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO OBTAIN SHIFT MANAGER CONCURRENCE WHEN BREACHING A CONTROL ROOM ENVELOPE DOOR 
The inspectors identified a non-cited violation of Technical Specification 6.8.1.a, Procedures and Programs, for failure to follow work instructions to 
obtain shift manager concurrence when breaching a control room envelope door. This finding had a credible impact on safety and could have 
affected the integrity of the control room envelope because the control room staff was unaware of the door being open and would not have known 
to contact the involved worker had a control room envelope isolation signal occurred. Therefore, the control room envelope would not have 
pressurized as required. The finding was of very low safety significance because the finding only represented a degradation of the radiological 
barrier function provided for the control room.  
Inspection Report# : 2001004(pdf)  

Emergency Preparedness 

Significance:  Jul 17, 1999 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO MEET 10 CFR 50.54(q) CHANGE REQMNTS DECREASING EMERG.PLAN EFFECTIVENESS 
A violation of 10 CFR 50.54(q) was identified in that the licensee implemented an emergency action level (EAL) change that decreased the 
effectiveness of the Emergency Plan without application to and approval by the Commission. The change involved the Alert EALs for Event 2.1, 
Loss of Instrumentation, which added the following three new peripheral indicators to Condition 1: (1) ICS MCR operator display station, (2) ADDS 
terminal, and (3) Annunciator operator display station. Had an event occurred during which this EAL would have been called upon, the EAL may 
not have required a declaration of an Alert even when a significant transient was in progress with loss of most or all annunciators associated with 
safety systems for greater than 15 minutes. However, the improper change involved only 1 of approximately 35 EALs.  
Inspection Report# : 1999004(pdf)  

Occupational Radiation Safety 

Public Radiation Safety 
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Physical Protection 

Significance:  Dec 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO STORE UNATTENDED SAFEGUARDS INFORMATION IN A LOCKED SECURITY STORAGE CONTAINER. 
A non-cited violation of 10 CFR 73.21(d), which requires unattended safeguards information to be stored in a locked security storage container was 
identified. TVAN Standard Programs and Processes, SPP -1.4, Appendix E, requires Safeguards Information when not in use to be stored in an 
approved locked storage container. On October 18, 2000, during a licensee quality assurance audit the auditors concluded that information that 
should have been classified as safeguards information was left unattended and not stored in an approved safeguards container. This licensee 
identified finding was determined to be of of very low safety significance. 
Inspection Report# : 2000007(pdf)  

Significance: TBD Sep 30, 2000 
Identified By: Licensee 
Item Type: AV Apparent Violation 
FAILURE TO SEARCH AN INDIVIDUAL PRIOR TO GRANTING ACCESS TO THE PROTECTED AREA 
An apparent violation of the Physical Security Plan/Contingency Plan was identified for the licensee allowing a TVA employee to enter the site 
without removing his shoes after the first alarm was received on the access portal metal detector.  
Inspection Report# : 2000006(pdf)  

Significance:  Sep 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ENSURE POSTED SECURITY FORCE PERSONNEL HAVE NO WEAKNESSES OR ABNORMALITIES WHICH WOULD AFFECT 
THEIR DUTIES 
A non-cited violation of the Security Training and Qualification Plan was identified for failure to ensure that posted security force personnel have no 
weaknesses or abnormalities that would adversely affect their performance of assigned duties. The finding had very low safety significance due to 
the non-predictable basis of single security equipment failures and because there was no evidence that the vulnerability had been exploited. 
Inspection Report# : 2000006(pdf)  

Miscellaneous 

Significance: N/A Dec 15, 2000 
Identified By: NRC 
Item Type: FIN Finding 
IDENTIFICATION AND RESOLUTION OF PROBLEMS 
The licensee was effective at identifying problems and entering them into the corrective action program. A management review committee (MRC) 
reviewed all problem evaluation reports (PERs) and all root cause analyses, when required by the classification level of the PER, or when 
requested by the MRC. Corrective actions for significant problems were effective. Management attention was appropriately being applied to areas 
where corrective action had not been effective. Some examples were identified for failing to enter issues into the corrective action program and 
therefore did not receive thorough investigation and development of corrective actions. These involved issues that were of very low safety 
significance. Corrective actions for significant problems were effective. Licensee audits and assessments have adequately identified deficiencies in 
the corrective action program and audit findings were consistent with the NRC's observations. Licensee's employees had no reservations about 
identifying and reporting nuclear safety issues. 
Inspection Report# : 2000011(pdf)  

Significance: N/A Dec 14, 2001 
Identified By: NRC 
Item Type: FIN Finding 
IDENTIFICATION AND RESOLUTION OF PROBLEMS 
The inspectors determined that the licensee identified, evaluated, prioritized, and corrected problems in a timely and effective manner, consistent 
with risk and safety significance. Corrective actions were generally implemented in a timely manner, and were appropriate to prevent recurrence. 
Senior management involvement in the problem identification and resolution program was evident in the daily management review committee 
meeting, where all problem identification reports were reviewed. Licensee audits and assessments critically assessed the licensee's problem 
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identification and resolution activity and identified improvement needs. Based on interviews conducted during the inspection, workers at the site felt 
free to raise issues with their management and to input them into the problem identification and resolution program. The inspection did not identy 
significants differences between the licensee's assessment of thier overall corrective action program and the NRC's program assessment. 
Inspection Report# : 2001006(pdf)  

Significance:  Dec 14, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO PROMPTLY IDENTIFY AND CORRECT LONG-STANDING PROBLEMS WITH SAFETY-RELATED CHILLERS. 
The licensee identified a non-cited vilation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, for failure to determined and take corrective 
actions to preclude repetition. Contrary to the above, licensee actions from 1996 through 2000 to resolve longstanding problems with safety related 
heating and ventilation system chillers for plant areas including: (1) 6.9 KV shutdown board rooms; (2) 480 V board rooms; (3) electric board 
rooms; and (4) main control room were not timely and effective to prevent recurrence. This licensee identified finding was determined to be of very 
low safety significants. 
Inspection Report# : 2001006(pdf)  

Significance: SL-II Jun 30, 2001 
Identified By: NRC 
Item Type: VIO Violation 
EMPLOYEE PROTECTED ACTIVITY 
On February 7, 2000, a Severity Level II violation with civil penalty was issued to the licensee. The violation was not site-specific and involved 
employment discrimination contrary to the requirements of 10 CFR 50.7, "Employee Protection," in that the licensee did not select a former 
employee to a competitive position in the corporate chemistry organization in 1996, due, at least in part, to his engagement in protected activities. 
On January 22, 2001, the licensee denied the violation and on May 4, an Order was issued sustaining the violation and imposing the civil penalty. 
On June 1, TVA requested an enforcement hearing on the Order. 
Inspection Report# : 2001002(pdf)  

Last modified : March 28, 2002 
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Initiating Events 

Significance:  Jul 17, 1999 
Identified By: NRC 
Item Type: FIN Finding 
TURBINE BUILDING RAILROAD BAY FLOOD EVENT 
Water from a June 30, 1999 heavy rainfall entered the turbine building railroad bay near the 6.9kv unit switchboards, and created the increased 
potential for a loss of offsite power. This issue was discussed in Inspection Reports 50-327, 328/99-04 and 50-327, 328/99-05. The licensee was 
informed in a letter, dated January 26, 2000, that several issues contributed significantly to the flooding event which included: (1) Improper 
correction of identified non-safety-related deficiencies, following a July 1994 rain storm, and (2) A deficient non-safety-related temporary 
modification to the storm drain system. The flooding event itself, the corrective action deficiencies and the deficient temporary design change were 
evaluated in Phase 3 of the NRC Significance Determination Process as a single finding that represented some increased risk to safety which 
required additional NRC inspection. This finding had increased risk significance due to the increased potential for a loss of offsite power. [A 
supplemental inspection (Inspection Report 50-327/00-04, 50-328/00-04) completed on April 7, 2000 determined that the root cause analysis of the 
flooding event focused on a temporary modification which routed the discharge from the bus duct coolers into the storm drainage system adjacent 
to the turbine building railroad bay door. Although the licensees' root cause analysis did not address an inconsistency between the existing storm 
drainage system and the original design standards, the installation of curbs around the 6.9 kV electrical cabinets provided increased assurance that 
plant equipment will be protected from future flooding events and thus reduced the risk of a loss of offsite power from a recurrence of flooding 
within the turbine building railroad bay. This finding is no longer outside of the licensee response band, and no further inspection is planned.]  
Inspection Report# : 1999004(pdf)  

Significance:  Jul 17, 1999 
Identified By: NRC 
Item Type: VIO Violation 
FAILURE TO SCOPE STORM DRAIN SYS INTO THE MAINT RULE 
A violation of 10 CFR 50.65 was identified for failure to scope the storm drain system into the licensee's Maintenance Rule Program. An NRC 
review of a June 30, 1999, flooding event identified that the storm drain system had not been incorporated into the Maintenance Rule program. This 
issue was discussed in NRC Inspection Reports 50-327/99-04, 50-328/99-04. Based on a previous flooding event on July 11, 1994, the storm drain 
system had the potential to cause a reactor trip or actuation of a safety-related system. Therefore, the storm drain system should have been 
included within the scope of the Maintenance Rule in 1996. Subsequently, the NRC issued a Notice of Violation for this issue by letter dated 
January 26, 2000. The violation was cited because compliance was not restored, by scoping the storm drain system into the Maintenance Rule, 
within a reasonable time after identification of the violation. The finding had low risk significance because, by itself, it contributed minimally to the 
June 30, 1999, flooding event.  
Inspection Report# : 1999004(pdf)  
Inspection Report# : 2000001(pdf)  

Mitigating Systems 

Significance:  Mar 31, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO PREVENT RECURRENCE OF EXCESSIVE GAS ACCUMULATION IN THE RHR SYSTEM (SECTION 40A7). 
A non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, which requires, in part, that, in the case of significant conditions 
adverse to quality, the measures shall assure that the cause of the condition is determined and corrective action taken to preclude repetition. 
Corrective actions for the gas accumulation contribution to a Unit 1 1995 RHR system water hammer event, failed to preclude repetition of RHR 
gas accumulation contributing to a subsequent event. On September 26, 2000, insufficient venting of non-condensable gases from the RHR 
system contributed to an inadvertent relief valve lift, rendering the RHR system and associated emergency core cooling system subsystems 
inoperable for approximately six hours. This licnesee identified finding was determined to be of very low safety significants. 
Inspection Report# : 2000008(pdf)  
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Significance:  Dec 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO IDENTIFY AND CORRECT PROCEDURE DEFICIENCIES USED TO VENT RHR DISCHARGE PIPING. 
A non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, which requires that conditions adverse to quality be promptly 
identified and corrected was identified. An inadequacy of Procedure 1-SI-OPS-074-128.0, Unit 1 RHR Discharge Piping Vent, a condition adverse 
to quality, was not identified and corrected by a procedure revision made in response to an October 1998 reactor collanr system event. This 
procedural inadequacy was revealed during a similar event on March 13, 2000. This licensee identified finding was determined to be of very low 
safety significance.  
Inspection Report# : 2000007(pdf)  

Significance:  Sep 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PROMPTLY IDENTIFY AND SUBSEQUENTLY CORRECT VALVE SEAT LEAKAGE 
The inspectors identified a non-cited violation of 10 CFR 50 Appendix B, Criterion XVI, for failure to promptly identify a degraded condition related 
to seat leakage of the Unit 1 residual heat removal (RHR) heat exchanger-to-RWST bypass valve. This identification failure resulted in the valve 
condition not being corrected for over three years. The degraded condition, and thus the corrective action finding, was of greater than minor 
significance because the condition had a credible impact on safety due to increased operator burden and its effects on a mitigating system (e.g., 
RHR, RCS level instruments) availability/reliability. The degraded condition was of very low safety significance because sufficient defense-in-depth 
existed to mitigate the condition primarily during reactor coolant system water level monitoring during mid-loop operation. 
Inspection Report# : 2001003(pdf)  

Significance:  Sep 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ADEQUATELY MAINTAIN ABNORMAL OPERATING PROCEDURE FOR RCP MALFUNCTIONS 
The inspectors identified a non-cited violation of Technical Specification 6.8.1.a, for an inadequate abnormal operating procedure (AOP), used to 
respond to reactor coolant pump (RCP) malfunctions. The AOP had been revised, inappropriately reducing a minimum RCP seal water leakoff low 
flow requirement for one of the four Unit 1 RCPs. The procedure deficiency had a credible impact on safety because it would have allowed 
operation of the affected RCP in a condition that could have resulted in damage to the RCP seal and potentially resulting in a small break loss of 
coolant accident (LOCA). The licensee's risk analysis identified that small break LOCAs are significant contributors to the plant's core damage 
frequency. Because the affected RCP did not operate below the correct minimum flow, the finding was of very low safety significance. 
Inspection Report# : 2001003(pdf)  

Significance:  Apr 01, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Unit 1 Reactor Trip While Increasing Power Following Refueling Outage  
Unit 1 experienced an automatic turbine trip and subsequent reactor trip while returning to full power following the Unit 1 Cycle 10 refueling outage. 
The reactor trip was caused by an erroneous "main generator loss-of-excitation field" protective signal. The erroneous protective signal was the 
result of errors in a design change specifications package which caused the protective circuitry to be incorrectly wired and tested. The finding 
represented a low risk significance because, although the design change errors contributed to the likelihood of a reactor trip, they did not affect the 
availability of any mitigating systems. 
Inspection Report# : 2000002(pdf)  

Significance:  Apr 01, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO CORRECT IDENTIFIED DEFICIENIES IN ADMIN CONTROLS FOR THE HANDLING & STORAGE OF BULK LUBRICANTS 
CONTRIBUTING TO THE INSTALLATION OF WRONG LUBRICANTS INTO ECCS & OTHER SAFETY-RELATED SYSTEMS. 
A non-cited violation of 10 CFR 50, Criterion XVI, with three examples, was identified for failure to correct problems identified in 1995, 1996, and 
1998 with administrative controls for the handling and storage of bulk lubricants. The failure contributed to the 1998 and 1999 installation of a 
lubricant not meeting vendor and equipment qualification binder requirements into emergency core cooling system and other safety-related 
components. Multiple and diverse safety-related systems were impacted over a period exceeding one year. The finding had low risk significance 
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because it did not result in an actual loss of safety function in the systems identified.  
Inspection Report# : 2000002(pdf)  

Significance:  Apr 01, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PERFORM RESPONSE TIME TEST FOR RWST LEVEL TRANSMITTER 1-LT-63-53. 
A non-cited violation of Technical Specification 4.3.2.1.3 was identified for failure to perform the required response time test for refueling water 
storage tank (RWST) level transmitter 1-LT-63-53. The instrument was subsequently tested with satisfactory results. [Three additional examples 
were identified in Inspection Report 50-327, 328/00-06 for failure to conduct response time testing, following maintenance, of three flow control 
valves.] The finding represented low risk significance because the function of the transmitter to swap emergency cooling water systems pump 
suction to the containment sump on low RWST level was not impacted. [The additional examples had a very low safety significance because there 
was not an actual loss of safety function of any of the systems involved]  
Inspection Report# : 2000002(pdf)  

Significance:  Nov 20, 1999 
Identified By: NRC 
Item Type: FIN Finding 
UNIT 1 TDAFW PUMP WAS SHUTDOWN WHEN OIL IN BEARING SIGHT GLASS WAS NOTED TO BE EMPTY 
During a performance test of the Unit 1 TDAFW pump, the outboard bearing oil sight glass completely drained into the pump bearing oil reservoir. 
Operations stopped the pump when the sight glass was observed to be empty. A determination was made that the licensee was following the 
vendor's recommendation for pump oil changes. However, the inspectors questioned the licensee's practice of not running the pump immediately 
following an oil change to verify oil level. This practice caused the operators to question the adequacy of bearing oil level and the subsequent 
unnecessary stop and restart of a risk significant system. The decrease in TDAFW pump bearing oil level following an oil change does not result in 
the loss of a safety function of the pump 
Inspection Report# : 1999007(pdf)  

Significance:  Nov 20, 1999 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
PRE-PLANNING NOT ADEQUATE DURING REPLACEMENT OF PROTECTION SYSTEM POWER SUPPLY 
A violation of Technical Specification 6.8.1.a was identified for failure to properly plan maintenance activities and perform the work order for a Unit 1 
protective system power supply replacement which resulted in an unanticipated steam generator (SG) level transient of about 16 percent in all four 
SGs. Operators initiated manual actions in sufficient time to restore SG levels to normal prior to reaching the SG low-low level reactor trip setpoint. 
This event would not have increased the likelihood of an uncomplicated reactor trip. 
Inspection Report# : 1999007(pdf)  

Significance:  Jul 17, 1999 
Identified By: Licensee 
Item Type: FIN Finding 
TURBINE DRIVEN AUXILIARY FEEDWATER PUMP MAINTENANCE RULE MISINTERPRETATION. 
An additional example of a previous Maintenance Rule violation was identified. On January 20, 1999, the dropping resistor on Unit 1 turbine driven 
auxiliary feedwater pump (TDAFW) failed for the second time. The licensee, through a misinterpretation of Maintenance Rule unreliability criteria, 
did not consider this failure to be a functional failure and therefore did not consider classification of the system as (a)(1) under the Maintenance 
Rule. Following a third failure in May 1999 the TDAFW was classified (a)(1). The issue of proper classification of functional failures and (a)(1) 
classification of the TDAFW pump under the Maintenance Rule did not affect the operability of the auxiliary feedwater system. 
Inspection Report# : 1999004(pdf)  

Barrier Integrity 

Significance:  Mar 31, 2001 
Identified By: NRC 
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Item Type: NCV NonCited Violation 
FAILURE TO MEET LICENSE CONDITION FOR STEAM GENERATOR TUBE INSPECTION PROGRAM 
A non-cited violation of Unit 1 License Condition 2.C.(9)(d) was identified, related to steam generator tube eddy current testing. During a Unit 1 
March 2000 refueling outage, dented intersections for the steam generator tubes in the less than two volt category were not inspected in 
accordance with the requirements of the license condition. This finding was of very low safety significance because only the barrier integrity 
cornerstone was affected and there was no impact other than slightly increasing the likelihood of a steam generator tube failure. 
Inspection Report# : 2000008(pdf)  

Significance:  Jul 01, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ESTABLISH ADEQUATE MITIGATION FOR A LOCA OUTSIDE CONTAINMENT 
A non-cited violation of Technical Specification 6.8.1.a was identified for a deficient emergency operating procedure used for mitigation of loss of 
coolant accidents (LOCAs) outside containment. The procedure, ECA-1.2, "LOCA Outside Containment," was deficient because it provided 
inappropriate guidance involving reactor coolant system pressure trending for determination of LOCA isolation. In addition, the guidance differed 
from the Westinghouse Owners Group guidance without formal documented justification. The procedure deficiency, which was revealed during a 
licensed operator requalification simulator training exercise, could lead to untimely isolation of a LOCA and termination of a containment bypass 
condition for an actual plant event. This deficiency had very low safety significance because of the low initiating event frequency of the LOCA that 
could cause the event and other operator actions which could effectively mitigate the event thus further reducing the risk of core damage. 
Inspection Report# : 2000005(pdf)  

Significance:  Dec 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO OBTAIN SHIFT MANAGER CONCURRENCE WHEN BREACHING A CONTROL ROOM ENVELOPE DOOR 
The inspectors identified a non-cited violation of Technical Specification 6.8.1.a, Procedures and Programs, for failure to follow work instructions to 
obtain shift manager concurrence when breaching a control room envelope door. This finding had a credible impact on safety and could have 
affected the integrity of the control room envelope because the control room staff was unaware of the door being open and would not have known 
to contact the involved worker had a control room envelope isolation signal occurred. Therefore, the control room envelope would not have 
pressurized as required. The finding was of very low safety significance because the finding only represented a degradation of the radiological 
barrier function provided for the control room.  
Inspection Report# : 2001004(pdf)  

Emergency Preparedness 

Significance:  Jul 17, 1999 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO MEET 10 CFR 50.54(q) CHANGE REQMNTS DECREASING EMERG.PLAN EFFECTIVENESS 
A violation of 10 CFR 50.54(q) was identified in that the licensee implemented an emergency action level (EAL) change that decreased the 
effectiveness of the Emergency Plan without application to and approval by the Commission. The change involved the Alert EALs for Event 2.1, 
Loss of Instrumentation, which added the following three new peripheral indicators to Condition 1: (1) ICS MCR operator display station, (2) ADDS 
terminal, and (3) Annunciator operator display station. Had an event occurred during which this EAL would have been called upon, the EAL may 
not have required a declaration of an Alert even when a significant transient was in progress with loss of most or all annunciators associated with 
safety systems for greater than 15 minutes. However, the improper change involved only 1 of approximately 35 EALs.  
Inspection Report# : 1999004(pdf)  

Occupational Radiation Safety 

Public Radiation Safety 
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Physical Protection 

Significance:  Dec 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO STORE UNATTENDED SAFEGUARDS INFORMATION IN A LOCKED SECURITY STORAGE CONTAINER. 
A non-cited violation of 10 CFR 73.21(d), which requires unattended safeguards information to be stored in a locked security storage container was 
identified. TVAN Standard Programs and Processes, SPP -1.4, Appendix E, requires Safeguards Information when not in use to be stored in an 
approved locked storage container. On October 18, 2000, during a licensee quality assurance audit the auditors concluded that information that 
should have been classified as safeguards information was left unattended and not stored in an approved safeguards container. This licensee 
identified finding was determined to be of of very low safety significance. 
Inspection Report# : 2000007(pdf)  

Significance: TBD Sep 30, 2000 
Identified By: Licensee 
Item Type: AV Apparent Violation 
FAILURE TO SEARCH AN INDIVIDUAL PRIOR TO GRANTING ACCESS TO THE PROTECTED AREA 
An apparent violation of the Physical Security Plan/Contingency Plan was identified for the licensee allowing a TVA employee to enter the site 
without removing his shoes after the first alarm was received on the access portal metal detector.  
Inspection Report# : 2000006(pdf)  

Significance:  Sep 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ENSURE POSTED SECURITY FORCE PERSONNEL HAVE NO WEAKNESSES OR ABNORMALITIES WHICH WOULD AFFECT 
THEIR DUTIES 
A non-cited violation of the Security Training and Qualification Plan was identified for failure to ensure that posted security force personnel have no 
weaknesses or abnormalities that would adversely affect their performance of assigned duties. The finding had very low safety significance due to 
the non-predictable basis of single security equipment failures and because there was no evidence that the vulnerability had been exploited. 
Inspection Report# : 2000006(pdf)  

Miscellaneous 

Significance: SL-II Jun 30, 2001 
Identified By: NRC 
Item Type: VIO Violation 
EMPLOYEE PROTECTED ACTIVITY 
On February 7, 2000, a Severity Level II violation with civil penalty was issued to the licensee. The violation was not site-specific and involved 
employment discrimination contrary to the requirements of 10 CFR 50.7, "Employee Protection," in that the licensee did not select a former 
employee to a competitive position in the corporate chemistry organization in 1996, due, at least in part, to his engagement in protected activities. 
On January 22, 2001, the licensee denied the violation and on May 4, an Order was issued sustaining the violation and imposing the civil penalty. 
On June 1, TVA requested an enforcement hearing on the Order. 
Inspection Report# : 2001002(pdf)  

Significance: N/A Dec 15, 2000 
Identified By: NRC 
Item Type: FIN Finding 
IDENTIFICATION AND RESOLUTION OF PROBLEMS 
The licensee was effective at identifying problems and entering them into the corrective action program. A management review committee (MRC) 
reviewed all problem evaluation reports (PERs) and all root cause analyses, when required by the classification level of the PER, or when 
requested by the MRC. Corrective actions for significant problems were effective. Management attention was appropriately being applied to areas 
where corrective action had not been effective. Some examples were identified for failing to enter issues into the corrective action program and 
therefore did not receive thorough investigation and development of corrective actions. These involved issues that were of very low safety 
significance. Corrective actions for significant problems were effective. Licensee audits and assessments have adequately identified deficiencies in 
the corrective action program and audit findings were consistent with the NRC's observations. Licensee's employees had no reservations about 
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identifying and reporting nuclear safety issues. 
Inspection Report# : 2000011(pdf)  

Significance: N/A Dec 14, 2001 
Identified By: NRC 
Item Type: FIN Finding 
IDENTIFICATION AND RESOLUTION OF PROBLEMS 
The inspectors determined that the licensee identified, evaluated, prioritized, and corrected problems in a timely and effective manner, consistent 
with risk and safety significance. Corrective actions were generally implemented in a timely manner, and were appropriate to prevent recurrence. 
Senior management involvement in the problem identification and resolution program was evident in the daily management review committee 
meeting, where all problem identification reports were reviewed. Licensee audits and assessments critically assessed the licensee's problem 
identification and resolution activity and identified improvement needs. Based on interviews conducted during the inspection, workers at the site felt 
free to raise issues with their management and to input them into the problem identification and resolution program. The inspection did not identy 
significants differences between the licensee's assessment of thier overall corrective action program and the NRC's program assessment. 
Inspection Report# : 2001006(pdf)  

Significance:  Dec 14, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO PROMPTLY IDENTIFY AND CORRECT LONG-STANDING PROBLEMS WITH SAFETY-RELATED CHILLERS. 
The licensee identified a non-cited vilation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, for failure to determined and take corrective 
actions to preclude repetition. Contrary to the above, licensee actions from 1996 through 2000 to resolve longstanding problems with safety related 
heating and ventilation system chillers for plant areas including: (1) 6.9 KV shutdown board rooms; (2) 480 V board rooms; (3) electric board 
rooms; and (4) main control room were not timely and effective to prevent recurrence. This licensee identified finding was determined to be of very 
low safety significants. 
Inspection Report# : 2001006(pdf)  

Last modified : March 27, 2002 
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Initiating Events 

Significance:  Jul 17, 1999 
Identified By: NRC 
Item Type: VIO Violation 
FAILURE TO SCOPE STORM DRAIN SYS INTO THE MAINT RULE 
A violation of 10 CFR 50.65 was identified for failure to scope the storm drain system into the licensee's Maintenance Rule Program. An NRC 
review of a June 30, 1999, flooding event identified that the storm drain system had not been incorporated into the Maintenance Rule program. This 
issue was discussed in NRC Inspection Reports 50-327/99-04, 50-328/99-04. Based on a previous flooding event on July 11, 1994, the storm drain 
system had the potential to cause a reactor trip or actuation of a safety-related system. Therefore, the storm drain system should have been 
included within the scope of the Maintenance Rule in 1996. Subsequently, the NRC issued a Notice of Violation for this issue by letter dated 
January 26, 2000. The violation was cited because compliance was not restored, by scoping the storm drain system into the Maintenance Rule, 
within a reasonable time after identification of the violation. The finding had low risk significance because, by itself, it contributed minimally to the 
June 30, 1999, flooding event.  
Inspection Report# : 2000001(pdf)  

Significance:  Jul 17, 1999 
Identified By: NRC 
Item Type: FIN Finding 
TURBINE BUILDING RAILROAD BAY FLOOD EVENT 
Water from a June 30, 1999 heavy rainfall entered the turbine building railroad bay near the 6.9kv unit switchboards, and created the increased 
potential for a loss of offsite power. This issue was discussed in Inspection Reports 50-327, 328/99-04 and 50-327, 328/99-05. The licensee was 
informed in a letter, dated January 26, 2000, that several issues contributed significantly to the flooding event which included: (1) Improper 
correction of identified non-safety-related deficiencies, following a July 1994 rain storm, and (2) A deficient non-safety-related temporary 
modification to the storm drain system. The flooding event itself, the corrective action deficiencies and the deficient temporary design change were 
evaluated in Phase 3 of the NRC Significance Determination Process as a single finding that represented some increased risk to safety which 
required additional NRC inspection. This finding had increased risk significance due to the increased potential for a loss of offsite power. [A 
supplemental inspection (Inspection Report 50-327/00-04, 50-328/00-04) completed on April 7, 2000 determined that the root cause analysis of the 
flooding event focused on a temporary modification which routed the discharge from the bus duct coolers into the storm drainage system adjacent 
to the turbine building railroad bay door. Although the licensees' root cause analysis did not address an inconsistency between the existing storm 
drainage system and the original design standards, the installation of curbs around the 6.9 kV electrical cabinets provided increased assurance that 
plant equipment will be protected from future flooding events and thus reduced the risk of a loss of offsite power from a recurrence of flooding 
within the turbine building railroad bay. This finding is no longer outside of the licensee response band, and no further inspection is planned.]  
Inspection Report# : 1999004(pdf)  

Significance:  Jul 17, 1999 
Identified By: NRC 
Item Type: VIO Violation 
FAILURE TO SCOPE STORM DRAIN SYS INTO THE MAINT RULE 
A violation of 10 CFR 50.65 was identified for failure to scope the storm drain system into the licensee's Maintenance Rule Program. An NRC 
review of a June 30, 1999, flooding event identified that the storm drain system had not been incorporated into the Maintenance Rule program. This 
issue was discussed in NRC Inspection Reports 50-327/99-04, 50-328/99-04. Based on a previous flooding event on July 11, 1994, the storm drain 
system had the potential to cause a reactor trip or actuation of a safety-related system. Therefore, the storm drain system should have been 
included within the scope of the Maintenance Rule in 1996. Subsequently, the NRC issued a Notice of Violation for this issue by letter dated 
January 26, 2000. The violation was cited because compliance was not restored, by scoping the storm drain system into the Maintenance Rule, 
within a reasonable time after identification of the violation. The finding had low risk significance because, by itself, it contributed minimally to the 
June 30, 1999, flooding event.  
Inspection Report# : 1999004(pdf)  

Mitigating Systems 
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Significance:  Sep 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PROMPTLY IDENTIFY AND SUBSEQUENTLY CORRECT VALVE SEAT LEAKAGE 
The inspectors identified a non-cited violation of 10 CFR 50 Appendix B, Criterion XVI, for failure to promptly identify a degraded condition related 
to seat leakage of the Unit 1 residual heat removal (RHR) heat exchanger-to-RWST bypass valve. This identification failure resulted in the valve 
condition not being corrected for over three years. The degraded condition, and thus the corrective action finding, was of greater than minor 
significance because the condition had a credible impact on safety due to increased operator burden and its effects on a mitigating system (e.g., 
RHR, RCS level instruments) availability/reliability. The degraded condition was of very low safety significance because sufficient defense-in-depth 
existed to mitigate the condition primarily during reactor coolant system water level monitoring during mid-loop operation. 
Inspection Report# : 2001003(pdf)  

Significance:  Sep 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ADEQUATELY MAINTAIN ABNORMAL OPERATING PROCEDURE FOR RCP MALFUNCTIONS 
The inspectors identified a non-cited violation of Technical Specification 6.8.1.a, for an inadequate abnormal operating procedure (AOP), used to 
respond to reactor coolant pump (RCP) malfunctions. The AOP had been revised, inappropriately reducing a minimum RCP seal water leakoff low 
flow requirement for one of the four Unit 1 RCPs. The procedure deficiency had a credible impact on safety because it would have allowed 
operation of the affected RCP in a condition that could have resulted in damage to the RCP seal and potentially resulting in a small break loss of 
coolant accident (LOCA). The licensee's risk analysis identified that small break LOCAs are significant contributors to the plant's core damage 
frequency. Because the affected RCP did not operate below the correct minimum flow, the finding was of very low safety significance. 
Inspection Report# : 2001003(pdf)  

Significance:  Mar 31, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO PREVENT RECURRENCE OF EXCESSIVE GAS ACCUMULATION IN THE RHR SYSTEM (SECTION 40A7). 
A non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, which requires, in part, that, in the case of significant conditions 
adverse to quality, the measures shall assure that the cause of the condition is determined and corrective action taken to preclude repetition. 
Corrective actions for the gas accumulation contribution to a Unit 1 1995 RHR system water hammer event, failed to preclude repetition of RHR 
gas accumulation contributing to a subsequent event. On September 26, 2000, insufficient venting of non-condensable gases from the RHR 
system contributed to an inadvertent relief valve lift, rendering the RHR system and associated emergency core cooling system subsystems 
inoperable for approximately six hours. This licnesee identified finding was determined to be of very low safety significants. 
Inspection Report# : 2000008(pdf)  

Significance:  Dec 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO IDENTIFY AND CORRECT PROCEDURE DEFICIENCIES USED TO VENT RHR DISCHARGE PIPING. 
A non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, which requires that conditions adverse to quality be promptly 
identified and corrected was identified. An inadequacy of Procedure 1-SI-OPS-074-128.0, Unit 1 RHR Discharge Piping Vent, a condition adverse 
to quality, was not identified and corrected by a procedure revision made in response to an October 1998 reactor collanr system event. This 
procedural inadequacy was revealed during a similar event on March 13, 2000. This licensee identified finding was determined to be of very low 
safety significance.  
Inspection Report# : 2000007(pdf)  

Significance:  Apr 01, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Unit 1 Reactor Trip While Increasing Power Following Refueling Outage  
Unit 1 experienced an automatic turbine trip and subsequent reactor trip while returning to full power following the Unit 1 Cycle 10 refueling outage. 
The reactor trip was caused by an erroneous "main generator loss-of-excitation field" protective signal. The erroneous protective signal was the 
result of errors in a design change specifications package which caused the protective circuitry to be incorrectly wired and tested. The finding 
represented a low risk significance because, although the design change errors contributed to the likelihood of a reactor trip, they did not affect the 
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availability of any mitigating systems. 
Inspection Report# : 2000002(pdf)  

Significance:  Apr 01, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO CORRECT IDENTIFIED DEFICIENIES IN ADMIN CONTROLS FOR THE HANDLING & STORAGE OF BULK LUBRICANTS 
CONTRIBUTING TO THE INSTALLATION OF WRONG LUBRICANTS INTO ECCS & OTHER SAFETY-RELATED SYSTEMS. 
A non-cited violation of 10 CFR 50, Criterion XVI, with three examples, was identified for failure to correct problems identified in 1995, 1996, and 
1998 with administrative controls for the handling and storage of bulk lubricants. The failure contributed to the 1998 and 1999 installation of a 
lubricant not meeting vendor and equipment qualification binder requirements into emergency core cooling system and other safety-related 
components. Multiple and diverse safety-related systems were impacted over a period exceeding one year. The finding had low risk significance 
because it did not result in an actual loss of safety function in the systems identified.  
Inspection Report# : 2000002(pdf)  

Significance:  Apr 01, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PERFORM RESPONSE TIME TEST FOR RWST LEVEL TRANSMITTER 1-LT-63-53. 
A non-cited violation of Technical Specification 4.3.2.1.3 was identified for failure to perform the required response time test for refueling water 
storage tank (RWST) level transmitter 1-LT-63-53. The instrument was subsequently tested with satisfactory results. [Three additional examples 
were identified in Inspection Report 50-327, 328/00-06 for failure to conduct response time testing, following maintenance, of three flow control 
valves.] The finding represented low risk significance because the function of the transmitter to swap emergency cooling water systems pump 
suction to the containment sump on low RWST level was not impacted. [The additional examples had a very low safety significance because there 
was not an actual loss of safety function of any of the systems involved]  
Inspection Report# : 2000002(pdf)  

Significance:  Nov 20, 1999 
Identified By: NRC 
Item Type: FIN Finding 
UNIT 1 TDAFW PUMP WAS SHUTDOWN WHEN OIL IN BEARING SIGHT GLASS WAS NOTED TO BE EMPTY 
During a performance test of the Unit 1 TDAFW pump, the outboard bearing oil sight glass completely drained into the pump bearing oil reservoir. 
Operations stopped the pump when the sight glass was observed to be empty. A determination was made that the licensee was following the 
vendor's recommendation for pump oil changes. However, the inspectors questioned the licensee's practice of not running the pump immediately 
following an oil change to verify oil level. This practice caused the operators to question the adequacy of bearing oil level and the subsequent 
unnecessary stop and restart of a risk significant system. The decrease in TDAFW pump bearing oil level following an oil change does not result in 
the loss of a safety function of the pump 
Inspection Report# : 1999007(pdf)  

Significance:  Nov 20, 1999 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
PRE-PLANNING NOT ADEQUATE DURING REPLACEMENT OF PROTECTION SYSTEM POWER SUPPLY 
A violation of Technical Specification 6.8.1.a was identified for failure to properly plan maintenance activities and perform the work order for a Unit 1 
protective system power supply replacement which resulted in an unanticipated steam generator (SG) level transient of about 16 percent in all four 
SGs. Operators initiated manual actions in sufficient time to restore SG levels to normal prior to reaching the SG low-low level reactor trip setpoint. 
This event would not have increased the likelihood of an uncomplicated reactor trip. 
Inspection Report# : 1999007(pdf)  

Significance:  Jul 17, 1999 
Identified By: Licensee 
Item Type: FIN Finding 
TURBINE DRIVEN AUXILIARY FEEDWATER PUMP MAINTENANCE RULE MISINTERPRETATION. 
An additional example of a previous Maintenance Rule violation was identified. On January 20, 1999, the dropping resistor on Unit 1 turbine driven 
auxiliary feedwater pump (TDAFW) failed for the second time. The licensee, through a misinterpretation of Maintenance Rule unreliability criteria, 
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did not consider this failure to be a functional failure and therefore did not consider classification of the system as (a)(1) under the Maintenance 
Rule. Following a third failure in May 1999 the TDAFW was classified (a)(1). The issue of proper classification of functional failures and (a)(1) 
classification of the TDAFW pump under the Maintenance Rule did not affect the operability of the auxiliary feedwater system. 
Inspection Report# : 1999004(pdf)  

Barrier Integrity 

Significance:  Mar 31, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO MEET LICENSE CONDITION FOR STEAM GENERATOR TUBE INSPECTION PROGRAM 
A non-cited violation of Unit 1 License Condition 2.C.(9)(d) was identified, related to steam generator tube eddy current testing. During a Unit 1 
March 2000 refueling outage, dented intersections for the steam generator tubes in the less than two volt category were not inspected in 
accordance with the requirements of the license condition. This finding was of very low safety significance because only the barrier integrity 
cornerstone was affected and there was no impact other than slightly increasing the likelihood of a steam generator tube failure. 
Inspection Report# : 2000008(pdf)  

Significance:  Dec 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO OBTAIN SHIFT MANAGER CONCURRENCE WHEN BREACHING A CONTROL ROOM ENVELOPE DOOR 
The inspectors identified a non-cited violation of Technical Specification 6.8.1.a, Procedures and Programs, for failure to follow work instructions to 
obtain shift manager concurrence when breaching a control room envelope door. This finding had a credible impact on safety and could have 
affected the integrity of the control room envelope because the control room staff was unaware of the door being open and would not have known 
to contact the involved worker had a control room envelope isolation signal occurred. Therefore, the control room envelope would not have 
pressurized as required. The finding was of very low safety significance because the finding only represented a degradation of the radiological 
barrier function provided for the control room.  
Inspection Report# : 2001004(pdf)  

Significance:  Jul 01, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ESTABLISH ADEQUATE MITIGATION FOR A LOCA OUTSIDE CONTAINMENT 
A non-cited violation of Technical Specification 6.8.1.a was identified for a deficient emergency operating procedure used for mitigation of loss of 
coolant accidents (LOCAs) outside containment. The procedure, ECA-1.2, "LOCA Outside Containment," was deficient because it provided 
inappropriate guidance involving reactor coolant system pressure trending for determination of LOCA isolation. In addition, the guidance differed 
from the Westinghouse Owners Group guidance without formal documented justification. The procedure deficiency, which was revealed during a 
licensed operator requalification simulator training exercise, could lead to untimely isolation of a LOCA and termination of a containment bypass 
condition for an actual plant event. This deficiency had very low safety significance because of the low initiating event frequency of the LOCA that 
could cause the event and other operator actions which could effectively mitigate the event thus further reducing the risk of core damage. 
Inspection Report# : 2000005(pdf)  

Emergency Preparedness 

Significance:  Jul 17, 1999 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO MEET 10 CFR 50.54(q) CHANGE REQMNTS DECREASING EMERG.PLAN EFFECTIVENESS 
A violation of 10 CFR 50.54(q) was identified in that the licensee implemented an emergency action level (EAL) change that decreased the 
effectiveness of the Emergency Plan without application to and approval by the Commission. The change involved the Alert EALs for Event 2.1, 
Loss of Instrumentation, which added the following three new peripheral indicators to Condition 1: (1) ICS MCR operator display station, (2) ADDS 
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terminal, and (3) Annunciator operator display station. Had an event occurred during which this EAL would have been called upon, the EAL may 
not have required a declaration of an Alert even when a significant transient was in progress with loss of most or all annunciators associated with 
safety systems for greater than 15 minutes. However, the improper change involved only 1 of approximately 35 EALs.  
Inspection Report# : 1999004(pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Significance:  Dec 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO STORE UNATTENDED SAFEGUARDS INFORMATION IN A LOCKED SECURITY STORAGE CONTAINER. 
A non-cited violation of 10 CFR 73.21(d), which requires unattended safeguards information to be stored in a locked security storage container was 
identified. TVAN Standard Programs and Processes, SPP -1.4, Appendix E, requires Safeguards Information when not in use to be stored in an 
approved locked storage container. On October 18, 2000, during a licensee quality assurance audit the auditors concluded that information that 
should have been classified as safeguards information was left unattended and not stored in an approved safeguards container. This licensee 
identified finding was determined to be of of very low safety significance. 
Inspection Report# : 2000007(pdf)  

Significance: TBD Sep 30, 2000 
Identified By: Licensee 
Item Type: AV Apparent Violation 
FAILURE TO SEARCH AN INDIVIDUAL PRIOR TO GRANTING ACCESS TO THE PROTECTED AREA 
An apparent violation of the Physical Security Plan/Contingency Plan was identified for the licensee allowing a TVA employee to enter the site 
without removing his shoes after the first alarm was received on the access portal metal detector.  
Inspection Report# : 2000006(pdf)  

Significance:  Sep 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ENSURE POSTED SECURITY FORCE PERSONNEL HAVE NO WEAKNESSES OR ABNORMALITIES WHICH WOULD AFFECT 
THEIR DUTIES 
A non-cited violation of the Security Training and Qualification Plan was identified for failure to ensure that posted security force personnel have no 
weaknesses or abnormalities that would adversely affect their performance of assigned duties. The finding had very low safety significance due to 
the non-predictable basis of single security equipment failures and because there was no evidence that the vulnerability had been exploited. 
Inspection Report# : 2000006(pdf)  

Miscellaneous 

Significance: SL-II Jun 30, 2001 
Identified By: NRC 
Item Type: VIO Violation 
EMPLOYEE PROTECTED ACTIVITY 
On February 7, 2000, a Severity Level II violation with civil penalty was issued to the licensee. The violation was not site-specific and involved 
employment discrimination contrary to the requirements of 10 CFR 50.7, "Employee Protection," in that the licensee did not select a former 
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employee to a competitive position in the corporate chemistry organization in 1996, due, at least in part, to his engagement in protected activities. 
On January 22, 2001, the licensee denied the violation and on May 4, an Order was issued sustaining the violation and imposing the civil penalty. 
On June 1, TVA requested an enforcement hearing on the Order. 
Inspection Report# : 2001002(pdf)  

Significance: N/A Dec 15, 2000 
Identified By: NRC 
Item Type: FIN Finding 
IDENTIFICATION AND RESOLUTION OF PROBLEMS 
The licensee was effective at identifying problems and entering them into the corrective action program. A management review committee (MRC) 
reviewed all problem evaluation reports (PERs) and all root cause analyses, when required by the classification level of the PER, or when 
requested by the MRC. Corrective actions for significant problems were effective. Management attention was appropriately being applied to areas 
where corrective action had not been effective. Some examples were identified for failing to enter issues into the corrective action program and 
therefore did not receive thorough investigation and development of corrective actions. These involved issues that were of very low safety 
significance. Corrective actions for significant problems were effective. Licensee audits and assessments have adequately identified deficiencies in 
the corrective action program and audit findings were consistent with the NRC's observations. Licensee's employees had no reservations about 
identifying and reporting nuclear safety issues. 
Inspection Report# : 2000011(pdf)  

Significance: N/A Dec 14, 2001 
Identified By: NRC 
Item Type: FIN Finding 
IDENTIFICATION AND RESOLUTION OF PROBLEMS 
The inspectors determined that the licensee identified, evaluated, prioritized, and corrected problems in a timely and effective manner, consistent 
with risk and safety significance. Corrective actions were generally implemented in a timely manner, and were appropriate to prevent recurrence. 
Senior management involvement in the problem identification and resolution program was evident in the daily management review committee 
meeting, where all problem identification reports were reviewed. Licensee audits and assessments critically assessed the licensee's problem 
identification and resolution activity and identified improvement needs. Based on interviews conducted during the inspection, workers at the site felt 
free to raise issues with their management and to input them into the problem identification and resolution program. The inspection did not identy 
significants differences between the licensee's assessment of thier overall corrective action program and the NRC's program assessment. 
Inspection Report# : 2001006(pdf)  

Significance:  Dec 14, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO PROMPTLY IDENTIFY AND CORRECT LONG-STANDING PROBLEMS WITH SAFETY-RELATED CHILLERS. 
The licensee identified a non-cited vilation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, for failure to determined and take corrective 
actions to preclude repetition. Contrary to the above, licensee actions from 1996 through 2000 to resolve longstanding problems with safety related 
heating and ventilation system chillers for plant areas including: (1) 6.9 KV shutdown board rooms; (2) 480 V board rooms; (3) electric board 
rooms; and (4) main control room were not timely and effective to prevent recurrence. This licensee identified finding was determined to be of very 
low safety significants. 
Inspection Report# : 2001006(pdf)  

Last modified : March 26, 2002 
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Initiating Events 

Significance:  Jul 17, 1999 
Identified By: NRC 
Item Type: FIN Finding 
TURBINE BUILDING RAILROAD BAY FLOOD EVENT 
Water from a June 30, 1999 heavy rainfall entered the turbine building railroad bay near the 6.9kv unit switchboards, and created the increased 
potential for a loss of offsite power. This issue was discussed in Inspection Reports 50-327, 328/99-04 and 50-327, 328/99-05. The licensee was 
informed in a letter, dated January 26, 2000, that several issues contributed significantly to the flooding event which included: (1) Improper 
correction of identified non-safety-related deficiencies, following a July 1994 rain storm, and (2) A deficient non-safety-related temporary 
modification to the storm drain system. The flooding event itself, the corrective action deficiencies and the deficient temporary design change were 
evaluated in Phase 3 of the NRC Significance Determination Process as a single finding that represented some increased risk to safety which 
required additional NRC inspection. This finding had increased risk significance due to the increased potential for a loss of offsite power. [A 
supplemental inspection (Inspection Report 50-327/00-04, 50-328/00-04) completed on April 7, 2000 determined that the root cause analysis of the 
flooding event focused on a temporary modification which routed the discharge from the bus duct coolers into the storm drainage system adjacent 
to the turbine building railroad bay door. Although the licensees' root cause analysis did not address an inconsistency between the existing storm 
drainage system and the original design standards, the installation of curbs around the 6.9 kV electrical cabinets provided increased assurance that 
plant equipment will be protected from future flooding events and thus reduced the risk of a loss of offsite power from a recurrence of flooding 
within the turbine building railroad bay. This finding is no longer outside of the licensee response band, and no further inspection is planned.]  
Inspection Report# : 1999004(pdf)  

Significance:  Jul 17, 1999 
Identified By: NRC 
Item Type: VIO Violation 
FAILURE TO SCOPE STORM DRAIN SYS INTO THE MAINT RULE 
A violation of 10 CFR 50.65 was identified for failure to scope the storm drain system into the licensee's Maintenance Rule Program. An NRC 
review of a June 30, 1999, flooding event identified that the storm drain system had not been incorporated into the Maintenance Rule program. This 
issue was discussed in NRC Inspection Reports 50-327/99-04, 50-328/99-04. Based on a previous flooding event on July 11, 1994, the storm drain 
system had the potential to cause a reactor trip or actuation of a safety-related system. Therefore, the storm drain system should have been 
included within the scope of the Maintenance Rule in 1996. Subsequently, the NRC issued a Notice of Violation for this issue by letter dated 
January 26, 2000. The violation was cited because compliance was not restored, by scoping the storm drain system into the Maintenance Rule, 
within a reasonable time after identification of the violation. The finding had low risk significance because, by itself, it contributed minimally to the 
June 30, 1999, flooding event.  
Inspection Report# : 1999004(pdf)  
Inspection Report# : 2000001(pdf)  

Mitigating Systems 

Significance:  Sep 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PROMPTLY IDENTIFY AND SUBSEQUENTLY CORRECT VALVE SEAT LEAKAGE 
The inspectors identified a non-cited violation of 10 CFR 50 Appendix B, Criterion XVI, for failure to promptly identify a degraded condition related 
to seat leakage of the Unit 1 residual heat removal (RHR) heat exchanger-to-RWST bypass valve. This identification failure resulted in the valve 
condition not being corrected for over three years. The degraded condition, and thus the corrective action finding, was of greater than minor 
significance because the condition had a credible impact on safety due to increased operator burden and its effects on a mitigating system (e.g., 
RHR, RCS level instruments) availability/reliability. The degraded condition was of very low safety significance because sufficient defense-in-depth 
existed to mitigate the condition primarily during reactor coolant system water level monitoring during mid-loop operation. 
Inspection Report# : 2001003(pdf)  

Significance:  Sep 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ADEQUATELY MAINTAIN ABNORMAL OPERATING PROCEDURE FOR RCP MALFUNCTIONS 
The inspectors identified a non-cited violation of Technical Specification 6.8.1.a, for an inadequate abnormal operating procedure (AOP), used to 
respond to reactor coolant pump (RCP) malfunctions. The AOP had been revised, inappropriately reducing a minimum RCP seal water leakoff low 
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flow requirement for one of the four Unit 1 RCPs. The procedure deficiency had a credible impact on safety because it would have allowed 
operation of the affected RCP in a condition that could have resulted in damage to the RCP seal and potentially resulting in a small break loss of 
coolant accident (LOCA). The licensee's risk analysis identified that small break LOCAs are significant contributors to the plant's core damage 
frequency. Because the affected RCP did not operate below the correct minimum flow, the finding was of very low safety significance. 
Inspection Report# : 2001003(pdf)  

Significance:  Mar 31, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO PREVENT RECURRENCE OF EXCESSIVE GAS ACCUMULATION IN THE RHR SYSTEM (SECTION 40A7). 
A non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, which requires, in part, that, in the case of significant conditions 
adverse to quality, the measures shall assure that the cause of the condition is determined and corrective action taken to preclude repetition. 
Corrective actions for the gas accumulation contribution to a Unit 1 1995 RHR system water hammer event, failed to preclude repetition of RHR 
gas accumulation contributing to a subsequent event. On September 26, 2000, insufficient venting of non-condensable gases from the RHR 
system contributed to an inadvertent relief valve lift, rendering the RHR system and associated emergency core cooling system subsystems 
inoperable for approximately six hours. This licnesee identified finding was determined to be of very low safety significants. 
Inspection Report# : 2000008(pdf)  

Significance:  Dec 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO IDENTIFY AND CORRECT PROCEDURE DEFICIENCIES USED TO VENT RHR DISCHARGE PIPING. 
A non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, which requires that conditions adverse to quality be promptly 
identified and corrected was identified. An inadequacy of Procedure 1-SI-OPS-074-128.0, Unit 1 RHR Discharge Piping Vent, a condition adverse 
to quality, was not identified and corrected by a procedure revision made in response to an October 1998 reactor collanr system event. This 
procedural inadequacy was revealed during a similar event on March 13, 2000. This licensee identified finding was determined to be of very low 
safety significance.  
Inspection Report# : 2000007(pdf)  

Significance:  Apr 01, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Unit 1 Reactor Trip While Increasing Power Following Refueling Outage  
Unit 1 experienced an automatic turbine trip and subsequent reactor trip while returning to full power following the Unit 1 Cycle 10 refueling outage. 
The reactor trip was caused by an erroneous "main generator loss-of-excitation field" protective signal. The erroneous protective signal was the 
result of errors in a design change specifications package which caused the protective circuitry to be incorrectly wired and tested. The finding 
represented a low risk significance because, although the design change errors contributed to the likelihood of a reactor trip, they did not affect the 
availability of any mitigating systems. 
Inspection Report# : 2000002(pdf)  

Significance:  Apr 01, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO CORRECT IDENTIFIED DEFICIENIES IN ADMIN CONTROLS FOR THE HANDLING & STORAGE OF BULK LUBRICANTS 
CONTRIBUTING TO THE INSTALLATION OF WRONG LUBRICANTS INTO ECCS & OTHER SAFETY-RELATED SYSTEMS. 
A non-cited violation of 10 CFR 50, Criterion XVI, with three examples, was identified for failure to correct problems identified in 1995, 1996, and 
1998 with administrative controls for the handling and storage of bulk lubricants. The failure contributed to the 1998 and 1999 installation of a 
lubricant not meeting vendor and equipment qualification binder requirements into emergency core cooling system and other safety-related 
components. Multiple and diverse safety-related systems were impacted over a period exceeding one year. The finding had low risk significance 
because it did not result in an actual loss of safety function in the systems identified.  
Inspection Report# : 2000002(pdf)  

Significance:  Apr 01, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PERFORM RESPONSE TIME TEST FOR RWST LEVEL TRANSMITTER 1-LT-63-53. 
A non-cited violation of Technical Specification 4.3.2.1.3 was identified for failure to perform the required response time test for refueling water 
storage tank (RWST) level transmitter 1-LT-63-53. The instrument was subsequently tested with satisfactory results. [Three additional examples 
were identified in Inspection Report 50-327, 328/00-06 for failure to conduct response time testing, following maintenance, of three flow control 
valves.] The finding represented low risk significance because the function of the transmitter to swap emergency cooling water systems pump 
suction to the containment sump on low RWST level was not impacted. [The additional examples had a very low safety significance because there 
was not an actual loss of safety function of any of the systems involved]  
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Inspection Report# : 2000002(pdf)  

Significance:  Nov 20, 1999 
Identified By: NRC 
Item Type: FIN Finding 
UNIT 1 TDAFW PUMP WAS SHUTDOWN WHEN OIL IN BEARING SIGHT GLASS WAS NOTED TO BE EMPTY 
During a performance test of the Unit 1 TDAFW pump, the outboard bearing oil sight glass completely drained into the pump bearing oil reservoir. 
Operations stopped the pump when the sight glass was observed to be empty. A determination was made that the licensee was following the 
vendor's recommendation for pump oil changes. However, the inspectors questioned the licensee's practice of not running the pump immediately 
following an oil change to verify oil level. This practice caused the operators to question the adequacy of bearing oil level and the subsequent 
unnecessary stop and restart of a risk significant system. The decrease in TDAFW pump bearing oil level following an oil change does not result in 
the loss of a safety function of the pump 
Inspection Report# : 1999007(pdf)  

Significance:  Nov 20, 1999 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
PRE-PLANNING NOT ADEQUATE DURING REPLACEMENT OF PROTECTION SYSTEM POWER SUPPLY 
A violation of Technical Specification 6.8.1.a was identified for failure to properly plan maintenance activities and perform the work order for a Unit 1 
protective system power supply replacement which resulted in an unanticipated steam generator (SG) level transient of about 16 percent in all four 
SGs. Operators initiated manual actions in sufficient time to restore SG levels to normal prior to reaching the SG low-low level reactor trip setpoint. 
This event would not have increased the likelihood of an uncomplicated reactor trip. 
Inspection Report# : 1999007(pdf)  

Significance:  Jul 17, 1999 
Identified By: Licensee 
Item Type: FIN Finding 
TURBINE DRIVEN AUXILIARY FEEDWATER PUMP MAINTENANCE RULE MISINTERPRETATION. 
An additional example of a previous Maintenance Rule violation was identified. On January 20, 1999, the dropping resistor on Unit 1 turbine driven 
auxiliary feedwater pump (TDAFW) failed for the second time. The licensee, through a misinterpretation of Maintenance Rule unreliability criteria, 
did not consider this failure to be a functional failure and therefore did not consider classification of the system as (a)(1) under the Maintenance 
Rule. Following a third failure in May 1999 the TDAFW was classified (a)(1). The issue of proper classification of functional failures and (a)(1) 
classification of the TDAFW pump under the Maintenance Rule did not affect the operability of the auxiliary feedwater system. 
Inspection Report# : 1999004(pdf)  

Barrier Integrity 

Significance:  Dec 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO OBTAIN SHIFT MANAGER CONCURRENCE WHEN BREACHING A CONTROL ROOM ENVELOPE DOOR 
The inspectors identified a non-cited violation of Technical Specification 6.8.1.a, Procedures and Programs, for failure to follow work instructions to 
obtain shift manager concurrence when breaching a control room envelope door. This finding had a credible impact on safety and could have 
affected the integrity of the control room envelope because the control room staff was unaware of the door being open and would not have known 
to contact the involved worker had a control room envelope isolation signal occurred. Therefore, the control room envelope would not have 
pressurized as required. The finding was of very low safety significance because the finding only represented a degradation of the radiological 
barrier function provided for the control room.  
Inspection Report# : 2001004(pdf)  

Significance:  Mar 31, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO MEET LICENSE CONDITION FOR STEAM GENERATOR TUBE INSPECTION PROGRAM 
A non-cited violation of Unit 1 License Condition 2.C.(9)(d) was identified, related to steam generator tube eddy current testing. During a Unit 1 
March 2000 refueling outage, dented intersections for the steam generator tubes in the less than two volt category were not inspected in 
accordance with the requirements of the license condition. This finding was of very low safety significance because only the barrier integrity 
cornerstone was affected and there was no impact other than slightly increasing the likelihood of a steam generator tube failure. 
Inspection Report# : 2000008(pdf)  
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Significance:  Jul 01, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ESTABLISH ADEQUATE MITIGATION FOR A LOCA OUTSIDE CONTAINMENT 
A non-cited violation of Technical Specification 6.8.1.a was identified for a deficient emergency operating procedure used for mitigation of loss of 
coolant accidents (LOCAs) outside containment. The procedure, ECA-1.2, "LOCA Outside Containment," was deficient because it provided 
inappropriate guidance involving reactor coolant system pressure trending for determination of LOCA isolation. In addition, the guidance differed 
from the Westinghouse Owners Group guidance without formal documented justification. The procedure deficiency, which was revealed during a 
licensed operator requalification simulator training exercise, could lead to untimely isolation of a LOCA and termination of a containment bypass 
condition for an actual plant event. This deficiency had very low safety significance because of the low initiating event frequency of the LOCA that 
could cause the event and other operator actions which could effectively mitigate the event thus further reducing the risk of core damage. 
Inspection Report# : 2000005(pdf)  

Emergency Preparedness 

Significance:  Jul 17, 1999 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO MEET 10 CFR 50.54(q) CHANGE REQMNTS DECREASING EMERG.PLAN EFFECTIVENESS 
A violation of 10 CFR 50.54(q) was identified in that the licensee implemented an emergency action level (EAL) change that decreased the 
effectiveness of the Emergency Plan without application to and approval by the Commission. The change involved the Alert EALs for Event 2.1, 
Loss of Instrumentation, which added the following three new peripheral indicators to Condition 1: (1) ICS MCR operator display station, (2) ADDS 
terminal, and (3) Annunciator operator display station. Had an event occurred during which this EAL would have been called upon, the EAL may 
not have required a declaration of an Alert even when a significant transient was in progress with loss of most or all annunciators associated with 
safety systems for greater than 15 minutes. However, the improper change involved only 1 of approximately 35 EALs.  
Inspection Report# : 1999004(pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Significance:  Dec 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO STORE UNATTENDED SAFEGUARDS INFORMATION IN A LOCKED SECURITY STORAGE CONTAINER. 
A non-cited violation of 10 CFR 73.21(d), which requires unattended safeguards information to be stored in a locked security storage container was 
identified. TVAN Standard Programs and Processes, SPP -1.4, Appendix E, requires Safeguards Information when not in use to be stored in an 
approved locked storage container. On October 18, 2000, during a licensee quality assurance audit the auditors concluded that information that 
should have been classified as safeguards information was left unattended and not stored in an approved safeguards container. This licensee 
identified finding was determined to be of of very low safety significance. 
Inspection Report# : 2000007(pdf)  

Significance: TBD Sep 30, 2000 
Identified By: Licensee 
Item Type: AV Apparent Violation 
FAILURE TO SEARCH AN INDIVIDUAL PRIOR TO GRANTING ACCESS TO THE PROTECTED AREA 
An apparent violation of the Physical Security Plan/Contingency Plan was identified for the licensee allowing a TVA employee to enter the site 
without removing his shoes after the first alarm was received on the access portal metal detector.  
Inspection Report# : 2000006(pdf)  
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Significance:  Sep 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ENSURE POSTED SECURITY FORCE PERSONNEL HAVE NO WEAKNESSES OR ABNORMALITIES WHICH WOULD AFFECT 
THEIR DUTIES 
A non-cited violation of the Security Training and Qualification Plan was identified for failure to ensure that posted security force personnel have no 
weaknesses or abnormalities that would adversely affect their performance of assigned duties. The finding had very low safety significance due to 
the non-predictable basis of single security equipment failures and because there was no evidence that the vulnerability had been exploited. 
Inspection Report# : 2000006(pdf)  

Miscellaneous 

Significance: N/A Dec 14, 2001 
Identified By: NRC 
Item Type: FIN Finding 
IDENTIFICATION AND RESOLUTION OF PROBLEMS 
The inspectors determined that the licensee identified, evaluated, prioritized, and corrected problems in a timely and effective manner, consistent 
with risk and safety significance. Corrective actions were generally implemented in a timely manner, and were appropriate to prevent recurrence. 
Senior management involvement in the problem identification and resolution program was evident in the daily management review committee 
meeting, where all problem identification reports were reviewed. Licensee audits and assessments critically assessed the licensee's problem 
identification and resolution activity and identified improvement needs. Based on interviews conducted during the inspection, workers at the site felt 
free to raise issues with their management and to input them into the problem identification and resolution program. The inspection did not identy 
significants differences between the licensee's assessment of thier overall corrective action program and the NRC's program assessment. 
Inspection Report# : 2001006(pdf)  

Significance:  Dec 14, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO PROMPTLY IDENTIFY AND CORRECT LONG-STANDING PROBLEMS WITH SAFETY-RELATED CHILLERS. 
The licensee identified a non-cited vilation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, for failure to determined and take corrective 
actions to preclude repetition. Contrary to the above, licensee actions from 1996 through 2000 to resolve longstanding problems with safety related 
heating and ventilation system chillers for plant areas including: (1) 6.9 KV shutdown board rooms; (2) 480 V board rooms; (3) electric board 
rooms; and (4) main control room were not timely and effective to prevent recurrence. This licensee identified finding was determined to be of very 
low safety significants. 
Inspection Report# : 2001006(pdf)  

Significance: SL-II Jun 30, 2001 
Identified By: NRC 
Item Type: VIO Violation 
EMPLOYEE PROTECTED ACTIVITY 
On February 7, 2000, a Severity Level II violation with civil penalty was issued to the licensee. The violation was not site-specific and involved 
employment discrimination contrary to the requirements of 10 CFR 50.7, "Employee Protection," in that the licensee did not select a former 
employee to a competitive position in the corporate chemistry organization in 1996, due, at least in part, to his engagement in protected activities. 
On January 22, 2001, the licensee denied the violation and on May 4, an Order was issued sustaining the violation and imposing the civil penalty. 
On June 1, TVA requested an enforcement hearing on the Order. 
Inspection Report# : 2001002(pdf)  

Significance: N/A Dec 15, 2000 
Identified By: NRC 
Item Type: FIN Finding 
IDENTIFICATION AND RESOLUTION OF PROBLEMS 
The licensee was effective at identifying problems and entering them into the corrective action program. A management review committee (MRC) 
reviewed all problem evaluation reports (PERs) and all root cause analyses, when required by the classification level of the PER, or when 
requested by the MRC. Corrective actions for significant problems were effective. Management attention was appropriately being applied to areas 
where corrective action had not been effective. Some examples were identified for failing to enter issues into the corrective action program and 
therefore did not receive thorough investigation and development of corrective actions. These involved issues that were of very low safety 
significance. Corrective actions for significant problems were effective. Licensee audits and assessments have adequately identified deficiencies in 
the corrective action program and audit findings were consistent with the NRC's observations. Licensee's employees had no reservations about 
identifying and reporting nuclear safety issues. 
Inspection Report# : 2000011(pdf)  
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Initiating Events 

Significance:  Jul 17, 1999 
Identified By: NRC 
Item Type: FIN Finding 
TURBINE BUILDING RAILROAD BAY FLOOD EVENT 
Water from a June 30, 1999 heavy rainfall entered the turbine building railroad bay near the 6.9kv unit switchboards, and created the 
increased potential for a loss of offsite power. This issue was discussed in Inspection Reports 50-327, 328/99-04 and 50-327, 
328/99-05. The licensee was informed in a letter, dated January 26, 2000, that several issues contributed significantly to the flooding 
event which included: (1) Improper correction of identified non-safety-related deficiencies, following a July 1994 rain storm, and (2) A 
deficient non-safety-related temporary modification to the storm drain system. The flooding event itself, the corrective action 
deficiencies and the deficient temporary design change were evaluated in Phase 3 of the NRC Significance Determination Process 
as a single finding that represented some increased risk to safety which required additional NRC inspection. This finding had 
increased risk significance due to the increased potential for a loss of offsite power. [A supplemental inspection (Inspection Report 
50-327/00-04, 50-328/00-04) completed on April 7, 2000 determined that the root cause analysis of the flooding event focused on a 
temporary modification which routed the discharge from the bus duct coolers into the storm drainage system adjacent to the turbine 
building railroad bay door. Although the licensees' root cause analysis did not address an inconsistency between the existing storm 
drainage system and the original design standards, the installation of curbs around the 6.9 kV electrical cabinets provided increased 
assurance that plant equipment will be protected from future flooding events and thus reduced the risk of a loss of offsite power from 
a recurrence of flooding within the turbine building railroad bay. This finding is no longer outside of the licensee response band, and 
no further inspection is planned.]  
Inspection Report# : 1999004(pdf)  

Significance:  Jul 17, 1999 
Identified By: NRC 
Item Type: VIO Violation 
FAILURE TO SCOPE STORM DRAIN SYS INTO THE MAINT RULE 
A violation of 10 CFR 50.65 was identified for failure to scope the storm drain system into the licensee's Maintenance Rule Program. 
An NRC review of a June 30, 1999, flooding event identified that the storm drain system had not been incorporated into the 
Maintenance Rule program. This issue was discussed in NRC Inspection Reports 50-327/99-04, 50-328/99-04. Based on a previous 
flooding event on July 11, 1994, the storm drain system had the potential to cause a reactor trip or actuation of a safety-related 
system. Therefore, the storm drain system should have been included within the scope of the Maintenance Rule in 1996. 
Subsequently, the NRC issued a Notice of Violation for this issue by letter dated January 26, 2000. The violation was cited because 
compliance was not restored, by scoping the storm drain system into the Maintenance Rule, within a reasonable time after 
identification of the violation. The finding had low risk significance because, by itself, it contributed minimally to the June 30, 1999, 
flooding event.  
Inspection Report# : 1999004(pdf)  
Inspection Report# : 2000001(pdf)  

Mitigating Systems 

Significance:  Mar 30, 2002 
Identified By: NRC 
Item Type: FIN Finding 
DEGRADATION OF EMERGENCY DIESEL GENERATOR (EDG) STARTING AIR PRESSURE CONTROL VALVES 
The inspectors identified deficiencies in identifying, communicating, and addressing a common cause degradation of the air starting 
systems (pressure control valves) of the site's four EDGs during the period from January 2001 through March 2002. The finding had 
very low safety significance because no actual loss of safety function was identified.  
Inspection Report# : 2001005(pdf)  
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Significance:  Mar 30, 2002 
Identified By: NRC 
Item Type: FIN Finding 
MAINTENANCE RISK ASSESSMENT 
The inspectors identified that the licensee did not effectively assess overall plant risk prior to removing an emergency diesel 
generator from service for an extended maintenance outage. The finding had very low safety significance because no actual loss of 
safety function was identified. 
Inspection Report# : 2001005(pdf)  

Significance:  Mar 30, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO START REMAINING EDGs When 2A-A EDG FAILED TO START 
The inspectors identified a non-cited violation of Technical Specification 3.8.1.1, for failure, to demonstrate the operability of the 
remaining emergency diesel generators (EDGs) within one hour and at least once per 8 hours thereafter, following a start failure of a 
EDG. The finding had very low safety significance because the remaining EDGs were subsequently started during their routine 
surveillance intervals which demonstrated that their safety function had not been lost. 
Inspection Report# : 2001005(pdf)  

Significance:  Mar 30, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW INSTRUCTION FOR REFILLING 1A-A CONTAINMENT SPRAY HEAT EXCHANGER 
The licensee identified a non-cited violation of Technical Specifications 6.8.1.a, Procedures and Programs, on November 19, 2001 
for failure to perform Release Instruction No. Three which required the Unit 1A-A containment spray heat exchanger to be filled in 
accordance with the applicable operating procedure. 
Inspection Report# : 2001005(pdf)  

Significance:  Mar 30, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
INADEQUATE PROCEDURE FOR FILLING EMERGENCY CORE COOLING SYSTEM (ECCS) 
The licensee identified a non-cited violation of Technical Specification 6.8.1.a, Procedures and Programs on January 9, 2002 for an 
inadequate procedure (Standard Operating Procedure 1-SO-62-1). The procedure did not provide adequate instructions to ensure 
ECCS suction piping was full following system draining for maintenance.  
Inspection Report# : 2001005(pdf)  

Significance:  Mar 29, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE PROTECTION OF SAFE SHUTDOWN (SSD) COMPONENTS 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix R, III.G.2, Fire Protection SSD Capability, for failure to ensure 
that one of the redundant trains necessary to achieve and maintain hot shutdown conditions would be free of fire damage. Electrical 
cables for redundant charging flow isolation valves were located in fire area FAA-029 without adequate spatial separation or fire 
barriers. The finding had very low safety significant because the ignition frequency was relatively low, fire detection and suppression 
systems were not degraded, and there were no components in this area whose failure would result in an accident initiator (i.e., loss 
of offsite power, loss of main feedwater). 
Inspection Report# : 2002003(pdf)  

Significance:  Mar 29, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE PROCEDURE GUIDANCE FOR PLANT FIRES 
The inspectors identified a non-cited violation of Technical Specification 6.8.1.a, Procedures and Programs, for inadequate 
procedure guidance related to the transition from Abnormal Operating Procedure (AOP), Plant Fires, to AOP, Shutdown From 
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Auxiliary Control Room (ACR), in the event of a severe fire. The delayed transition to the ACR could challenge the operators' ability 
to perform certain critical safe shutdown functions within the times specified in the licensee's safe shutdown calculation for Appendix 
R. This finding had very low safety significance because it did not affect fire detection, fire suppression, or fire barriers.  
Inspection Report# : 2002003(pdf)  

Significance:  Mar 29, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
INADEQUATE EMERGENCY LIGHTING FOR REFUELING WATER STORAGE TANK (RWST) SUCTION VALVES 
The licensee identified a non-cited violation of 10 CFR 50 Appendix R, III.J, Emergency Lighting, for failure to provide emergency 
lighting with at least an 8-hour battery power supply for Unit 1 and 2, RWST suction valves. Manual operation of these valves is 
required in the event of a severe fire in accordance with licensee's shutdown procedures.  
Inspection Report# : 2002003(pdf)  

Significance:  Mar 29, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
INADEQUATE PROTECTION FOR VOLUME CONTROL TANK (VCT) SUCTION VALVES 
The licensee identified a non-cited violation of 10 CFR 50 Appendix R, III. G.2, Fire Protection Safe Shutdown Capability, for failure 
to protect cables to the VCT suction valves to prevent maloperation of components necessary to achieve and maintain hot shutdown 
conditions. 
Inspection Report# : 2002003(pdf)  

Significance:  Sep 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PROMPTLY IDENTIFY AND SUBSEQUENTLY CORRECT VALVE SEAT LEAKAGE 
The inspectors identified a non-cited violation of 10 CFR 50 Appendix B, Criterion XVI, for failure to promptly identify a degraded 
condition related to seat leakage of the Unit 1 residual heat removal (RHR) heat exchanger-to-RWST bypass valve. This 
identification failure resulted in the valve condition not being corrected for over three years. The degraded condition, and thus the 
corrective action finding, was of greater than minor significance because the condition had a credible impact on safety due to 
increased operator burden and its effects on a mitigating system (e.g., RHR, RCS level instruments) availability/reliability. The 
degraded condition was of very low safety significance because sufficient defense-in-depth existed to mitigate the condition primarily 
during reactor coolant system water level monitoring during mid-loop operation. 
Inspection Report# : 2001003(pdf)  

Significance:  Sep 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ADEQUATELY MAINTAIN ABNORMAL OPERATING PROCEDURE FOR RCP MALFUNCTIONS 
The inspectors identified a non-cited violation of Technical Specification 6.8.1.a, for an inadequate abnormal operating procedure 
(AOP), used to respond to reactor coolant pump (RCP) malfunctions. The AOP had been revised, inappropriately reducing a 
minimum RCP seal water leakoff low flow requirement for one of the four Unit 1 RCPs. The procedure deficiency had a credible 
impact on safety because it would have allowed operation of the affected RCP in a condition that could have resulted in damage to 
the RCP seal and potentially resulting in a small break loss of coolant accident (LOCA). The licensee's risk analysis identified that 
small break LOCAs are significant contributors to the plant's core damage frequency. Because the affected RCP did not operate 
below the correct minimum flow, the finding was of very low safety significance. 
Inspection Report# : 2001003(pdf)  

Significance:  Mar 31, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO PREVENT RECURRENCE OF EXCESSIVE GAS ACCUMULATION IN THE RHR SYSTEM (SECTION 40A7). 
A non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, which requires, in part, that, in the case of 
significant conditions adverse to quality, the measures shall assure that the cause of the condition is determined and corrective 
action taken to preclude repetition. Corrective actions for the gas accumulation contribution to a Unit 1 1995 RHR system water 
hammer event, failed to preclude repetition of RHR gas accumulation contributing to a subsequent event. On September 26, 2000, 
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insufficient venting of non-condensable gases from the RHR system contributed to an inadvertent relief valve lift, rendering the RHR 
system and associated emergency core cooling system subsystems inoperable for approximately six hours. This licnesee identified 
finding was determined to be of very low safety significants. 
Inspection Report# : 2000008(pdf)  

Significance:  Dec 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO IDENTIFY AND CORRECT PROCEDURE DEFICIENCIES USED TO VENT RHR DISCHARGE PIPING. 
A non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, which requires that conditions adverse to quality be 
promptly identified and corrected was identified. An inadequacy of Procedure 1-SI-OPS-074-128.0, Unit 1 RHR Discharge Piping 
Vent, a condition adverse to quality, was not identified and corrected by a procedure revision made in response to an October 1998 
reactor collanr system event. This procedural inadequacy was revealed during a similar event on March 13, 2000. This licensee 
identified finding was determined to be of very low safety significance.  
Inspection Report# : 2000007(pdf)  

Significance:  Apr 01, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Unit 1 Reactor Trip While Increasing Power Following Refueling Outage  
Unit 1 experienced an automatic turbine trip and subsequent reactor trip while returning to full power following the Unit 1 Cycle 10 
refueling outage. The reactor trip was caused by an erroneous "main generator loss-of-excitation field" protective signal. The 
erroneous protective signal was the result of errors in a design change specifications package which caused the protective circuitry 
to be incorrectly wired and tested. The finding represented a low risk significance because, although the design change errors 
contributed to the likelihood of a reactor trip, they did not affect the availability of any mitigating systems. 
Inspection Report# : 2000002(pdf)  

Significance:  Apr 01, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO CORRECT IDENTIFIED DEFICIENIES IN ADMIN CONTROLS FOR THE HANDLING & STORAGE OF BULK 
LUBRICANTS CONTRIBUTING TO THE INSTALLATION OF WRONG LUBRICANTS INTO ECCS & OTHER SAFETY-RELATED 
SYSTEMS. 
A non-cited violation of 10 CFR 50, Criterion XVI, with three examples, was identified for failure to correct problems identified in 
1995, 1996, and 1998 with administrative controls for the handling and storage of bulk lubricants. The failure contributed to the 1998 
and 1999 installation of a lubricant not meeting vendor and equipment qualification binder requirements into emergency core cooling 
system and other safety-related components. Multiple and diverse safety-related systems were impacted over a period exceeding 
one year. The finding had low risk significance because it did not result in an actual loss of safety function in the systems identified. 
Inspection Report# : 2000002(pdf)  

Significance:  Apr 01, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PERFORM RESPONSE TIME TEST FOR RWST LEVEL TRANSMITTER 1-LT-63-53. 
A non-cited violation of Technical Specification 4.3.2.1.3 was identified for failure to perform the required response time test for 
refueling water storage tank (RWST) level transmitter 1-LT-63-53. The instrument was subsequently tested with satisfactory results. 
[Three additional examples were identified in Inspection Report 50-327, 328/00-06 for failure to conduct response time testing, 
following maintenance, of three flow control valves.] The finding represented low risk significance because the function of the 
transmitter to swap emergency cooling water systems pump suction to the containment sump on low RWST level was not impacted. 
[The additional examples had a very low safety significance because there was not an actual loss of safety function of any of the 
systems involved]  
Inspection Report# : 2000002(pdf)  

Significance:  Nov 20, 1999 
Identified By: NRC 
Item Type: FIN Finding 
UNIT 1 TDAFW PUMP WAS SHUTDOWN WHEN OIL IN BEARING SIGHT GLASS WAS NOTED TO BE EMPTY 
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During a performance test of the Unit 1 TDAFW pump, the outboard bearing oil sight glass completely drained into the pump bearing 
oil reservoir. Operations stopped the pump when the sight glass was observed to be empty. A determination was made that the 
licensee was following the vendor's recommendation for pump oil changes. However, the inspectors questioned the licensee's 
practice of not running the pump immediately following an oil change to verify oil level. This practice caused the operators to 
question the adequacy of bearing oil level and the subsequent unnecessary stop and restart of a risk significant system. The 
decrease in TDAFW pump bearing oil level following an oil change does not result in the loss of a safety function of the pump 
Inspection Report# : 1999007(pdf)  

Significance:  Nov 20, 1999 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
PRE-PLANNING NOT ADEQUATE DURING REPLACEMENT OF PROTECTION SYSTEM POWER SUPPLY 
A violation of Technical Specification 6.8.1.a was identified for failure to properly plan maintenance activities and perform the work 
order for a Unit 1 protective system power supply replacement which resulted in an unanticipated steam generator (SG) level 
transient of about 16 percent in all four SGs. Operators initiated manual actions in sufficient time to restore SG levels to normal prior 
to reaching the SG low-low level reactor trip setpoint. This event would not have increased the likelihood of an uncomplicated 
reactor trip. 
Inspection Report# : 1999007(pdf)  

Significance:  Jul 17, 1999 
Identified By: Licensee 
Item Type: FIN Finding 
TURBINE DRIVEN AUXILIARY FEEDWATER PUMP MAINTENANCE RULE MISINTERPRETATION. 
An additional example of a previous Maintenance Rule violation was identified. On January 20, 1999, the dropping resistor on Unit 1 
turbine driven auxiliary feedwater pump (TDAFW) failed for the second time. The licensee, through a misinterpretation of 
Maintenance Rule unreliability criteria, did not consider this failure to be a functional failure and therefore did not consider 
classification of the system as (a)(1) under the Maintenance Rule. Following a third failure in May 1999 the TDAFW was classified 
(a)(1). The issue of proper classification of functional failures and (a)(1) classification of the TDAFW pump under the Maintenance 
Rule did not affect the operability of the auxiliary feedwater system. 
Inspection Report# : 1999004(pdf)  

Barrier Integrity 

Significance:  Mar 30, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ENSURE AUX BLDG SECONDARY CONTAINMENT EXCLUSION/FIRE DOOR A55 WAS SHUT & LATCHED 
The inspectors identified a non-cited violation of License Condition 2.C.16, Fire Protection Program, for failure to maintain a door 
shut, which was required to be closed and latched to maintain the integrity of the auxiliary building secondary containment exclusion 
boundary and to prevent the spread of a fire. The finding had very low safety significance because fire detection and suppression 
were operable on both sides of the door and there were no plant activities in the affected area to substantially increase the severity 
of a postulated fire. 
Inspection Report# : 2001005(pdf)  

Significance:  Dec 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO OBTAIN SHIFT MANAGER CONCURRENCE WHEN BREACHING A CONTROL ROOM ENVELOPE DOOR 
The inspectors identified a non-cited violation of Technical Specification 6.8.1.a, Procedures and Programs, for failure to follow work 
instructions to obtain shift manager concurrence when breaching a control room envelope door. This finding had a credible impact 
on safety and could have affected the integrity of the control room envelope because the control room staff was unaware of the door 
being open and would not have known to contact the involved worker had a control room envelope isolation signal occurred. 
Therefore, the control room envelope would not have pressurized as required. The finding was of very low safety significance 
because the finding only represented a degradation of the radiological barrier function provided for the control room.  
Inspection Report# : 2001004(pdf)  
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Significance:  Mar 31, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO MEET LICENSE CONDITION FOR STEAM GENERATOR TUBE INSPECTION PROGRAM 
A non-cited violation of Unit 1 License Condition 2.C.(9)(d) was identified, related to steam generator tube eddy current testing. 
During a Unit 1 March 2000 refueling outage, dented intersections for the steam generator tubes in the less than two volt category 
were not inspected in accordance with the requirements of the license condition. This finding was of very low safety significance 
because only the barrier integrity cornerstone was affected and there was no impact other than slightly increasing the likelihood of a 
steam generator tube failure. 
Inspection Report# : 2000008(pdf)  

Significance:  Jul 01, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ESTABLISH ADEQUATE MITIGATION FOR A LOCA OUTSIDE CONTAINMENT 
A non-cited violation of Technical Specification 6.8.1.a was identified for a deficient emergency operating procedure used for 
mitigation of loss of coolant accidents (LOCAs) outside containment. The procedure, ECA-1.2, "LOCA Outside Containment," was 
deficient because it provided inappropriate guidance involving reactor coolant system pressure trending for determination of LOCA 
isolation. In addition, the guidance differed from the Westinghouse Owners Group guidance without formal documented justification. 
The procedure deficiency, which was revealed during a licensed operator requalification simulator training exercise, could lead to 
untimely isolation of a LOCA and termination of a containment bypass condition for an actual plant event. This deficiency had very 
low safety significance because of the low initiating event frequency of the LOCA that could cause the event and other operator 
actions which could effectively mitigate the event thus further reducing the risk of core damage. 
Inspection Report# : 2000005(pdf)  

Emergency Preparedness 

Significance:  Jul 17, 1999 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO MEET 10 CFR 50.54(q) CHANGE REQMNTS DECREASING EMERG.PLAN EFFECTIVENESS 
A violation of 10 CFR 50.54(q) was identified in that the licensee implemented an emergency action level (EAL) change that 
decreased the effectiveness of the Emergency Plan without application to and approval by the Commission. The change involved 
the Alert EALs for Event 2.1, Loss of Instrumentation, which added the following three new peripheral indicators to Condition 1: (1) 
ICS MCR operator display station, (2) ADDS terminal, and (3) Annunciator operator display station. Had an event occurred during 
which this EAL would have been called upon, the EAL may not have required a declaration of an Alert even when a significant 
transient was in progress with loss of most or all annunciators associated with safety systems for greater than 15 minutes. However, 
the improper change involved only 1 of approximately 35 EALs.  
Inspection Report# : 1999004(pdf)  

Occupational Radiation Safety 

Significance:  Mar 01, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO MAINTAIN COMPLETE AND ACCURATE PERSONNEL DOSE RECORDS 
The licensee identified a non-cited violation of 10 CFR 20.401, 10 CFR 20.2106 and 10 CFR 50.9 for failure to maintain accurate 
records of doses received by all individuals for whom monitoring was required. This finding was not processed under the Reactor 
Oversight Process and was characterized as a severity level IV violation consistant with Supplement VII of the Enforcement Policy 
because it involved the accuracy of required records. 
Inspection Report# : 2002006(pdf)  
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Public Radiation Safety 

Physical Protection 
Significance: SL-IV Dec 28, 2001 
Identified By: NRC 
Item Type: VIO Violation 
FAILURE TO ADHERE TO PHYSICAL SECURITY INSTRUCTION PERSONNEL SEARCH 
The NRC determined that a violation for a deliberate failure to implement the plant Physical Security Plan and Physical Security 
Instruction (PHYSI)-32, occurred on April 19, 2000 when an individual entering the protected area received an alarm from the metal 
detector. The security officer did not ensure that all metal, including his shoes, were removed, but conducted a physical searched of 
the individual instead of requesting that the individual remove metal and shoes and process through the metal detector again. The 
violation had very low safety significance because an adequate physical search had been conducted.  
Inspection Report# : 2001007(pdf)  

Significance: SL-IV Dec 28, 2001 
Identified By: NRC 
Item Type: VIO Violation 
EMPLOYEE PROTECTED ACTIVITY 
The NRC determined that a violation of 10 CFR 50.7, Employee Protection, occurred on April 19, 2000 when the licensee 
discriminated against a contract security officer as a result of engaging in protected activity. Specifically, the individual objection to 
being instructed not to follow Physical Security Instruction PHYSI-32, which was part of his assigned responsibilities. The violation 
had very low safety significance because the uncertainty of the intent of the verbal communications, and the low underlying 
safeguards significance of the procedural violation (i.e., the procedure was subsequently revised to allow security guards the 
discretion to conduct a physical search instead of requiring an individual to remove his or her shoes and process through the metal 
detector again).  
Inspection Report# : 2001007(pdf)  

Significance:  Dec 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO STORE UNATTENDED SAFEGUARDS INFORMATION IN A LOCKED SECURITY STORAGE CONTAINER. 
A non-cited violation of 10 CFR 73.21(d), which requires unattended safeguards information to be stored in a locked security storage 
container was identified. TVAN Standard Programs and Processes, SPP -1.4, Appendix E, requires Safeguards Information when 
not in use to be stored in an approved locked storage container. On October 18, 2000, during a licensee quality assurance audit the 
auditors concluded that information that should have been classified as safeguards information was left unattended and not stored in 
an approved safeguards container. This licensee identified finding was determined to be of of very low safety significance. 
Inspection Report# : 2000007(pdf)  

Significance: TBD Sep 30, 2000 
Identified By: Licensee 
Item Type: AV Apparent Violation 
FAILURE TO SEARCH AN INDIVIDUAL PRIOR TO GRANTING ACCESS TO THE PROTECTED AREA 
An apparent violation of the Physical Security Plan/Contingency Plan was identified for the licensee allowing a TVA employee to 
enter the site without removing his shoes after the first alarm was received on the access portal metal detector. [Inspection Report 
50-327, 328/01-07, dated January 10, 2002 closed apparent violation (AV) 200006-02. In the report the NRC determined that a 
violation of NRC requirements had occurred and upgraded the AV to a Notice of Violation, severity level IV. A separate PIM entry, 
20001007-01 identifies this violation].  
Inspection Report# : 2000006(pdf)  

Significance:  Sep 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ENSURE POSTED SECURITY FORCE PERSONNEL HAVE NO WEAKNESSES OR ABNORMALITIES WHICH 
WOULD AFFECT THEIR DUTIES 
A non-cited violation of the Security Training and Qualification Plan was identified for failure to ensure that posted security force 
personnel have no weaknesses or abnormalities that would adversely affect their performance of assigned duties. The finding had 
very low safety significance due to the non-predictable basis of single security equipment failures and because there was no 
evidence that the vulnerability had been exploited. 
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Inspection Report# : 2000006(pdf)  

Miscellaneous 
Significance: N/A Mar 30, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW ADMINISTRATIVE GUIDANCE FOR PROCEDURE CHANGES 
The inspectors identified a non-cited violation of Technical Specification 6.8.1.a, Procedures and Programs, for failure to follow 
administrative guidance for making an intent change to a procedure. A containment pressure control procedure, which temporarily 
resets the steam generator low-low water reactor trip setpoint during venting, was used to make a change to this setpoint for a 
purpose unrelated to venting. The finding was of very low safety significance because not performing a intent change review before 
procedure execution did not directly affect any initiating events or mitigation equipment. 
Inspection Report# : 2001005(pdf)  

Significance: N/A Dec 14, 2001 
Identified By: NRC 
Item Type: FIN Finding 
IDENTIFICATION AND RESOLUTION OF PROBLEMS 
The inspectors determined that the licensee identified, evaluated, prioritized, and corrected problems in a timely and effective 
manner, consistent with risk and safety significance. Corrective actions were generally implemented in a timely manner, and were 
appropriate to prevent recurrence. Senior management involvement in the problem identification and resolution program was evident 
in the daily management review committee meeting, where all problem identification reports were reviewed. Licensee audits and 
assessments critically assessed the licensee's problem identification and resolution activity and identified improvement needs. 
Based on interviews conducted during the inspection, workers at the site felt free to raise issues with their management and to input 
them into the problem identification and resolution program. The inspection did not identy significants differences between the 
licensee's assessment of thier overall corrective action program and the NRC's program assessment. 
Inspection Report# : 2001006(pdf)  

Significance:  Dec 14, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO PROMPTLY IDENTIFY AND CORRECT LONG-STANDING PROBLEMS WITH SAFETY-RELATED CHILLERS. 
The licensee identified a non-cited vilation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, for failure to determined and 
take corrective actions to preclude repetition. Contrary to the above, licensee actions from 1996 through 2000 to resolve 
longstanding problems with safety related heating and ventilation system chillers for plant areas including: (1) 6.9 KV shutdown 
board rooms; (2) 480 V board rooms; (3) electric board rooms; and (4) main control room were not timely and effective to prevent 
recurrence. This licensee identified finding was determined to be of very low safety significants. 
Inspection Report# : 2001006(pdf)  

Significance: SL-II Jun 30, 2001 
Identified By: NRC 
Item Type: VIO Violation 
EMPLOYEE PROTECTED ACTIVITY 
On February 7, 2000, a Severity Level II violation with civil penalty was issued to the licensee. The violation was not site-specific and 
involved employment discrimination contrary to the requirements of 10 CFR 50.7, "Employee Protection," in that the licensee did not 
select a former employee to a competitive position in the corporate chemistry organization in 1996, due, at least in part, to his 
engagement in protected activities. On January 22, 2001, the licensee denied the violation and on May 4, an Order was issued 
sustaining the violation and imposing the civil penalty. On June 1, TVA requested an enforcement hearing on the Order. 
Inspection Report# : 2001002(pdf)  

Significance: N/A Dec 15, 2000 
Identified By: NRC 
Item Type: FIN Finding 
IDENTIFICATION AND RESOLUTION OF PROBLEMS 
The licensee was effective at identifying problems and entering them into the corrective action program. A management review 
committee (MRC) reviewed all problem evaluation reports (PERs) and all root cause analyses, when required by the classification 
level of the PER, or when requested by the MRC. Corrective actions for significant problems were effective. Management attention 
was appropriately being applied to areas where corrective action had not been effective. Some examples were identified for failing to 
enter issues into the corrective action program and therefore did not receive thorough investigation and development of corrective 
actions. These involved issues that were of very low safety significance. Corrective actions for significant problems were effective. 
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Licensee audits and assessments have adequately identified deficiencies in the corrective action program and audit findings were 
consistent with the NRC's observations. Licensee's employees had no reservations about identifying and reporting nuclear safety 
issues. 
Inspection Report# : 2000011(pdf)  

Last modified : July 22, 2002 
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Initiating Events 

Significance:  Jul 17, 1999 
Identified By: NRC 
Item Type: FIN Finding 
TURBINE BUILDING RAILROAD BAY FLOOD EVENT 
Water from a June 30, 1999 heavy rainfall entered the turbine building railroad bay near the 6.9kv unit switchboards, 
and created the increased potential for a loss of offsite power. This issue was discussed in Inspection Reports 50-327, 
328/99-04 and 50-327, 328/99-05. The licensee was informed in a letter, dated January 26, 2000, that several issues 
contributed significantly to the flooding event which included: (1) Improper correction of identified non-safety-related 
deficiencies, following a July 1994 rain storm, and (2) A deficient non-safety-related temporary modification to the 
storm drain system. The flooding event itself, the corrective action deficiencies and the deficient temporary design 
change were evaluated in Phase 3 of the NRC Significance Determination Process as a single finding that represented 
some increased risk to safety which required additional NRC inspection. This finding had increased risk significance 
due to the increased potential for a loss of offsite power. [A supplemental inspection (Inspection Report 50-327/00-04, 
50-328/00-04) completed on April 7, 2000 determined that the root cause analysis of the flooding event focused on a 
temporary modification which routed the discharge from the bus duct coolers into the storm drainage system adjacent 
to the turbine building railroad bay door. Although the licensees' root cause analysis did not address an inconsistency 
between the existing storm drainage system and the original design standards, the installation of curbs around the 6.9 
kV electrical cabinets provided increased assurance that plant equipment will be protected from future flooding events 
and thus reduced the risk of a loss of offsite power from a recurrence of flooding within the turbine building railroad 
bay. This finding is no longer outside of the licensee response band, and no further inspection is planned.]  
Inspection Report# : 1999004(pdf)  

Significance:  Jul 17, 1999 
Identified By: NRC 
Item Type: VIO Violation 
FAILURE TO SCOPE STORM DRAIN SYS INTO THE MAINT RULE 
A violation of 10 CFR 50.65 was identified for failure to scope the storm drain system into the licensee's Maintenance 
Rule Program. An NRC review of a June 30, 1999, flooding event identified that the storm drain system had not been 
incorporated into the Maintenance Rule program. This issue was discussed in NRC Inspection Reports 50-327/99-04, 
50-328/99-04. Based on a previous flooding event on July 11, 1994, the storm drain system had the potential to cause a 
reactor trip or actuation of a safety-related system. Therefore, the storm drain system should have been included within 
the scope of the Maintenance Rule in 1996. Subsequently, the NRC issued a Notice of Violation for this issue by letter 
dated January 26, 2000. The violation was cited because compliance was not restored, by scoping the storm drain 
system into the Maintenance Rule, within a reasonable time after identification of the violation. The finding had low 
risk significance because, by itself, it contributed minimally to the June 30, 1999, flooding event.  
Inspection Report# : 1999004(pdf)  
Inspection Report# : 2000001(pdf)  
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Mitigating Systems 

Significance:  Jun 29, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PERFORM AN ADEQUATE DESIGN MODIFICATION REVIEW PRIOR TO MODIFYING 
EMERGENCY DIESEL GENERATORS STARTING AIR SYSTEM 
The inspectors identified a non-cited violation of 10 CFR 50 Appendix B, Criterion III, Design Control, for failure to 
perform an adequate design modification review prior to modifying the starting air systems of the site's four EDGs. The 
inadequate design modification review had a credible effect on safety because it contributed to the installation of 
modified EDG air start system pressure control valves that failed to perform as required. The modification 
simultaneously degraded all four of the site EDGs, reducing their reliability and necessitating corrective actions that 
reduced EDG availability. The finding was of very low safety significance because it did not result in an actual loss of 
safety function. 
Inspection Report# : 2002002(pdf)  

Significance:  Mar 30, 2002 
Identified By: NRC 
Item Type: FIN Finding 
DEGRADATION OF EMERGENCY DIESEL GENERATOR (EDG) STARTING AIR PRESSURE 
CONTROL VALVES 
The inspectors identified deficiencies in identifying, communicating, and addressing a common cause degradation of 
the air starting systems (pressure control valves) of the site's four EDGs during the period from January 2001 through 
March 2002. The finding had very low safety significance because no actual loss of safety function was identified.  
Inspection Report# : 2001005(pdf)  

Significance:  Mar 30, 2002 
Identified By: NRC 
Item Type: FIN Finding 
MAINTENANCE RISK ASSESSMENT 
The inspectors identified that the licensee did not effectively assess overall plant risk prior to removing an emergency 
diesel generator from service for an extended maintenance outage. The finding had very low safety significance 
because no actual loss of safety function was identified. 
Inspection Report# : 2001005(pdf)  

Significance:  Mar 30, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO START REMAINING EDGs When 2A-A EDG FAILED TO START 
The inspectors identified a non-cited violation of Technical Specification 3.8.1.1, for failure, to demonstrate the 
operability of the remaining emergency diesel generators (EDGs) within one hour and at least once per 8 hours 
thereafter, following a start failure of a EDG. The finding had very low safety significance because the remaining 
EDGs were subsequently started during their routine surveillance intervals which demonstrated that their safety 
function had not been lost. 
Inspection Report# : 2001005(pdf)  
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Significance:  Mar 30, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW INSTRUCTION FOR REFILLING 1A-A CONTAINMENT SPRAY HEAT 
EXCHANGER 
The licensee identified a non-cited violation of Technical Specifications 6.8.1.a, Procedures and Programs, on 
November 19, 2001 for failure to perform Release Instruction No. Three which required the Unit 1A-A containment 
spray heat exchanger to be filled in accordance with the applicable operating procedure. 
Inspection Report# : 2001005(pdf)  

Significance:  Mar 30, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
INADEQUATE PROCEDURE FOR FILLING EMERGENCY CORE COOLING SYSTEM (ECCS) 
The licensee identified a non-cited violation of Technical Specification 6.8.1.a, Procedures and Programs on January 9, 
2002 for an inadequate procedure (Standard Operating Procedure 1-SO-62-1). The procedure did not provide adequate 
instructions to ensure ECCS suction piping was full following system draining for maintenance.  
Inspection Report# : 2001005(pdf)  

Significance:  Mar 29, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE PROTECTION OF SAFE SHUTDOWN (SSD) COMPONENTS 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix R, III.G.2, Fire Protection SSD Capability, for 
failure to ensure that one of the redundant trains necessary to achieve and maintain hot shutdown conditions would be 
free of fire damage. Electrical cables for redundant charging flow isolation valves were located in fire area FAA-029 
without adequate spatial separation or fire barriers. The finding had very low safety significant because the ignition 
frequency was relatively low, fire detection and suppression systems were not degraded, and there were no components 
in this area whose failure would result in an accident initiator (i.e., loss of offsite power, loss of main feedwater). 
Inspection Report# : 2002003(pdf)  

Significance:  Mar 29, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE PROCEDURE GUIDANCE FOR PLANT FIRES 
The inspectors identified a non-cited violation of Technical Specification 6.8.1.a, Procedures and Programs, for 
inadequate procedure guidance related to the transition from Abnormal Operating Procedure (AOP), Plant Fires, to 
AOP, Shutdown From Auxiliary Control Room (ACR), in the event of a severe fire. The delayed transition to the ACR 
could challenge the operators' ability to perform certain critical safe shutdown functions within the times specified in 
the licensee's safe shutdown calculation for Appendix R. This finding had very low safety significance because it did 
not affect fire detection, fire suppression, or fire barriers.  
Inspection Report# : 2002003(pdf)  

Significance:  Mar 29, 2002 
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Identified By: Licensee 
Item Type: NCV NonCited Violation 
INADEQUATE EMERGENCY LIGHTING FOR REFUELING WATER STORAGE TANK (RWST) 
SUCTION VALVES 
The licensee identified a non-cited violation of 10 CFR 50 Appendix R, III.J, Emergency Lighting, for failure to 
provide emergency lighting with at least an 8-hour battery power supply for Unit 1 and 2, RWST suction valves. 
Manual operation of these valves is required in the event of a severe fire in accordance with licensee's shutdown 
procedures.  
Inspection Report# : 2002003(pdf)  

Significance:  Mar 29, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
INADEQUATE PROTECTION FOR VOLUME CONTROL TANK (VCT) SUCTION VALVES 
The licensee identified a non-cited violation of 10 CFR 50 Appendix R, III. G.2, Fire Protection Safe Shutdown 
Capability, for failure to protect cables to the VCT suction valves to prevent maloperation of components necessary to 
achieve and maintain hot shutdown conditions. 
Inspection Report# : 2002003(pdf)  

Significance:  Sep 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PROMPTLY IDENTIFY AND SUBSEQUENTLY CORRECT VALVE SEAT LEAKAGE 
The inspectors identified a non-cited violation of 10 CFR 50 Appendix B, Criterion XVI, for failure to promptly 
identify a degraded condition related to seat leakage of the Unit 1 residual heat removal (RHR) heat exchanger-to-
RWST bypass valve. This identification failure resulted in the valve condition not being corrected for over three years. 
The degraded condition, and thus the corrective action finding, was of greater than minor significance because the 
condition had a credible impact on safety due to increased operator burden and its effects on a mitigating system (e.g., 
RHR, RCS level instruments) availability/reliability. The degraded condition was of very low safety significance 
because sufficient defense-in-depth existed to mitigate the condition primarily during reactor coolant system water 
level monitoring during mid-loop operation. 
Inspection Report# : 2001003(pdf)  

Significance:  Sep 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ADEQUATELY MAINTAIN ABNORMAL OPERATING PROCEDURE FOR RCP 
MALFUNCTIONS 
The inspectors identified a non-cited violation of Technical Specification 6.8.1.a, for an inadequate abnormal operating 
procedure (AOP), used to respond to reactor coolant pump (RCP) malfunctions. The AOP had been revised, 
inappropriately reducing a minimum RCP seal water leakoff low flow requirement for one of the four Unit 1 RCPs. 
The procedure deficiency had a credible impact on safety because it would have allowed operation of the affected RCP 
in a condition that could have resulted in damage to the RCP seal and potentially resulting in a small break loss of 
coolant accident (LOCA). The licensee's risk analysis identified that small break LOCAs are significant contributors to 
the plant's core damage frequency. Because the affected RCP did not operate below the correct minimum flow, the 
finding was of very low safety significance. 
Inspection Report# : 2001003(pdf)  
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Significance:  Mar 31, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO PREVENT RECURRENCE OF EXCESSIVE GAS ACCUMULATION IN THE RHR SYSTEM 
(SECTION 40A7). 
A non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, which requires, in part, that, in the 
case of significant conditions adverse to quality, the measures shall assure that the cause of the condition is determined 
and corrective action taken to preclude repetition. Corrective actions for the gas accumulation contribution to a Unit 1 
1995 RHR system water hammer event, failed to preclude repetition of RHR gas accumulation contributing to a 
subsequent event. On September 26, 2000, insufficient venting of non-condensable gases from the RHR system 
contributed to an inadvertent relief valve lift, rendering the RHR system and associated emergency core cooling system 
subsystems inoperable for approximately six hours. This licnesee identified finding was determined to be of very low 
safety significants. 
Inspection Report# : 2000008(pdf)  

Significance:  Dec 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO IDENTIFY AND CORRECT PROCEDURE DEFICIENCIES USED TO VENT RHR 
DISCHARGE PIPING. 
A non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, which requires that conditions 
adverse to quality be promptly identified and corrected was identified. An inadequacy of Procedure 1-SI-OPS-074-
128.0, Unit 1 RHR Discharge Piping Vent, a condition adverse to quality, was not identified and corrected by a 
procedure revision made in response to an October 1998 reactor collanr system event. This procedural inadequacy was 
revealed during a similar event on March 13, 2000. This licensee identified finding was determined to be of very low 
safety significance.  
Inspection Report# : 2000007(pdf)  

Significance:  Apr 01, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Unit 1 Reactor Trip While Increasing Power Following Refueling Outage  
Unit 1 experienced an automatic turbine trip and subsequent reactor trip while returning to full power following the 
Unit 1 Cycle 10 refueling outage. The reactor trip was caused by an erroneous "main generator loss-of-excitation field" 
protective signal. The erroneous protective signal was the result of errors in a design change specifications package 
which caused the protective circuitry to be incorrectly wired and tested. The finding represented a low risk significance 
because, although the design change errors contributed to the likelihood of a reactor trip, they did not affect the 
availability of any mitigating systems. 
Inspection Report# : 2000002(pdf)  

Significance:  Apr 01, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO CORRECT IDENTIFIED DEFICIENIES IN ADMIN CONTROLS FOR THE HANDLING & 
STORAGE OF BULK LUBRICANTS CONTRIBUTING TO THE INSTALLATION OF WRONG 
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LUBRICANTS INTO ECCS & OTHER SAFETY-RELATED SYSTEMS. 
A non-cited violation of 10 CFR 50, Criterion XVI, with three examples, was identified for failure to correct problems 
identified in 1995, 1996, and 1998 with administrative controls for the handling and storage of bulk lubricants. The 
failure contributed to the 1998 and 1999 installation of a lubricant not meeting vendor and equipment qualification 
binder requirements into emergency core cooling system and other safety-related components. Multiple and diverse 
safety-related systems were impacted over a period exceeding one year. The finding had low risk significance because 
it did not result in an actual loss of safety function in the systems identified.  
Inspection Report# : 2000002(pdf)  

Significance:  Apr 01, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PERFORM RESPONSE TIME TEST FOR RWST LEVEL TRANSMITTER 1-LT-63-53. 
A non-cited violation of Technical Specification 4.3.2.1.3 was identified for failure to perform the required response 
time test for refueling water storage tank (RWST) level transmitter 1-LT-63-53. The instrument was subsequently 
tested with satisfactory results. [Three additional examples were identified in Inspection Report 50-327, 328/00-06 for 
failure to conduct response time testing, following maintenance, of three flow control valves.] The finding represented 
low risk significance because the function of the transmitter to swap emergency cooling water systems pump suction to 
the containment sump on low RWST level was not impacted. [The additional examples had a very low safety 
significance because there was not an actual loss of safety function of any of the systems involved]  
Inspection Report# : 2000002(pdf)  

Significance:  Nov 20, 1999 
Identified By: NRC 
Item Type: FIN Finding 
UNIT 1 TDAFW PUMP WAS SHUTDOWN WHEN OIL IN BEARING SIGHT GLASS WAS NOTED TO BE 
EMPTY 
During a performance test of the Unit 1 TDAFW pump, the outboard bearing oil sight glass completely drained into the 
pump bearing oil reservoir. Operations stopped the pump when the sight glass was observed to be empty. A 
determination was made that the licensee was following the vendor's recommendation for pump oil changes. However, 
the inspectors questioned the licensee's practice of not running the pump immediately following an oil change to verify 
oil level. This practice caused the operators to question the adequacy of bearing oil level and the subsequent 
unnecessary stop and restart of a risk significant system. The decrease in TDAFW pump bearing oil level following an 
oil change does not result in the loss of a safety function of the pump 
Inspection Report# : 1999007(pdf)  

Significance:  Nov 20, 1999 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
PRE-PLANNING NOT ADEQUATE DURING REPLACEMENT OF PROTECTION SYSTEM POWER 
SUPPLY 
A violation of Technical Specification 6.8.1.a was identified for failure to properly plan maintenance activities and 
perform the work order for a Unit 1 protective system power supply replacement which resulted in an unanticipated 
steam generator (SG) level transient of about 16 percent in all four SGs. Operators initiated manual actions in sufficient 
time to restore SG levels to normal prior to reaching the SG low-low level reactor trip setpoint. This event would not 
have increased the likelihood of an uncomplicated reactor trip. 
Inspection Report# : 1999007(pdf)  
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Significance:  Jul 17, 1999 
Identified By: Licensee 
Item Type: FIN Finding 
TURBINE DRIVEN AUXILIARY FEEDWATER PUMP MAINTENANCE RULE MISINTERPRETATION. 
An additional example of a previous Maintenance Rule violation was identified. On January 20, 1999, the dropping 
resistor on Unit 1 turbine driven auxiliary feedwater pump (TDAFW) failed for the second time. The licensee, through 
a misinterpretation of Maintenance Rule unreliability criteria, did not consider this failure to be a functional failure and 
therefore did not consider classification of the system as (a)(1) under the Maintenance Rule. Following a third failure in 
May 1999 the TDAFW was classified (a)(1). The issue of proper classification of functional failures and (a)(1) 
classification of the TDAFW pump under the Maintenance Rule did not affect the operability of the auxiliary feedwater 
system. 
Inspection Report# : 1999004(pdf)  

Barrier Integrity 

Significance:  Mar 30, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ENSURE AUX BLDG SECONDARY CONTAINMENT EXCLUSION/FIRE DOOR A55 WAS 
SHUT & LATCHED 
The inspectors identified a non-cited violation of License Condition 2.C.16, Fire Protection Program, for failure to 
maintain a door shut, which was required to be closed and latched to maintain the integrity of the auxiliary building 
secondary containment exclusion boundary and to prevent the spread of a fire. The finding had very low safety 
significance because fire detection and suppression were operable on both sides of the door and there were no plant 
activities in the affected area to substantially increase the severity of a postulated fire. 
Inspection Report# : 2001005(pdf)  

Significance:  Dec 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO OBTAIN SHIFT MANAGER CONCURRENCE WHEN BREACHING A CONTROL ROOM 
ENVELOPE DOOR 
The inspectors identified a non-cited violation of Technical Specification 6.8.1.a, Procedures and Programs, for failure 
to follow work instructions to obtain shift manager concurrence when breaching a control room envelope door. This 
finding had a credible impact on safety and could have affected the integrity of the control room envelope because the 
control room staff was unaware of the door being open and would not have known to contact the involved worker had a 
control room envelope isolation signal occurred. Therefore, the control room envelope would not have pressurized as 
required. The finding was of very low safety significance because the finding only represented a degradation of the 
radiological barrier function provided for the control room.  
Inspection Report# : 2001004(pdf)  

Significance:  Mar 31, 2001 
Identified By: NRC 
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Item Type: NCV NonCited Violation 
FAILURE TO MEET LICENSE CONDITION FOR STEAM GENERATOR TUBE INSPECTION 
PROGRAM 
A non-cited violation of Unit 1 License Condition 2.C.(9)(d) was identified, related to steam generator tube eddy 
current testing. During a Unit 1 March 2000 refueling outage, dented intersections for the steam generator tubes in the 
less than two volt category were not inspected in accordance with the requirements of the license condition. This 
finding was of very low safety significance because only the barrier integrity cornerstone was affected and there was no 
impact other than slightly increasing the likelihood of a steam generator tube failure. 
Inspection Report# : 2000008(pdf)  

Significance:  Jul 01, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ESTABLISH ADEQUATE MITIGATION FOR A LOCA OUTSIDE CONTAINMENT 
A non-cited violation of Technical Specification 6.8.1.a was identified for a deficient emergency operating procedure 
used for mitigation of loss of coolant accidents (LOCAs) outside containment. The procedure, ECA-1.2, "LOCA 
Outside Containment," was deficient because it provided inappropriate guidance involving reactor coolant system 
pressure trending for determination of LOCA isolation. In addition, the guidance differed from the Westinghouse 
Owners Group guidance without formal documented justification. The procedure deficiency, which was revealed 
during a licensed operator requalification simulator training exercise, could lead to untimely isolation of a LOCA and 
termination of a containment bypass condition for an actual plant event. This deficiency had very low safety 
significance because of the low initiating event frequency of the LOCA that could cause the event and other operator 
actions which could effectively mitigate the event thus further reducing the risk of core damage. 
Inspection Report# : 2000005(pdf)  

Emergency Preparedness 

Significance:  Jul 17, 1999 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO MEET 10 CFR 50.54(q) CHANGE REQMNTS DECREASING EMERG.PLAN 
EFFECTIVENESS 
A violation of 10 CFR 50.54(q) was identified in that the licensee implemented an emergency action level (EAL) 
change that decreased the effectiveness of the Emergency Plan without application to and approval by the Commission. 
The change involved the Alert EALs for Event 2.1, Loss of Instrumentation, which added the following three new 
peripheral indicators to Condition 1: (1) ICS MCR operator display station, (2) ADDS terminal, and (3) Annunciator 
operator display station. Had an event occurred during which this EAL would have been called upon, the EAL may not 
have required a declaration of an Alert even when a significant transient was in progress with loss of most or all 
annunciators associated with safety systems for greater than 15 minutes. However, the improper change involved only 
1 of approximately 35 EALs.  
Inspection Report# : 1999004(pdf)  

Occupational Radiation Safety
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Significance:  Mar 01, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO MAINTAIN COMPLETE AND ACCURATE PERSONNEL DOSE RECORDS 
The licensee identified a non-cited violation of 10 CFR 20.401, 10 CFR 20.2106 and 10 CFR 50.9 for failure to 
maintain accurate records of doses received by all individuals for whom monitoring was required. This finding was not 
processed under the Reactor Oversight Process and was characterized as a severity level IV violation consistant with 
Supplement VII of the Enforcement Policy because it involved the accuracy of required records. 
Inspection Report# : 2002006(pdf)  

Public Radiation Safety 

Physical Protection 
Significance: SL-IV Dec 28, 2001 
Identified By: NRC 
Item Type: VIO Violation 
FAILURE TO ADHERE TO PHYSICAL SECURITY INSTRUCTION PERSONNEL SEARCH 
The NRC determined that a violation for a deliberate failure to implement the plant Physical Security Plan and Physical 
Security Instruction (PHYSI)-32, occurred on April 19, 2000 when an individual entering the protected area received 
an alarm from the metal detector. The security officer did not ensure that all metal, including his shoes, were removed, 
but conducted a physical searched of the individual instead of requesting that the individual remove metal and shoes 
and process through the metal detector again. The violation had very low safety significance because an adequate 
physical search had been conducted.  
Inspection Report# : 2001007(pdf)  

Significance: SL-IV Dec 28, 2001 
Identified By: NRC 
Item Type: VIO Violation 
EMPLOYEE PROTECTED ACTIVITY 
The NRC determined that a violation of 10 CFR 50.7, Employee Protection, occurred on April 19, 2000 when the 
licensee discriminated against a contract security officer as a result of engaging in protected activity. Specifically, the 
individual objection to being instructed not to follow Physical Security Instruction PHYSI-32, which was part of his 
assigned responsibilities. The violation had very low safety significance because the uncertainty of the intent of the 
verbal communications, and the low underlying safeguards significance of the procedural violation (i.e., the procedure 
was subsequently revised to allow security guards the discretion to conduct a physical search instead of requiring an 
individual to remove his or her shoes and process through the metal detector again).  
Inspection Report# : 2001007(pdf)  

Significance:  Dec 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO STORE UNATTENDED SAFEGUARDS INFORMATION IN A LOCKED SECURITY 
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STORAGE CONTAINER. 
A non-cited violation of 10 CFR 73.21(d), which requires unattended safeguards information to be stored in a locked 
security storage container was identified. TVAN Standard Programs and Processes, SPP -1.4, Appendix E, requires 
Safeguards Information when not in use to be stored in an approved locked storage container. On October 18, 2000, 
during a licensee quality assurance audit the auditors concluded that information that should have been classified as 
safeguards information was left unattended and not stored in an approved safeguards container. This licensee identified 
finding was determined to be of of very low safety significance. 
Inspection Report# : 2000007(pdf)  

Significance: TBD Sep 30, 2000 
Identified By: Licensee 
Item Type: AV Apparent Violation 
FAILURE TO SEARCH AN INDIVIDUAL PRIOR TO GRANTING ACCESS TO THE PROTECTED AREA
An apparent violation of the Physical Security Plan/Contingency Plan was identified for the licensee allowing a TVA 
employee to enter the site without removing his shoes after the first alarm was received on the access portal metal 
detector. [Inspection Report 50-327, 328/01-07, dated January 10, 2002 closed apparent violation (AV) 200006-02. In 
the report the NRC determined that a violation of NRC requirements had occurred and upgraded the AV to a Notice of 
Violation, severity level IV. A separate PIM entry, 20001007-01 identifies this violation].  
Inspection Report# : 2000006(pdf)  

Significance:  Sep 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ENSURE POSTED SECURITY FORCE PERSONNEL HAVE NO WEAKNESSES OR 
ABNORMALITIES WHICH WOULD AFFECT THEIR DUTIES 
A non-cited violation of the Security Training and Qualification Plan was identified for failure to ensure that posted 
security force personnel have no weaknesses or abnormalities that would adversely affect their performance of assigned 
duties. The finding had very low safety significance due to the non-predictable basis of single security equipment 
failures and because there was no evidence that the vulnerability had been exploited. 
Inspection Report# : 2000006(pdf)  

Miscellaneous 

Significance:  Jun 29, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO PROVIDE GUIDANCE FOR AN EFFECTIVE CAVITATION PROGRAM 
The licensee identified a non-cited violation of 10 CFR 50, Appendix B, Criterion V, Instructions, Procedures, and 
Programs, between 1993 and 1994, for failure to provide documented guidance which defined the elements and 
standards of an effective cavitation program. 
Inspection Report# : 2002002(pdf)  

Significance: N/A Mar 30, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
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FAILURE TO FOLLOW ADMINISTRATIVE GUIDANCE FOR PROCEDURE CHANGES 
The inspectors identified a non-cited violation of Technical Specification 6.8.1.a, Procedures and Programs, for failure 
to follow administrative guidance for making an intent change to a procedure. A containment pressure control 
procedure, which temporarily resets the steam generator low-low water reactor trip setpoint during venting, was used to 
make a change to this setpoint for a purpose unrelated to venting. The finding was of very low safety significance 
because not performing a intent change review before procedure execution did not directly affect any initiating events 
or mitigation equipment. 
Inspection Report# : 2001005(pdf)  

Significance: N/A Dec 14, 2001 
Identified By: NRC 
Item Type: FIN Finding 
IDENTIFICATION AND RESOLUTION OF PROBLEMS 
The inspectors determined that the licensee identified, evaluated, prioritized, and corrected problems in a timely and 
effective manner, consistent with risk and safety significance. Corrective actions were generally implemented in a 
timely manner, and were appropriate to prevent recurrence. Senior management involvement in the problem 
identification and resolution program was evident in the daily management review committee meeting, where all 
problem identification reports were reviewed. Licensee audits and assessments critically assessed the licensee's 
problem identification and resolution activity and identified improvement needs. Based on interviews conducted during 
the inspection, workers at the site felt free to raise issues with their management and to input them into the problem 
identification and resolution program. The inspection did not identy significants differences between the licensee's 
assessment of thier overall corrective action program and the NRC's program assessment. 
Inspection Report# : 2001006(pdf)  

Significance:  Dec 14, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO PROMPTLY IDENTIFY AND CORRECT LONG-STANDING PROBLEMS WITH SAFETY-
RELATED CHILLERS. 
The licensee identified a non-cited vilation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, for failure to 
determined and take corrective actions to preclude repetition. Contrary to the above, licensee actions from 1996 
through 2000 to resolve longstanding problems with safety related heating and ventilation system chillers for plant 
areas including: (1) 6.9 KV shutdown board rooms; (2) 480 V board rooms; (3) electric board rooms; and (4) main 
control room were not timely and effective to prevent recurrence. This licensee identified finding was determined to be 
of very low safety significants. 
Inspection Report# : 2001006(pdf)  

Significance: SL-II Jun 30, 2001 
Identified By: NRC 
Item Type: VIO Violation 
EMPLOYEE PROTECTED ACTIVITY 
On February 7, 2000, a Severity Level II violation with civil penalty was issued to the licensee. The violation was not 
site-specific and involved employment discrimination contrary to the requirements of 10 CFR 50.7, "Employee 
Protection," in that the licensee did not select a former employee to a competitive position in the corporate chemistry 
organization in 1996, due, at least in part, to his engagement in protected activities. On January 22, 2001, the licensee 
denied the violation and on May 4, an Order was issued sustaining the violation and imposing the civil penalty. On 
June 1, TVA requested an enforcement hearing on the Order. 
Inspection Report# : 2001002(pdf)  
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Significance: N/A Dec 15, 2000 
Identified By: NRC 
Item Type: FIN Finding 
IDENTIFICATION AND RESOLUTION OF PROBLEMS 
The licensee was effective at identifying problems and entering them into the corrective action program. A 
management review committee (MRC) reviewed all problem evaluation reports (PERs) and all root cause analyses, 
when required by the classification level of the PER, or when requested by the MRC. Corrective actions for significant 
problems were effective. Management attention was appropriately being applied to areas where corrective action had 
not been effective. Some examples were identified for failing to enter issues into the corrective action program and 
therefore did not receive thorough investigation and development of corrective actions. These involved issues that were 
of very low safety significance. Corrective actions for significant problems were effective. Licensee audits and 
assessments have adequately identified deficiencies in the corrective action program and audit findings were consistent 
with the NRC's observations. Licensee's employees had no reservations about identifying and reporting nuclear safety 
issues. 
Inspection Report# : 2000011(pdf)  

Last modified : August 29, 2002 
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Sequoyah 1 

Initiating Events 

Significance:  Sep 28, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to demonstrate the remaining offsite A.C. circuit as operable when one offsite A.C. Circuit of the 
required electrical power sources became inoperable. (Section 4OA7) 
 
Inspection Report# : 2002004(pdf)  

Significance:  Jul 17, 1999 
Identified By: NRC 
Item Type: FIN Finding 
TURBINE BUILDING RAILROAD BAY FLOOD EVENT 
Water from a June 30, 1999 heavy rainfall entered the turbine building railroad bay near the 6.9kv unit switchboards, 
and created the increased potential for a loss of offsite power. This issue was discussed in Inspection Reports 50-327, 
328/99-04 and 50-327, 328/99-05. The licensee was informed in a letter, dated January 26, 2000, that several issues 
contributed significantly to the flooding event which included: (1) Improper correction of identified non-safety-related 
deficiencies, following a July 1994 rain storm, and (2) A deficient non-safety-related temporary modification to the 
storm drain system. The flooding event itself, the corrective action deficiencies and the deficient temporary design 
change were evaluated in Phase 3 of the NRC Significance Determination Process as a single finding that represented 
some increased risk to safety which required additional NRC inspection. This finding had increased risk significance 
due to the increased potential for a loss of offsite power. [A supplemental inspection (Inspection Report 50-327/00-04, 
50-328/00-04) completed on April 7, 2000 determined that the root cause analysis of the flooding event focused on a 
temporary modification which routed the discharge from the bus duct coolers into the storm drainage system adjacent 
to the turbine building railroad bay door. Although the licensees' root cause analysis did not address an inconsistency 
between the existing storm drainage system and the original design standards, the installation of curbs around the 6.9 
kV electrical cabinets provided increased assurance that plant equipment will be protected from future flooding events 
and thus reduced the risk of a loss of offsite power from a recurrence of flooding within the turbine building railroad 
bay. This finding is no longer outside of the licensee response band, and no further inspection is planned.]  
Inspection Report# : 1999004(pdf)  

Significance:  Jul 17, 1999 
Identified By: NRC 
Item Type: VIO Violation 
FAILURE TO SCOPE STORM DRAIN SYS INTO THE MAINT RULE 
A violation of 10 CFR 50.65 was identified for failure to scope the storm drain system into the licensee's Maintenance 
Rule Program. An NRC review of a June 30, 1999, flooding event identified that the storm drain system had not been 
incorporated into the Maintenance Rule program. This issue was discussed in NRC Inspection Reports 50-327/99-04, 
50-328/99-04. Based on a previous flooding event on July 11, 1994, the storm drain system had the potential to cause a 
reactor trip or actuation of a safety-related system. Therefore, the storm drain system should have been included within 
the scope of the Maintenance Rule in 1996. Subsequently, the NRC issued a Notice of Violation for this issue by letter 
dated January 26, 2000. The violation was cited because compliance was not restored, by scoping the storm drain 
system into the Maintenance Rule, within a reasonable time after identification of the violation. The finding had low 
risk significance because, by itself, it contributed minimally to the June 30, 1999, flooding event.  
Inspection Report# : 1999004(pdf)  
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Inspection Report# : 2000001(pdf)  

Mitigating Systems 

Significance:  Jun 29, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PERFORM AN ADEQUATE DESIGN MODIFICATION REVIEW PRIOR TO MODIFYING 
EMERGENCY DIESEL GENERATORS STARTING AIR SYSTEM 
The inspectors identified a non-cited violation of 10 CFR 50 Appendix B, Criterion III, Design Control, for failure to 
perform an adequate design modification review prior to modifying the starting air systems of the site's four EDGs. The 
inadequate design modification review had a credible effect on safety because it contributed to the installation of 
modified EDG air start system pressure control valves that failed to perform as required. The modification 
simultaneously degraded all four of the site EDGs, reducing their reliability and necessitating corrective actions that 
reduced EDG availability. The finding was of very low safety significance because it did not result in an actual loss of 
safety function. 
Inspection Report# : 2002002(pdf)  

Significance:  Mar 30, 2002 
Identified By: NRC 
Item Type: FIN Finding 
DEGRADATION OF EMERGENCY DIESEL GENERATOR (EDG) STARTING AIR PRESSURE 
CONTROL VALVES 
The inspectors identified deficiencies in identifying, communicating, and addressing a common cause degradation of 
the air starting systems (pressure control valves) of the site's four EDGs during the period from January 2001 through 
March 2002. The finding had very low safety significance because no actual loss of safety function was identified.  
Inspection Report# : 2001005(pdf)  

Significance:  Mar 30, 2002 
Identified By: NRC 
Item Type: FIN Finding 
MAINTENANCE RISK ASSESSMENT 
The inspectors identified that the licensee did not effectively assess overall plant risk prior to removing an emergency 
diesel generator from service for an extended maintenance outage. The finding had very low safety significance 
because no actual loss of safety function was identified. 
Inspection Report# : 2001005(pdf)  

Significance:  Mar 30, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO START REMAINING EDGs When 2A-A EDG FAILED TO START 
The inspectors identified a non-cited violation of Technical Specification 3.8.1.1, for failure, to demonstrate the 
operability of the remaining emergency diesel generators (EDGs) within one hour and at least once per 8 hours 
thereafter, following a start failure of a EDG. The finding had very low safety significance because the remaining 
EDGs were subsequently started during their routine surveillance intervals which demonstrated that their safety 
function had not been lost. 
Inspection Report# : 2001005(pdf)  
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Significance:  Mar 30, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW INSTRUCTION FOR REFILLING 1A-A CONTAINMENT SPRAY HEAT 
EXCHANGER 
The licensee identified a non-cited violation of Technical Specifications 6.8.1.a, Procedures and Programs, on 
November 19, 2001 for failure to perform Release Instruction No. Three which required the Unit 1A-A containment 
spray heat exchanger to be filled in accordance with the applicable operating procedure. 
Inspection Report# : 2001005(pdf)  

Significance:  Mar 30, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
INADEQUATE PROCEDURE FOR FILLING EMERGENCY CORE COOLING SYSTEM (ECCS) 
The licensee identified a non-cited violation of Technical Specification 6.8.1.a, Procedures and Programs on January 9, 
2002 for an inadequate procedure (Standard Operating Procedure 1-SO-62-1). The procedure did not provide adequate 
instructions to ensure ECCS suction piping was full following system draining for maintenance.  
Inspection Report# : 2001005(pdf)  

Significance:  Mar 29, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE PROTECTION OF SAFE SHUTDOWN (SSD) COMPONENTS 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix R, III.G.2, Fire Protection SSD Capability, for 
failure to ensure that one of the redundant trains necessary to achieve and maintain hot shutdown conditions would be 
free of fire damage. Electrical cables for redundant charging flow isolation valves were located in fire area FAA-029 
without adequate spatial separation or fire barriers. The finding had very low safety significant because the ignition 
frequency was relatively low, fire detection and suppression systems were not degraded, and there were no components 
in this area whose failure would result in an accident initiator (i.e., loss of offsite power, loss of main feedwater). 
Inspection Report# : 2002003(pdf)  

Significance:  Mar 29, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE PROCEDURE GUIDANCE FOR PLANT FIRES 
The inspectors identified a non-cited violation of Technical Specification 6.8.1.a, Procedures and Programs, for 
inadequate procedure guidance related to the transition from Abnormal Operating Procedure (AOP), Plant Fires, to 
AOP, Shutdown From Auxiliary Control Room (ACR), in the event of a severe fire. The delayed transition to the ACR 
could challenge the operators' ability to perform certain critical safe shutdown functions within the times specified in 
the licensee's safe shutdown calculation for Appendix R. This finding had very low safety significance because it did 
not affect fire detection, fire suppression, or fire barriers.  
Inspection Report# : 2002003(pdf)  

Significance:  Mar 29, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
INADEQUATE EMERGENCY LIGHTING FOR REFUELING WATER STORAGE TANK (RWST) 
SUCTION VALVES 
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The licensee identified a non-cited violation of 10 CFR 50 Appendix R, III.J, Emergency Lighting, for failure to 
provide emergency lighting with at least an 8-hour battery power supply for Unit 1 and 2, RWST suction valves. 
Manual operation of these valves is required in the event of a severe fire in accordance with licensee's shutdown 
procedures.  
Inspection Report# : 2002003(pdf)  

Significance:  Mar 29, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
INADEQUATE PROTECTION FOR VOLUME CONTROL TANK (VCT) SUCTION VALVES 
The licensee identified a non-cited violation of 10 CFR 50 Appendix R, III. G.2, Fire Protection Safe Shutdown 
Capability, for failure to protect cables to the VCT suction valves to prevent maloperation of components necessary to 
achieve and maintain hot shutdown conditions. 
Inspection Report# : 2002003(pdf)  

Significance:  Sep 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PROMPTLY IDENTIFY AND SUBSEQUENTLY CORRECT VALVE SEAT LEAKAGE 
The inspectors identified a non-cited violation of 10 CFR 50 Appendix B, Criterion XVI, for failure to promptly 
identify a degraded condition related to seat leakage of the Unit 1 residual heat removal (RHR) heat exchanger-to-
RWST bypass valve. This identification failure resulted in the valve condition not being corrected for over three years. 
The degraded condition, and thus the corrective action finding, was of greater than minor significance because the 
condition had a credible impact on safety due to increased operator burden and its effects on a mitigating system (e.g., 
RHR, RCS level instruments) availability/reliability. The degraded condition was of very low safety significance 
because sufficient defense-in-depth existed to mitigate the condition primarily during reactor coolant system water 
level monitoring during mid-loop operation. 
Inspection Report# : 2001003(pdf)  

Significance:  Sep 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ADEQUATELY MAINTAIN ABNORMAL OPERATING PROCEDURE FOR RCP 
MALFUNCTIONS 
The inspectors identified a non-cited violation of Technical Specification 6.8.1.a, for an inadequate abnormal operating 
procedure (AOP), used to respond to reactor coolant pump (RCP) malfunctions. The AOP had been revised, 
inappropriately reducing a minimum RCP seal water leakoff low flow requirement for one of the four Unit 1 RCPs. 
The procedure deficiency had a credible impact on safety because it would have allowed operation of the affected RCP 
in a condition that could have resulted in damage to the RCP seal and potentially resulting in a small break loss of 
coolant accident (LOCA). The licensee's risk analysis identified that small break LOCAs are significant contributors to 
the plant's core damage frequency. Because the affected RCP did not operate below the correct minimum flow, the 
finding was of very low safety significance. 
Inspection Report# : 2001003(pdf)  

Significance:  Mar 31, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO PREVENT RECURRENCE OF EXCESSIVE GAS ACCUMULATION IN THE RHR SYSTEM 
(SECTION 40A7). 
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A non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, which requires, in part, that, in the 
case of significant conditions adverse to quality, the measures shall assure that the cause of the condition is determined 
and corrective action taken to preclude repetition. Corrective actions for the gas accumulation contribution to a Unit 1 
1995 RHR system water hammer event, failed to preclude repetition of RHR gas accumulation contributing to a 
subsequent event. On September 26, 2000, insufficient venting of non-condensable gases from the RHR system 
contributed to an inadvertent relief valve lift, rendering the RHR system and associated emergency core cooling system 
subsystems inoperable for approximately six hours. This licnesee identified finding was determined to be of very low 
safety significants. 
Inspection Report# : 2000008(pdf)  

Significance:  Dec 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO IDENTIFY AND CORRECT PROCEDURE DEFICIENCIES USED TO VENT RHR 
DISCHARGE PIPING. 
A non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, which requires that conditions 
adverse to quality be promptly identified and corrected was identified. An inadequacy of Procedure 1-SI-OPS-074-
128.0, Unit 1 RHR Discharge Piping Vent, a condition adverse to quality, was not identified and corrected by a 
procedure revision made in response to an October 1998 reactor collanr system event. This procedural inadequacy was 
revealed during a similar event on March 13, 2000. This licensee identified finding was determined to be of very low 
safety significance.  
Inspection Report# : 2000007(pdf)  

Significance:  Apr 01, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Unit 1 Reactor Trip While Increasing Power Following Refueling Outage  
Unit 1 experienced an automatic turbine trip and subsequent reactor trip while returning to full power following the 
Unit 1 Cycle 10 refueling outage. The reactor trip was caused by an erroneous "main generator loss-of-excitation field" 
protective signal. The erroneous protective signal was the result of errors in a design change specifications package 
which caused the protective circuitry to be incorrectly wired and tested. The finding represented a low risk significance 
because, although the design change errors contributed to the likelihood of a reactor trip, they did not affect the 
availability of any mitigating systems. 
Inspection Report# : 2000002(pdf)  

Significance:  Apr 01, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO CORRECT IDENTIFIED DEFICIENIES IN ADMIN CONTROLS FOR THE HANDLING & 
STORAGE OF BULK LUBRICANTS CONTRIBUTING TO THE INSTALLATION OF WRONG 
LUBRICANTS INTO ECCS & OTHER SAFETY-RELATED SYSTEMS. 
A non-cited violation of 10 CFR 50, Criterion XVI, with three examples, was identified for failure to correct problems 
identified in 1995, 1996, and 1998 with administrative controls for the handling and storage of bulk lubricants. The 
failure contributed to the 1998 and 1999 installation of a lubricant not meeting vendor and equipment qualification 
binder requirements into emergency core cooling system and other safety-related components. Multiple and diverse 
safety-related systems were impacted over a period exceeding one year. The finding had low risk significance because 
it did not result in an actual loss of safety function in the systems identified.  
Inspection Report# : 2000002(pdf)  
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Significance:  Apr 01, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PERFORM RESPONSE TIME TEST FOR RWST LEVEL TRANSMITTER 1-LT-63-53. 
A non-cited violation of Technical Specification 4.3.2.1.3 was identified for failure to perform the required response 
time test for refueling water storage tank (RWST) level transmitter 1-LT-63-53. The instrument was subsequently 
tested with satisfactory results. [Three additional examples were identified in Inspection Report 50-327, 328/00-06 for 
failure to conduct response time testing, following maintenance, of three flow control valves.] The finding represented 
low risk significance because the function of the transmitter to swap emergency cooling water systems pump suction to 
the containment sump on low RWST level was not impacted. [The additional examples had a very low safety 
significance because there was not an actual loss of safety function of any of the systems involved]  
Inspection Report# : 2000002(pdf)  

Significance:  Nov 20, 1999 
Identified By: NRC 
Item Type: FIN Finding 
UNIT 1 TDAFW PUMP WAS SHUTDOWN WHEN OIL IN BEARING SIGHT GLASS WAS NOTED TO BE 
EMPTY 
During a performance test of the Unit 1 TDAFW pump, the outboard bearing oil sight glass completely drained into the 
pump bearing oil reservoir. Operations stopped the pump when the sight glass was observed to be empty. A 
determination was made that the licensee was following the vendor's recommendation for pump oil changes. However, 
the inspectors questioned the licensee's practice of not running the pump immediately following an oil change to verify 
oil level. This practice caused the operators to question the adequacy of bearing oil level and the subsequent 
unnecessary stop and restart of a risk significant system. The decrease in TDAFW pump bearing oil level following an 
oil change does not result in the loss of a safety function of the pump 
Inspection Report# : 1999007(pdf)  

Significance:  Nov 20, 1999 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
PRE-PLANNING NOT ADEQUATE DURING REPLACEMENT OF PROTECTION SYSTEM POWER 
SUPPLY 
A violation of Technical Specification 6.8.1.a was identified for failure to properly plan maintenance activities and 
perform the work order for a Unit 1 protective system power supply replacement which resulted in an unanticipated 
steam generator (SG) level transient of about 16 percent in all four SGs. Operators initiated manual actions in sufficient 
time to restore SG levels to normal prior to reaching the SG low-low level reactor trip setpoint. This event would not 
have increased the likelihood of an uncomplicated reactor trip. 
Inspection Report# : 1999007(pdf)  

Significance:  Jul 17, 1999 
Identified By: Licensee 
Item Type: FIN Finding 
TURBINE DRIVEN AUXILIARY FEEDWATER PUMP MAINTENANCE RULE MISINTERPRETATION. 
An additional example of a previous Maintenance Rule violation was identified. On January 20, 1999, the dropping 
resistor on Unit 1 turbine driven auxiliary feedwater pump (TDAFW) failed for the second time. The licensee, through 
a misinterpretation of Maintenance Rule unreliability criteria, did not consider this failure to be a functional failure and 
therefore did not consider classification of the system as (a)(1) under the Maintenance Rule. Following a third failure in 
May 1999 the TDAFW was classified (a)(1). The issue of proper classification of functional failures and (a)(1) 
classification of the TDAFW pump under the Maintenance Rule did not affect the operability of the auxiliary feedwater 
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system. 
Inspection Report# : 1999004(pdf)  

Barrier Integrity 

Significance:  Mar 30, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ENSURE AUX BLDG SECONDARY CONTAINMENT EXCLUSION/FIRE DOOR A55 WAS 
SHUT & LATCHED 
The inspectors identified a non-cited violation of License Condition 2.C.16, Fire Protection Program, for failure to 
maintain a door shut, which was required to be closed and latched to maintain the integrity of the auxiliary building 
secondary containment exclusion boundary and to prevent the spread of a fire. The finding had very low safety 
significance because fire detection and suppression were operable on both sides of the door and there were no plant 
activities in the affected area to substantially increase the severity of a postulated fire. 
Inspection Report# : 2001005(pdf)  

Significance:  Dec 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO OBTAIN SHIFT MANAGER CONCURRENCE WHEN BREACHING A CONTROL ROOM 
ENVELOPE DOOR 
The inspectors identified a non-cited violation of Technical Specification 6.8.1.a, Procedures and Programs, for failure 
to follow work instructions to obtain shift manager concurrence when breaching a control room envelope door. This 
finding had a credible impact on safety and could have affected the integrity of the control room envelope because the 
control room staff was unaware of the door being open and would not have known to contact the involved worker had a 
control room envelope isolation signal occurred. Therefore, the control room envelope would not have pressurized as 
required. The finding was of very low safety significance because the finding only represented a degradation of the 
radiological barrier function provided for the control room.  
Inspection Report# : 2001004(pdf)  

Significance:  Mar 31, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO MEET LICENSE CONDITION FOR STEAM GENERATOR TUBE INSPECTION 
PROGRAM 
A non-cited violation of Unit 1 License Condition 2.C.(9)(d) was identified, related to steam generator tube eddy 
current testing. During a Unit 1 March 2000 refueling outage, dented intersections for the steam generator tubes in the 
less than two volt category were not inspected in accordance with the requirements of the license condition. This 
finding was of very low safety significance because only the barrier integrity cornerstone was affected and there was no 
impact other than slightly increasing the likelihood of a steam generator tube failure. 
Inspection Report# : 2000008(pdf)  

Significance:  Jul 01, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ESTABLISH ADEQUATE MITIGATION FOR A LOCA OUTSIDE CONTAINMENT
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A non-cited violation of Technical Specification 6.8.1.a was identified for a deficient emergency operating procedure 
used for mitigation of loss of coolant accidents (LOCAs) outside containment. The procedure, ECA-1.2, "LOCA 
Outside Containment," was deficient because it provided inappropriate guidance involving reactor coolant system 
pressure trending for determination of LOCA isolation. In addition, the guidance differed from the Westinghouse 
Owners Group guidance without formal documented justification. The procedure deficiency, which was revealed 
during a licensed operator requalification simulator training exercise, could lead to untimely isolation of a LOCA and 
termination of a containment bypass condition for an actual plant event. This deficiency had very low safety 
significance because of the low initiating event frequency of the LOCA that could cause the event and other operator 
actions which could effectively mitigate the event thus further reducing the risk of core damage. 
Inspection Report# : 2000005(pdf)  

Emergency Preparedness 

Significance:  Jul 17, 1999 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO MEET 10 CFR 50.54(q) CHANGE REQMNTS DECREASING EMERG.PLAN 
EFFECTIVENESS 
A violation of 10 CFR 50.54(q) was identified in that the licensee implemented an emergency action level (EAL) 
change that decreased the effectiveness of the Emergency Plan without application to and approval by the Commission. 
The change involved the Alert EALs for Event 2.1, Loss of Instrumentation, which added the following three new 
peripheral indicators to Condition 1: (1) ICS MCR operator display station, (2) ADDS terminal, and (3) Annunciator 
operator display station. Had an event occurred during which this EAL would have been called upon, the EAL may not 
have required a declaration of an Alert even when a significant transient was in progress with loss of most or all 
annunciators associated with safety systems for greater than 15 minutes. However, the improper change involved only 
1 of approximately 35 EALs.  
Inspection Report# : 1999004(pdf)  

Occupational Radiation Safety 

Significance:  Mar 01, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO MAINTAIN COMPLETE AND ACCURATE PERSONNEL DOSE RECORDS 
The licensee identified a non-cited violation of 10 CFR 20.401, 10 CFR 20.2106 and 10 CFR 50.9 for failure to 
maintain accurate records of doses received by all individuals for whom monitoring was required. This finding was not 
processed under the Reactor Oversight Process and was characterized as a severity level IV violation consistant with 
Supplement VII of the Enforcement Policy because it involved the accuracy of required records. 
Inspection Report# : 2002006(pdf)  

Public Radiation Safety 
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Physical Protection 
Significance: SL-IV Dec 28, 2001 
Identified By: NRC 
Item Type: VIO Violation 
FAILURE TO ADHERE TO PHYSICAL SECURITY INSTRUCTION PERSONNEL SEARCH 
The NRC determined that a violation for a deliberate failure to implement the plant Physical Security Plan and Physical 
Security Instruction (PHYSI)-32, occurred on April 19, 2000 when an individual entering the protected area received 
an alarm from the metal detector. The security officer did not ensure that all metal, including his shoes, were removed, 
but conducted a physical searched of the individual instead of requesting that the individual remove metal and shoes 
and process through the metal detector again. The violation had very low safety significance because an adequate 
physical search had been conducted.  
Inspection Report# : 2001007(pdf)  

Significance: SL-IV Dec 28, 2001 
Identified By: NRC 
Item Type: VIO Violation 
EMPLOYEE PROTECTED ACTIVITY 
The NRC determined that a violation of 10 CFR 50.7, Employee Protection, occurred on April 19, 2000 when the 
licensee discriminated against a contract security officer as a result of engaging in protected activity. Specifically, the 
individual objection to being instructed not to follow Physical Security Instruction PHYSI-32, which was part of his 
assigned responsibilities. The violation had very low safety significance because the uncertainty of the intent of the 
verbal communications, and the low underlying safeguards significance of the procedural violation (i.e., the procedure 
was subsequently revised to allow security guards the discretion to conduct a physical search instead of requiring an 
individual to remove his or her shoes and process through the metal detector again).  
Inspection Report# : 2001007(pdf)  

Significance:  Dec 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO STORE UNATTENDED SAFEGUARDS INFORMATION IN A LOCKED SECURITY 
STORAGE CONTAINER. 
A non-cited violation of 10 CFR 73.21(d), which requires unattended safeguards information to be stored in a locked 
security storage container was identified. TVAN Standard Programs and Processes, SPP -1.4, Appendix E, requires 
Safeguards Information when not in use to be stored in an approved locked storage container. On October 18, 2000, 
during a licensee quality assurance audit the auditors concluded that information that should have been classified as 
safeguards information was left unattended and not stored in an approved safeguards container. This licensee identified 
finding was determined to be of of very low safety significance. 
Inspection Report# : 2000007(pdf)  

Significance: TBD Sep 30, 2000 
Identified By: Licensee 
Item Type: AV Apparent Violation 
FAILURE TO SEARCH AN INDIVIDUAL PRIOR TO GRANTING ACCESS TO THE PROTECTED AREA
An apparent violation of the Physical Security Plan/Contingency Plan was identified for the licensee allowing a TVA 
employee to enter the site without removing his shoes after the first alarm was received on the access portal metal 
detector. [Inspection Report 50-327, 328/01-07, dated January 10, 2002 closed apparent violation (AV) 200006-02. In 
the report the NRC determined that a violation of NRC requirements had occurred and upgraded the AV to a Notice of 
Violation, severity level IV. A separate PIM entry, 20001007-01 identifies this violation].  
Inspection Report# : 2000006(pdf)  
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Significance:  Sep 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ENSURE POSTED SECURITY FORCE PERSONNEL HAVE NO WEAKNESSES OR 
ABNORMALITIES WHICH WOULD AFFECT THEIR DUTIES 
A non-cited violation of the Security Training and Qualification Plan was identified for failure to ensure that posted 
security force personnel have no weaknesses or abnormalities that would adversely affect their performance of assigned 
duties. The finding had very low safety significance due to the non-predictable basis of single security equipment 
failures and because there was no evidence that the vulnerability had been exploited. 
Inspection Report# : 2000006(pdf)  

Miscellaneous 

Significance:  Jun 29, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO PROVIDE GUIDANCE FOR AN EFFECTIVE CAVITATION PROGRAM 
The licensee identified a non-cited violation of 10 CFR 50, Appendix B, Criterion V, Instructions, Procedures, and 
Programs, between 1993 and 1994, for failure to provide documented guidance which defined the elements and 
standards of an effective cavitation program. 
Inspection Report# : 2002002(pdf)  

Significance: N/A Mar 30, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW ADMINISTRATIVE GUIDANCE FOR PROCEDURE CHANGES 
The inspectors identified a non-cited violation of Technical Specification 6.8.1.a, Procedures and Programs, for failure 
to follow administrative guidance for making an intent change to a procedure. A containment pressure control 
procedure, which temporarily resets the steam generator low-low water reactor trip setpoint during venting, was used to 
make a change to this setpoint for a purpose unrelated to venting. The finding was of very low safety significance 
because not performing a intent change review before procedure execution did not directly affect any initiating events 
or mitigation equipment. 
Inspection Report# : 2001005(pdf)  

Significance: N/A Dec 14, 2001 
Identified By: NRC 
Item Type: FIN Finding 
IDENTIFICATION AND RESOLUTION OF PROBLEMS 
The inspectors determined that the licensee identified, evaluated, prioritized, and corrected problems in a timely and 
effective manner, consistent with risk and safety significance. Corrective actions were generally implemented in a 
timely manner, and were appropriate to prevent recurrence. Senior management involvement in the problem 
identification and resolution program was evident in the daily management review committee meeting, where all 
problem identification reports were reviewed. Licensee audits and assessments critically assessed the licensee's 
problem identification and resolution activity and identified improvement needs. Based on interviews conducted during 
the inspection, workers at the site felt free to raise issues with their management and to input them into the problem 
identification and resolution program. The inspection did not identy significants differences between the licensee's 
assessment of thier overall corrective action program and the NRC's program assessment. 
Inspection Report# : 2001006(pdf)  
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Significance:  Dec 14, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO PROMPTLY IDENTIFY AND CORRECT LONG-STANDING PROBLEMS WITH SAFETY-
RELATED CHILLERS. 
The licensee identified a non-cited vilation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, for failure to 
determined and take corrective actions to preclude repetition. Contrary to the above, licensee actions from 1996 
through 2000 to resolve longstanding problems with safety related heating and ventilation system chillers for plant 
areas including: (1) 6.9 KV shutdown board rooms; (2) 480 V board rooms; (3) electric board rooms; and (4) main 
control room were not timely and effective to prevent recurrence. This licensee identified finding was determined to be 
of very low safety significants. 
Inspection Report# : 2001006(pdf)  

Significance: SL-II Jun 30, 2001 
Identified By: NRC 
Item Type: VIO Violation 
EMPLOYEE PROTECTED ACTIVITY 
On February 7, 2000, a Severity Level II violation with civil penalty was issued to the licensee. The violation was not 
site-specific and involved employment discrimination contrary to the requirements of 10 CFR 50.7, "Employee 
Protection," in that the licensee did not select a former employee to a competitive position in the corporate chemistry 
organization in 1996, due, at least in part, to his engagement in protected activities. On January 22, 2001, the licensee 
denied the violation and on May 4, an Order was issued sustaining the violation and imposing the civil penalty. On 
June 1, TVA requested an enforcement hearing on the Order. 
Inspection Report# : 2001002(pdf)  

Significance: N/A Dec 15, 2000 
Identified By: NRC 
Item Type: FIN Finding 
IDENTIFICATION AND RESOLUTION OF PROBLEMS 
The licensee was effective at identifying problems and entering them into the corrective action program. A 
management review committee (MRC) reviewed all problem evaluation reports (PERs) and all root cause analyses, 
when required by the classification level of the PER, or when requested by the MRC. Corrective actions for significant 
problems were effective. Management attention was appropriately being applied to areas where corrective action had 
not been effective. Some examples were identified for failing to enter issues into the corrective action program and 
therefore did not receive thorough investigation and development of corrective actions. These involved issues that were 
of very low safety significance. Corrective actions for significant problems were effective. Licensee audits and 
assessments have adequately identified deficiencies in the corrective action program and audit findings were consistent 
with the NRC's observations. Licensee's employees had no reservations about identifying and reporting nuclear safety 
issues. 
Inspection Report# : 2000011(pdf)  

Last modified : December 02, 2002 
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Initiating Events 

Significance:  Sep 28, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to demonstrate the remaining offsite A.C. circuit as operable when one offsite A.C. Circuit of the required electrical power 
sources became inoperable. 
Technical Specification 3.8.1.1.a Action a. requires that, with one offsite A.C. circuit of the required A.C. electrical power sources inoperable, 
the remaining offsite A.C. circuit be demonstrated OPERABLE by performing SR 4.8.1.1.1.a. within one hour and at least once per 8 hours 
thereafter. Contrary to this, from 10:23 PM until 11:55 PM on July 12, 2002, the licensee failed to perform SR 4.8.1.1.1.a. as required when 
one offsite A.C. Circuit of the required A.C. electrical power sources became inoperable. This NCV was identified in the licensee's corrective 
action program as PER 02-008493-000. 
Inspection Report# : 2002004(pdf)  

Mitigating Systems 

Significance:  Jun 29, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PERFORM AN ADEQUATE DESIGN MODIFICATION REVIEW PRIOR TO MODIFYING EMERGENCY 
DIESEL GENERATORS STARTING AIR SYSTEM 
The inspectors identified a non-cited violation of 10 CFR 50 Appendix B, Criterion III, Design Control, for failure to perform an adequate 
design modification review prior to modifying the starting air systems of the site's four EDGs. The inadequate design modification review had 
a credible effect on safety because it contributed to the installation of modified EDG air start system pressure control valves that failed to 
perform as required. The modification simultaneously degraded all four of the site EDGs, reducing their reliability and necessitating corrective 
actions that reduced EDG availability. The finding was of very low safety significance because it did not result in an actual loss of safety 
function. 
Inspection Report# : 2002002(pdf)  

Significance:  Mar 30, 2002 
Identified By: NRC 
Item Type: FIN Finding 
DEGRADATION OF EMERGENCY DIESEL GENERATOR (EDG) STARTING AIR PRESSURE CONTROL VALVES 
The inspectors identified deficiencies in identifying, communicating, and addressing a common cause degradation of the air starting systems 
(pressure control valves) of the site's four EDGs during the period from January 2001 through March 2002. The finding had very low safety 
significance because no actual loss of safety function was identified.  
Inspection Report# : 2001005(pdf)  

Significance:  Mar 30, 2002 
Identified By: NRC 
Item Type: FIN Finding 
MAINTENANCE RISK ASSESSMENT 
The inspectors identified that the licensee did not effectively assess overall plant risk prior to removing an emergency diesel generator from 
service for an extended maintenance outage. The finding had very low safety significance because no actual loss of safety function was 
identified. 
Inspection Report# : 2001005(pdf)  
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Significance:  Mar 30, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO START REMAINING EDGs When 2A-A EDG FAILED TO START 
The inspectors identified a non-cited violation of Technical Specification 3.8.1.1, for failure, to demonstrate the operability of the remaining 
emergency diesel generators (EDGs) within one hour and at least once per 8 hours thereafter, following a start failure of a EDG. The finding 
had very low safety significance because the remaining EDGs were subsequently started during their routine surveillance intervals which 
demonstrated that their safety function had not been lost. 
Inspection Report# : 2001005(pdf)  

Significance:  Mar 30, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW INSTRUCTION FOR REFILLING 1A-A CONTAINMENT SPRAY HEAT EXCHANGER 
The licensee identified a non-cited violation of Technical Specifications 6.8.1.a, Procedures and Programs, on November 19, 2001 for failure to 
perform Release Instruction No. Three which required the Unit 1A-A containment spray heat exchanger to be filled in accordance with the 
applicable operating procedure. 
Inspection Report# : 2001005(pdf)  

Significance:  Mar 30, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
INADEQUATE PROCEDURE FOR FILLING EMERGENCY CORE COOLING SYSTEM (ECCS) 
The licensee identified a non-cited violation of Technical Specification 6.8.1.a, Procedures and Programs on January 9, 2002 for an inadequate 
procedure (Standard Operating Procedure 1-SO-62-1). The procedure did not provide adequate instructions to ensure ECCS suction piping was 
full following system draining for maintenance.  
Inspection Report# : 2001005(pdf)  

Significance:  Mar 29, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE PROTECTION OF SAFE SHUTDOWN (SSD) COMPONENTS 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix R, III.G.2, Fire Protection SSD Capability, for failure to ensure that 
one of the redundant trains necessary to achieve and maintain hot shutdown conditions would be free of fire damage. Electrical cables for 
redundant charging flow isolation valves were located in fire area FAA-029 without adequate spatial separation or fire barriers. The finding had 
very low safety significant because the ignition frequency was relatively low, fire detection and suppression systems were not degraded, and 
there were no components in this area whose failure would result in an accident initiator (i.e., loss of offsite power, loss of main feedwater). 
Inspection Report# : 2002003(pdf)  

Significance:  Mar 29, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE PROCEDURE GUIDANCE FOR PLANT FIRES 
The inspectors identified a non-cited violation of Technical Specification 6.8.1.a, Procedures and Programs, for inadequate procedure guidance 
related to the transition from Abnormal Operating Procedure (AOP), Plant Fires, to AOP, Shutdown From Auxiliary Control Room (ACR), in 
the event of a severe fire. The delayed transition to the ACR could challenge the operators' ability to perform certain critical safe shutdown 
functions within the times specified in the licensee's safe shutdown calculation for Appendix R. This finding had very low safety significance 
because it did not affect fire detection, fire suppression, or fire barriers.  
Inspection Report# : 2002003(pdf)  

Significance:  Mar 29, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
INADEQUATE EMERGENCY LIGHTING FOR REFUELING WATER STORAGE TANK (RWST) SUCTION VALVES
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The licensee identified a non-cited violation of 10 CFR 50 Appendix R, III.J, Emergency Lighting, for failure to provide emergency lighting 
with at least an 8-hour battery power supply for Unit 1 and 2, RWST suction valves. Manual operation of these valves is required in the event 
of a severe fire in accordance with licensee's shutdown procedures.  
Inspection Report# : 2002003(pdf)  

Significance:  Mar 29, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
INADEQUATE PROTECTION FOR VOLUME CONTROL TANK (VCT) SUCTION VALVES 
The licensee identified a non-cited violation of 10 CFR 50 Appendix R, III. G.2, Fire Protection Safe Shutdown Capability, for failure to 
protect cables to the VCT suction valves to prevent maloperation of components necessary to achieve and maintain hot shutdown conditions. 
Inspection Report# : 2002003(pdf)  

Barrier Integrity 

Significance:  Mar 30, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ENSURE AUX BLDG SECONDARY CONTAINMENT EXCLUSION/FIRE DOOR A55 WAS SHUT & LATCHED 
The inspectors identified a non-cited violation of License Condition 2.C.16, Fire Protection Program, for failure to maintain a door shut, which 
was required to be closed and latched to maintain the integrity of the auxiliary building secondary containment exclusion boundary and to 
prevent the spread of a fire. The finding had very low safety significance because fire detection and suppression were operable on both sides of 
the door and there were no plant activities in the affected area to substantially increase the severity of a postulated fire. 
Inspection Report# : 2001005(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Mar 01, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO MAINTAIN COMPLETE AND ACCURATE PERSONNEL DOSE RECORDS 
The licensee identified a non-cited violation of 10 CFR 20.401, 10 CFR 20.2106 and 10 CFR 50.9 for failure to maintain accurate records of 
doses received by all individuals for whom monitoring was required. This finding was not processed under the Reactor Oversight Process and 
was characterized as a severity level IV violation consistant with Supplement VII of the Enforcement Policy because it involved the accuracy 
of required records. 
Inspection Report# : 2002006(pdf)  

Public Radiation Safety 

Physical Protection 
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Significance:  Nov 19, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Personnel Search Prior to Entry into Protected Area 
A non-cited violation was identified for the licensee’s failure to comply with Section 5.3.1 of the Physical Security Plan and Section 3.3 B of 
Security Instruction No.1, in that on September 13, 2002, security officers failed to perform a physical search of an individual who had 
previously alarmed the explosives detector, prior to allowing the individual access to the protected area. The finding was of very low safety 
significance in that, using the Physical Protection Significance Determination Process, it was identified as a vulnerability in access control, 
without a malevolent act, and without two similar findings in four quarters.  
Inspection Report# : 2002007(pdf)  

Significance: SL-IV Dec 28, 2001 
Identified By: NRC 
Item Type: VIO Violation 
FAILURE TO ADHERE TO PHYSICAL SECURITY INSTRUCTION PERSONNEL SEARCH 
The NRC determined that a violation for a deliberate failure to implement the plant Physical Security Plan and Physical Security Instruction 
(PHYSI)-32, occurred on April 19, 2000 when an individual entering the protected area received an alarm from the metal detector. The security 
officer did not ensure that all metal, including his shoes, were removed, but conducted a physical searched of the individual instead of 
requesting that the individual remove metal and shoes and process through the metal detector again. The violation had very low safety 
significance because an adequate physical search had been conducted.  
Inspection Report# : 2001007(pdf)  

Significance: SL-IV Dec 28, 2001 
Identified By: NRC 
Item Type: VIO Violation 
EMPLOYEE PROTECTED ACTIVITY 
The NRC determined that a violation of 10 CFR 50.7, Employee Protection, occurred on April 19, 2000 when the licensee discriminated 
against a contract security officer as a result of engaging in protected activity. Specifically, the individual objection to being instructed not to 
follow Physical Security Instruction PHYSI-32, which was part of his assigned responsibilities. The violation had very low safety significance 
because the uncertainty of the intent of the verbal communications, and the low underlying safeguards significance of the procedural violation 
(i.e., the procedure was subsequently revised to allow security guards the discretion to conduct a physical search instead of requiring an 
individual to remove his or her shoes and process through the metal detector again).  
Inspection Report# : 2001007(pdf)  

Miscellaneous 

Significance:  Jun 29, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO PROVIDE GUIDANCE FOR AN EFFECTIVE CAVITATION PROGRAM 
The licensee identified a non-cited violation of 10 CFR 50, Appendix B, Criterion V, Instructions, Procedures, and Programs, between 1993 
and 1994, for failure to provide documented guidance which defined the elements and standards of an effective cavitation program. 
Inspection Report# : 2002002(pdf)  

Significance: N/A Mar 30, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW ADMINISTRATIVE GUIDANCE FOR PROCEDURE CHANGES 
The inspectors identified a non-cited violation of Technical Specification 6.8.1.a, Procedures and Programs, for failure to follow administrative 
guidance for making an intent change to a procedure. A containment pressure control procedure, which temporarily resets the steam generator 
low-low water reactor trip setpoint during venting, was used to make a change to this setpoint for a purpose unrelated to venting. The finding 
was of very low safety significance because not performing a intent change review before procedure execution did not directly affect any 
initiating events or mitigation equipment. 
Inspection Report# : 2001005(pdf)  

Significance: SL-II Jun 30, 2001 
Identified By: NRC 
Item Type: VIO Violation 
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EMPLOYEE PROTECTED ACTIVITY 
On February 7, 2000, a Severity Level II violation with civil penalty was issued to the licensee. The violation was not site-specific and 
involved employment discrimination contrary to the requirements of 10 CFR 50.7, "Employee Protection," in that the licensee did not select a 
former employee to a competitive position in the corporate chemistry organization in 1996, due, at least in part, to his engagement in protected 
activities. On January 22, 2001, the licensee denied the violation and on May 4, an Order was issued sustaining the violation and imposing the 
civil penalty. On June 1, TVA requested an enforcement hearing on the Order. 
Inspection Report# : 2001002(pdf)  

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

Initiating Events 

Mitigating Systems 

Significance:  Jun 29, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PERFORM AN ADEQUATE DESIGN MODIFICATION REVIEW PRIOR TO MODIFYING 
EMERGENCY DIESEL GENERATORS STARTING AIR SYSTEM 
The inspectors identified a non-cited violation of 10 CFR 50 Appendix B, Criterion III, Design Control, for failure to 
perform an adequate design modification review prior to modifying the starting air systems of the site's four EDGs. The 
inadequate design modification review had a credible effect on safety because it contributed to the installation of 
modified EDG air start system pressure control valves that failed to perform as required. The modification 
simultaneously degraded all four of the site EDGs, reducing their reliability and necessitating corrective actions that 
reduced EDG availability. The finding was of very low safety significance because it did not result in an actual loss of 
safety function. 
Inspection Report# : 2002002(pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 
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Significance:  Nov 19, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Personnel Search Prior to Entry into Protected Area 
A non-cited violation was identified for the licensee’s failure to comply with Section 5.3.1 of the Physical Security 
Plan and Section 3.3 B of Security Instruction No.1, in that on September 13, 2002, security officers failed to perform a 
physical search of an individual who had previously alarmed the explosives detector, prior to allowing the individual 
access to the protected area. The finding was of very low safety significance in that, using the Physical Protection 
Significance Determination Process, it was identified as a vulnerability in access control, without a malevolent act, and 
without two similar findings in four quarters.  
Inspection Report# : 2002007(pdf)  

Significance: SL-IV Dec 28, 2001 
Identified By: NRC 
Item Type: VIO Violation 
DISCRIMINATION AGAINST A CONTRACT SECURITY OFFICER 
The NRC determined that a violation of 10 CFR 50.7, Employee Protection, occurred on April 19, 2000 when the 
licensee discriminated against a contract security officer as a result of engaging in protected activity. Specifically, the 
individual objection to being instructed not to follow Physical Security Instruction PHYSI-32, which was part of his 
assigned responsibilities. The violation had very low safety significance because the uncertainty of the intent of the 
verbal communications, and the low underlying safeguards significance of the procedural violation (i.e., the procedure 
was subsequently revised to allow security guards the discretion to conduct a physical search instead of requiring an 
individual to remove his or her shoes and process through the metal detector again).  
Inspection Report# : 2001007(pdf)  

Miscellaneous 
Significance: SL-II Jun 30, 2001 
Identified By: NRC 
Item Type: VIO Violation 
EMPLOYEE PROTECTED ACTIVITY 
On February 7, 2000, a Severity Level II violation with civil penalty was issued to the licensee. The violation was not 
site-specific and involved employment discrimination contrary to the requirements of 10 CFR 50.7, "Employee 
Protection," in that the licensee did not select a former employee to a competitive position in the corporate chemistry 
organization in 1996, due, at least in part, to his engagement in protected activities. On January 22, 2001, the licensee 
denied the violation and on May 4, an Order was issued sustaining the violation and imposing the civil penalty. On 
June 1, TVA requested an enforcement hearing on the Order. 
Inspection Report# : 2001002(pdf)  

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

Initiating Events 

Mitigating Systems 

Barrier Integrity 

Significance:  Apr 05, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Instructions for Controlling Shield Building Breaches 
Green. Inadequate technical guidance was identified because the associated procedure did not contain the necessary 
steps to ensure that multiple breaches of the shield building would be adequately controlled. This inspector-identified 
finding was determined to be a non-cited violation of (NCV) Technical Specification 6.8.1.a. It was more than minor, 
because if left uncorrected it could result in the actual shield building breached area exceeding the margin of operability 
for the emergency gas treatment system. The finding also affected the configuration control attribute of the containment 
barrier. The finding is of very low safety significance because the actual margin was not exceeded. It was also 
considered to constitute a deficiency in the cross-cutting element of Problem Identification and Resolution.  
Inspection Report# : 2003003(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 
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Significance:  Nov 19, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Personnel Search Prior to Entry into Protected Area 
A non-cited violation was identified for the licensee’s failure to comply with Section 5.3.1 of the Physical Security 
Plan and Section 3.3 B of Security Instruction No.1, in that on September 13, 2002, security officers failed to perform a 
physical search of an individual who had previously alarmed the explosives detector, prior to allowing the individual 
access to the protected area. The finding was of very low safety significance in that, using the Physical Protection 
Significance Determination Process, it was identified as a vulnerability in access control, without a malevolent act, and 
without two similar findings in four quarters.  
Inspection Report# : 2002007(pdf)  

Significance: SL-IV Dec 28, 2001 
Identified By: NRC 
Item Type: VIO Violation 
DISCRIMINATION AGAINST A CONTRACT SECURITY OFFICER 
The NRC determined that a violation of 10 CFR 50.7, Employee Protection, occurred on April 19, 2000 when the 
licensee discriminated against a contract security officer as a result of engaging in protected activity. Specifically, the 
individual objection to being instructed not to follow Physical Security Instruction PHYSI-32, which was part of his 
assigned responsibilities. The violation had very low safety significance because the uncertainty of the intent of the 
verbal communications, and the low underlying safeguards significance of the procedural violation (i.e., the procedure 
was subsequently revised to allow security guards the discretion to conduct a physical search instead of requiring an 
individual to remove his or her shoes and process through the metal detector again).  
Inspection Report# : 2001007(pdf)  

Miscellaneous 
Significance: SL-II Jun 30, 2001 
Identified By: NRC 
Item Type: VIO Violation 
EMPLOYEE PROTECTED ACTIVITY 
On February 7, 2000, a Severity Level II violation with civil penalty was issued to the licensee. The violation was not 
site-specific and involved employment discrimination contrary to the requirements of 10 CFR 50.7, "Employee 
Protection," in that the licensee did not select a former employee to a competitive position in the corporate chemistry 
organization in 1996, due, at least in part, to his engagement in protected activities. On January 22, 2001, the licensee 
denied the violation and on May 4, an Order was issued sustaining the violation and imposing the civil penalty. On 
June 1, TVA requested an enforcement hearing on the Order. 
Inspection Report# : 2001002(pdf)  

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

Initiating Events 

Mitigating Systems 

Barrier Integrity 

Significance:  Apr 05, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Instructions for Controlling Shield Building Breaches 
Green. Inadequate technical guidance was identified because the associated procedure did not contain the necessary 
steps to ensure that multiple breaches of the shield building would be adequately controlled.  
 
This inspector-identified finding was determined to be a non-cited violation of (NCV) Technical Specification 6.8.1.a. 
It was more than minor, because if left uncorrected it could result in the actual shield building breached area exceeding 
the margin of operability for the emergency gas treatment system. The finding also affected the configuration control 
attribute of the containment barrier. The finding is of very low safety significance because the actual margin was not 
exceeded. It was also considered to constitute a deficiency in the cross-cutting element of Problem Identification and 
Resolution.  
 
Inspection Report# : 2003003(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 
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Physical Protection 

Significance:  Nov 19, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Personnel Search Prior to Entry into Protected Area 
A non-cited violation was identified for the licensee’s failure to comply with Section 5.3.1 of the Physical Security 
Plan and Section 3.3 B of Security Instruction No.1, in that on September 13, 2002, security officers failed to perform a 
physical search of an individual who had previously alarmed the explosives detector, prior to allowing the individual 
access to the protected area.  
 
The finding was of very low safety significance in that, using the Physical Protection Significance Determination 
Process, it was identified as a vulnerability in access control, without a malevolent act, and without two similar findings 
in four quarters.  
 
Inspection Report# : 2002007(pdf)  

Significance: SL-IV Dec 28, 2001 
Identified By: NRC 
Item Type: VIO Violation 
DISCRIMINATION AGAINST A CONTRACT SECURITY OFFICER 
The NRC determined that a violation of 10 CFR 50.7, Employee Protection, occurred on April 19, 2000 when the 
licensee discriminated against a contract security officer as a result of engaging in protected activity. Specifically, the 
individual objection to being instructed not to follow Physical Security Instruction PHYSI-32, which was part of his 
assigned responsibilities.  
 
The violation had very low safety significance because the uncertainty of the intent of the verbal communications, and 
the low underlying safeguards significance of the procedural violation (i.e., the procedure was subsequently revised to 
allow security guards the discretion to conduct a physical search instead of requiring an individual to remove his or her 
shoes and process through the metal detector again).  
 
Inspection Report# : 2001007(pdf)  

Miscellaneous 
Significance: SL-II Jun 30, 2001 
Identified By: NRC 
Item Type: VIO Violation 
EMPLOYEE PROTECTED ACTIVITY 
On February 7, 2000, a Severity Level II violation with civil penalty was issued to the licensee. The violation was not 
site-specific and involved employment discrimination contrary to the requirements of 10 CFR 50.7, "Employee 
Protection," in that the licensee did not select a former employee to a competitive position in the corporate chemistry 
organization in 1996, due, at least in part, to his engagement in protected activities. On January 22, 2001, the licensee 
denied the violation and on May 4, an Order was issued sustaining the violation and imposing the civil penalty. On 
June 1, TVA requested an enforcement hearing on the Order. 
Inspection Report# : 2001002(pdf)  
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Sequoyah 1 
4Q/2003 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 27, 2003 
Identified By: Self Disclosing 
Item Type: FIN Finding 
Failure to Maintain Configuration Control of Turbine Oil Valves Resulted in Reactor Trip 
The inspectors identified a finding for a self-revealing failure to follow the plant configuration control process on non-
safety related equipment. An instrument isolation valve on the Unit 1 turbine front standard was inappropriately left 
closed following a refueling outage and resulted in a generator load rejection and reactor trip.  
 
This finding is more than minor because it affected the configuration control attribute of the initiating event cornerstone 
and challenged the ability of operators and the reactor protection system to safely shut down the plant. With the 
isolation valve to Pressure Switch 1-PS-47-76 inappropriately closed, a generator load rejection and subsequent reactor 
trip were assured when the turbine thrust bearing trip test was performed. This finding is of very low safety significance 
because no mitigating system was affected. The cause of the finding is related to the cross-cutting element of human 
performance. 
Inspection Report# : 2003006(pdf)  

Significance:  Dec 27, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Comply with Configuration Control Procedures 
The inspectors identified a non-cited violation of Technical Specification (TS) 6.8.1 for failure to comply with plant 
configuration control procedures. Both pressurizer power-operated-relief-valve block valves on both units were 
simultaneously closed without the use of an approved work document, resulting in a missed risk assessment.  
 
This finding is more than minor because it affected the configuration control attribute of the Initiating Events 
cornerstone. Alteration of safety related equipment configuration outside of approved processes would, if left 
uncorrected, result in a more significant safety concern. While not prohibited by TS, this action removed an over-
pressure reactor trip barrier and would challenge the pressurizer safety valves in response to an over-pressure transient. 
This finding is of very low safety significance because closure of the block valves only affected the initiating event 
cornerstone and did not directly contribute to the likelihood of a primary system event initiator. 
Inspection Report# : 2003006(pdf)  

Significance: N/A Sep 04, 2003 
Identified By: NRC 
Item Type: FIN Finding 
Special Inspection Conclusions 
Operations personnel both at the turbine front standard and in the control room took the proper actions for the observed 
plant indications and the nature of the event. The quick response of the control room operators to trip the reactor was 
appropriate and mitigated the event before a reactor protection system (RPS) setpoint was reached. The declaration of 
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an Alert made by the Shift Manager was appropriate based on the nature of the event and the understanding of plant 
conditions at the time of the declaration.  
 
The turbine control system responded as designed and no RPS logic input was required from the turbine auto-stop oil 
system to automatically trip the reactor. RPS logic inputs, which would initiate an automatic reactor trip, were not 
generated from the auto-stop oil pressure switches or from the turbine main stop valves.  
 
The inspectors independently reviewed the information from the licensee's event investigation and concluded that the 
licensee's investigation of this event was thorough and comprehensive and that the identification of the closed auto-stop 
oil pressure switch isolation valve fully explained the cause and the resulting sequence of events. The investigation 
identified two possible causes for the closed isolation valve: An inappropriate verification process following calibration 
of the auto-stop oil pressure switch or inappropriate configuration control while troubleshooting problems with turbine 
latching during the last unit startup.  
 
There were two opportunities for which the licensee did not complete actions that could have prevented the August 28 
event. A single point failure identified in a Problem Event Report (closed pressure switch contacts) was not addressed 
before performing the turbine testing on August 28. Also, a computer point indicating a generator trip would occur 
during the last turbine test in June 2003 (unit was not on-line) was not investigated or addressed prior to the August 28 
testing. 
Inspection Report# : 2003010(pdf)  

Mitigating Systems 

Significance:  Dec 27, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Failure to Maintain Qualification Records for Licensed Operator Reactivation 
The inspectors identified a non-cited violation (NCV) for failure to certify qualifications and status of licensed 
operators were current and valid and that the requirements of 10 CFR 55.53, "Conditions of Licenses" for license 
reactivation were met prior to their resumption of license duties. Only four out of the thirteen selected operator 
reactivation records were available for inspection.  
 
The finding is greater than minor because it is associated with the Mitigating Systems Cornerstone human performance 
attribute that affects the availability, reliability, and capability of operators to respond to initiating events to prevent 
undesirable consequences that could pose a potential risk to operations. The finding was evaluated using the Operator 
Requalification Human Performance SDP and was determined to be a finding of very low safety significance because 
there was no evidence of an inactive operator standing a watch. Since more than 20% of the reactivation records had 
deficiencies in that they were not available and could not be verified to meet reactivation requirements, the issue was 
determined to be a green finding. 
Inspection Report# : 2003006(pdf)  

Significance:  Dec 27, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Manage the Risk from Proposed Maintenance Activities
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The inspectors identified a non-cited violation of 10 CFR, Part 50.65, Paragraph (a)(4), for the failure to properly 
manage risk when removing the Unit 1 B-Train components from service for a component cooling and essential raw 
cooling water header outage. Centrifugal Charging Pump 1B was inadvertently tagged out and made unavailable when 
it was not part of the scheduled maintenance plan. This put Unit 1 in a configuration different from that evaluated in the 
risk assessment and resulted in a situation not allowed by licensee site risk procedures.  
 
This finding is more than minor because it was associated with the equipment performance attribute of the mitigating 
systems cornerstone and affected the availability of the charging pumps. It resulted in an unplanned 8.5 hour 
unavailability of the pump and an unplanned, unrecognized increase in risk. This finding is of very low safety 
significance because it did not represent an actual loss of safety function of a system nor did it represent an actual loss 
of safety function of a single train for greater than its technical specification-allowed outage time. 
Inspection Report# : 2003006(pdf)  

Barrier Integrity 

Significance:  Apr 05, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Instructions for Controlling Shield Building Breaches 
Green. Inadequate technical guidance was identified because the associated procedure did not contain the necessary 
steps to ensure that multiple breaches of the shield building would be adequately controlled.  
 
This inspector-identified finding was determined to be a non-cited violation of (NCV) Technical Specification 6.8.1.a. 
It was more than minor, because if left uncorrected it could result in the actual shield building breached area exceeding 
the margin of operability for the emergency gas treatment system. The finding also affected the configuration control 
attribute of the containment barrier. The finding is of very low safety significance because the actual margin was not 
exceeded. It was also considered to constitute a deficiency in the cross-cutting element of Problem Identification and 
Resolution.  
 
Inspection Report# : 2003003(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 
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Physical Protection 
Significance: SL-IV Dec 28, 2001 
Identified By: NRC 
Item Type: VIO Violation 
DISCRIMINATION AGAINST A CONTRACT SECURITY OFFICER 
The NRC determined that a violation of 10 CFR 50.7, Employee Protection, occurred on April 19, 2000 when the 
licensee discriminated against a contract security officer as a result of engaging in protected activity. Specifically, the 
individual objection to being instructed not to follow Physical Security Instruction PHYSI-32, which was part of his 
assigned responsibilities.  
 
The violation had very low safety significance because the uncertainty of the intent of the verbal communications, and 
the low underlying safeguards significance of the procedural violation (i.e., the procedure was subsequently revised to 
allow security guards the discretion to conduct a physical search instead of requiring an individual to remove his or her 
shoes and process through the metal detector again).  
 
Inspection Report# : 2001007(pdf)  

Miscellaneous 
Significance: N/A Sep 26, 2003 
Identified By: NRC 
Item Type: FIN Finding 
PI&R Inspection Results 
Overall, the licensee was effective at identifying problems, entering them into the corrective action program (CAP) for 
resolution, and implementing corrective actions to prevent recurrence. However, there were several examples where the 
documentation of problem evaluation reports (PERs) was not clear, concise, or comprehensive. The team had to seek 
out knowledgeable plant personnel to understand the issue in order to assess if the corrective actions were adequate. 
The inspection team did identify a significant improvement in the quality of PER development and documentation 
during recent months, indicating increased management and supervisory attention to overall PER quality.  
 
Senior management involvement in the problem identification and resolution (PI&R) program was evident in the daily 
management review committee meeting review of all PERs. The licensee's threshold for identifying problems was low 
and the number of PERs met the licensee's goal for problem identification. However, due to the large number, backlog 
presented a challenge and did not meet the licensee's goals. The team did not identify any significant problems due to 
the backlog. The team also did not identify any adverse conditions which were not in the CAP for resolution.  
 
Licensee assessments critically assessed PI&R activity and identified improvement needs. Prioritization and evaluation 
of problems were generally effective and consistent with risk and safety significance; however, there were some 
examples where evaluations were not thorough and detailed. Corrective actions were generally adequate; although 
some minor examples were identified where the corrective actions were not complete, or not comprehensive.  
 
Long term equipment problems continue to challenge plant staff and unit operation, especially for safety related chillers 
and plant electrical breakers. Some corrective actions for chiller problems and component performance were not 
timely. The overall system health of safety related chillers, since the last PI&R inspection in December 2001, has 
declined. However, slight improvement was noted for specific components. The trending element of the CAP was not 
always effective in identifying potential adverse trends. The corrective actions for balance-of-plant equipment issues 
were not as detailed, rigorous, or effective in correcting problems as with safety related equipment. 
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Based on interviews conducted during the inspection, workers at the site feel free to raise issues with their management 
and to input them into the problem identification and resolution program. 
Inspection Report# : 2003009(pdf)  

Significance: SL-II Jun 30, 2001 
Identified By: NRC 
Item Type: VIO Violation 
EMPLOYEE PROTECTED ACTIVITY 
On February 7, 2000, a Severity Level II violation with civil penalty was issued to the licensee. The violation was not 
site-specific and involved employment discrimination contrary to the requirements of 10 CFR 50.7, "Employee 
Protection," in that the licensee did not select a former employee to a competitive position in the corporate chemistry 
organization in 1996, due, at least in part, to his engagement in protected activities. On January 22, 2001, the licensee 
denied the violation and on May 4, an Order was issued sustaining the violation and imposing the civil penalty. On 
June 1, TVA requested an enforcement hearing on the Order. 
Inspection Report# : 2001002(pdf)  

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

Initiating Events 

Significance:  Dec 27, 2003 
Identified By: Self Disclosing 
Item Type: FIN Finding 
Failure to Maintain Configuration Control of Turbine Oil Valves Resulted in Reactor Trip 
The inspectors identified a finding for a self-revealing failure to follow the plant configuration control process on non-safety related equipment. 
An instrument isolation valve on the Unit 1 turbine front standard was inappropriately left closed following a refueling outage and resulted in a 
generator load rejection and reactor trip.  
 
This finding is more than minor because it affected the configuration control attribute of the initiating event cornerstone and challenged the 
ability of operators and the reactor protection system to safely shut down the plant. With the isolation valve to Pressure Switch 1-PS-47-76 
inappropriately closed, a generator load rejection and subsequent reactor trip were assured when the turbine thrust bearing trip test was 
performed. This finding is of very low safety significance because no mitigating system was affected. The cause of the finding is related to the 
cross-cutting element of human performance. 
Inspection Report# : 2003006(pdf)  

Significance:  Dec 27, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Comply with Configuration Control Procedures 
The inspectors identified a non-cited violation of Technical Specification (TS) 6.8.1 for failure to comply with plant configuration control 
procedures. Both pressurizer power-operated-relief-valve block valves on both units were simultaneously closed without the use of an 
approved work document, resulting in a missed risk assessment.  
 
This finding is more than minor because it affected the configuration control attribute of the Initiating Events cornerstone. Alteration of safety 
related equipment configuration outside of approved processes would, if left uncorrected, result in a more significant safety concern. While not 
prohibited by TS, this action removed an over-pressure reactor trip barrier and would challenge the pressurizer safety valves in response to an 
over-pressure transient. This finding is of very low safety significance because closure of the block valves only affected the initiating event 
cornerstone and did not directly contribute to the likelihood of a primary system event initiator. 
Inspection Report# : 2003006(pdf)  

Significance: N/A Sep 04, 2003 
Identified By: NRC 
Item Type: FIN Finding 
Special Inspection Conclusions 
Operations personnel both at the turbine front standard and in the control room took the proper actions for the observed plant indications and 
the nature of the event. The quick response of the control room operators to trip the reactor was appropriate and mitigated the event before a 
reactor protection system (RPS) setpoint was reached. The declaration of an Alert made by the Shift Manager was appropriate based on the 
nature of the event and the understanding of plant conditions at the time of the declaration.  
 
The turbine control system responded as designed and no RPS logic input was required from the turbine auto-stop oil system to automatically 
trip the reactor. RPS logic inputs, which would initiate an automatic reactor trip, were not generated from the auto-stop oil pressure switches or 
from the turbine main stop valves.  
 
The inspectors independently reviewed the information from the licensee's event investigation and concluded that the licensee's investigation of 
this event was thorough and comprehensive and that the identification of the closed auto-stop oil pressure switch isolation valve fully explained 
the cause and the resulting sequence of events. The investigation identified two possible causes for the closed isolation valve: An inappropriate 
verification process following calibration of the auto-stop oil pressure switch or inappropriate configuration control while troubleshooting 
problems with turbine latching during the last unit startup.  
 
There were two opportunities for which the licensee did not complete actions that could have prevented the August 28 event. A single point 
failure identified in a Problem Event Report (closed pressure switch contacts) was not addressed before performing the turbine testing on 
August 28. Also, a computer point indicating a generator trip would occur during the last turbine test in June 2003 (unit was not on-line) was 
not investigated or addressed prior to the August 28 testing. 
Inspection Report# : 2003010(pdf)  
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Mitigating Systems 

Significance:  Mar 27, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inappropriate Change to the Approved Fire Protection Program 
A non-cited Severity Level IV violation of 10 CFR 50.48(a) and the Unit 1 and 2 Operating License Conditions was identified for the licensee 
making an inappropriate change to the approved fire protection program. This change removed the requirement to implement fire watches for 
impaired fire protection systems and features.  
 
This finding is more than minor because the lack of a posted fire watch could adversely affect the ability to achieve and maintain safe shutdown 
in the event of a severe fire in the affected area. This was based on recognition that the ability of the fire watch was not limited to fire 
identification, but also included mitigating actions taken in the event of fires, such as the ability to close doors limiting fire exposure to adjacent 
areas and providing more timely fire detection capability in certain cases. This finding is of very low safety significance because, based on an 
assessment of the impacts of the identified fire protection features removed from service, the licensee's overall safe shutdown capabilities and 
related fire protection features remained adequate to achieve and maintain safe shutdown conditions. Therefore, this finding is characterized as 
Green. (Section 4OA5). 
Inspection Report# : 2004002(pdf)  

Significance:  Dec 27, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Failure to Maintain Qualification Records for Licensed Operator Reactivation 
The inspectors identified a non-cited violation (NCV) for failure to certify qualifications and status of licensed operators were current and valid 
and that the requirements of 10 CFR 55.53, "Conditions of Licenses" for license reactivation were met prior to their resumption of license 
duties. Only four out of the thirteen selected operator reactivation records were available for inspection.  
 
The finding is greater than minor because it is associated with the Mitigating Systems Cornerstone human performance attribute that affects the 
availability, reliability, and capability of operators to respond to initiating events to prevent undesirable consequences that could pose a 
potential risk to operations. The finding was evaluated using the Operator Requalification Human Performance SDP and was determined to be 
a finding of very low safety significance because there was no evidence of an inactive operator standing a watch. Since more than 20% of the 
reactivation records had deficiencies in that they were not available and could not be verified to meet reactivation requirements, the issue was 
determined to be a green finding. 
Inspection Report# : 2003006(pdf)  

Significance:  Dec 27, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Manage the Risk from Proposed Maintenance Activities 
The inspectors identified a non-cited violation of 10 CFR, Part 50.65, Paragraph (a)(4), for the failure to properly manage risk when removing 
the Unit 1 B-Train components from service for a component cooling and essential raw cooling water header outage. Centrifugal Charging 
Pump 1B was inadvertently tagged out and made unavailable when it was not part of the scheduled maintenance plan. This put Unit 1 in a 
configuration different from that evaluated in the risk assessment and resulted in a situation not allowed by licensee site risk procedures.  
 
This finding is more than minor because it was associated with the equipment performance attribute of the mitigating systems cornerstone and 
affected the availability of the charging pumps. It resulted in an unplanned 8.5 hour unavailability of the pump and an unplanned, unrecognized 
increase in risk. This finding is of very low safety significance because it did not represent an actual loss of safety function of a system nor did 
it represent an actual loss of safety function of a single train for greater than its technical specification-allowed outage time. 
Inspection Report# : 2003006(pdf)  

Barrier Integrity 

Significance:  Apr 05, 2003 
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Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Instructions for Controlling Shield Building Breaches 
Green. Inadequate technical guidance was identified because the associated procedure did not contain the necessary steps to ensure that 
multiple breaches of the shield building would be adequately controlled.  
 
This inspector-identified finding was determined to be a non-cited violation of (NCV) Technical Specification 6.8.1.a. It was more than minor, 
because if left uncorrected it could result in the actual shield building breached area exceeding the margin of operability for the emergency gas 
treatment system. The finding also affected the configuration control attribute of the containment barrier. The finding is of very low safety 
significance because the actual margin was not exceeded. It was also considered to constitute a deficiency in the cross-cutting element of 
Problem Identification and Resolution.  
 
Inspection Report# : 2003003(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Miscellaneous 
Significance: N/A Sep 26, 2003 
Identified By: NRC 
Item Type: FIN Finding 
PI&R Inspection Results 
Overall, the licensee was effective at identifying problems, entering them into the corrective action program (CAP) for resolution, and 
implementing corrective actions to prevent recurrence. However, there were several examples where the documentation of problem evaluation 
reports (PERs) was not clear, concise, or comprehensive. The team had to seek out knowledgeable plant personnel to understand the issue in 
order to assess if the corrective actions were adequate. The inspection team did identify a significant improvement in the quality of PER 
development and documentation during recent months, indicating increased management and supervisory attention to overall PER quality.  
 
Senior management involvement in the problem identification and resolution (PI&R) program was evident in the daily management review 
committee meeting review of all PERs. The licensee's threshold for identifying problems was low and the number of PERs met the licensee's 
goal for problem identification. However, due to the large number, backlog presented a challenge and did not meet the licensee's goals. The 
team did not identify any significant problems due to the backlog. The team also did not identify any adverse conditions which were not in the 
CAP for resolution.  
 
Licensee assessments critically assessed PI&R activity and identified improvement needs. Prioritization and evaluation of problems were 
generally effective and consistent with risk and safety significance; however, there were some examples where evaluations were not thorough 
and detailed. Corrective actions were generally adequate; although some minor examples were identified where the corrective actions were not 
complete, or not comprehensive.  
 
Long term equipment problems continue to challenge plant staff and unit operation, especially for safety related chillers and plant electrical 
breakers. Some corrective actions for chiller problems and component performance were not timely. The overall system health of safety related 
chillers, since the last PI&R inspection in December 2001, has declined. However, slight improvement was noted for specific components. The 
trending element of the CAP was not always effective in identifying potential adverse trends. The corrective actions for balance-of-plant 
equipment issues were not as detailed, rigorous, or effective in correcting problems as with safety related equipment.  
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Based on interviews conducted during the inspection, workers at the site feel free to raise issues with their management and to input them into 
the problem identification and resolution program. 
Inspection Report# : 2003009(pdf)  

Significance: SL-II Jun 30, 2001 
Identified By: NRC 
Item Type: VIO Violation 
EMPLOYEE PROTECTED ACTIVITY 
On February 7, 2000, a Severity Level II violation with civil penalty was issued to the licensee. The violation was not site-specific and 
involved employment discrimination contrary to the requirements of 10 CFR 50.7, "Employee Protection," in that the licensee did not select a 
former employee to a competitive position in the corporate chemistry organization in 1996, due, at least in part, to his engagement in protected 
activities. On January 22, 2001, the licensee denied the violation and on May 4, an Order was issued sustaining the violation and imposing the 
civil penalty. On June 1, TVA requested an enforcement hearing on the Order. 
Inspection Report# : 2001002(pdf)  

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

Initiating Events 

Significance:  Jun 26, 2004 
Identified By: Self Disclosing 
Item Type: FIN Finding 
Electrical Ground on Improperly Abandoned Cable Resulted in Reactor Trip 
A self-revealing finding was identified for an improperly abandoned cable in the non-safety related 250-VDC Battery Board 2 system that resulted in a 
reactor trip of Unit 1. A Design Change Notice (DCN) in 1999 required the cable to be disconnected and insulated on both ends; however, the work was 
done only on one end. The cable subsequently grounded and, in conjunction with a second ground, actuated a protective relay on the main bank 
transformer and tripped the unit.  
 
This finding is more than minor because it affected the design control attribute of the initiating event cornerstone and resulted in an upset in plant 
stability. This finding is of very low safety significance because no mitigating system was affected 
Inspection Report# : 2004003(pdf)  

Significance:  Dec 27, 2003 
Identified By: Self Disclosing 
Item Type: FIN Finding 
Failure to Maintain Configuration Control of Turbine Oil Valves Resulted in Reactor Trip 
The inspectors identified a finding for a self-revealing failure to follow the plant configuration control process on non-safety related equipment. An 
instrument isolation valve on the Unit 1 turbine front standard was inappropriately left closed following a refueling outage and resulted in a generator 
load rejection and reactor trip.  
 
This finding is more than minor because it affected the configuration control attribute of the initiating event cornerstone and challenged the ability of 
operators and the reactor protection system to safely shut down the plant. With the isolation valve to Pressure Switch 1-PS-47-76 inappropriately closed, 
a generator load rejection and subsequent reactor trip were assured when the turbine thrust bearing trip test was performed. This finding is of very low 
safety significance because no mitigating system was affected. The cause of the finding is related to the cross-cutting element of human performance. 
Inspection Report# : 2003006(pdf)  

Significance:  Dec 27, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Comply with Configuration Control Procedures 
The inspectors identified a non-cited violation of Technical Specification (TS) 6.8.1 for failure to comply with plant configuration control procedures. 
Both pressurizer power-operated-relief-valve block valves on both units were simultaneously closed without the use of an approved work document, 
resulting in a missed risk assessment.  
 
This finding is more than minor because it affected the configuration control attribute of the Initiating Events cornerstone. Alteration of safety related 
equipment configuration outside of approved processes would, if left uncorrected, result in a more significant safety concern. While not prohibited by 
TS, this action removed an over-pressure reactor trip barrier and would challenge the pressurizer safety valves in response to an over-pressure transient. 
This finding is of very low safety significance because closure of the block valves only affected the initiating event cornerstone and did not directly 
contribute to the likelihood of a primary system event initiator. 
Inspection Report# : 2003006(pdf)  

Significance: N/A Sep 04, 2003 
Identified By: NRC 
Item Type: FIN Finding 
Special Inspection Conclusions 
Operations personnel both at the turbine front standard and in the control room took the proper actions for the observed plant indications and the nature 
of the event. The quick response of the control room operators to trip the reactor was appropriate and mitigated the event before a reactor protection 
system (RPS) setpoint was reached. The declaration of an Alert made by the Shift Manager was appropriate based on the nature of the event and the 
understanding of plant conditions at the time of the declaration.  
 
The turbine control system responded as designed and no RPS logic input was required from the turbine auto-stop oil system to automatically trip the 
reactor. RPS logic inputs, which would initiate an automatic reactor trip, were not generated from the auto-stop oil pressure switches or from the turbine 
main stop valves.  
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The inspectors independently reviewed the information from the licensee's event investigation and concluded that the licensee's investigation of this 
event was thorough and comprehensive and that the identification of the closed auto-stop oil pressure switch isolation valve fully explained the cause 
and the resulting sequence of events. The investigation identified two possible causes for the closed isolation valve: An inappropriate verification 
process following calibration of the auto-stop oil pressure switch or inappropriate configuration control while troubleshooting problems with turbine 
latching during the last unit startup.  
 
There were two opportunities for which the licensee did not complete actions that could have prevented the August 28 event. A single point failure 
identified in a Problem Event Report (closed pressure switch contacts) was not addressed before performing the turbine testing on August 28. Also, a 
computer point indicating a generator trip would occur during the last turbine test in June 2003 (unit was not on-line) was not investigated or addressed 
prior to the August 28 testing. 
Inspection Report# : 2003010(pdf)  

Mitigating Systems 

Significance:  Jun 26, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Comply with Configuration Control Procedures  
The inspectors identified a non-cited violation of Technical Specification (TS) 6.8.1 for a self-revealing failure to comply with status control procedures. 
While attempting to get information to set a limit switch on Electric Board Room Chiller A, maintenance personnel removed the slide valve position 
indicator cover on Electric Board Room Chiller B. When replacing it, the cover contacted the control power circuits and caused a short circuit that 
tripped the B Chiller. In removing the cover, maintenance personnel had not obtained prior approval from operations, nor did they have work documents 
that authorized the actions.  
 
This finding is more than minor because it affected the availability of both electric board room chillers, a mitigating system. Alteration of safety-related 
equipment configuration outside of approved processes would, if left uncorrected, result in a more significant safety concern. A protected train that is 
lost due to configuration control errors has an increased chance that it will not restart.  
 
This finding is of very low safety significance because there was no loss of safety function, no loss of TS equipment for more than the allowed outage 
time, no loss of maintenance rule (MR) risk-significant system for more than 24 hours, and no increase in risk from external events. The cause of this 
finding is related to the cross-cutting area of human performance.  
 
 
Inspection Report# : 2004003(pdf)  

Significance:  Mar 27, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inappropriate Change to the Approved Fire Protection Program 
A non-cited Severity Level IV violation of 10 CFR 50.48(a) and the Unit 1 and 2 Operating License Conditions was identified for the licensee making 
an inappropriate change to the approved fire protection program. This change removed the requirement to implement fire watches for impaired fire 
protection systems and features.  
 
This finding is more than minor because the lack of a posted fire watch could adversely affect the ability to achieve and maintain safe shutdown in the 
event of a severe fire in the affected area. This was based on recognition that the ability of the fire watch was not limited to fire identification, but also 
included mitigating actions taken in the event of fires, such as the ability to close doors limiting fire exposure to adjacent areas and providing more 
timely fire detection capability in certain cases. This finding is of very low safety significance because, based on an assessment of the impacts of the 
identified fire protection features removed from service, the licensee's overall safe shutdown capabilities and related fire protection features remained 
adequate to achieve and maintain safe shutdown conditions. Therefore, this finding is characterized as Green. (Section 4OA5). 
Inspection Report# : 2004002(pdf)  

Significance:  Dec 27, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Failure to Maintain Qualification Records for Licensed Operator Reactivation 
The inspectors identified a non-cited violation (NCV) for failure to certify qualifications and status of licensed operators were current and valid and that 
the requirements of 10 CFR 55.53, "Conditions of Licenses" for license reactivation were met prior to their resumption of license duties. Only four out 
of the thirteen selected operator reactivation records were available for inspection.  
 
The finding is greater than minor because it is associated with the Mitigating Systems Cornerstone human performance attribute that affects the 
availability, reliability, and capability of operators to respond to initiating events to prevent undesirable consequences that could pose a potential risk to 
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operations. The finding was evaluated using the Operator Requalification Human Performance SDP and was determined to be a finding of very low 
safety significance because there was no evidence of an inactive operator standing a watch. Since more than 20% of the reactivation records had 
deficiencies in that they were not available and could not be verified to meet reactivation requirements, the issue was determined to be a green finding. 
Inspection Report# : 2003006(pdf)  

Significance:  Dec 27, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Manage the Risk from Proposed Maintenance Activities 
The inspectors identified a non-cited violation of 10 CFR, Part 50.65, Paragraph (a)(4), for the failure to properly manage risk when removing the Unit 1 
B-Train components from service for a component cooling and essential raw cooling water header outage. Centrifugal Charging Pump 1B was 
inadvertently tagged out and made unavailable when it was not part of the scheduled maintenance plan. This put Unit 1 in a configuration different from 
that evaluated in the risk assessment and resulted in a situation not allowed by licensee site risk procedures.  
 
This finding is more than minor because it was associated with the equipment performance attribute of the mitigating systems cornerstone and affected 
the availability of the charging pumps. It resulted in an unplanned 8.5 hour unavailability of the pump and an unplanned, unrecognized increase in risk. 
This finding is of very low safety significance because it did not represent an actual loss of safety function of a system nor did it represent an actual loss 
of safety function of a single train for greater than its technical specification-allowed outage time. 
Inspection Report# : 2003006(pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 
Physical Protection information not publicly available. 

Miscellaneous 
Significance: N/A Sep 26, 2003 
Identified By: NRC 
Item Type: FIN Finding 
PI&R Inspection Results 
Overall, the licensee was effective at identifying problems, entering them into the corrective action program (CAP) for resolution, and implementing 
corrective actions to prevent recurrence. However, there were several examples where the documentation of problem evaluation reports (PERs) was not 
clear, concise, or comprehensive. The team had to seek out knowledgeable plant personnel to understand the issue in order to assess if the corrective 
actions were adequate. The inspection team did identify a significant improvement in the quality of PER development and documentation during recent 
months, indicating increased management and supervisory attention to overall PER quality.  
 
Senior management involvement in the problem identification and resolution (PI&R) program was evident in the daily management review committee 
meeting review of all PERs. The licensee's threshold for identifying problems was low and the number of PERs met the licensee's goal for problem 
identification. However, due to the large number, backlog presented a challenge and did not meet the licensee's goals. The team did not identify any 
significant problems due to the backlog. The team also did not identify any adverse conditions which were not in the CAP for resolution. 
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Licensee assessments critically assessed PI&R activity and identified improvement needs. Prioritization and evaluation of problems were generally 
effective and consistent with risk and safety significance; however, there were some examples where evaluations were not thorough and detailed. 
Corrective actions were generally adequate; although some minor examples were identified where the corrective actions were not complete, or not 
comprehensive.  
 
Long term equipment problems continue to challenge plant staff and unit operation, especially for safety related chillers and plant electrical breakers. 
Some corrective actions for chiller problems and component performance were not timely. The overall system health of safety related chillers, since the 
last PI&R inspection in December 2001, has declined. However, slight improvement was noted for specific components. The trending element of the 
CAP was not always effective in identifying potential adverse trends. The corrective actions for balance-of-plant equipment issues were not as detailed, 
rigorous, or effective in correcting problems as with safety related equipment.  
 
Based on interviews conducted during the inspection, workers at the site feel free to raise issues with their management and to input them into the 
problem identification and resolution program. 
Inspection Report# : 2003009(pdf)  

Significance: SL-II Jun 30, 2001 
Identified By: NRC 
Item Type: VIO Violation 
EMPLOYEE PROTECTED ACTIVITY 
On February 7, 2000, a Severity Level II violation with civil penalty was issued to the licensee. The violation was not site-specific and involved 
employment discrimination contrary to the requirements of 10 CFR 50.7, "Employee Protection," in that the licensee did not select a former employee to 
a competitive position in the corporate chemistry organization in 1996, due, at least in part, to his engagement in protected activities. On January 22, 
2001, the licensee denied the violation and on May 4, an Order was issued sustaining the violation and imposing the civil penalty. On June 1, TVA 
requested an enforcement hearing on the Order. 
Inspection Report# : 2001002(pdf)  

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

Initiating Events 

Significance:  Jun 26, 2004 
Identified By: Self Disclosing 
Item Type: FIN Finding 
Electrical Ground on Improperly Abandoned Cable Resulted in Reactor Trip 
A self-revealing finding was identified for an improperly abandoned cable in the non-safety related 250-VDC Battery Board 2 system that 
resulted in a reactor trip of Unit 1. A Design Change Notice (DCN) in 1999 required the cable to be disconnected and insulated on both ends; 
however, the work was done only on one end. The cable subsequently grounded and, in conjunction with a second ground, actuated a 
protective relay on the main bank transformer and tripped the unit.  
 
This finding is more than minor because it affected the design control attribute of the initiating event cornerstone and resulted in an upset in 
plant stability. This finding is of very low safety significance because no mitigating system was affected 
Inspection Report# : 2004003(pdf)  

Significance:  Dec 27, 2003 
Identified By: Self Disclosing 
Item Type: FIN Finding 
Failure to Maintain Configuration Control of Turbine Oil Valves Resulted in Reactor Trip 
The inspectors identified a finding for a self-revealing failure to follow the plant configuration control process on non-safety related equipment. 
An instrument isolation valve on the Unit 1 turbine front standard was inappropriately left closed following a refueling outage and resulted in a 
generator load rejection and reactor trip.  
 
This finding is more than minor because it affected the configuration control attribute of the initiating event cornerstone and challenged the 
ability of operators and the reactor protection system to safely shut down the plant. With the isolation valve to Pressure Switch 1-PS-47-76 
inappropriately closed, a generator load rejection and subsequent reactor trip were assured when the turbine thrust bearing trip test was 
performed. This finding is of very low safety significance because no mitigating system was affected. The cause of the finding is related to the 
cross-cutting element of human performance. 
Inspection Report# : 2003006(pdf)  

Significance:  Dec 27, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Comply with Configuration Control Procedures 
The inspectors identified a non-cited violation of Technical Specification (TS) 6.8.1 for failure to comply with plant configuration control 
procedures. Both pressurizer power-operated-relief-valve block valves on both units were simultaneously closed without the use of an 
approved work document, resulting in a missed risk assessment.  
 
This finding is more than minor because it affected the configuration control attribute of the Initiating Events cornerstone. Alteration of safety 
related equipment configuration outside of approved processes would, if left uncorrected, result in a more significant safety concern. While not 
prohibited by TS, this action removed an over-pressure reactor trip barrier and would challenge the pressurizer safety valves in response to an 
over-pressure transient. This finding is of very low safety significance because closure of the block valves only affected the initiating event 
cornerstone and did not directly contribute to the likelihood of a primary system event initiator. 
Inspection Report# : 2003006(pdf)  

Mitigating Systems 

Significance:  Sep 25, 2004 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Operator Inattentiveness Resulted in an 800-Gallon Loss of RCS Inventory over a Two-Hour Period 
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The inspectors identified a non-cited violation of Technical Specification 6.8.1 for a self-revealing failure to comply with procedures for 
monitoring the plant. Operators failed to adequately monitor appropriate parameters and respond to reactor coolant system leakage greater than 
technical specification limits for a two-hour period which included another activity affecting reactor coolant system inventory. This resulted in 
a loss of 800 gallons of reactor coolant system inventory over the two-hour period.  
 
This finding is more than minor because it was a post-event human error. This finding is of very low safety significance because once 
identified, the leak was readily isolated and no loss of safety function occurred. The cause of the finding is related to the cross-cutting element 
of human performance. 
Inspection Report# : 2004004(pdf)  

Significance:  Jun 26, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Comply with Configuration Control Procedures  
The inspectors identified a non-cited violation of Technical Specification (TS) 6.8.1 for a self-revealing failure to comply with status control 
procedures. While attempting to get information to set a limit switch on Electric Board Room Chiller A, maintenance personnel removed the 
slide valve position indicator cover on Electric Board Room Chiller B. When replacing it, the cover contacted the control power circuits and 
caused a short circuit that tripped the B Chiller. In removing the cover, maintenance personnel had not obtained prior approval from operations, 
nor did they have work documents that authorized the actions.  
 
This finding is more than minor because it affected the availability of both electric board room chillers, a mitigating system. Alteration of 
safety-related equipment configuration outside of approved processes would, if left uncorrected, result in a more significant safety concern. A 
protected train that is lost due to configuration control errors has an increased chance that it will not restart.  
 
This finding is of very low safety significance because there was no loss of safety function, no loss of TS equipment for more than the allowed 
outage time, no loss of maintenance rule (MR) risk-significant system for more than 24 hours, and no increase in risk from external events. The 
cause of this finding is related to the cross-cutting area of human performance.  
 
 
Inspection Report# : 2004003(pdf)  

Significance:  Mar 27, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inappropriate Change to the Approved Fire Protection Program 
A non-cited Severity Level IV violation of 10 CFR 50.48(a) and the Unit 1 and 2 Operating License Conditions was identified for the licensee 
making an inappropriate change to the approved fire protection program. This change removed the requirement to implement fire watches for 
impaired fire protection systems and features.  
 
This finding is more than minor because the lack of a posted fire watch could adversely affect the ability to achieve and maintain safe shutdown 
in the event of a severe fire in the affected area. This was based on recognition that the ability of the fire watch was not limited to fire 
identification, but also included mitigating actions taken in the event of fires, such as the ability to close doors limiting fire exposure to adjacent 
areas and providing more timely fire detection capability in certain cases. This finding is of very low safety significance because, based on an 
assessment of the impacts of the identified fire protection features removed from service, the licensee's overall safe shutdown capabilities and 
related fire protection features remained adequate to achieve and maintain safe shutdown conditions. Therefore, this finding is characterized as 
Green. (Section 4OA5). 
Inspection Report# : 2004002(pdf)  

Significance:  Dec 27, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Failure to Maintain Qualification Records for Licensed Operator Reactivation 
The inspectors identified a non-cited violation (NCV) for failure to certify qualifications and status of licensed operators were current and valid 
and that the requirements of 10 CFR 55.53, "Conditions of Licenses" for license reactivation were met prior to their resumption of license 
duties. Only four out of the thirteen selected operator reactivation records were available for inspection.  
 
The finding is greater than minor because it is associated with the Mitigating Systems Cornerstone human performance attribute that affects the 
availability, reliability, and capability of operators to respond to initiating events to prevent undesirable consequences that could pose a 
potential risk to operations. The finding was evaluated using the Operator Requalification Human Performance SDP and was determined to be 
a finding of very low safety significance because there was no evidence of an inactive operator standing a watch. Since more than 20% of the 
reactivation records had deficiencies in that they were not available and could not be verified to meet reactivation requirements, the issue was 
determined to be a green finding. 
Inspection Report# : 2003006(pdf)  
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Significance:  Dec 27, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Manage the Risk from Proposed Maintenance Activities 
The inspectors identified a non-cited violation of 10 CFR, Part 50.65, Paragraph (a)(4), for the failure to properly manage risk when removing 
the Unit 1 B-Train components from service for a component cooling and essential raw cooling water header outage. Centrifugal Charging 
Pump 1B was inadvertently tagged out and made unavailable when it was not part of the scheduled maintenance plan. This put Unit 1 in a 
configuration different from that evaluated in the risk assessment and resulted in a situation not allowed by licensee site risk procedures.  
 
This finding is more than minor because it was associated with the equipment performance attribute of the mitigating systems cornerstone and 
affected the availability of the charging pumps. It resulted in an unplanned 8.5 hour unavailability of the pump and an unplanned, unrecognized 
increase in risk. This finding is of very low safety significance because it did not represent an actual loss of safety function of a system nor did 
it represent an actual loss of safety function of a single train for greater than its technical specification-allowed outage time. 
Inspection Report# : 2003006(pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

Significance: SL-II Jun 30, 2001 
Identified By: NRC 
Item Type: VIO Violation 
EMPLOYEE PROTECTED ACTIVITY 
On February 7, 2000, a Severity Level II violation with civil penalty was issued to the licensee. The violation was not site-specific and 
involved employment discrimination contrary to the requirements of 10 CFR 50.7, "Employee Protection," in that the licensee did not select a 
former employee to a competitive position in the corporate chemistry organization in 1996, due, at least in part, to his engagement in protected 
activities. On January 22, 2001, the licensee denied the violation and on May 4, an Order was issued sustaining the violation and imposing the 
civil penalty. On June 1, TVA requested an enforcement hearing on the Order. 
Inspection Report# : 2001002(pdf)  
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Sequoyah 1 
4Q/2004 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Communications Problems Resulted in Failure to Meet TS LCO 3.9.1 for RCS Boron 
The inspectors identified a non-cited violation of Technical Specification Limiting Condition for Operation 3.9.1 when communication failures 
between and within chemistry and operations resulted in Unit 1 reactor coolant system boron concentration dropping below the limit of 2000 
ppm. Although chemistry analysis indicated the out-of-specification condition existed, the required actions of immediately borating to within 
specification were not taken for four hours.  
 
This finding was more than minor because it affected the human performance attribute of the initiating event cornerstone with the potential to 
challenge reactivity control during shutdown operations. This finding is of very low safety significance because the core remained subcritical 
by a large margin and the duration of the out-of-specification was less than the boron analysis frequency required by the Technical 
Specifications 
Inspection Report# : 2004005(pdf)  

Significance:  Jun 26, 2004 
Identified By: Self Disclosing 
Item Type: FIN Finding 
Electrical Ground on Improperly Abandoned Cable Resulted in Reactor Trip 
A self-revealing finding was identified for an improperly abandoned cable in the non-safety related 250-VDC Battery Board 2 system that 
resulted in a reactor trip of Unit 1. A Design Change Notice (DCN) in 1999 required the cable to be disconnected and insulated on both ends; 
however, the work was done only on one end. The cable subsequently grounded and, in conjunction with a second ground, actuated a 
protective relay on the main bank transformer and tripped the unit.  
 
This finding is more than minor because it affected the design control attribute of the initiating event cornerstone and resulted in an upset in 
plant stability. This finding is of very low safety significance because no mitigating system was affected 
Inspection Report# : 2004003(pdf)  

Mitigating Systems 

Significance:  Sep 25, 2004 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Operator Inattentiveness Resulted in an 800-Gallon Loss of RCS Inventory over a Two-Hour Period 
The inspectors identified a non-cited violation of Technical Specification 6.8.1 for a self-revealing failure to comply with procedures for 
monitoring the plant. Operators failed to adequately monitor appropriate parameters and respond to reactor coolant system leakage greater than 
technical specification limits for a two-hour period which included another activity affecting reactor coolant system inventory. This resulted in 
a loss of 800 gallons of reactor coolant system inventory over the two-hour period.  
 
This finding is more than minor because it was a post-event human error. This finding is of very low safety significance because once 
identified, the leak was readily isolated and no loss of safety function occurred. The cause of the finding is related to the cross-cutting element 
of human performance. 
Inspection Report# : 2004004(pdf)  

Significance:  Sep 25, 2004 
Identified By: NRC 
Item Type: VIO Violation 
Failure to Take Adequate Corrective Actions Regarding Binding of the 1A RHR Pump Breaker 
Sequoyah encountered various compatibility and design problems associated with the modification to install Siemens breakers (modified by 
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Wyle) in Sequoyah's 6.9-kV breaker cabinets. Several of these issues required modifications to the MOC linkage to address operational 
problems. A similar binding problem on a different breaker had been discovered on July 11, 2003, when maintenance technicians discovered a 
tight shoulder bolt during a receipt inspection. Following a series of failures during post-maintenance testing in the Spring of 2004, Siemens 
found a binding problem (due to bradding in the MOC slide assembly) on one of four breakers TVA sent to Siemens for analysis, prompting 
Siemens to recommend (in May 2004) that visual and/or functional inspections be conducted on the breakers. Although Siemens stated that the 
functional inspection would be more accurate, the Sequoyah staff chose to do visual inspections.  
 
The binding/bradding problem that led to the failure of RHR Pump 1A on July 7, 2004, was not detected when Sequoyah plant personnel 
performed the visual inspection on the 1A RHR breaker on June 9, 2004. The NRC has determined that TVA's actions in response to the 
previous MOC linkage problems and Siemen's discovery of the binding problem in April of 2004 did not constitute adequate corrective action 
to preclude the failure of the 1A RHR breaker. This performance deficiency was a violation of 10 CFR 50, Appendix B, in that TVA failed to 
identify and correct a significant condition adverse to quality, which resulted in the failure of RHR Pump 1A to start during surveillance 
testing.  
 
Inspection Report# : 2005007(pdf)  

Significance:  Jun 26, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Comply with Configuration Control Procedures  
The inspectors identified a non-cited violation of Technical Specification (TS) 6.8.1 for a self-revealing failure to comply with status control 
procedures. While attempting to get information to set a limit switch on Electric Board Room Chiller A, maintenance personnel removed the 
slide valve position indicator cover on Electric Board Room Chiller B. When replacing it, the cover contacted the control power circuits and 
caused a short circuit that tripped the B Chiller. In removing the cover, maintenance personnel had not obtained prior approval from operations, 
nor did they have work documents that authorized the actions.  
 
This finding is more than minor because it affected the availability of both electric board room chillers, a mitigating system. Alteration of 
safety-related equipment configuration outside of approved processes would, if left uncorrected, result in a more significant safety concern. A 
protected train that is lost due to configuration control errors has an increased chance that it will not restart.  
 
This finding is of very low safety significance because there was no loss of safety function, no loss of TS equipment for more than the allowed 
outage time, no loss of maintenance rule (MR) risk-significant system for more than 24 hours, and no increase in risk from external events. The 
cause of this finding is related to the cross-cutting area of human performance.  
 
 
Inspection Report# : 2004003(pdf)  

Significance:  Mar 27, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inappropriate Change to the Approved Fire Protection Program 
A non-cited Severity Level IV violation of 10 CFR 50.48(a) and the Unit 1 and 2 Operating License Conditions was identified for the licensee 
making an inappropriate change to the approved fire protection program. This change removed the requirement to implement fire watches for 
impaired fire protection systems and features.  
 
This finding is more than minor because the lack of a posted fire watch could adversely affect the ability to achieve and maintain safe shutdown 
in the event of a severe fire in the affected area. This was based on recognition that the ability of the fire watch was not limited to fire 
identification, but also included mitigating actions taken in the event of fires, such as the ability to close doors limiting fire exposure to adjacent 
areas and providing more timely fire detection capability in certain cases. This finding is of very low safety significance because, based on an 
assessment of the impacts of the identified fire protection features removed from service, the licensee's overall safe shutdown capabilities and 
related fire protection features remained adequate to achieve and maintain safe shutdown conditions. Therefore, this finding is characterized as 
Green. (Section 4OA5). 
Inspection Report# : 2004002(pdf)  
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Sequoyah 1 
1Q/2005 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Communications Problems Resulted in Failure to Meet TS LCO 3.9.1 for RCS Boron 
The inspectors identified a non-cited violation of Technical Specification Limiting Condition for Operation 3.9.1 when communication failures 
between and within chemistry and operations resulted in Unit 1 reactor coolant system boron concentration dropping below the limit of 2000 
ppm. Although chemistry analysis indicated the out-of-specification condition existed, the required actions of immediately borating to within 
specification were not taken for four hours.  
 
This finding was more than minor because it affected the human performance attribute of the initiating event cornerstone with the potential to 
challenge reactivity control during shutdown operations. This finding is of very low safety significance because the core remained subcritical 
by a large margin and the duration of the out-of-specification was less than the boron analysis frequency required by the Technical 
Specifications 
Inspection Report# : 2004005(pdf)  

Significance:  Jun 26, 2004 
Identified By: Self Disclosing 
Item Type: FIN Finding 
Electrical Ground on Improperly Abandoned Cable Resulted in Reactor Trip 
A self-revealing finding was identified for an improperly abandoned cable in the non-safety related 250-VDC Battery Board 2 system that 
resulted in a reactor trip of Unit 1. A Design Change Notice (DCN) in 1999 required the cable to be disconnected and insulated on both ends; 
however, the work was done only on one end. The cable subsequently grounded and, in conjunction with a second ground, actuated a 
protective relay on the main bank transformer and tripped the unit.  
 
This finding is more than minor because it affected the design control attribute of the initiating event cornerstone and resulted in an upset in 
plant stability. This finding is of very low safety significance because no mitigating system was affected 
Inspection Report# : 2004003(pdf)  

Mitigating Systems 

Significance:  Sep 25, 2004 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Operator Inattentiveness Resulted in an 800-Gallon Loss of RCS Inventory over a Two-Hour Period 
The inspectors identified a non-cited violation of Technical Specification 6.8.1 for a self-revealing failure to comply with procedures for 
monitoring the plant. Operators failed to adequately monitor appropriate parameters and respond to reactor coolant system leakage greater than 
technical specification limits for a two-hour period which included another activity affecting reactor coolant system inventory. This resulted in 
a loss of 800 gallons of reactor coolant system inventory over the two-hour period.  
 
This finding is more than minor because it was a post-event human error. This finding is of very low safety significance because once 
identified, the leak was readily isolated and no loss of safety function occurred. The cause of the finding is related to the cross-cutting element 
of human performance. 
Inspection Report# : 2004004(pdf)  

Significance:  Sep 25, 2004 
Identified By: NRC 
Item Type: VIO Violation 
Failure to Take Adequate Corrective Actions Regarding Binding of the 1A RHR Pump Breaker 
Sequoyah encountered various compatibility and design problems associated with the modification to install Siemens breakers (modified by 
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Wyle) in Sequoyah's 6.9-kV breaker cabinets. Several of these issues required modifications to the MOC linkage to address operational 
problems. A similar binding problem on a different breaker had been discovered on July 11, 2003, when maintenance technicians discovered a 
tight shoulder bolt during a receipt inspection. Following a series of failures during post-maintenance testing in the Spring of 2004, Siemens 
found a binding problem (due to bradding in the MOC slide assembly) on one of four breakers TVA sent to Siemens for analysis, prompting 
Siemens to recommend (in May 2004) that visual and/or functional inspections be conducted on the breakers. Although Siemens stated that the 
functional inspection would be more accurate, the Sequoyah staff chose to do visual inspections.  
 
The binding/bradding problem that led to the failure of RHR Pump 1A on July 7, 2004, was not detected when Sequoyah plant personnel 
performed the visual inspection on the 1A RHR breaker on June 9, 2004. The NRC has determined that TVA's actions in response to the 
previous MOC linkage problems and Siemen's discovery of the binding problem in April of 2004 did not constitute adequate corrective action 
to preclude the failure of the 1A RHR breaker. This performance deficiency was a violation of 10 CFR 50, Appendix B, in that TVA failed to 
identify and correct a significant condition adverse to quality, which resulted in the failure of RHR Pump 1A to start during surveillance 
testing.  
 
An Assessment Follow-Up Letter was issued on March 10, 2005, which scheduled a Supplemental Inspection for the week of March 28, 2005, 
and will be documented as Inspection Report 05000327, 328/2005008. The supplemental inspection was completed March 30, 2005 and the 
report issued April 29, 2005. The supplemental inspection assessed TVA's evaluation and corrective actions and concluded that the licensee's 
problem identification and root cause analysis was acceptable. The licensee determined that the root cause of the event was attributable to 
multiple programmatic weaknesses that allowed safety-related circuit breakers with design and manufacturing deficiencies to be installed in the 
plant. The completed and proposed corrective actions, including actions to prevent recurrence, have adequately addressed the results of the root 
cause evaluation. Given the licensee's acceptable performance in addressing the problems with Wyle/Siemens circuit breakers, the White 
finding will only be considered in assessing plant performance for a total of four quarters in accordance with the guidance in IMC 0305, 
"Operating Reactor Assessment Program." 
Inspection Report# : 2005007(pdf)  
Inspection Report# : 2005008(pdf)  

Significance:  Jun 26, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Comply with Configuration Control Procedures  
The inspectors identified a non-cited violation of Technical Specification (TS) 6.8.1 for a self-revealing failure to comply with status control 
procedures. While attempting to get information to set a limit switch on Electric Board Room Chiller A, maintenance personnel removed the 
slide valve position indicator cover on Electric Board Room Chiller B. When replacing it, the cover contacted the control power circuits and 
caused a short circuit that tripped the B Chiller. In removing the cover, maintenance personnel had not obtained prior approval from operations, 
nor did they have work documents that authorized the actions.  
 
This finding is more than minor because it affected the availability of both electric board room chillers, a mitigating system. Alteration of 
safety-related equipment configuration outside of approved processes would, if left uncorrected, result in a more significant safety concern. A 
protected train that is lost due to configuration control errors has an increased chance that it will not restart.  
 
This finding is of very low safety significance because there was no loss of safety function, no loss of TS equipment for more than the allowed 
outage time, no loss of maintenance rule (MR) risk-significant system for more than 24 hours, and no increase in risk from external events. The 
cause of this finding is related to the cross-cutting area of human performance.  
 
 
Inspection Report# : 2004003(pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Page 2 of 31Q/2005 Inspection Findings - Sequoyah 1



Public Radiation Safety 

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

Last modified : June 17, 2005 

Page 3 of 31Q/2005 Inspection Findings - Sequoyah 1



Sequoyah 1 
2Q/2005 Plant Inspection Findings 

Initiating Events 

Significance:  Jun 30, 2005 
Identified By: NRC 
Item Type: FIN Finding 
Gasket Failure on Turbine Trip Block Resulted in Reactor Trip 
A finding was identified for a self-revealing failure to implement effective corrective actions for oil port misalignment between the main 
turbine front pedestal and the turbine protective trip block. Improper use of gasket material to correct a previous problem with oil seepage from 
the main turbine trip block resulted in the loss of auto stop oil pressure and a turbine and reactor trip.  
This finding was more than minor because it affected the design control attribute of the initiating event cornerstone and upset plant stability by 
causing a reactor trip. This finding was of very low safety significance because it did not contribute to the likelihood of a primary or secondary 
system loss-of-coolant initiator, did not contribute to a loss of mitigation equipment functions, and did not increase the likelihood of a fire or 
flood. Because the affected equipment was non-safety related, no violation of regulatory requirements was identified. The cause of this finding 
was associated with the cross-cutting area of Problem Identification and Resolution. 
Inspection Report# : 2005003(pdf)  

Significance:  Dec 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Communications Problems Resulted in Failure to Meet TS LCO 3.9.1 for RCS Boron 
The inspectors identified a non-cited violation of Technical Specification Limiting Condition for Operation 3.9.1 when communication failures 
between and within chemistry and operations resulted in Unit 1 reactor coolant system boron concentration dropping below the limit of 2000 
ppm. Although chemistry analysis indicated the out-of-specification condition existed, the required actions of immediately borating to within 
specification were not taken for four hours.  
 
This finding was more than minor because it affected the human performance attribute of the initiating event cornerstone with the potential to 
challenge reactivity control during shutdown operations. This finding is of very low safety significance because the core remained subcritical 
by a large margin and the duration of the out-of-specification was less than the boron analysis frequency required by the Technical 
Specifications 
Inspection Report# : 2004005(pdf)  

Mitigating Systems 

Significance:  Jun 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedure for Flood Mitigation 
The inspectors identified a non-cited violation of Technical Specification 6.8.1 for an inadequate procedure to mitigate the probable maximum 
flood. Should the postulated flood event have occurred, conflicts between different sections of the procedure, conflicts between steps within 
one section of the procedure, and a missing step would have lead to a loss of decay heat removal or a loss of reactor coolant system inventory 
for a unit in a refueling outage.  
This finding was more than minor because if the procedure problems were left uncorrected the result would be a more significant safety 
concern. This finding was of very low safety significance due to the low frequency of occurrence for the probable maximum flood and because 
the mitigating equipment for a loss of decay heat removal or reactor coolant inventory during a refueling outage would not be affected 
Inspection Report# : 2005003(pdf)  

Significance:  Sep 25, 2004 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Operator Inattentiveness Resulted in an 800-Gallon Loss of RCS Inventory over a Two-Hour Period 
The inspectors identified a non-cited violation of Technical Specification 6.8.1 for a self-revealing failure to comply with procedures for 
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monitoring the plant. Operators failed to adequately monitor appropriate parameters and respond to reactor coolant system leakage greater than 
technical specification limits for a two-hour period which included another activity affecting reactor coolant system inventory. This resulted in 
a loss of 800 gallons of reactor coolant system inventory over the two-hour period.  
 
This finding is more than minor because it was a post-event human error. This finding is of very low safety significance because once 
identified, the leak was readily isolated and no loss of safety function occurred. The cause of the finding is related to the cross-cutting element 
of human performance. 
Inspection Report# : 2004004(pdf)  

Significance:  Sep 25, 2004 
Identified By: NRC 
Item Type: VIO Violation 
Failure to Take Adequate Corrective Actions Regarding Binding of the 1A RHR Pump Breaker 
Sequoyah encountered various compatibility and design problems associated with the modification to install Siemens breakers (modified by 
Wyle) in Sequoyah's 6.9-kV breaker cabinets. Several of these issues required modifications to the MOC linkage to address operational 
problems. A similar binding problem on a different breaker had been discovered on July 11, 2003, when maintenance technicians discovered a 
tight shoulder bolt during a receipt inspection. Following a series of failures during post-maintenance testing in the Spring of 2004, Siemens 
found a binding problem (due to bradding in the MOC slide assembly) on one of four breakers TVA sent to Siemens for analysis, prompting 
Siemens to recommend (in May 2004) that visual and/or functional inspections be conducted on the breakers. Although Siemens stated that the 
functional inspection would be more accurate, the Sequoyah staff chose to do visual inspections.  
 
The binding/bradding problem that led to the failure of RHR Pump 1A on July 7, 2004, was not detected when Sequoyah plant personnel 
performed the visual inspection on the 1A RHR breaker on June 9, 2004. The NRC has determined that TVA's actions in response to the 
previous MOC linkage problems and Siemen's discovery of the binding problem in April of 2004 did not constitute adequate corrective action 
to preclude the failure of the 1A RHR breaker. This performance deficiency was a violation of 10 CFR 50, Appendix B, in that TVA failed to 
identify and correct a significant condition adverse to quality, which resulted in the failure of RHR Pump 1A to start during surveillance 
testing.  
 
An Assessment Follow-Up Letter was issued on March 10, 2005, which scheduled a Supplemental Inspection for the week of March 28, 2005, 
and will be documented as Inspection Report 05000327, 328/2005008. The supplemental inspection was completed March 30, 2005 and the 
report issued April 29, 2005. The supplemental inspection assessed TVA's evaluation and corrective actions and concluded that the licensee's 
problem identification and root cause analysis was acceptable. The licensee determined that the root cause of the event was attributable to 
multiple programmatic weaknesses that allowed safety-related circuit breakers with design and manufacturing deficiencies to be installed in the 
plant. The completed and proposed corrective actions, including actions to prevent recurrence, have adequately addressed the results of the root 
cause evaluation. Given the licensee's acceptable performance in addressing the problems with Wyle/Siemens circuit breakers, the White 
finding will only be considered in assessing plant performance for a total of four quarters in accordance with the guidance in IMC 0305, 
"Operating Reactor Assessment Program." 
Inspection Report# : 2005007(pdf)  
Inspection Report# : 2005008(pdf)  

Barrier Integrity 

Significance:  Jun 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Procedures Resulting in an Inadvertent Transfer of 10,000 Gallons of Spent Fuel Pool Inventory 
The inspectors identified a non-cited violation of Technical Specification 6.8.1 for a self-revealing failure to follow plant procedures prior to 
and during draining of the fuel transfer canal. Leakage past the spent fuel pit gate seal resulted in inadvertently transferring approximately 
10,000 gallons of spent fuel pit inventory to the refueling water storage tank.  
This finding is more than minor because it affected the Barrier Integrity cornerstone, in that operators failed to adhere to procedures while 
changing plant configurations resulting in a loss of spent fuel pit inventory. Additionally, if left uncorrected, it would become a more 
significant safety concern. The cause of this finding is related to the cross-cutting area of human performance. This finding is of very low 
safety significance because it represented only a small degradation of the radiological barrier function provided by the spent fuel pit. 
Inspection Report# : 2005003(pdf)  
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Sequoyah 1 
3Q/2005 Plant Inspection Findings 

Initiating Events 

Significance:  Jun 30, 2005 
Identified By: NRC 
Item Type: FIN Finding 
Gasket Failure on Turbine Trip Block Resulted in Reactor Trip 
A finding was identified for a self-revealing failure to implement effective corrective actions for oil port misalignment between the main 
turbine front pedestal and the turbine protective trip block. Improper use of gasket material to correct a previous problem with oil seepage from 
the main turbine trip block resulted in the loss of auto stop oil pressure and a turbine and reactor trip.  
This finding was more than minor because it affected the design control attribute of the initiating event cornerstone and upset plant stability by 
causing a reactor trip. This finding was of very low safety significance because it did not contribute to the likelihood of a primary or secondary 
system loss-of-coolant initiator, did not contribute to a loss of mitigation equipment functions, and did not increase the likelihood of a fire or 
flood. Because the affected equipment was non-safety related, no violation of regulatory requirements was identified. The cause of this finding 
was associated with the cross-cutting area of Problem Identification and Resolution. 
Inspection Report# : 2005003(pdf)  

Significance:  Dec 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Communications Problems Resulted in Failure to Meet TS LCO 3.9.1 for RCS Boron 
The inspectors identified a non-cited violation of Technical Specification Limiting Condition for Operation 3.9.1 when communication failures 
between and within chemistry and operations resulted in Unit 1 reactor coolant system boron concentration dropping below the limit of 2000 
ppm. Although chemistry analysis indicated the out-of-specification condition existed, the required actions of immediately borating to within 
specification were not taken for four hours.  
 
This finding was more than minor because it affected the human performance attribute of the initiating event cornerstone with the potential to 
challenge reactivity control during shutdown operations. This finding is of very low safety significance because the core remained subcritical 
by a large margin and the duration of the out-of-specification was less than the boron analysis frequency required by the Technical 
Specifications 
Inspection Report# : 2004005(pdf)  

Mitigating Systems 

Significance:  Jun 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedure for Flood Mitigation 
The inspectors identified a non-cited violation of Technical Specification 6.8.1 for an inadequate procedure to mitigate the probable maximum 
flood. Should the postulated flood event have occurred, conflicts between different sections of the procedure, conflicts between steps within 
one section of the procedure, and a missing step would have lead to a loss of decay heat removal or a loss of reactor coolant system inventory 
for a unit in a refueling outage.  
This finding was more than minor because if the procedure problems were left uncorrected the result would be a more significant safety 
concern. This finding was of very low safety significance due to the low frequency of occurrence for the probable maximum flood and because 
the mitigating equipment for a loss of decay heat removal or reactor coolant inventory during a refueling outage would not be affected 
Inspection Report# : 2005003(pdf)  

Barrier Integrity 
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Significance:  Jun 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Procedures Resulting in an Inadvertent Transfer of 10,000 Gallons of Spent Fuel Pool Inventory 
The inspectors identified a non-cited violation of Technical Specification 6.8.1 for a self-revealing failure to follow plant procedures prior to 
and during draining of the fuel transfer canal. Leakage past the spent fuel pit gate seal resulted in inadvertently transferring approximately 
10,000 gallons of spent fuel pit inventory to the refueling water storage tank.  
This finding is more than minor because it affected the Barrier Integrity cornerstone, in that operators failed to adhere to procedures while 
changing plant configurations resulting in a loss of spent fuel pit inventory. Additionally, if left uncorrected, it would become a more 
significant safety concern. The cause of this finding is related to the cross-cutting area of human performance. This finding is of very low 
safety significance because it represented only a small degradation of the radiological barrier function provided by the spent fuel pit. 
Inspection Report# : 2005003(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

Significance: N/A Aug 12, 2005 
Identified By: NRC 
Item Type: FIN Finding 
Problem Identification and Resolution (Pi&r) Inspection 
The team determined that the licensee was identifying plant deficiencies at an appropriately low level and effectively entering them into their 
corrective action program. The team also determined that the licensee was prioritizing and evaluating issues properly. The team identified 
several isolated examples where corrective actions did not appear appropriate, were not accurately documented, or were not completely carried 
out. Overall, the team found the effectiveness of corrective actions to be acceptable. The team observed that the quality of Problem Evaluation 
Report (PER) documentation has improved since the last NRC biennial PI&R inspection, but further improvements could be made. There 
continue to be lingering technical problems with the Electronic Corrective Action Program (eCAP) electronic document management program 
more than a year after it was placed in service. The team concluded, however, that the licensee was generally providing an effective corrective 
action program.  
 
On the basis of interviews conducted during this inspection, the inspectors determined that workers at the site felt free to put safety concerns 
into the corrective action program. The inspectors concluded that the employee Concerns Resolution program was functioning acceptably but 
the inspectors observed that there was a work backlog. 
Inspection Report# : 2005009(pdf)  

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

Initiating Events 

Significance:  Jun 30, 2005 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Gasket Failure on Turbine Trip Block Resulted in Reactor Trip 
A finding was identified for a self-revealing failure to implement effective corrective actions for oil port misalignment between the main 
turbine front pedestal and the turbine protective trip block. Improper use of gasket material to correct a previous problem with oil seepage from 
the main turbine trip block resulted in the loss of auto stop oil pressure and a turbine and reactor trip.  
This finding was more than minor because it affected the design control attribute of the initiating event cornerstone and upset plant stability by 
causing a reactor trip. This finding was of very low safety significance because it did not contribute to the likelihood of a primary or secondary 
system loss-of-coolant initiator, did not contribute to a loss of mitigation equipment functions, and did not increase the likelihood of a fire or 
flood. Because the affected equipment was non-safety related, no violation of regulatory requirements was identified. The cause of this finding 
was associated with the cross-cutting area of Problem Identification and Resolution. 
Inspection Report# : 2005003(pdf)  

Mitigating Systems 

Significance:  Jun 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedure for Flood Mitigation 
The inspectors identified a non-cited violation of Technical Specification 6.8.1 for an inadequate procedure to mitigate the probable maximum 
flood. Should the postulated flood event have occurred, conflicts between different sections of the procedure, conflicts between steps within 
one section of the procedure, and a missing step would have lead to a loss of decay heat removal or a loss of reactor coolant system inventory 
for a unit in a refueling outage.  
This finding was more than minor because if the procedure problems were left uncorrected the result would be a more significant safety 
concern. This finding was of very low safety significance due to the low frequency of occurrence for the probable maximum flood and because 
the mitigating equipment for a loss of decay heat removal or reactor coolant inventory during a refueling outage would not be affected 
Inspection Report# : 2005003(pdf)  

Barrier Integrity 

Significance:  Jun 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Procedures Resulting in an Inadvertent Transfer of 10,000 Gallons of Spent Fuel Pool Inventory 
The inspectors identified a non-cited violation of Technical Specification 6.8.1 for a self-revealing failure to follow plant procedures prior to 
and during draining of the fuel transfer canal. Leakage past the spent fuel pit gate seal resulted in inadvertently transferring approximately 
10,000 gallons of spent fuel pit inventory to the refueling water storage tank.  
This finding is more than minor because it affected the Barrier Integrity cornerstone, in that operators failed to adhere to procedures while 
changing plant configurations resulting in a loss of spent fuel pit inventory. Additionally, if left uncorrected, it would become a more 
significant safety concern. The cause of this finding is related to the cross-cutting area of human performance. This finding is of very low 
safety significance because it represented only a small degradation of the radiological barrier function provided by the spent fuel pit. 
Inspection Report# : 2005003(pdf)  
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Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

Significance: N/A Aug 12, 2005 
Identified By: NRC 
Item Type: FIN Finding 
Problem Identification and Resolution (Pi&r) Inspection 
The team determined that the licensee was identifying plant deficiencies at an appropriately low level and effectively entering them into their 
corrective action program. The team also determined that the licensee was prioritizing and evaluating issues properly. The team identified 
several isolated examples where corrective actions did not appear appropriate, were not accurately documented, or were not completely carried 
out. Overall, the team found the effectiveness of corrective actions to be acceptable. The team observed that the quality of Problem Evaluation 
Report (PER) documentation has improved since the last NRC biennial PI&R inspection, but further improvements could be made. There 
continue to be lingering technical problems with the Electronic Corrective Action Program (eCAP) electronic document management program 
more than a year after it was placed in service. The team concluded, however, that the licensee was generally providing an effective corrective 
action program.  
 
On the basis of interviews conducted during this inspection, the inspectors determined that workers at the site felt free to put safety concerns 
into the corrective action program. The inspectors concluded that the employee Concerns Resolution program was functioning acceptably but 
the inspectors observed that there was a work backlog. 
Inspection Report# : 2005009(pdf)  

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

Initiating Events 

Significance:  Jun 30, 2005 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Gasket Failure on Turbine Trip Block Resulted in Reactor Trip 
A finding was identified for a self-revealing failure to implement effective corrective actions for oil port misalignment between the main 
turbine front pedestal and the turbine protective trip block. Improper use of gasket material to correct a previous problem with oil seepage from 
the main turbine trip block resulted in the loss of auto stop oil pressure and a turbine and reactor trip.  
This finding was more than minor because it affected the design control attribute of the initiating event cornerstone and upset plant stability by 
causing a reactor trip. This finding was of very low safety significance because it did not contribute to the likelihood of a primary or secondary 
system loss-of-coolant initiator, did not contribute to a loss of mitigation equipment functions, and did not increase the likelihood of a fire or 
flood. Because the affected equipment was non-safety related, no violation of regulatory requirements was identified. The cause of this finding 
was associated with the cross-cutting area of Problem Identification and Resolution. 
Inspection Report# : 2005003(pdf)  

Mitigating Systems 

Significance:  Mar 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedure Results in Blocked Sprinkler Head Without Compensatory Actions 
The inspectors identified a non-cited violation of Sequoyah Operating Licenses DPR-077, Section 2.C.(16) and DPR-079, Section 2.C.(13) for 
failure to establish adequate compensatory actions for obstructed fire sprinklers in the cable spreading room. Due to an inadequate maintenance 
procedure, licensee personnel failed to evaluate scaffolding in the cable spreading room for the effect on fire protection and therefore did not 
implement a fire watch as required by the fire protection program. The licensee entered the problem into their corrective action program to 
correct the procedure and immediately implemented the fire watch.  
 
This finding was more than minor because if left uncorrected, future scaffolding construction would result in similar unevaluated fire protection 
impairments and would become a more significant safety concern. In addition, the finding involved the Protection Against External Factors 
(fire) attribute of the Mitigating Systems cornerstone in that the licensee’s ability to quickly extinguish a fire in the area was reduced due to the 
inoperable sprinkler head. This finding was of very low safety significance because the degradation rating was low due to the minimal impact 
of the limited number of sprinkler heads being partially obstructed. 
Inspection Report# : 2006002(pdf)  

Significance:  Mar 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Fully Implement Compensatory Measures Necessary for Air in the ERCW Discharge 
The inspectors identified a non-cited violation of Technical Specification 6.8.1 for failure to fully implement the compensatory measures 
needed to ensure the operability of the motor driven auxiliary feedwater pumps when using the essential raw cooling water system as the water 
source. The implementing procedure contained instructions to implement the compensatory measures on only one of two essential raw cooling 
water system discharge headers. The licensee entered the problem into their corrective action program and corrected the procedure.  
 
This finding was more than minor because it affected the procedure quality attribute of the mitigating systems cornerstone by creating the 
situation that one essential raw cooling water discharge header would be in a flow condition that was conducive to air accumulation without 
monitoring as specified by the compensatory measures. This finding was of very low safety significance because the degraded condition did 
not result in an actual loss of safety function and was not potentially risk-significant due to possible external events 
Inspection Report# : 2006002(pdf)  

Significance:  Jun 30, 2005 
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Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedure for Flood Mitigation 
The inspectors identified a non-cited violation of Technical Specification 6.8.1 for an inadequate procedure to mitigate the probable maximum 
flood. Should the postulated flood event have occurred, conflicts between different sections of the procedure, conflicts between steps within 
one section of the procedure, and a missing step would have lead to a loss of decay heat removal or a loss of reactor coolant system inventory 
for a unit in a refueling outage.  
This finding was more than minor because if the procedure problems were left uncorrected the result would be a more significant safety 
concern. This finding was of very low safety significance due to the low frequency of occurrence for the probable maximum flood and because 
the mitigating equipment for a loss of decay heat removal or reactor coolant inventory during a refueling outage would not be affected 
Inspection Report# : 2005003(pdf)  

Barrier Integrity 

Significance:  Jun 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Procedures Resulting in an Inadvertent Transfer of 10,000 Gallons of Spent Fuel Pool Inventory 
The inspectors identified a non-cited violation of Technical Specification 6.8.1 for a self-revealing failure to follow plant procedures prior to 
and during draining of the fuel transfer canal. Leakage past the spent fuel pit gate seal resulted in inadvertently transferring approximately 
10,000 gallons of spent fuel pit inventory to the refueling water storage tank.  
This finding is more than minor because it affected the Barrier Integrity cornerstone, in that operators failed to adhere to procedures while 
changing plant configurations resulting in a loss of spent fuel pit inventory. Additionally, if left uncorrected, it would become a more 
significant safety concern. The cause of this finding is related to the cross-cutting area of human performance. This finding is of very low 
safety significance because it represented only a small degradation of the radiological barrier function provided by the spent fuel pit. 
Inspection Report# : 2005003(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

Significance: N/A Aug 12, 2005 
Identified By: NRC 
Item Type: FIN Finding 
Problem Identification and Resolution (Pi&r) Inspection 
The team determined that the licensee was identifying plant deficiencies at an appropriately low level and effectively entering them into their 
corrective action program. The team also determined that the licensee was prioritizing and evaluating issues properly. The team identified 
several isolated examples where corrective actions did not appear appropriate, were not accurately documented, or were not completely carried 
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out. Overall, the team found the effectiveness of corrective actions to be acceptable. The team observed that the quality of Problem Evaluation 
Report (PER) documentation has improved since the last NRC biennial PI&R inspection, but further improvements could be made. There 
continue to be lingering technical problems with the Electronic Corrective Action Program (eCAP) electronic document management program 
more than a year after it was placed in service. The team concluded, however, that the licensee was generally providing an effective corrective 
action program.  
 
On the basis of interviews conducted during this inspection, the inspectors determined that workers at the site felt free to put safety concerns 
into the corrective action program. The inspectors concluded that the employee Concerns Resolution program was functioning acceptably but 
the inspectors observed that there was a work backlog. 
Inspection Report# : 2005009(pdf)  

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

Initiating Events 

Mitigating Systems 

Significance:  Mar 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedure Results in Blocked Sprinkler Head Without Compensatory Actions 
The inspectors identified a non-cited violation of Sequoyah Operating Licenses DPR-077, Section 2.C.(16) and DPR-079, Section 2.C.(13) for 
failure to establish adequate compensatory actions for obstructed fire sprinklers in the cable spreading room. Due to an inadequate maintenance 
procedure, licensee personnel failed to evaluate scaffolding in the cable spreading room for the effect on fire protection and therefore did not 
implement a fire watch as required by the fire protection program. The licensee entered the problem into their corrective action program to correct 
the procedure and immediately implemented the fire watch.  
 
This finding was more than minor because if left uncorrected, future scaffolding construction would result in similar unevaluated fire protection 
impairments and would become a more significant safety concern. In addition, the finding involved the Protection Against External Factors (fire) 
attribute of the Mitigating Systems cornerstone in that the licensee’s ability to quickly extinguish a fire in the area was reduced due to the inoperable 
sprinkler head. This finding was of very low safety significance because the degradation rating was low due to the minimal impact of the limited 
number of sprinkler heads being partially obstructed. 
Inspection Report# : 2006002(pdf)  

Significance:  Mar 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Fully Implement Compensatory Measures Necessary for Air in the ERCW Discharge 
The inspectors identified a non-cited violation of Technical Specification 6.8.1 for failure to fully implement the compensatory measures needed to 
ensure the operability of the motor driven auxiliary feedwater pumps when using the essential raw cooling water system as the water source. The 
implementing procedure contained instructions to implement the compensatory measures on only one of two essential raw cooling water system 
discharge headers. The licensee entered the problem into their corrective action program and corrected the procedure.  
 
This finding was more than minor because it affected the procedure quality attribute of the mitigating systems cornerstone by creating the situation 
that one essential raw cooling water discharge header would be in a flow condition that was conducive to air accumulation without monitoring as 
specified by the compensatory measures. This finding was of very low safety significance because the degraded condition did not result in an actual 
loss of safety function and was not potentially risk-significant due to possible external events 
Inspection Report# : 2006002(pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 
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Public Radiation Safety 

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

Significance: N/A Aug 12, 2005 
Identified By: NRC 
Item Type: FIN Finding 
Problem Identification and Resolution (Pi&r) Inspection 
The team determined that the licensee was identifying plant deficiencies at an appropriately low level and effectively entering them into their 
corrective action program. The team also determined that the licensee was prioritizing and evaluating issues properly. The team identified several 
isolated examples where corrective actions did not appear appropriate, were not accurately documented, or were not completely carried out. Overall, 
the team found the effectiveness of corrective actions to be acceptable. The team observed that the quality of Problem Evaluation Report (PER) 
documentation has improved since the last NRC biennial PI&R inspection, but further improvements could be made. There continue to be lingering 
technical problems with the Electronic Corrective Action Program (eCAP) electronic document management program more than a year after it was 
placed in service. The team concluded, however, that the licensee was generally providing an effective corrective action program.  
 
On the basis of interviews conducted during this inspection, the inspectors determined that workers at the site felt free to put safety concerns into the 
corrective action program. The inspectors concluded that the employee Concerns Resolution program was functioning acceptably but the inspectors 
observed that there was a work backlog. 
Inspection Report# : 2005009(pdf)  

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

Initiating Events 

Mitigating Systems 

Significance:  Mar 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedure Results in Blocked Sprinkler Head Without Compensatory Actions 
The inspectors identified a non-cited violation of Sequoyah Operating Licenses DPR-077, Section 2.C.(16) and DPR-079, 
Section 2.C.(13) for failure to establish adequate compensatory actions for obstructed fire sprinklers in the cable spreading 
room. Due to an inadequate maintenance procedure, licensee personnel failed to evaluate scaffolding in the cable spreading 
room for the effect on fire protection and therefore did not implement a fire watch as required by the fire protection 
program. The licensee entered the problem into their corrective action program to correct the procedure and immediately 
implemented the fire watch.  
 
This finding was more than minor because if left uncorrected, future scaffolding construction would result in similar 
unevaluated fire protection impairments and would become a more significant safety concern. In addition, the finding 
involved the Protection Against External Factors (fire) attribute of the Mitigating Systems cornerstone in that the licensee’s 
ability to quickly extinguish a fire in the area was reduced due to the inoperable sprinkler head. This finding was of very 
low safety significance because the degradation rating was low due to the minimal impact of the limited number of 
sprinkler heads being partially obstructed. 
Inspection Report# : 2006002(pdf)  

Significance:  Mar 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Fully Implement Compensatory Measures Necessary for Air in the ERCW Discharge 
The inspectors identified a non-cited violation of Technical Specification 6.8.1 for failure to fully implement the 
compensatory measures needed to ensure the operability of the motor driven auxiliary feedwater pumps when using the 
essential raw cooling water system as the water source. The implementing procedure contained instructions to implement 
the compensatory measures on only one of two essential raw cooling water system discharge headers. The licensee entered 
the problem into their corrective action program and corrected the procedure.  
 
This finding was more than minor because it affected the procedure quality attribute of the mitigating systems cornerstone 
by creating the situation that one essential raw cooling water discharge header would be in a flow condition that was 
conducive to air accumulation without monitoring as specified by the compensatory measures. This finding was of very 
low safety significance because the degraded condition did not result in an actual loss of safety function and was not 
potentially risk-significant due to possible external events 
Inspection Report# : 2006002(pdf)  

Barrier Integrity 
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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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Sequoyah 1 
4Q/2006 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Dec 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Certify Qualifications and Status of Licensed Operators Were Current and Valid 
The inspectors identified a Green, non-cited violation (NCV) of 10 CFR 55.53, “Conditions of Licenses” for failure to 
certify the qualifications and status of licensed operators were current and valid prior to their resumption of license duties. 
Specific aspects of the requalification program that were not valid included plant tours that were not completed with 
another licensed operator and not completing all shift functions in positions to which the individuals will be assigned. The 
licensee entered the finding into the corrective action program as PER No.112004.  
 
The finding is greater than minor because it is associated with the human performance attribute of the Mitigating Systems 
Cornerstone that affects the cornerstone objective of ensuring the availability, reliability, and capability of operators to 
respond to initiating events to prevent undesirable consequences that could pose a potential risk to operations. The finding 
was evaluated using the Operator Requalification Human Performance Significance Determination Process. Under this 
SDP, record deficiencies can be either minor or of very low safety significance (Green). This finding was determined to be 
Green because it was related to the program for maintaining active licenses and more than 20% of the records reviewed had 
deficiencies. 
Inspection Report# : 2006005 (pdf)  

Significance:  Mar 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedure Results in Blocked Sprinkler Head Without Compensatory Actions 
The inspectors identified a non-cited violation of Sequoyah Operating Licenses DPR-077, Section 2.C.(16) and DPR-079, 
Section 2.C.(13) for failure to establish adequate compensatory actions for obstructed fire sprinklers in the cable spreading 
room. Due to an inadequate maintenance procedure, licensee personnel failed to evaluate scaffolding in the cable spreading 
room for the effect on fire protection and therefore did not implement a fire watch as required by the fire protection 
program. The licensee entered the problem into their corrective action program to correct the procedure and immediately 
implemented the fire watch.  
 
This finding was more than minor because if left uncorrected, future scaffolding construction would result in similar 
unevaluated fire protection impairments and would become a more significant safety concern. In addition, the finding 
involved the Protection Against External Factors (fire) attribute of the Mitigating Systems cornerstone in that the licensee’s 
ability to quickly extinguish a fire in the area was reduced due to the inoperable sprinkler head. This finding was of very 
low safety significance because the degradation rating was low due to the minimal impact of the limited number of 
sprinkler heads being partially obstructed. 
Inspection Report# : 2006002 (pdf)  

Significance:  Mar 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
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Failure to Fully Implement Compensatory Measures Necessary for Air in the ERCW Discharge 
The inspectors identified a non-cited violation of Technical Specification 6.8.1 for failure to fully implement the 
compensatory measures needed to ensure the operability of the motor driven auxiliary feedwater pumps when using the 
essential raw cooling water system as the water source. The implementing procedure contained instructions to implement 
the compensatory measures on only one of two essential raw cooling water system discharge headers. The licensee entered 
the problem into their corrective action program and corrected the procedure.  
 
This finding was more than minor because it affected the procedure quality attribute of the mitigating systems cornerstone 
by creating the situation that one essential raw cooling water discharge header would be in a flow condition that was 
conducive to air accumulation without monitoring as specified by the compensatory measures. This finding was of very 
low safety significance because the degraded condition did not result in an actual loss of safety function and was not 
potentially risk-significant due to possible external events 
Inspection Report# : 2006002 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 
Physical Protection information not publicly available. 

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

Initiating Events 

Mitigating Systems 

Significance:  Dec 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Certify Qualifications and Status of Licensed Operators Were Current and Valid 
The inspectors identified a Green, non-cited violation (NCV) of 10 CFR 55.53, “Conditions of Licenses” for failure to 
certify the qualifications and status of licensed operators were current and valid prior to their resumption of license duties. 
Specific aspects of the requalification program that were not valid included plant tours that were not completed with 
another licensed operator and not completing all shift functions in positions to which the individuals will be assigned. The 
licensee entered the finding into the corrective action program as PER No.112004.  
 
The finding is greater than minor because it is associated with the human performance attribute of the Mitigating Systems 
Cornerstone that affects the cornerstone objective of ensuring the availability, reliability, and capability of operators to 
respond to initiating events to prevent undesirable consequences that could pose a potential risk to operations. The finding 
was evaluated using the Operator Requalification Human Performance Significance Determination Process. Under this 
SDP, record deficiencies can be either minor or of very low safety significance (Green). This finding was determined to be 
Green because it was related to the program for maintaining active licenses and more than 20% of the records reviewed had 
deficiencies. 
Inspection Report# : 2006005 (pdf)  

Significance:  Dec 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate 20-foot Separation Zones for Fire Protection in Unit 1 480V Board Room 1B 
The inspectors identified a Green non-cited violation of Unit 1 License Condition 16, Fire Protection, and Unit 2 License 
Condition 13, Fire Protection, for failure to protect certain equipment that was required for safe shutdown from fire 
damage. The licensee’s Safe Shutdown Analysis for a fire in the Unit 1 480V Board Room 1B (Fire Area FAA-095) relied 
on the fire not damaging at least two of the three Unit 1 battery chargers located in the room plus one of the two Unit 1 
inverters and one of the two Unit 2 inverters located in the room. However, the battery chargers and inverters were not 
separated or protected from fire damage as required by the License Conditions and Fire Protection Program. The licensee 
entered the issue into the corrective action program.  
 
This finding is of greater than minor safety significance because it affected the objectives of the Mitigating Systems 
Cornerstone of Reactor Safety. It affected the availability and reliability of systems that mitigate initiating events to prevent 
undesirable consequences and also involved a lack of required fire barriers or separation for equipment relied upon for safe 
shutdown following a fire. The finding is of very low safety significance because of the low frequency of fires that could 
damage two of the three Unit 1 battery chargers, both Unit 1 inverters, or both Unit 2 inverters that were located in the Unit 
1 480V Board Room 1B concurrent with a failure of the sprinkler system. 
Inspection Report# : 2006005 (pdf)  

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



Unprotected Power Cables to Vital Inverters in the Unit 1 480V Board Room 1B 
The inspectors identified a Green non-cited violation of Unit 1 License Condition 16, Fire Protection, and Unit 2 License 
Condition 13, Fire Protection, for failure to protect certain electrical cables for safe shutdown equipment from fire damage. 
The power cables to Unit 1 vital inverter 1-II and Unit 2 vital inverter 2-II were routed through the north end of the Unit 1 
480V Board Room 1B (Fire Area FAA-095) without protection or separation from fire damage as required by the License 
Conditions and Fire Protection Program. The licensee entered the issue into the corrective action program and revised the 
fire procedure to add local manual operator actions to mitigate the effects of fire damage to the cables of concern.  
 
This finding is of greater than minor safety significance because it affected the objectives of the Mitigating Systems 
Cornerstone of Reactor Safety. It affected the availability and reliability of systems that mitigate initiating events to prevent 
undesirable consequences and also involved a lack of required fire barriers or separation for equipment relied upon for safe 
shutdown following a fire. The finding is of very low safety significance because of the low frequency of fires that could 
damage the cables of concern and also damage the redundant safe shutdown equipment. 
Inspection Report# : 2006005 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 
Physical Protection information not publicly available. 

Miscellaneous 
Last modified : June 01, 2007 



Sequoyah 1 
2Q/2007 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Dec 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Certify Qualifications and Status of Licensed Operators Were Current and Valid 
The inspectors identified a Green, non-cited violation (NCV) of 10 CFR 55.53, “Conditions of Licenses” for failure to 
certify the qualifications and status of licensed operators were current and valid prior to their resumption of license 
duties. Specific aspects of the requalification program that were not valid included plant tours that were not completed 
with another licensed operator and not completing all shift functions in positions to which the individuals will be 
assigned. The licensee entered the finding into the corrective action program as PER No.112004.  
 
The finding is greater than minor because it is associated with the human performance attribute of the Mitigating 
Systems Cornerstone that affects the cornerstone objective of ensuring the availability, reliability, and capability of 
operators to respond to initiating events to prevent undesirable consequences that could pose a potential risk to 
operations. The finding was evaluated using the Operator Requalification Human Performance Significance 
Determination Process. Under this SDP, record deficiencies can be either minor or of very low safety significance 
(Green). This finding was determined to be Green because it was related to the program for maintaining active 
licenses and more than 20% of the records reviewed had deficiencies. 
Inspection Report# : 2006005 (pdf)  

Significance:  Dec 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate 20-foot Separation Zones for Fire Protection in Unit 1 480V Board Room 1B 
The inspectors identified a Green non-cited violation of Unit 1 License Condition 16, Fire Protection, and Unit 2 
License Condition 13, Fire Protection, for failure to protect certain equipment that was required for safe shutdown 
from fire damage. The licensee’s Safe Shutdown Analysis for a fire in the Unit 1 480V Board Room 1B (Fire Area 
FAA-095) relied on the fire not damaging at least two of the three Unit 1 battery chargers located in the room plus one 
of the two Unit 1 inverters and one of the two Unit 2 inverters located in the room. However, the battery chargers and 
inverters were not separated or protected from fire damage as required by the License Conditions and Fire Protection 
Program. The licensee entered the issue into the corrective action program.  
 
This finding is of greater than minor safety significance because it affected the objectives of the Mitigating Systems 
Cornerstone of Reactor Safety. It affected the availability and reliability of systems that mitigate initiating events to 
prevent undesirable consequences and also involved a lack of required fire barriers or separation for equipment relied 
upon for safe shutdown following a fire. The finding is of very low safety significance because of the low frequency 
of fires that could damage two of the three Unit 1 battery chargers, both Unit 1 inverters, or both Unit 2 inverters that 
were located in the Unit 1 480V Board Room 1B concurrent with a failure of the sprinkler system. 
Inspection Report# : 2006005 (pdf)  

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



Unprotected Power Cables to Vital Inverters in the Unit 1 480V Board Room 1B 
The inspectors identified a Green non-cited violation of Unit 1 License Condition 16, Fire Protection, and Unit 2 
License Condition 13, Fire Protection, for failure to protect certain electrical cables for safe shutdown equipment from 
fire damage. The power cables to Unit 1 vital inverter 1-II and Unit 2 vital inverter 2-II were routed through the north 
end of the Unit 1 480V Board Room 1B (Fire Area FAA-095) without protection or separation from fire damage as 
required by the License Conditions and Fire Protection Program. The licensee entered the issue into the corrective 
action program and revised the fire procedure to add local manual operator actions to mitigate the effects of fire 
damage to the cables of concern.  
 
This finding is of greater than minor safety significance because it affected the objectives of the Mitigating Systems 
Cornerstone of Reactor Safety. It affected the availability and reliability of systems that mitigate initiating events to 
prevent undesirable consequences and also involved a lack of required fire barriers or separation for equipment relied 
upon for safe shutdown following a fire. The finding is of very low safety significance because of the low frequency 
of fires that could damage the cables of concern and also damage the redundant safe shutdown equipment. 
Inspection Report# : 2006005 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

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

Miscellaneous 
Last modified : August 24, 2007 



Sequoyah 1 
3Q/2007 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Sep 30, 2007 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure when Adjusting EDG Intake Fire Damper 
Green. A self-revealing non-cited violation of Technical Specification 6.8.1a was identified for failure to follow 
procedures when performing maintenance on the intake fire damper for Emergency Diesel Generator 2A. Because of 
this failure, the damper inadvertently closed and rendered the emergency diesel generator incapable of starting for 2.5 
hours. The licensee entered this issue into their Corrective Action Program as Problem Event Report (PER) 129463.  
 
This finding was more than minor because it affected the mitigating systems cornerstone objective of availability by 
rendering the emergency diesel generator incapable of starting and was associated with the equipment performance 
attribute. This finding was of very low safety significance because redundant equipment was available to provide the 
safety function. The finding had a cross-cutting aspect in the area of Human Performance because the cause of the 
finding was related to the Work Practices aspect of communicating expectations regarding procedural compliance 
(H.4(b)). (Section 1R12) 
Inspection Report# : 2007004 (pdf)  

Significance:  Dec 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Certify Qualifications and Status of Licensed Operators Were Current and Valid 
The inspectors identified a Green, non-cited violation (NCV) of 10 CFR 55.53, “Conditions of Licenses” for failure to 
certify the qualifications and status of licensed operators were current and valid prior to their resumption of license 
duties. Specific aspects of the requalification program that were not valid included plant tours that were not completed 
with another licensed operator and not completing all shift functions in positions to which the individuals will be 
assigned. The licensee entered the finding into the corrective action program as PER No.112004.  
 
The finding is greater than minor because it is associated with the human performance attribute of the Mitigating 
Systems Cornerstone that affects the cornerstone objective of ensuring the availability, reliability, and capability of 
operators to respond to initiating events to prevent undesirable consequences that could pose a potential risk to 
operations. The finding was evaluated using the Operator Requalification Human Performance Significance 
Determination Process. Under this SDP, record deficiencies can be either minor or of very low safety significance 
(Green). This finding was determined to be Green because it was related to the program for maintaining active 
licenses and more than 20% of the records reviewed had deficiencies. 
Inspection Report# : 2006005 (pdf)  

Significance:  Dec 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate 20-foot Separation Zones for Fire Protection in Unit 1 480V Board Room 1B 
The inspectors identified a Green non-cited violation of Unit 1 License Condition 16, Fire Protection, and Unit 2 
License Condition 13, Fire Protection, for failure to protect certain equipment that was required for safe shutdown 



from fire damage. The licensee’s Safe Shutdown Analysis for a fire in the Unit 1 480V Board Room 1B (Fire Area 
FAA-095) relied on the fire not damaging at least two of the three Unit 1 battery chargers located in the room plus one 
of the two Unit 1 inverters and one of the two Unit 2 inverters located in the room. However, the battery chargers and 
inverters were not separated or protected from fire damage as required by the License Conditions and Fire Protection 
Program. The licensee entered the issue into the corrective action program.  
 
This finding is of greater than minor safety significance because it affected the objectives of the Mitigating Systems 
Cornerstone of Reactor Safety. It affected the availability and reliability of systems that mitigate initiating events to 
prevent undesirable consequences and also involved a lack of required fire barriers or separation for equipment relied 
upon for safe shutdown following a fire. The finding is of very low safety significance because of the low frequency 
of fires that could damage two of the three Unit 1 battery chargers, both Unit 1 inverters, or both Unit 2 inverters that 
were located in the Unit 1 480V Board Room 1B concurrent with a failure of the sprinkler system. 
Inspection Report# : 2006005 (pdf)  

Significance:  Dec 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Unprotected Power Cables to Vital Inverters in the Unit 1 480V Board Room 1B 
The inspectors identified a Green non-cited violation of Unit 1 License Condition 16, Fire Protection, and Unit 2 
License Condition 13, Fire Protection, for failure to protect certain electrical cables for safe shutdown equipment from 
fire damage. The power cables to Unit 1 vital inverter 1-II and Unit 2 vital inverter 2-II were routed through the north 
end of the Unit 1 480V Board Room 1B (Fire Area FAA-095) without protection or separation from fire damage as 
required by the License Conditions and Fire Protection Program. The licensee entered the issue into the corrective 
action program and revised the fire procedure to add local manual operator actions to mitigate the effects of fire 
damage to the cables of concern.  
 
This finding is of greater than minor safety significance because it affected the objectives of the Mitigating Systems 
Cornerstone of Reactor Safety. It affected the availability and reliability of systems that mitigate initiating events to 
prevent undesirable consequences and also involved a lack of required fire barriers or separation for equipment relied 
upon for safe shutdown following a fire. The finding is of very low safety significance because of the low frequency 
of fires that could damage the cables of concern and also damage the redundant safe shutdown equipment. 
Inspection Report# : 2006005 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

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



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

Miscellaneous 
Significance: N/A Aug 10, 2007 
Identified By: NRC 
Item Type: FIN Finding 
Problem Identification & Resolution 
The team determined that the licensee was identifying plant deficiencies at an appropriately low level and effectively 
entering them into their corrective action program. The team also determined that the licensee was prioritizing and 
evaluating issues properly. The team identified several isolated examples where corrective actions did not appear 
appropriate, were not accurately documented, or were not completely carried out. Overall, the team found the 
effectiveness of corrective actions to be acceptable. The team observed that the quality of Problem Evaluation Report 
(PER) documentation has improved since the last NRC biennial PI&R inspection, but further improvements could be 
made. There continue to be multiple extensions for corrective actions with resources identified as the most significant 
contributing cause. The team concluded, however, that the licensee was generally providing an effective corrective 
action program.  
 
The inspection team identified that the last NRC Sequoyah PI&R inspection report  
50-327,328/2005009, issued 09/09/05 identified lingering technical problems with the Electronic Corrective Action 
Program (eCAP) electronic document management program. A review of the technical interface between personnel 
and the eCAP program identified that personnel were comfortable with the software and it’s functionality in creating 
and processing PERs.  
 
On the basis of interviews conducted during this inspection, the inspectors determined that workers at the site felt free 
to put safety concerns into the corrective action program. The inspectors concluded that the Employee Concerns 
Resolution program was functioning acceptably but the inspectors observed that there was a work backlog.  
 
Inspection Report# : 2007008 (pdf)  

Last modified : December 07, 2007 



Sequoyah 1 
4Q/2007 Plant Inspection Findings 

Initiating Events 

Significance:  Sep 10, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedure for Reduced Inventory/Mid-loop Operation. 
The team identified a violation of TS 6.8.1 for failure to establish an adequate procedure for reactor coolant system 
reduced inventory/mid-loop operations. Specifically, procedure 0-GO-13, Reactor Coolant System (RCS) Drain and 
Fill Operations, Rev. 57, was not adequate in that it did not establish adequate actions to  
maintain continuous RCS level indication during all possible plant conditions while in the reduced inventory/mid-loop 
configuration, specifically Loss of Offsite Power (LOSP). Additionally, the procedure did not establish contingency 
actions to recover power to the Mansell level indication systems or provide guidance for alignment of an alternate 
RCS level indication mechanism within the 30 minutes for which power was still available from the Mansell system 
unit battery.  
This finding is more than minor because it impacts the Initiating Events Cornerstone objective to limit the likelihood 
of those events that upset plant stability and challenge critical safety functions during shutdown. In accordance with 
NRC Inspection Manual Chapter 0609, Appendix G, “Shutdown Operations” the team conducted a Phase 3 SDP 
screening and determined the finding was of very low safety significance (Green). This finding was entered into the 
Sequoyah corrective action program as PER 125906. 
Inspection Report# : 2007006 (pdf)  

Significance:  Sep 10, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Abnormal Operating Procedure for RHR System Malfunctions During Mode 4 Conditions. 
The team identified a violation of TS 6.8.1 for failure to establish an adequate abnormal operating procedure for the 
Residual Heat Removal System (RHR) system malfunctions during shutdown conditions. Procedure AOP-R.03, RHR 
System Malfunction, Rev. 17, was not adequate in that it did not establish adequate actions to  
restore RHR cooling following isolation of an RHR leak during hot shutdown (Mode 4) operations. The instruction 
provided in the procedure could result in a total loss of RHR cooling capability during Mode 4 conditions if an RHR 
leak occurred.  
This finding is more than minor because it impacts the Initiating Events Cornerstone objective to limit the likelihood 
of those events that upset plant stability and challenge critical safety functions during shutdown in that the loss of 
RHR pumps would increase the likelihood of a loss of RHR cooling. In accordance with NRC Inspection Manual 
Chapter 0609, Appendix G, “Shutdown Operations” the team conducted a Phase 2 SDP screening and determined the 
finding was of very low safety significance (Green). This finding was entered into Sequoyah’s CAP under PER 
125844. 
Inspection Report# : 2007006 (pdf)  

Mitigating Systems 

Significance:  Sep 30, 2007 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure when Adjusting EDG Intake Fire Damper 
Green. A self-revealing non-cited violation of Technical Specification 6.8.1a was identified for failure to follow 



procedures when performing maintenance on the intake fire damper for Emergency Diesel Generator 2A. Because of 
this failure, the damper inadvertently closed and rendered the emergency diesel generator incapable of starting for 2.5 
hours. The licensee entered this issue into their Corrective Action Program as Problem Event Report (PER) 129463.  
 
This finding was more than minor because it affected the mitigating systems cornerstone objective of availability by 
rendering the emergency diesel generator incapable of starting and was associated with the equipment performance 
attribute. This finding was of very low safety significance because redundant equipment was available to provide the 
safety function. The finding had a cross-cutting aspect in the area of Human Performance because the cause of the 
finding was related to the Work Practices aspect of communicating expectations regarding procedural compliance 
(H.4(b)). (Section 1R12) 
Inspection Report# : 2007004 (pdf)  

Significance:  Sep 10, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure To Use Appropriate Assumptions in Design Calculations 
The team identified a violation of 10 CFR 50, Appendix B, Criterion III, Design Control, associated with TVA’s use 
of non-conservative design input values in design calculations. TVA’s failure to use appropriate inputs in design 
calculations resulted in a significant increase in the calculated maximum room temperatures for the Emergency Core 
Cooling System (ECCS) pump rooms as well as the Turbine Driven Auxiliary Feedwater (TDAFW) pump room. This 
increase in the calculated maximum room temperatures had the potential for affecting the operability of safety related 
components in the ECCS and TDAFW pump rooms.  
This finding is more than minor because if left uncorrected the use of incorrect design input values could become a 
more serious safety concern as many other safety-related design calculations rely upon these design outputs. In 
accordance with NRC Inspection Manual Chapter 0609, Appendix A, “Significance Determination of Reactor 
Inspection Findings for At-Power Situations,” the team conducted a Phase 1 SDP screening and determined the 
finding was of very low safety significance (Green). This finding was  
entered into Sequoyah’s CAP under PER 127414. 
Inspection Report# : 2007006 (pdf)  

Significance:  Sep 10, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
No Procedure for Inspection/Replacement of DG Local Electrical Panel Filters 
The team identified a violation of Technical Specification 6.8.1 associated with Tennessee Valley Authority’s (TVA) 
failure to develop a procedure that would provide periodic inspection and replacement of the emergency diesel 
generator room electrical panel ventilation air filters. This failure resulted in a fourteen year period between 1993 and 
present, for which the filters were not inspected and replaced for all four diesel  
generator rooms.  
The finding is greater than minor because it is associated with the Mitigating Systems cornerstone attribute procedure 
quality and affects the cornerstones objective of ensuring the availability, reliability, and operability of the emergency 
diesel generators to perform their safety function during an event, such as a loss of offsite power (LOSP). In 
accordance with NRC Inspection Manual Chapter 0609, Appendix A, “Significance Determination of Reactor 
Inspection Findings for At-Power Situations,” the team conducted a Phase 1 SDP screening and determined the 
finding was of very low safety significance (Green). This finding was entered into Sequoyah’s Corrective Action 
Program (CAP) under Problem Evaluation Report (PER) 125944 and actions have been taken to replace the existing 
air filters and procedural changes have been made to ensure filter inspection and replacement will be performed on a 
periodic basis 
Inspection Report# : 2007006 (pdf)  

Barrier Integrity 



Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

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

Miscellaneous 
Significance: N/A Aug 10, 2007 
Identified By: NRC 
Item Type: FIN Finding 
Problem Identification & Resolution 
The team determined that the licensee was identifying plant deficiencies at an appropriately low level and effectively 
entering them into their corrective action program. The team also determined that the licensee was prioritizing and 
evaluating issues properly. The team identified several isolated examples where corrective actions did not appear 
appropriate, were not accurately documented, or were not completely carried out. Overall, the team found the 
effectiveness of corrective actions to be acceptable. The team observed that the quality of Problem Evaluation Report 
(PER) documentation has improved since the last NRC biennial PI&R inspection, but further improvements could be 
made. There continue to be multiple extensions for corrective actions with resources identified as the most significant 
contributing cause. The team concluded, however, that the licensee was generally providing an effective corrective 
action program.  
 
The inspection team identified that the last NRC Sequoyah PI&R inspection report  
50-327,328/2005009, issued 09/09/05 identified lingering technical problems with the Electronic Corrective Action 
Program (eCAP) electronic document management program. A review of the technical interface between personnel 
and the eCAP program identified that personnel were comfortable with the software and it’s functionality in creating 
and processing PERs.  
 
On the basis of interviews conducted during this inspection, the inspectors determined that workers at the site felt free 
to put safety concerns into the corrective action program. The inspectors concluded that the Employee Concerns 
Resolution program was functioning acceptably but the inspectors observed that there was a work backlog.  
 
Inspection Report# : 2007008 (pdf)  

Last modified : February 04, 2008 



Sequoyah 1 
1Q/2008 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 31, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Follow Calibration Procedure 
Green. A self-revealing NCV was identified for failure to properly follow procedure when calibrating Loop 3 Steam 
Pressure Channel 1 on Unit 1. Because of failure to follow procedure, automatic steam generator level control rapidly 
reduced feedwater flow to the point where programmed level could not be maintained and caused the operators to 
manually trip the reactor. The licensee entered the problem into their corrective action program and initiated actions to 
prevent recurrence.  
 
The finding was more than minor because it was associated with the human performance attribute of the Initiating 
Events Cornerstone and resulted in an upset in plant stability by causing a reactor trip. While the finding resulted in an 
actual trip, the finding was determined to be of very low safety significance, because it did not contribute to the 
likelihood of a loss of coolant accident, contribute to a loss of mitigation equipment functions, or increase the 
likelihood of a fire or flood. The cause of the finding was associated with the human error prevention techniques 
aspect of the human performance cross-cutting area, because the involved instrument technicians failed to follow 
proper placekeeping practices and failed to verify and validate the proper starting place in the procedure after taking a 
break. (Section 1R22).  
 
Inspection Report# : 2008002 (pdf)  

Significance:  Sep 10, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedure for Reduced Inventory/Mid-loop Operation. 
The team identified a violation of TS 6.8.1 for failure to establish an adequate procedure for reactor coolant system 
reduced inventory/mid-loop operations. Specifically, procedure 0-GO-13, Reactor Coolant System (RCS) Drain and 
Fill Operations, Rev. 57, was not adequate in that it did not establish adequate actions to  
maintain continuous RCS level indication during all possible plant conditions while in the reduced inventory/mid-loop 
configuration, specifically Loss of Offsite Power (LOSP). Additionally, the procedure did not establish contingency 
actions to recover power to the Mansell level indication systems or provide guidance for alignment of an alternate 
RCS level indication mechanism within the 30 minutes for which power was still available from the Mansell system 
unit battery.  
This finding is more than minor because it impacts the Initiating Events Cornerstone objective to limit the likelihood 
of those events that upset plant stability and challenge critical safety functions during shutdown. In accordance with 
NRC Inspection Manual Chapter 0609, Appendix G, “Shutdown Operations” the team conducted a Phase 3 SDP 
screening and determined the finding was of very low safety significance (Green). This finding was entered into the 
Sequoyah corrective action program as PER 125906. 
Inspection Report# : 2007006 (pdf)  

Significance:  Sep 10, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Abnormal Operating Procedure for RHR System Malfunctions During Mode 4 Conditions. 
The team identified a violation of TS 6.8.1 for failure to establish an adequate abnormal operating procedure for the 
Residual Heat Removal System (RHR) system malfunctions during shutdown conditions. Procedure AOP-R.03, RHR 
System Malfunction, Rev. 17, was not adequate in that it did not establish adequate actions to  



restore RHR cooling following isolation of an RHR leak during hot shutdown (Mode 4) operations. The instruction 
provided in the procedure could result in a total loss of RHR cooling capability during Mode 4 conditions if an RHR 
leak occurred.  
This finding is more than minor because it impacts the Initiating Events Cornerstone objective to limit the likelihood 
of those events that upset plant stability and challenge critical safety functions during shutdown in that the loss of 
RHR pumps would increase the likelihood of a loss of RHR cooling. In accordance with NRC Inspection Manual 
Chapter 0609, Appendix G, “Shutdown Operations” the team conducted a Phase 2 SDP screening and determined the 
finding was of very low safety significance (Green). This finding was entered into Sequoyah’s CAP under PER 
125844. 
Inspection Report# : 2007006 (pdf)  

Mitigating Systems 

Significance:  Mar 31, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Tagging Procedure 
Green. A self-revealing NCV was identified for an inadequate tagging procedure that resulted in a failure to properly 
isolate a fire hydrant before maintenance. Because of the failure, the hydrant was forced off the associated fire 
protection system header, depressurized the system, and rendered it inoperable. The licensee entered the problem into 
their corrective action program and initiated actions to prevent recurrence.  
 
 
This finding was more than minor because it affected the mitigating system cornerstone objective of availability of 
systems, i.e. Fire Protection System, and was associated with the protection against fire, an external hazards attribute. 
While the finding caused the fire protection system to be inoperable, the inspectors determined that the degradation 
rating used for the significance determination process was low. Therefore, the finding was considered to be of very 
low safety significance. The cause of the finding was associated with the accurate and up-to-date procedures and work 
packages aspect of the human performance cross-cutting area. The clearance procedure and Work Order (WO) were 
not sufficient to ensure continued fire protection system operability during hydrant maintenance.  
 
Inspection Report# : 2008002 (pdf)  

Significance:  Sep 30, 2007 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure when Adjusting EDG Intake Fire Damper 
Green. A self-revealing non-cited violation of Technical Specification 6.8.1a was identified for failure to follow 
procedures when performing maintenance on the intake fire damper for Emergency Diesel Generator 2A. Because of 
this failure, the damper inadvertently closed and rendered the emergency diesel generator incapable of starting for 2.5 
hours. The licensee entered this issue into their Corrective Action Program as Problem Event Report (PER) 129463.  
 
This finding was more than minor because it affected the mitigating systems cornerstone objective of availability by 
rendering the emergency diesel generator incapable of starting and was associated with the equipment performance 
attribute. This finding was of very low safety significance because redundant equipment was available to provide the 
safety function. The finding had a cross-cutting aspect in the area of Human Performance because the cause of the 
finding was related to the Work Practices aspect of communicating expectations regarding procedural compliance 
(H.4(b)). (Section 1R12) 
Inspection Report# : 2007004 (pdf)  

Significance:  Sep 10, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 



Failure To Use Appropriate Assumptions in Design Calculations 
The team identified a violation of 10 CFR 50, Appendix B, Criterion III, Design Control, associated with TVA’s use 
of non-conservative design input values in design calculations. TVA’s failure to use appropriate inputs in design 
calculations resulted in a significant increase in the calculated maximum room temperatures for the Emergency Core 
Cooling System (ECCS) pump rooms as well as the Turbine Driven Auxiliary Feedwater (TDAFW) pump room. This 
increase in the calculated maximum room temperatures had the potential for affecting the operability of safety related 
components in the ECCS and TDAFW pump rooms.  
This finding is more than minor because if left uncorrected the use of incorrect design input values could become a 
more serious safety concern as many other safety-related design calculations rely upon these design outputs. In 
accordance with NRC Inspection Manual Chapter 0609, Appendix A, “Significance Determination of Reactor 
Inspection Findings for At-Power Situations,” the team conducted a Phase 1 SDP screening and determined the 
finding was of very low safety significance (Green). This finding was  
entered into Sequoyah’s CAP under PER 127414. 
Inspection Report# : 2007006 (pdf)  

Significance:  Sep 10, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
No Procedure for Inspection/Replacement of DG Local Electrical Panel Filters 
The team identified a violation of Technical Specification 6.8.1 associated with Tennessee Valley Authority’s (TVA) 
failure to develop a procedure that would provide periodic inspection and replacement of the emergency diesel 
generator room electrical panel ventilation air filters. This failure resulted in a fourteen year period between 1993 and 
present, for which the filters were not inspected and replaced for all four diesel  
generator rooms.  
The finding is greater than minor because it is associated with the Mitigating Systems cornerstone attribute procedure 
quality and affects the cornerstones objective of ensuring the availability, reliability, and operability of the emergency 
diesel generators to perform their safety function during an event, such as a loss of offsite power (LOSP). In 
accordance with NRC Inspection Manual Chapter 0609, Appendix A, “Significance Determination of Reactor 
Inspection Findings for At-Power Situations,” the team conducted a Phase 1 SDP screening and determined the 
finding was of very low safety significance (Green). This finding was entered into Sequoyah’s Corrective Action 
Program (CAP) under Problem Evaluation Report (PER) 125944 and actions have been taken to replace the existing 
air filters and procedural changes have been made to ensure filter inspection and replacement will be performed on a 
periodic basis 
Inspection Report# : 2007006 (pdf)  

Barrier Integrity 

Significance:  Dec 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Effectively Implement Foreign Material Control Requirements in the RCS 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion V, for failure to implement 
licensee Procedure SPP-6.5, Foreign Material Control. During a review of the core verification video following 
refueling and reactor vessel head installation, the inspectors identified debris within the Reactor Coolant System 
(RCS), not previously identified by the licensee. The licensee took immediate action to enter the problem into their 
corrective action program and evaluate whether the reactor coolant system could safely operate  
with the material left behind.  
 
The finding was more than minor because the material could have been removed had it been properly identified and 
because an evaluation was required to justify leaving it after the reactor head was installed. The finding was of very 
low safety significance because it affected only the fuel barrier and not the RCS barrier.  
The finding had no cross-cutting aspects. 
Inspection Report# : 2007005 (pdf)  



Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

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

Miscellaneous 
Significance: N/A Aug 10, 2007 
Identified By: NRC 
Item Type: FIN Finding 
Problem Identification & Resolution 
The team determined that the licensee was identifying plant deficiencies at an appropriately low level and effectively 
entering them into their corrective action program. The team also determined that the licensee was prioritizing and 
evaluating issues properly. The team identified several isolated examples where corrective actions did not appear 
appropriate, were not accurately documented, or were not completely carried out. Overall, the team found the 
effectiveness of corrective actions to be acceptable. The team observed that the quality of Problem Evaluation Report 
(PER) documentation has improved since the last NRC biennial PI&R inspection, but further improvements could be 
made. There continue to be multiple extensions for corrective actions with resources identified as the most significant 
contributing cause. The team concluded, however, that the licensee was generally providing an effective corrective 
action program.  
 
The inspection team identified that the last NRC Sequoyah PI&R inspection report  
50-327,328/2005009, issued 09/09/05 identified lingering technical problems with the Electronic Corrective Action 
Program (eCAP) electronic document management program. A review of the technical interface between personnel 
and the eCAP program identified that personnel were comfortable with the software and it’s functionality in creating 
and processing PERs.  
 
On the basis of interviews conducted during this inspection, the inspectors determined that workers at the site felt free 
to put safety concerns into the corrective action program. The inspectors concluded that the Employee Concerns 
Resolution program was functioning acceptably but the inspectors observed that there was a work backlog.  
 
Inspection Report# : 2007008 (pdf)  

Last modified : June 05, 2008 



Sequoyah 1 
2Q/2008 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 31, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Follow Calibration Procedure 
Green. A self-revealing NCV was identified for failure to properly follow procedure when calibrating Loop 3 Steam 
Pressure Channel 1 on Unit 1. Because of failure to follow procedure, automatic steam generator level control rapidly 
reduced feedwater flow to the point where programmed level could not be maintained and caused the operators to 
manually trip the reactor. The licensee entered the problem into their corrective action program and initiated actions to 
prevent recurrence.  
 
The finding was more than minor because it was associated with the human performance attribute of the Initiating 
Events Cornerstone and resulted in an upset in plant stability by causing a reactor trip. While the finding resulted in an 
actual trip, the finding was determined to be of very low safety significance, because it did not contribute to the 
likelihood of a loss of coolant accident, contribute to a loss of mitigation equipment functions, or increase the 
likelihood of a fire or flood. The cause of the finding was associated with the human error prevention techniques 
aspect of the human performance cross-cutting area, because the involved instrument technicians failed to follow 
proper placekeeping practices and failed to verify and validate the proper starting place in the procedure after taking a 
break. (Section 1R22).  
 
Inspection Report# : 2008002 (pdf)  

Significance:  Sep 10, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedure for Reduced Inventory/Mid-loop Operation. 
The team identified a violation of TS 6.8.1 for failure to establish an adequate procedure for reactor coolant system 
reduced inventory/mid-loop operations. Specifically, procedure 0-GO-13, Reactor Coolant System (RCS) Drain and 
Fill Operations, Rev. 57, was not adequate in that it did not establish adequate actions to  
maintain continuous RCS level indication during all possible plant conditions while in the reduced inventory/mid-loop 
configuration, specifically Loss of Offsite Power (LOSP). Additionally, the procedure did not establish contingency 
actions to recover power to the Mansell level indication systems or provide guidance for alignment of an alternate 
RCS level indication mechanism within the 30 minutes for which power was still available from the Mansell system 
unit battery.  
 
This finding is more than minor because it impacts the Initiating Events Cornerstone objective to limit the likelihood 
of those events that upset plant stability and challenge critical safety functions during shutdown. In accordance with 
NRC Inspection Manual Chapter 0609, Appendix G, “Shutdown Operations” the team conducted a Phase 3 
significance determination process screening and determined the finding was of very low safety significance (Green). 
This finding was entered into the Sequoyah corrective action program as Problem Evaluation Report 125906. 
Inspection Report# : 2007006 (pdf)  

Significance:  Sep 10, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Abnormal Operating Procedure for RHR System Malfunctions During Mode 4 Conditions. 
The team identified a violation of Technical Specification 6.8.1 for failure to establish an adequate abnormal operating 
procedure for the Residual Heat Removal System (RHR) system malfunctions during shutdown conditions. Procedure 



AOP-R.03, RHR System Malfunction, Rev. 17, was not adequate in that it did not establish adequate actions to restore 
RHR cooling following isolation of an RHR leak during hot shutdown (Mode 4) operations. The instruction provided 
in the procedure could result in a total loss of RHR cooling capability during Mode 4 conditions if an RHR leak 
occurred.  
 
This finding is more than minor because it impacts the Initiating Events Cornerstone objective to limit the likelihood 
of those events that upset plant stability and challenge critical safety functions during shutdown in that the loss of 
RHR pumps would increase the likelihood of a loss of RHR cooling. In accordance with NRC Inspection Manual 
Chapter 0609, Appendix G, “Shutdown Operations” the team conducted a Phase 2 significance determination process 
screening and determined the finding was of very low safety significance (Green). This finding was entered into 
Sequoyah’s corrective action program under Problem Evalution Report 125844. 
Inspection Report# : 2007006 (pdf)  

Mitigating Systems 

Significance:  Jun 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Gland Seal Steam Header Isolation Valves Not Scoped In Maintenance Rule 
The inspectors identified a Green, non-cited violation of 10 CFR 50.65(b)(2)(i) for the licensee’s failure to include the 
gland seal steam supply and supply bypass isolation valves in the scope of their maintenance rule program. These 
valves are used in the emergency operating procedures to mitigate a steam generator tube rupture if a main steam 
isolation valve were to fail. The licensee entered the issue into their corrective action program.  
 
The finding was more than minor because it was associated with the mitigating systems cornerstone attribute of 
equipment performance and affected the cornerstone objective of ensuring the availability and reliability of systems 
that respond to initiating events to prevent undesirable consequences. In accordance with Inspection Manual Chapter 
IMC 0609.04, Phase 1 - Initial Screening and Characterization of Findings, the finding was determined to be of very 
low safety significance (Green) because it did not represent an actual loss of a safety function of one or more non-
Technical Specification trains of equipment designated as risk-significant per 10 CFR 50.65.  
 
Inspection Report# : 2008003 (pdf)  

Significance:  Mar 31, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Tagging Procedure 
Green. A self-revealing NCV was identified for an inadequate tagging procedure that resulted in a failure to properly 
isolate a fire hydrant before maintenance. Because of the failure, the hydrant was forced off the associated fire 
protection system header, depressurized the system, and rendered it inoperable. The licensee entered the problem into 
their corrective action program and initiated actions to prevent recurrence.  
 
 
This finding was more than minor because it affected the mitigating system cornerstone objective of availability of 
systems, i.e. Fire Protection System, and was associated with the protection against fire, an external hazards attribute. 
While the finding caused the fire protection system to be inoperable, the inspectors determined that the degradation 
rating used for the significance determination process was low. Therefore, the finding was considered to be of very 
low safety significance. The cause of the finding was associated with the accurate and up-to-date procedures and work 
packages aspect of the human performance cross-cutting area. The clearance procedure and Work Order (WO) were 
not sufficient to ensure continued fire protection system operability during hydrant maintenance.  
 
Inspection Report# : 2008002 (pdf)  



Significance:  Sep 30, 2007 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure when Adjusting EDG Intake Fire Damper 
Green. A self-revealing non-cited violation of Technical Specification 6.8.1a was identified for failure to follow 
procedures when performing maintenance on the intake fire damper for Emergency Diesel Generator 2A. Because of 
this failure, the damper inadvertently closed and rendered the emergency diesel generator incapable of starting for 2.5 
hours. The licensee entered this issue into their Corrective Action Program as Problem Event Report (PER) 129463.  
 
This finding was more than minor because it affected the mitigating systems cornerstone objective of availability by 
rendering the emergency diesel generator incapable of starting and was associated with the equipment performance 
attribute. This finding was of very low safety significance because redundant equipment was available to provide the 
safety function. The finding had a cross-cutting aspect in the area of Human Performance because the cause of the 
finding was related to the Work Practices aspect of communicating expectations regarding procedural compliance 
(H.4(b)). (Section 1R12) 
Inspection Report# : 2007004 (pdf)  

Significance:  Sep 10, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure To Use Appropriate Assumptions in Design Calculations 
The team identified a violation of 10 CFR 50, Appendix B, Criterion III, Design Control, associated with TVA’s use 
of non-conservative design input values in design calculations. TVA’s failure to use appropriate inputs in design 
calculations resulted in a significant increase in the calculated maximum room temperatures for the Emergency Core 
Cooling System (ECCS) pump rooms as well as the Turbine Driven Auxiliary Feedwater (TDAFW) pump room. This 
increase in the calculated maximum room temperatures had the potential for affecting the operability of safety related 
components in the ECCS and TDAFW pump rooms.  
 
This finding is more than minor because if left uncorrected the use of incorrect design input values could become a 
more serious safety concern as many other safety-related design calculations rely upon these design outputs. In 
accordance with NRC Inspection Manual Chapter 0609, Appendix A, “Significance Determination of Reactor 
Inspection Findings for At-Power Situations,” the team conducted a Phase 1 significance determination process 
screening and determined the finding was of very low safety significance (Green). This finding was entered into 
Sequoyah’s Corrective Action Program under Problem Evaluation Report 127414. 
Inspection Report# : 2007006 (pdf)  

Significance:  Sep 10, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
No Procedure for Inspection/Replacement of DG Local Electrical Panel Filters 
The team identified a violation of Technical Specification 6.8.1 associated with Tennessee Valley Authority’s (TVA) 
failure to develop a procedure that would provide periodic inspection and replacement of the emergency diesel 
generator room electrical panel ventilation air filters. This failure resulted in a fourteen year period between 1993 and 
present, for which the filters were not inspected and replaced for all four diesel  
generator rooms.  
 
The finding is greater than minor because it is associated with the Mitigating Systems cornerstone attribute procedure 
quality and affects the cornerstones objective of ensuring the availability, reliability, and operability of the emergency 
diesel generators to perform their safety function during an event, such as a loss of offsite power (LOSP). In 
accordance with NRC Inspection Manual Chapter 0609, Appendix A, “Significance Determination of Reactor 
Inspection Findings for At-Power Situations,” the team conducted a Phase 1 significance determination process 
screening and determined the finding was of very low safety significance (Green). This finding was entered into 
Sequoyah’s Corrective Action Program (CAP) under Problem Evaluation Report (PER) 125944 and actions have been 
taken to replace the existing air filters and procedural changes have been made to ensure filter inspection and 
replacement will be performed on a periodic basis 
Inspection Report# : 2007006 (pdf)  



Barrier Integrity 

Significance:  Dec 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Effectively Implement Foreign Material Control Requirements in the RCS 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion V, for failure to implement 
licensee Procedure SPP-6.5, Foreign Material Control. During a review of the core verification video following 
refueling and reactor vessel head installation, the inspectors identified debris within the Reactor Coolant System 
(RCS), not previously identified by the licensee. The licensee took immediate action to enter the problem into their 
corrective action program and evaluate whether the reactor coolant system could safely operate  
with the material left behind.  
 
The finding was more than minor because the material could have been removed had it been properly identified and 
because an evaluation was required to justify leaving it after the reactor head was installed. The finding was of very 
low safety significance because it affected only the fuel barrier and not the RCS barrier.  
The finding had no cross-cutting aspects. 
Inspection Report# : 2007005 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

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

Miscellaneous 
Significance: N/A Aug 10, 2007 
Identified By: NRC 
Item Type: FIN Finding 
Problem Identification & Resolution 
The team determined that the licensee was identifying plant deficiencies at an appropriately low level and effectively 
entering them into their corrective action program. The team also determined that the licensee was prioritizing and 
evaluating issues properly. The team identified several isolated examples where corrective actions did not appear 
appropriate, were not accurately documented, or were not completely carried out. Overall, the team found the 
effectiveness of corrective actions to be acceptable. The team observed that the quality of Problem Evaluation Report 
(PER) documentation has improved since the last NRC biennial PI&R inspection, but further improvements could be 



made. There continue to be multiple extensions for corrective actions with resources identified as the most significant 
contributing cause. The team concluded, however, that the licensee was generally providing an effective corrective 
action program.  
 
The inspection team identified that the last NRC Sequoyah PI&R inspection report  
50-327,328/2005009, issued 09/09/05 identified lingering technical problems with the Electronic Corrective Action 
Program (eCAP) electronic document management program. A review of the technical interface between personnel 
and the eCAP program identified that personnel were comfortable with the software and it’s functionality in creating 
and processing PERs.  
 
On the basis of interviews conducted during this inspection, the inspectors determined that workers at the site felt free 
to put safety concerns into the corrective action program. The inspectors concluded that the Employee Concerns 
Resolution program was functioning acceptably but the inspectors observed that there was a work backlog.  
 
Inspection Report# : 2007008 (pdf)  

Last modified : August 29, 2008 



Sequoyah 1 
3Q/2008 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 31, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Follow Calibration Procedure 
Green. A self-revealing NCV was identified for failure to properly follow procedure when calibrating Loop 3 Steam Pressure Channel 1 on 
Unit 1. Because of failure to follow procedure, automatic steam generator level control rapidly reduced feedwater flow to the point where 
programmed level could not be maintained and caused the operators to manually trip the reactor. The licensee entered the problem into their 
corrective action program and initiated actions to prevent recurrence.  
 
The finding was more than minor because it was associated with the human performance attribute of the Initiating Events Cornerstone and 
resulted in an upset in plant stability by causing a reactor trip. While the finding resulted in an actual trip, the finding was determined to be of 
very low safety significance, because it did not contribute to the likelihood of a loss of coolant accident, contribute to a loss of mitigation 
equipment functions, or increase the likelihood of a fire or flood. The cause of the finding was associated with the human error prevention 
techniques aspect of the human performance cross-cutting area, because the involved instrument technicians failed to follow proper 
placekeeping practices and failed to verify and validate the proper starting place in the procedure after taking a break. (Section 1R22).  
 
Inspection Report# : 2008002 (pdf)  

Mitigating Systems 

Significance:  Jun 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Gland Seal Steam Header Isolation Valves Not Scoped In Maintenance Rule 
The inspectors identified a Green, non-cited violation of 10 CFR 50.65(b)(2)(i) for the licensee’s failure to include the gland seal steam 
supply and supply bypass isolation valves in the scope of their maintenance rule program. These valves are used in the emergency operating 
procedures to mitigate a steam generator tube rupture if a main steam isolation valve were to fail. The licensee entered the issue into their 
corrective action program.  
 
The finding was more than minor because it was associated with the mitigating systems cornerstone attribute of equipment performance and 
affected the cornerstone objective of ensuring the availability and reliability of systems that respond to initiating events to prevent undesirable 
consequences. In accordance with Inspection Manual Chapter IMC 0609.04, Phase 1 - Initial Screening and Characterization of Findings, the 
finding was determined to be of very low safety significance (Green) because it did not represent an actual loss of a safety function of one or 
more non-Technical Specification trains of equipment designated as risk-significant per 10 CFR 50.65.  
 
Inspection Report# : 2008003 (pdf)  

Significance:  Jun 27, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Sprinklers too far below Ceiling in Cable Spreading Room 
A green no-cited violatin of Unit 1 License Condition 16 and Unit 2 License Condition  
13, Fire Protection, was identified for failure to install the automatic suppression  
system (sprinkler system) in the cable spreading room according to the applicable  
National Fire Protection Association standard with regard to the ceiling to sprinkler  
head dimension. As a result, the fusible link type sprinkler heads may be  
significantly slower than originally intended after fire ignition. The licensee  
entered this problem into their corrective action program.  
 
This finding is a performance deficiency because the licensee did not locate the 



sprinkler heads according to the applicable industry code of record for the facility.  
The finding is more than minor because it is associated with the reactor safety,  
mitigating systems, cornerstone attribute of protection against external factors, i.e.  
Enclosure fire, and it substantially affects the objective of ensuring reliability and capability of  
systems that respond to initiating events. The finding was determined to be of  
very low safety significance when the likelihood of fires, the transients that could  
be initiated by fires and the probability of failure of mitigating systems for those  
transients were evaluated. 
Inspection Report# : 2008006 (pdf)  

Significance:  Mar 31, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Tagging Procedure 
Green. A self-revealing NCV was identified for an inadequate tagging procedure that resulted in a failure to properly isolate a fire hydrant 
before maintenance. Because of the failure, the hydrant was forced off the associated fire protection system header, depressurized the system, 
and rendered it inoperable. The licensee entered the problem into their corrective action program and initiated actions to prevent recurrence. 
 
 
This finding was more than minor because it affected the mitigating system cornerstone objective of availability of systems, i.e. Fire 
Protection System, and was associated with the protection against fire, an external hazards attribute. While the finding caused the fire 
protection system to be inoperable, the inspectors determined that the degradation rating used for the significance determination process was 
low. Therefore, the finding was considered to be of very low safety significance. The cause of the finding was associated with the accurate 
and up-to-date procedures and work packages aspect of the human performance cross-cutting area. The clearance procedure and Work Order 
(WO) were not sufficient to ensure continued fire protection system operability during hydrant maintenance.  
 
Inspection Report# : 2008002 (pdf)  

Barrier Integrity 

Significance:  Dec 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Effectively Implement Foreign Material Control Requirements in the RCS 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion V, for failure to implement licensee Procedure SPP-6.5, 
Foreign Material Control. During a review of the core verification video following refueling and reactor vessel head installation, the 
inspectors identified debris within the Reactor Coolant System (RCS), not previously identified by the licensee. The licensee took immediate 
action to enter the problem into their corrective action program and evaluate whether the reactor coolant system could safely operate  
with the material left behind.  
 
The finding was more than minor because the material could have been removed had it been properly identified and because an evaluation 
was required to justify leaving it after the reactor head was installed. The finding was of very low safety significance because it affected only 
the fuel barrier and not the RCS barrier.  
The finding had no cross-cutting aspects. 
Inspection Report# : 2007005 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 



Physical Protection 

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

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 



Sequoyah 1 
4Q/2008 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 31, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Follow Calibration Procedure 
Green. A self-revealing NCV was identified for failure to properly follow procedure when calibrating Loop 3 Steam 
Pressure Channel 1 on Unit 1. Because of failure to follow procedure, automatic steam generator level control rapidly 
reduced feedwater flow to the point where programmed level could not be maintained and caused the operators to 
manually trip the reactor. The licensee entered the problem into their corrective action program and initiated actions to 
prevent recurrence.  
 
The finding was more than minor because it was associated with the human performance attribute of the Initiating 
Events Cornerstone and resulted in an upset in plant stability by causing a reactor trip. While the finding resulted in an 
actual trip, the finding was determined to be of very low safety significance, because it did not contribute to the 
likelihood of a loss of coolant accident, contribute to a loss of mitigation equipment functions, or increase the 
likelihood of a fire or flood. The cause of the finding was associated with the human error prevention techniques 
aspect of the human performance cross-cutting area, because the involved instrument technicians failed to follow 
proper placekeeping practices and failed to verify and validate the proper starting place in the procedure after taking a 
break. (Section 1R22).  
 
Inspection Report# : 2008002 (pdf)  

Mitigating Systems 
Significance: SL-IV Dec 31, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Notify the Commission Within 30 Days After a Licensed Operator Was Diagnosed With a 
Permanent Physical Medical Condition 
The NRC identified a non-cited violation (NCV) of 10 CFR 55.25 and § 50.74 for failure to notify the Commission 
within 30 days after a licensed operator developed a permanent change in his physical condition. The licensee entered 
this finding into their corrective action program as problem evaluation report 158614.  
 
This finding was evaluated using the traditional enforcement process because the licensee’s failure to report the 
changes in medical condition impacted the Commission’s ability to perform its regulatory function associated with 
operator licensing. Using Supplement I, “Reactor Operations,” of the NRC Enforcement Policy, this finding was 
determined to be a Severity Level IV violation because the change in the operator’s physical condition did not impact 
his ability to perform licensed duties.  
 
The cause of the finding was the licensee failed to understand that all permanent conditions, disabilities, and 
incapacities must be reported to the NRC for evaluation, regardless of whether the operator had exceeded the specific 
minimum requirement or the related disqualifying condition threshold in ANSI/ANS-3.4, “Medical Certification and 
Monitoring of Personnel Requiring Operator Licenses for Nuclear Power Plants.” 
Inspection Report# : 2008005 (pdf)  



Significance:  Jun 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Gland Seal Steam Header Isolation Valves Not Scoped In Maintenance Rule 
The inspectors identified a Green, non-cited violation of 10 CFR 50.65(b)(2)(i) for the licensee’s failure to include the 
gland seal steam supply and supply bypass isolation valves in the scope of their maintenance rule program. These 
valves are used in the emergency operating procedures to mitigate a steam generator tube rupture if a main steam 
isolation valve were to fail. The licensee entered the issue into their corrective action program.  
 
The finding was more than minor because it was associated with the mitigating systems cornerstone attribute of 
equipment performance and affected the cornerstone objective of ensuring the availability and reliability of systems 
that respond to initiating events to prevent undesirable consequences. In accordance with Inspection Manual Chapter 
IMC 0609.04, Phase 1 - Initial Screening and Characterization of Findings, the finding was determined to be of very 
low safety significance (Green) because it did not represent an actual loss of a safety function of one or more non-
Technical Specification trains of equipment designated as risk-significant per 10 CFR 50.65.  
 
Inspection Report# : 2008003 (pdf)  

Significance:  Jun 27, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Sprinklers too far below Ceiling in Cable Spreading Room 
A green non-cited violation of Unit 1 License Condition 16 and Unit 2 License Condition  
13, Fire Protection, was identified for failure to install the automatic suppression  
system (sprinkler system) in the cable spreading room according to the applicable  
National Fire Protection Association standard with regard to the ceiling to sprinkler  
head dimension. As a result, the fusible link type sprinkler heads may be  
significantly slower than originally intended after fire ignition. The licensee  
entered this problem into their corrective action program.  
 
This finding is a performance deficiency because the licensee did not locate the  
sprinkler heads according to the applicable industry code of record for the facility.  
The finding is more than minor because it is associated with the reactor safety,  
mitigating systems, cornerstone attribute of protection against external factors, i.e.  
Enclosure fire, and it substantially affects the objective of ensuring reliability and capability of  
systems that respond to initiating events. The finding was determined to be of  
very low safety significance when the likelihood of fires, the transients that could  
be initiated by fires and the probability of failure of mitigating systems for those  
transients were evaluated. 
Inspection Report# : 2008006 (pdf)  

Significance:  Mar 31, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Tagging Procedure 
Green. A self-revealing NCV was identified for an inadequate tagging procedure that resulted in a failure to properly 
isolate a fire hydrant before maintenance. Because of the failure, the hydrant was forced off the associated fire 
protection system header, depressurized the system, and rendered it inoperable. The licensee entered the problem into 
their corrective action program and initiated actions to prevent recurrence.  
 
 
This finding was more than minor because it affected the mitigating system cornerstone objective of availability of 
systems, i.e. Fire Protection System, and was associated with the protection against fire, an external hazards attribute. 



While the finding caused the fire protection system to be inoperable, the inspectors determined that the degradation 
rating used for the significance determination process was low. Therefore, the finding was considered to be of very 
low safety significance. The cause of the finding was associated with the accurate and up-to-date procedures and work 
packages aspect of the human performance cross-cutting area. The clearance procedure and Work Order (WO) were 
not sufficient to ensure continued fire protection system operability during hydrant maintenance.  
 
Inspection Report# : 2008002 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

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

Miscellaneous 
Last modified : April 07, 2009 



Sequoyah 1 
1Q/2009 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 
Significance: SL-IV Dec 31, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Notify the Commission Within 30 Days After a Licensed Operator Was Diagnosed With a 
Permanent Physical Medical Condition 
The NRC identified a non-cited violation (NCV) of 10 CFR 55.25 and § 50.74 for failure to notify the Commission 
within 30 days after a licensed operator developed a permanent change in his physical condition. The licensee entered 
this finding into their corrective action program as problem evaluation report 158614.  
 
This finding was evaluated using the traditional enforcement process because the licensee’s failure to report the 
changes in medical condition impacted the Commission’s ability to perform its regulatory function associated with 
operator licensing. Using Supplement I, “Reactor Operations,” of the NRC Enforcement Policy, this finding was 
determined to be a Severity Level IV violation because the change in the operator’s physical condition did not impact 
his ability to perform licensed duties.  
 
The cause of the finding was the licensee failed to understand that all permanent conditions, disabilities, and 
incapacities must be reported to the NRC for evaluation, regardless of whether the operator had exceeded the specific 
minimum requirement or the related disqualifying condition threshold in ANSI/ANS-3.4, “Medical Certification and 
Monitoring of Personnel Requiring Operator Licenses for Nuclear Power Plants.” 
Inspection Report# : 2008005 (pdf)  

Significance:  Jun 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Gland Seal Steam Header Isolation Valves Not Scoped In Maintenance Rule 
The inspectors identified a Green, non-cited violation of 10 CFR 50.65(b)(2)(i) for the licensee’s failure to include the 
gland seal steam supply and supply bypass isolation valves in the scope of their maintenance rule program. These 
valves are used in the emergency operating procedures to mitigate a steam generator tube rupture if a main steam 
isolation valve were to fail. The licensee entered the issue into their corrective action program.  
 
The finding was more than minor because it was associated with the mitigating systems cornerstone attribute of 
equipment performance and affected the cornerstone objective of ensuring the availability and reliability of systems 
that respond to initiating events to prevent undesirable consequences. In accordance with Inspection Manual Chapter 
IMC 0609.04, Phase 1 - Initial Screening and Characterization of Findings, the finding was determined to be of very 
low safety significance (Green) because it did not represent an actual loss of a safety function of one or more non-
Technical Specification trains of equipment designated as risk-significant per 10 CFR 50.65.  
 
Inspection Report# : 2008003 (pdf)  

Significance:  Jun 27, 2008 
Identified By: NRC 



Item Type: NCV NonCited Violation 
Sprinklers too far below Ceiling in Cable Spreading Room 
A green non-cited violation of Unit 1 License Condition 16 and Unit 2 License Condition  
13, Fire Protection, was identified for failure to install the automatic suppression  
system (sprinkler system) in the cable spreading room according to the applicable  
National Fire Protection Association standard with regard to the ceiling to sprinkler  
head dimension. As a result, the fusible link type sprinkler heads may be  
significantly slower than originally intended after fire ignition. The licensee  
entered this problem into their corrective action program.  
 
This finding is a performance deficiency because the licensee did not locate the  
sprinkler heads according to the applicable industry code of record for the facility.  
The finding is more than minor because it is associated with the reactor safety,  
mitigating systems, cornerstone attribute of protection against external factors, i.e.  
Enclosure fire, and it substantially affects the objective of ensuring reliability and capability of  
systems that respond to initiating events. The finding was determined to be of  
very low safety significance when the likelihood of fires, the transients that could  
be initiated by fires and the probability of failure of mitigating systems for those  
transients were evaluated. 
Inspection Report# : 2008006 (pdf)  

Barrier Integrity 

Significance:  Dec 14, 2007 
Identified By: NRC 
Item Type: FIN Finding 
Procedure 0-MA-REM-000-001.0, Extended Station Blackout, Did Not Close Hydrogen Igniter Breakers 
Green. An NRC inspector identified a Green finding for the licensee’s failure to implement a docketed commitment 
made to the NRC. Specifically, the licensee did not adequately revise procedures in accordance with a self-imposed 
standard to provide backup power to at least one train of hydrogen igniters in response to Generic Safety Issue – 189 
“Susceptibility of Ice Condenser and Mark III Containments to Early Failure from Hydrogen Combustion During a 
Severe Accident.” The revised procedures failed to close the supply breaker to the hydrogen igniter. The licensee 
entered this issue into their corrective action program as Problem Evaluation Report 144301.  
The finding is more than minor because it is associated with the Procedure Quality attribute of the Reactor 
Safety/Barrier Integrity Cornerstone. The inadequate procedure affects the cornerstone objective to provide reasonable 
assurance that physical design barriers, specifically maintaining the functionality of containment, protect the public 
from radio nuclide releases caused by accidents or events. For this finding, the accident sequences are associated with 
station blackouts. A Phase 3 Significance Determination Process evaluation was required to ascertain the safety 
significance. A regional senior reactor analyst performed a Phase 3 evaluation and determined that this performance 
deficiency was of very low safety significance (Green) (Section 4OA5.5).  
 
 
Inspection Report# : 2009002 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 



Public Radiation Safety 

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

Miscellaneous 
Last modified : May 28, 2009 



Sequoyah 1 
2Q/2009 Plant Inspection Findings 

Initiating Events 

Significance:  Jun 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Reactor trip due to inadequate plant operating procedures 
On April 28, 2009, with Unit 1 operating at approximately 27 percent RTP during startup from a refueling outage, a 
moisture separator reheater (MSR) shell side relief valve lifted. Operators responded by reducing power to 
approximately 18 percent RTP in accordance with plant procedures. With the affected relief valve still open, operators 
tripped the turbine in accordance with plant procedures. Approximately 10 minutes after the turbine trip occurred, two 
of the three parallel “strings” of intermediate pressure feedwater heaters had automatically isolated due to high level 
on the shell side of the #2 heaters in each string, with the third string isolation imminent for the same reason. 
Operators responded in accordance with plant procedures by manually tripping the reactor due to imminent loss of 
condensate supply to the main feedwater pumps, and, thus, main feedwater supply to the steam generators.  
 
The inspectors reviewed the UFSAR and noted that following a turbine trip from an initial power level below 50 
percent, the reactor will not be tripped, but instead the reactor plant is designed to be maintained in a stable and 
controlled manner by plant systems.  
 
This event was entered into the licensee’s corrective action program as PERs 169863 and 169976. The licensee 
evaluation determined that the heater string isolations occurred due to an elevation difference between the #2 heaters 
and the #3 heater drain tank (HDT), combined with the lack of residual extraction steam pressure (to overcome the 
elevation difference) following a turbine trip from low power. This configuration resulted in the inventory in the #3 
HDT gravity draining back to fill the #2 heaters, which caused the heater string isolations to occur when heater shell 
side levels reached their respective high level setpoints. This susceptibility was identified by the licensee in 1998 
following a similar event.  
 
A nominal operating level in the #3 HDT must be established prior to placing the #3 HDT pump(s) in service, which 
is required for power operation above approximately 80 percent RTP, as noted in the UFSAR section 10.4.9.3: “With 
all drains from the No. 3 heater drain tank being bypassed to the condenser (and being passed through the hotwell, 
demineralized condensate, and condensate booster pumps) the Condensate-Feedwater System can deliver 
approximately 82 percent (Unit 2) and 81.6 percent (Unit 1) guaranteed flow to the steam generators.”  
 
Licensee procedure 0-GO-5, “Normal Power Operation,” Revision 60, which was in effect at the time of the event, 
directed operators to establish level in the #3 HDT when increasing power from 30 percent power. Approximately two 
weeks later, the inspectors noted that licensee Procedure 0-GO-4, “Power Ascension From Less Than 5% Reactor 
Power to 30% Reactor Power,” Revision 59, which was also in effect at the time of the event, contained similar 
requirements regarding the operation of #3 HDT.  
 
Three days after the event took place, as an interim corrective action, the licensee revised Procedure 0-GO-5 to require 
that the #3 HDT remain drained and bypassed to the condenser until power exceeds ~45-50 percent power. The 
licensee had identified this, as well, as the similar deficiency in Procedure 0-GO-4, and revised Procedure 0-GO-4 on 
May 14, 2009, to also require that the #3 HDT remain drained and bypassed to the condenser until power exceeds 
~45-50 percent power.  
 
Since plant systems are designed to prevent a reactor trip following a turbine trip from less than 50 percent power, the 
inspectors concluded that the operating procedures in effect at the time of the event were inadequate. This was 
reasonably within the licensee’s ability to foresee and correct, and should have been prevented, since the issue was 
identified following a similar event in 1998. However, corrective actions to eliminate this susceptibility by 



controlling, via operating procedures, the power level at which the #3 HDT would be placed in service were not taken 
at that time.  
 
Inspection Report# : 2009003 (pdf)  

Mitigating Systems 
Significance: SL-IV Dec 31, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Notify the Commission Within 30 Days After a Licensed Operator Was Diagnosed With a 
Permanent Physical Medical Condition 
The NRC identified a non-cited violation (NCV) of 10 CFR 55.25 and § 50.74 for failure to notify the Commission 
within 30 days after a licensed operator developed a permanent change in his physical condition. The licensee entered 
this finding into their corrective action program as problem evaluation report 158614.  
 
This finding was evaluated using the traditional enforcement process because the licensee’s failure to report the 
changes in medical condition impacted the Commission’s ability to perform its regulatory function associated with 
operator licensing. Using Supplement I, “Reactor Operations,” of the NRC Enforcement Policy, this finding was 
determined to be a Severity Level IV violation because the change in the operator’s physical condition did not impact 
his ability to perform licensed duties.  
 
The cause of the finding was the licensee failed to understand that all permanent conditions, disabilities, and 
incapacities must be reported to the NRC for evaluation, regardless of whether the operator had exceeded the specific 
minimum requirement or the related disqualifying condition threshold in ANSI/ANS-3.4, “Medical Certification and 
Monitoring of Personnel Requiring Operator Licenses for Nuclear Power Plants.” 
Inspection Report# : 2008005 (pdf)  

Barrier Integrity 

Significance:  Dec 14, 2007 
Identified By: NRC 
Item Type: FIN Finding 
Procedure 0-MA-REM-000-001.0, Extended Station Blackout, Did Not Close Hydrogen Igniter Breakers 
Green. An NRC inspector identified a Green finding for the licensee’s failure to implement a docketed commitment 
made to the NRC. Specifically, the licensee did not adequately revise procedures in accordance with a self-imposed 
standard to provide backup power to at least one train of hydrogen igniters in response to Generic Safety Issue – 189 
“Susceptibility of Ice Condenser and Mark III Containments to Early Failure from Hydrogen Combustion During a 
Severe Accident.” The revised procedures failed to close the supply breaker to the hydrogen igniter. The licensee 
entered this issue into their corrective action program as Problem Evaluation Report 144301.  
The finding is more than minor because it is associated with the Procedure Quality attribute of the Reactor 
Safety/Barrier Integrity Cornerstone. The inadequate procedure affects the cornerstone objective to provide reasonable 
assurance that physical design barriers, specifically maintaining the functionality of containment, protect the public 
from radio nuclide releases caused by accidents or events. For this finding, the accident sequences are associated with 
station blackouts. A Phase 3 Significance Determination Process evaluation was required to ascertain the safety 
significance. A regional senior reactor analyst performed a Phase 3 evaluation and determined that this performance 
deficiency was of very low safety significance (Green) (Section 4OA5.5).  
 
 
Inspection Report# : 2009002 (pdf)  



Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

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

Miscellaneous 
Last modified : August 31, 2009 



Sequoyah 1 
3Q/2009 Plant Inspection Findings 

Initiating Events 

Significance:  Sep 30, 2009 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Feedwater regulating valve failure due to inadequate maintenance procedure 
A self-revealing finding was identified for an inadequate maintenance procedure which was used to perform a rebuild 
of the Unit 1, Loop 1, main feedwater regulating valve (FRV) actuator. The failure to specify an applicable torque 
requirement associated with the installation of the control air diaphragm resulted in a failure of the diaphragm and a 
reactor trip due to a loss of main feedwater to the Loop 1 steam generator. The event was reported to the NRC as 
event notification (EN) 45045 and documented in the licensee corrective action program as PER 170598.  
 
The finding was determined to be greater than minor because it was associated with 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, in that the FRV actuator failure caused a reactor trip and loss of main feedwater to the Loop 1 
steam generator. Using Inspection Manual Chapter (IMC) 0609, “Significance Determination Process,” Attachment 4, 
“Phase 1 - Initial Screening and Characterization of Findings,” the finding was 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 systems will not be available. The cause of this finding was determined to have a cross-cutting aspect in the 
area of human performance associated with the resources component. It was directly related to the availability of 
resources necessary for complete accurate and up-to-date work packages. [H.2(c)] Specifically, the licensee’s vendor 
manual for the affected component was not maintained up-to-date to contain the most current information and 
requirements from the vendor applicable to the maintenance activities conducted (Section 4OA3.2).  
 
Inspection Report# : 2009004 (pdf)  

Significance:  Sep 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to perform a 10 CFR 50.59 evaluation for abnormal operating procedure M.09, "loss of charging". 
The inspectors identified a Severity Level IV NCV of 10 CFR 50.59 for the licensee’s failure to perform a 10 CFR 
50.59 evaluation for a new station Abnormal Operating Procedure (AOP) - M.09, “Loss of Charging,” Rev. 0, that 
included a preplanned, proceduralized 10 CFR 50.54(x) action that was a deviation from the Technical Specifications 
(TS). The licensee entered this issue into their corrective action program as PER 158739, and completed the corrective 
actions to remove the NRC unapproved operator actions from the procedure.  
This finding was assessed using traditional enforcement. The finding was more than minor because the change 
requiring 10 CFR 50.59 evaluation would have required NRC review and approval prior to implementation. A 
regional senior risk analyst performed a Phase 3 Significance Determination and characterized the performance 
deficiency as very low safety significance (Green) based on risk. The inspectors concluded that the finding reflected 
current licensee performance and involved the cross-cutting aspect of non-conservative assumptions of the decision-
making component of the cross-cutting area of Human Performance [H.1(b)]. (Section 4OA5.2)  
 
Inspection Report# : 2009004 (pdf)  

Significance:  Jun 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Reactor trip due to inadequate plant operating procedures



On April 28, 2009, with Unit 1 operating at approximately 27 percent RTP during startup from a refueling outage, a 
moisture separator reheater (MSR) shell side relief valve lifted. Operators responded by reducing power to 
approximately 18 percent RTP in accordance with plant procedures. With the affected relief valve still open, operators 
tripped the turbine in accordance with plant procedures. Approximately 10 minutes after the turbine trip occurred, two 
of the three parallel “strings” of intermediate pressure feedwater heaters had automatically isolated due to high level 
on the shell side of the #2 heaters in each string, with the third string isolation imminent for the same reason. 
Operators responded in accordance with plant procedures by manually tripping the reactor due to imminent loss of 
condensate supply to the main feedwater pumps, and, thus, main feedwater supply to the steam generators.  
 
The inspectors reviewed the UFSAR and noted that following a turbine trip from an initial power level below 50 
percent, the reactor will not be tripped, but instead the reactor plant is designed to be maintained in a stable and 
controlled manner by plant systems.  
 
This event was entered into the licensee’s corrective action program as PERs 169863 and 169976. The licensee 
evaluation determined that the heater string isolations occurred due to an elevation difference between the #2 heaters 
and the #3 heater drain tank (HDT), combined with the lack of residual extraction steam pressure (to overcome the 
elevation difference) following a turbine trip from low power. This configuration resulted in the inventory in the #3 
HDT gravity draining back to fill the #2 heaters, which caused the heater string isolations to occur when heater shell 
side levels reached their respective high level setpoints. This susceptibility was identified by the licensee in 1998 
following a similar event.  
 
A nominal operating level in the #3 HDT must be established prior to placing the #3 HDT pump(s) in service, which 
is required for power operation above approximately 80 percent RTP, as noted in the UFSAR section 10.4.9.3: “With 
all drains from the No. 3 heater drain tank being bypassed to the condenser (and being passed through the hotwell, 
demineralized condensate, and condensate booster pumps) the Condensate-Feedwater System can deliver 
approximately 82 percent (Unit 2) and 81.6 percent (Unit 1) guaranteed flow to the steam generators.”  
 
Licensee procedure 0-GO-5, “Normal Power Operation,” Revision 60, which was in effect at the time of the event, 
directed operators to establish level in the #3 HDT when increasing power from 30 percent power. Approximately two 
weeks later, the inspectors noted that licensee Procedure 0-GO-4, “Power Ascension From Less Than 5% Reactor 
Power to 30% Reactor Power,” Revision 59, which was also in effect at the time of the event, contained similar 
requirements regarding the operation of #3 HDT.  
 
Three days after the event took place, as an interim corrective action, the licensee revised Procedure 0-GO-5 to require 
that the #3 HDT remain drained and bypassed to the condenser until power exceeds ~45-50 percent power. The 
licensee had identified this, as well, as the similar deficiency in Procedure 0-GO-4, and revised Procedure 0-GO-4 on 
May 14, 2009, to also require that the #3 HDT remain drained and bypassed to the condenser until power exceeds 
~45-50 percent power.  
 
Since plant systems are designed to prevent a reactor trip following a turbine trip from less than 50 percent power, the 
inspectors concluded that the operating procedures in effect at the time of the event were inadequate. This was 
reasonably within the licensee’s ability to foresee and correct, and should have been prevented, since the issue was 
identified following a similar event in 1998. However, corrective actions to eliminate this susceptibility by 
controlling, via operating procedures, the power level at which the #3 HDT would be placed in service were not taken 
at that time.  
 
Inspection Report# : 2009003 (pdf)  

Mitigating Systems 

Significance:  Sep 30, 2009 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to follow emergency diesel generator operating procedure



A self-revealing non-cited violation (NCV) of 10 CFR 50 Appendix B, Criterion V, Instructions, Procedures, and 
Drawings, was identified for the licensee’s failure to follow plant procedures for performing independent verifications 
of procedural steps. Emergency Diesel Generator (EDG) 1B-B was declared operable when it was unable to perform 
its required safety function due to 11 of 32 cylinder test plugs not being positioned as required following pre-start 
rolling, which subsequently resulted in EDG damage during testing. This issue was entered into the licensee’s 
corrective action program as Problem Evaluation Report (PER) 201282. The licensee performed corrective 
maintenance and returned the emergency diesel generator to service.  
 
The finding was determined to be greater than minor because it was associated with the configuration control attribute 
of the mitigating system cornerstone and affected the cornerstone objective to ensure the availability of systems that 
respond to initiating events to prevent undesirable consequences, in that operator error and damage to the 1B-B EDG 
rendered the EDG unavailable to perform its safety function. Using Inspection Manual Chapter (IMC) 0609, 
“Significance Determination Process,” Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings,” 
the finding was determined to have very low safety significance (Green) because the it did not represent a loss of 
safety function, a loss of single train of safety equipment for greater than the TS allowed outage time, a loss of 
significant maintenance rule equipment for greater than 24 hours, or screen as potentially risk-significant due to a 
seismic, flooding, or severe weather initiating event. The cause of this finding was determined to have a cross-cutting 
aspect in the area of human performance associated with the resources component. It was directly related to the 
training of personnel [H.2(b)]. Specifically, the operator that performed the independent verification of the vent valves 
positions did not receive training on the operation of the new design of EDG cylinder vent valves. (Section 1R15).  
 
Inspection Report# : 2009004 (pdf)  

Significance: SL-IV Dec 31, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Notify the Commission Within 30 Days After a Licensed Operator Was Diagnosed With a 
Permanent Physical Medical Condition 
The NRC identified a non-cited violation (NCV) of 10 CFR 55.25 and § 50.74 for failure to notify the Commission 
within 30 days after a licensed operator developed a permanent change in his physical condition. The licensee entered 
this finding into their corrective action program as problem evaluation report 158614.  
 
This finding was evaluated using the traditional enforcement process because the licensee’s failure to report the 
changes in medical condition impacted the Commission’s ability to perform its regulatory function associated with 
operator licensing. Using Supplement I, “Reactor Operations,” of the NRC Enforcement Policy, this finding was 
determined to be a Severity Level IV violation because the change in the operator’s physical condition did not impact 
his ability to perform licensed duties.  
 
The cause of the finding was the licensee failed to understand that all permanent conditions, disabilities, and 
incapacities must be reported to the NRC for evaluation, regardless of whether the operator had exceeded the specific 
minimum requirement or the related disqualifying condition threshold in ANSI/ANS-3.4, “Medical Certification and 
Monitoring of Personnel Requiring Operator Licenses for Nuclear Power Plants.” 
Inspection Report# : 2008005 (pdf)  

Barrier Integrity 

Significance:  Jul 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Promptly Correct a Condition Adverse to Quality Associated with Out-of-Train Maintenance 
Controls 
Green. The NRC identified a Green non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, 
for the licensee’s failure to promptly correct a condition adverse to quality by failing to implement corrective actions 
to address deficient out-of-train maintenance controls during opposite train work weeks. This contributed to entry into 



a short term shutdown action statement and a Notice of Enforcement Discretion (NOED). The failure to implement 
corrective action to  
provide guidance for controlling out-of-train maintenance was entered into the licensee’s corrective action program as 
PER 177665.  
 
This finding was determined to be greater than minor because it was associated with the Barrier Integrity Cornerstone 
attribute of barrier performance, and on September 25, 2008, adversely affected the cornerstone objective to provide 
reasonable assurance that physical design barriers such as the control room protect plant operators and plant controls. 
The finding was evaluated using Phase 1 of the At-Power Significance Determination Process, and was determined to 
be of very low safety significance (Green) because the finding only represented a degradation of the radiological 
barrier function provided for the control room. The finding was assigned a cross-cutting aspect in the corrective action 
program component of the problem identification and resolution area because, although the licensee had identified 
deficient controls for out-of-train maintenance, corrective actions were not taken to address the issue in an adequate 
and timely manner, commensurate with safety significance and complexity. (P.1(d)). (Section 4OA2.a.(3))  
 
Inspection Report# : 2009006 (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 Jul 31, 2009 
Identified By: NRC 
Item Type: FIN Finding 
Seqouyah PI&R Summary 
The team concluded that, in general, problems were properly identified, evaluated, prioritized, and corrected. 
Generally, the threshold for initiating problem evaluation reports (PERs) was appropriately low, as evidenced by the 
types of problems identified and the large number of PERs entered annually into the Corrective Action Program 
(CAP). Employees were encouraged by management to initiate PERs. However, several examples of minor problems 
were identified by the team, including equipment issues that were not entered into the corrective action program and 
corrective action item closures that did not implement the actions required to be performed.  
 
The team determined that, overall, audits and self-assessments were adequate in identifying deficiencies and areas for 
improvement in the CAP, and appropriate corrective actions were developed to address the issues identified. 



Operating experience usage was found to be generally acceptable and integrated into the licensee’s processes for 
performing and managing work and plant operations.  
 
Based on discussions and interviews conducted with plant employees from various departments, the inspectors 
determined that personnel at the site felt free to raise safety concerns to management and use the CAP to resolve those 
concerns.  
 
Inspection Report# : 2009006 (pdf)  

Last modified : December 10, 2009 



Sequoyah 1 
4Q/2009 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 31, 2009 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Reactor Trip due to Inadequate Transformer Bus Duct Maintenance Procedure 
A self-revealing finding was identified for an inadequate maintenance procedure which was used to perform a 
periodic maintenance activity to clean and inspect the bus duct associated with the ‘D’ common station service 
transformer (CSST). This resulted in the bus duct being left in a condition that allowed for water intrusion to occur, 
which led to a fault that caused a loss of one offsite power supply and an automatic reactor trip of both units with 
main feedwater unavailability. The licensee entered this issue into the corrective action program (CAP) as PER 
166884.  
 
The finding was determined to be greater than minor because it was associated with 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. Specifically, the use of an inadequate procedure directly 
contributed to the loss of one offsite power supply and an automatic reactor trip of both units with main feedwater 
unavailability. Using Inspection IMC 0609, “Significance Determination Process,” Attachment 4, “Phase 1 - Initial 
Screening and Characterization of Findings,” the finding was determined to be applicable to a Phase 2 analysis since 
the finding contributed to both the likelihood of a reactor trip and the likelihood that mitigating systems will not be 
available. Using IMC 0609 Appendix A, “Determining the Significance of Reactor Inspection Findings for At-Power 
Situations,” a Phase 2 analysis was performed  
using the site specific risk-informed inspection notebook. The finding was assumed to affect the initiating event 
likelihood (IEL) of a Transient With Loss of Power Conversion System (TPCS), since power availability to the unit 
boards affects reactor coolant pump function as well as main condenser availability. A regional Senior Reactor 
Analyst performed a Phase 3 Significance Determination Process evaluation. The evaluation concluded the finding 
was of very low safety significance (Green) based on an assumed unavailability of the CSST ‘B’ fast transfer function 
of 0.11/yr. No cross-cutting aspect was identified since the issue was not reflective of  
current licensee performance, in that the inadequate maintenance procedure was implemented in December 2006 
Inspection Report# : 2009005 (pdf)  

Significance:  Sep 30, 2009 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Feedwater regulating valve failure due to inadequate maintenance procedure 
A self-revealing finding was identified for an inadequate maintenance procedure which was used to perform a rebuild 
of the Unit 1, Loop 1, main feedwater regulating valve (FRV) actuator. The failure to specify an applicable torque 
requirement associated with the installation of the control air diaphragm resulted in a failure of the diaphragm and a 
reactor trip due to a loss of main feedwater to the Loop 1 steam generator. The event was reported to the NRC as 
event notification (EN) 45045 and documented in the licensee corrective action program as PER 170598.  
 
The finding was determined to be greater than minor because it was associated with 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, in that the FRV actuator failure caused a reactor trip and loss of main feedwater to the Loop 1 
steam generator. Using Inspection Manual Chapter (IMC) 0609, “Significance Determination Process,” Attachment 4, 
“Phase 1 - Initial Screening and Characterization of Findings,” the finding was 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 systems will not be available. The cause of this finding was determined to have a cross-cutting aspect in the 
area of human performance associated with the resources component. It was directly related to the availability of 



resources necessary for complete accurate and up-to-date work packages. [H.2(c)] Specifically, the licensee’s vendor 
manual for the affected component was not maintained up-to-date to contain the most current information and 
requirements from the vendor applicable to the maintenance activities conducted (Section 4OA3.2).  
 
Inspection Report# : 2009004 (pdf)  

Significance:  Sep 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to perform a 10 CFR 50.59 evaluation for abnormal operating procedure M.09, "loss of charging". 
The inspectors identified a Severity Level IV NCV of 10 CFR 50.59 for the licensee’s failure to perform a 10 CFR 
50.59 evaluation for a new station Abnormal Operating Procedure (AOP) - M.09, “Loss of Charging,” Rev. 0, that 
included a preplanned, proceduralized 10 CFR 50.54(x) action that was a deviation from the Technical Specifications 
(TS). The licensee entered this issue into their corrective action program as PER 158739, and completed the corrective 
actions to remove the NRC unapproved operator actions from the procedure.  
This finding was assessed using traditional enforcement. The finding was more than minor because the change 
requiring 10 CFR 50.59 evaluation would have required NRC review and approval prior to implementation. A 
regional senior risk analyst performed a Phase 3 Significance Determination and characterized the performance 
deficiency as very low safety significance (Green) based on risk. The inspectors concluded that the finding reflected 
current licensee performance and involved the cross-cutting aspect of non-conservative assumptions of the decision-
making component of the cross-cutting area of Human Performance [H.1(b)]. (Section 4OA5.2)  
 
Inspection Report# : 2009004 (pdf)  

Significance:  Jun 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Reactor trip due to inadequate plant operating procedures 
On April 28, 2009, with Unit 1 operating at approximately 27 percent RTP during startup from a refueling outage, a 
moisture separator reheater (MSR) shell side relief valve lifted. Operators responded by reducing power to 
approximately 18 percent RTP in accordance with plant procedures. With the affected relief valve still open, operators 
tripped the turbine in accordance with plant procedures. Approximately 10 minutes after the turbine trip occurred, two 
of the three parallel “strings” of intermediate pressure feedwater heaters had automatically isolated due to high level 
on the shell side of the #2 heaters in each string, with the third string isolation imminent for the same reason. 
Operators responded in accordance with plant procedures by manually tripping the reactor due to imminent loss of 
condensate supply to the main feedwater pumps, and, thus, main feedwater supply to the steam generators.  
 
The inspectors reviewed the UFSAR and noted that following a turbine trip from an initial power level below 50 
percent, the reactor will not be tripped, but instead the reactor plant is designed to be maintained in a stable and 
controlled manner by plant systems.  
 
This event was entered into the licensee’s corrective action program as PERs 169863 and 169976. The licensee 
evaluation determined that the heater string isolations occurred due to an elevation difference between the #2 heaters 
and the #3 heater drain tank (HDT), combined with the lack of residual extraction steam pressure (to overcome the 
elevation difference) following a turbine trip from low power. This configuration resulted in the inventory in the #3 
HDT gravity draining back to fill the #2 heaters, which caused the heater string isolations to occur when heater shell 
side levels reached their respective high level setpoints. This susceptibility was identified by the licensee in 1998 
following a similar event.  
 
A nominal operating level in the #3 HDT must be established prior to placing the #3 HDT pump(s) in service, which 
is required for power operation above approximately 80 percent RTP, as noted in the UFSAR section 10.4.9.3: “With 
all drains from the No. 3 heater drain tank being bypassed to the condenser (and being passed through the hotwell, 
demineralized condensate, and condensate booster pumps) the Condensate-Feedwater System can deliver 
approximately 82 percent (Unit 2) and 81.6 percent (Unit 1) guaranteed flow to the steam generators.”  
 



Licensee procedure 0-GO-5, “Normal Power Operation,” Revision 60, which was in effect at the time of the event, 
directed operators to establish level in the #3 HDT when increasing power from 30 percent power. Approximately two 
weeks later, the inspectors noted that licensee Procedure 0-GO-4, “Power Ascension From Less Than 5% Reactor 
Power to 30% Reactor Power,” Revision 59, which was also in effect at the time of the event, contained similar 
requirements regarding the operation of #3 HDT.  
 
Three days after the event took place, as an interim corrective action, the licensee revised Procedure 0-GO-5 to require 
that the #3 HDT remain drained and bypassed to the condenser until power exceeds ~45-50 percent power. The 
licensee had identified this, as well, as the similar deficiency in Procedure 0-GO-4, and revised Procedure 0-GO-4 on 
May 14, 2009, to also require that the #3 HDT remain drained and bypassed to the condenser until power exceeds 
~45-50 percent power.  
 
Since plant systems are designed to prevent a reactor trip following a turbine trip from less than 50 percent power, the 
inspectors concluded that the operating procedures in effect at the time of the event were inadequate. This was 
reasonably within the licensee’s ability to foresee and correct, and should have been prevented, since the issue was 
identified following a similar event in 1998. However, corrective actions to eliminate this susceptibility by 
controlling, via operating procedures, the power level at which the #3 HDT would be placed in service were not taken 
at that time.  
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Mitigating Systems 

Significance:  Sep 30, 2009 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to follow emergency diesel generator operating procedure 
A self-revealing non-cited violation (NCV) of 10 CFR 50 Appendix B, Criterion V, Instructions, Procedures, and 
Drawings, was identified for the licensee’s failure to follow plant procedures for performing independent verifications 
of procedural steps. Emergency Diesel Generator (EDG) 1B-B was declared operable when it was unable to perform 
its required safety function due to 11 of 32 cylinder test plugs not being positioned as required following pre-start 
rolling, which subsequently resulted in EDG damage during testing. This issue was entered into the licensee’s 
corrective action program as Problem Evaluation Report (PER) 201282. The licensee performed corrective 
maintenance and returned the emergency diesel generator to service.  
 
The finding was determined to be greater than minor because it was associated with the configuration control attribute 
of the mitigating system cornerstone and affected the cornerstone objective to ensure the availability of systems that 
respond to initiating events to prevent undesirable consequences, in that operator error and damage to the 1B-B EDG 
rendered the EDG unavailable to perform its safety function. Using Inspection Manual Chapter (IMC) 0609, 
“Significance Determination Process,” Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings,” 
the finding was determined to have very low safety significance (Green) because the it did not represent a loss of 
safety function, a loss of single train of safety equipment for greater than the TS allowed outage time, a loss of 
significant maintenance rule equipment for greater than 24 hours, or screen as potentially risk-significant due to a 
seismic, flooding, or severe weather initiating event. The cause of this finding was determined to have a cross-cutting 
aspect in the area of human performance associated with the resources component. It was directly related to the 
training of personnel [H.2(b)]. Specifically, the operator that performed the independent verification of the vent valves 
positions did not receive training on the operation of the new design of EDG cylinder vent valves. (Section 1R15).  
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Barrier Integrity 



Significance:  Jul 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Promptly Correct a Condition Adverse to Quality Associated with Out-of-Train Maintenance 
Controls 
Green. The NRC identified a Green non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, 
for the licensee’s failure to promptly correct a condition adverse to quality by failing to implement corrective actions 
to address deficient out-of-train maintenance controls during opposite train work weeks. This contributed to entry into 
a short term shutdown action statement and a Notice of Enforcement Discretion (NOED). The failure to implement 
corrective action to  
provide guidance for controlling out-of-train maintenance was entered into the licensee’s corrective action program as 
PER 177665.  
 
This finding was determined to be greater than minor because it was associated with the Barrier Integrity Cornerstone 
attribute of barrier performance, and on September 25, 2008, adversely affected the cornerstone objective to provide 
reasonable assurance that physical design barriers such as the control room protect plant operators and plant controls. 
The finding was evaluated using Phase 1 of the At-Power Significance Determination Process, and was determined to 
be of very low safety significance (Green) because the finding only represented a degradation of the radiological 
barrier function provided for the control room. The finding was assigned a cross-cutting aspect in the corrective action 
program component of the problem identification and resolution area because, although the licensee had identified 
deficient controls for out-of-train maintenance, corrective actions were not taken to address the issue in an adequate 
and timely manner, commensurate with safety significance and complexity. (P.1(d)). (Section 4OA2.a.(3))  
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Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Dec 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Evaluate Mission Dose for Manual Operator Actions Required by Plant Procedures 
The inspectors identified a non-cited violation (NCV) of Units 1 and 2 Technical Specification 6.8, “Procedures & 
Programs,” for the licensee’s failure to follow procedures involving the review and approval of revisions to a plant 
abnormal operating procedure (AOP). The incorporation of manual operator actions regarding closure of the 
containment equipment hatch in the event of a fuel handling accident into a plant AOP without performing a mission 
dose evaluation resulted in the likelihood that personnel involved with the activity would receive a dose in excess of 
regulatory limits for occupational exposure. The licensee entered this issue into their corrective action program as 
PERs 167420 and 167428.  
 
The finding was determined to be greater than minor because it was associated with the program and process attribute 
of the occupational radiation safety cornerstone and affected the cornerstone objective to ensure the adequate 
protection of the worker health and safety from exposure to radiation from radioactive material during routine civilian 
nuclear reactor operation. The cornerstone objective was affected since adequate worker protection from exposure to 
radiation was not ensured through the AOP revision process. Using Inspection IMC 0609, “Significance 
Determination Process,” Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings,” and Appendix 
C, “Occupational Radiation Safety Significance Determination Process,” the finding was determined to be of very low 
safety significance (Green) because it did not affect the licensee’s ability to assess dose, did not involve an 
overexposure or substantial potential for overexposure, and was not related to ALARA planning. No cross-cutting 



aspect was identified since the issue was not reflective of current licensee performance, in that the performance 
deficiency occurred in 2004 
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Public Radiation Safety 

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

Miscellaneous 
Significance: N/A Jul 31, 2009 
Identified By: NRC 
Item Type: FIN Finding 
Seqouyah PI&R Summary 
The team concluded that, in general, problems were properly identified, evaluated, prioritized, and corrected. 
Generally, the threshold for initiating problem evaluation reports (PERs) was appropriately low, as evidenced by the 
types of problems identified and the large number of PERs entered annually into the Corrective Action Program 
(CAP). Employees were encouraged by management to initiate PERs. However, several examples of minor problems 
were identified by the team, including equipment issues that were not entered into the corrective action program and 
corrective action item closures that did not implement the actions required to be performed.  
 
The team determined that, overall, audits and self-assessments were adequate in identifying deficiencies and areas for 
improvement in the CAP, and appropriate corrective actions were developed to address the issues identified. 
Operating experience usage was found to be generally acceptable and integrated into the licensee’s processes for 
performing and managing work and plant operations.  
 
Based on discussions and interviews conducted with plant employees from various departments, the inspectors 
determined that personnel at the site felt free to raise safety concerns to management and use the CAP to resolve those 
concerns.  
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Sequoyah 1 
1Q/2010 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 31, 2009 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Reactor Trip due to Inadequate Transformer Bus Duct Maintenance Procedure 
A self-revealing finding was identified for an inadequate maintenance procedure which was used to perform a 
periodic maintenance activity to clean and inspect the bus duct associated with the ‘D’ common station service 
transformer (CSST). This resulted in the bus duct being left in a condition that allowed for water intrusion to occur, 
which led to a fault that caused a loss of one offsite power supply and an automatic reactor trip of both units with 
main feedwater unavailability. The licensee entered this issue into the corrective action program (CAP) as PER 
166884.  
 
The finding was determined to be greater than minor because it was associated with 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. Specifically, the use of an inadequate procedure directly 
contributed to the loss of one offsite power supply and an automatic reactor trip of both units with main feedwater 
unavailability. Using Inspection IMC 0609, “Significance Determination Process,” Attachment 4, “Phase 1 - Initial 
Screening and Characterization of Findings,” the finding was determined to be applicable to a Phase 2 analysis since 
the finding contributed to both the likelihood of a reactor trip and the likelihood that mitigating systems will not be 
available. Using IMC 0609 Appendix A, “Determining the Significance of Reactor Inspection Findings for At-Power 
Situations,” a Phase 2 analysis was performed  
using the site specific risk-informed inspection notebook. The finding was assumed to affect the initiating event 
likelihood (IEL) of a Transient With Loss of Power Conversion System (TPCS), since power availability to the unit 
boards affects reactor coolant pump function as well as main condenser availability. A regional Senior Reactor 
Analyst performed a Phase 3 Significance Determination Process evaluation. The evaluation concluded the finding 
was of very low safety significance (Green) based on an assumed unavailability of the CSST ‘B’ fast transfer function 
of 0.11/yr. No cross-cutting aspect was identified since the issue was not reflective of  
current licensee performance, in that the inadequate maintenance procedure was implemented in December 2006 
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Significance:  Sep 30, 2009 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Feedwater regulating valve failure due to inadequate maintenance procedure 
A self-revealing finding was identified for an inadequate maintenance procedure which was used to perform a rebuild 
of the Unit 1, Loop 1, main feedwater regulating valve (FRV) actuator. The failure to specify an applicable torque 
requirement associated with the installation of the control air diaphragm resulted in a failure of the diaphragm and a 
reactor trip due to a loss of main feedwater to the Loop 1 steam generator. The event was reported to the NRC as 
event notification (EN) 45045 and documented in the licensee corrective action program as PER 170598.  
 
The finding was determined to be greater than minor because it was associated with 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, in that the FRV actuator failure caused a reactor trip and loss of main feedwater to the Loop 1 
steam generator. Using Inspection Manual Chapter (IMC) 0609, “Significance Determination Process,” Attachment 4, 
“Phase 1 - Initial Screening and Characterization of Findings,” the finding was 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 systems will not be available. The cause of this finding was determined to have a cross-cutting aspect in the 
area of human performance associated with the resources component. It was directly related to the availability of 



resources necessary for complete accurate and up-to-date work packages. [H.2(c)] Specifically, the licensee’s vendor 
manual for the affected component was not maintained up-to-date to contain the most current information and 
requirements from the vendor applicable to the maintenance activities conducted (Section 4OA3.2).  
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Significance:  Sep 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to perform a 10 CFR 50.59 evaluation for abnormal operating procedure M.09, "loss of charging". 
The inspectors identified a Severity Level IV NCV of 10 CFR 50.59 for the licensee’s failure to perform a 10 CFR 
50.59 evaluation for a new station Abnormal Operating Procedure (AOP) - M.09, “Loss of Charging,” Rev. 0, that 
included a preplanned, proceduralized 10 CFR 50.54(x) action that was a deviation from the Technical Specifications 
(TS). The licensee entered this issue into their corrective action program as PER 158739, and completed the corrective 
actions to remove the NRC unapproved operator actions from the procedure.  
This finding was assessed using traditional enforcement. The finding was more than minor because the change 
requiring 10 CFR 50.59 evaluation would have required NRC review and approval prior to implementation. A 
regional senior risk analyst performed a Phase 3 Significance Determination and characterized the performance 
deficiency as very low safety significance (Green) based on risk. The inspectors concluded that the finding reflected 
current licensee performance and involved the cross-cutting aspect of non-conservative assumptions of the decision-
making component of the cross-cutting area of Human Performance [H.1(b)]. (Section 4OA5.2)  
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Significance:  Jun 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Reactor trip due to inadequate plant operating procedures 
On April 28, 2009, with Unit 1 operating at approximately 27 percent RTP during startup from a refueling outage, a 
moisture separator reheater (MSR) shell side relief valve lifted. Operators responded by reducing power to 
approximately 18 percent RTP in accordance with plant procedures. With the affected relief valve still open, operators 
tripped the turbine in accordance with plant procedures. Approximately 10 minutes after the turbine trip occurred, two 
of the three parallel “strings” of intermediate pressure feedwater heaters had automatically isolated due to high level 
on the shell side of the #2 heaters in each string, with the third string isolation imminent for the same reason. 
Operators responded in accordance with plant procedures by manually tripping the reactor due to imminent loss of 
condensate supply to the main feedwater pumps, and, thus, main feedwater supply to the steam generators.  
 
The inspectors reviewed the UFSAR and noted that following a turbine trip from an initial power level below 50 
percent, the reactor will not be tripped, but instead the reactor plant is designed to be maintained in a stable and 
controlled manner by plant systems.  
 
This event was entered into the licensee’s corrective action program as PERs 169863 and 169976. The licensee 
evaluation determined that the heater string isolations occurred due to an elevation difference between the #2 heaters 
and the #3 heater drain tank (HDT), combined with the lack of residual extraction steam pressure (to overcome the 
elevation difference) following a turbine trip from low power. This configuration resulted in the inventory in the #3 
HDT gravity draining back to fill the #2 heaters, which caused the heater string isolations to occur when heater shell 
side levels reached their respective high level setpoints. This susceptibility was identified by the licensee in 1998 
following a similar event.  
 
A nominal operating level in the #3 HDT must be established prior to placing the #3 HDT pump(s) in service, which 
is required for power operation above approximately 80 percent RTP, as noted in the UFSAR section 10.4.9.3: “With 
all drains from the No. 3 heater drain tank being bypassed to the condenser (and being passed through the hotwell, 
demineralized condensate, and condensate booster pumps) the Condensate-Feedwater System can deliver 
approximately 82 percent (Unit 2) and 81.6 percent (Unit 1) guaranteed flow to the steam generators.”  
 



Licensee procedure 0-GO-5, “Normal Power Operation,” Revision 60, which was in effect at the time of the event, 
directed operators to establish level in the #3 HDT when increasing power from 30 percent power. Approximately two 
weeks later, the inspectors noted that licensee Procedure 0-GO-4, “Power Ascension From Less Than 5% Reactor 
Power to 30% Reactor Power,” Revision 59, which was also in effect at the time of the event, contained similar 
requirements regarding the operation of #3 HDT.  
 
Three days after the event took place, as an interim corrective action, the licensee revised Procedure 0-GO-5 to require 
that the #3 HDT remain drained and bypassed to the condenser until power exceeds ~45-50 percent power. The 
licensee had identified this, as well, as the similar deficiency in Procedure 0-GO-4, and revised Procedure 0-GO-4 on 
May 14, 2009, to also require that the #3 HDT remain drained and bypassed to the condenser until power exceeds 
~45-50 percent power.  
 
Since plant systems are designed to prevent a reactor trip following a turbine trip from less than 50 percent power, the 
inspectors concluded that the operating procedures in effect at the time of the event were inadequate. This was 
reasonably within the licensee’s ability to foresee and correct, and should have been prevented, since the issue was 
identified following a similar event in 1998. However, corrective actions to eliminate this susceptibility by 
controlling, via operating procedures, the power level at which the #3 HDT would be placed in service were not taken 
at that time.  
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Mitigating Systems 

Significance:  Sep 30, 2009 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to follow emergency diesel generator operating procedure 
A self-revealing non-cited violation (NCV) of 10 CFR 50 Appendix B, Criterion V, Instructions, Procedures, and 
Drawings, was identified for the licensee’s failure to follow plant procedures for performing independent verifications 
of procedural steps. Emergency Diesel Generator (EDG) 1B-B was declared operable when it was unable to perform 
its required safety function due to 11 of 32 cylinder test plugs not being positioned as required following pre-start 
rolling, which subsequently resulted in EDG damage during testing. This issue was entered into the licensee’s 
corrective action program as Problem Evaluation Report (PER) 201282. The licensee performed corrective 
maintenance and returned the emergency diesel generator to service.  
 
The finding was determined to be greater than minor because it was associated with the configuration control attribute 
of the mitigating system cornerstone and affected the cornerstone objective to ensure the availability of systems that 
respond to initiating events to prevent undesirable consequences, in that operator error and damage to the 1B-B EDG 
rendered the EDG unavailable to perform its safety function. Using Inspection Manual Chapter (IMC) 0609, 
“Significance Determination Process,” Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings,” 
the finding was determined to have very low safety significance (Green) because the it did not represent a loss of 
safety function, a loss of single train of safety equipment for greater than the TS allowed outage time, a loss of 
significant maintenance rule equipment for greater than 24 hours, or screen as potentially risk-significant due to a 
seismic, flooding, or severe weather initiating event. The cause of this finding was determined to have a cross-cutting 
aspect in the area of human performance associated with the resources component. It was directly related to the 
training of personnel [H.2(b)]. Specifically, the operator that performed the independent verification of the vent valves 
positions did not receive training on the operation of the new design of EDG cylinder vent valves. (Section 1R15).  
 
Inspection Report# : 2009004 (pdf)  

Barrier Integrity 



Significance:  Jul 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Promptly Correct a Condition Adverse to Quality Associated with Out-of-Train Maintenance 
Controls 
Green. The NRC identified a Green non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, 
for the licensee’s failure to promptly correct a condition adverse to quality by failing to implement corrective actions 
to address deficient out-of-train maintenance controls during opposite train work weeks. This contributed to entry into 
a short term shutdown action statement and a Notice of Enforcement Discretion (NOED). The failure to implement 
corrective action to  
provide guidance for controlling out-of-train maintenance was entered into the licensee’s corrective action program as 
PER 177665.  
 
This finding was determined to be greater than minor because it was associated with the Barrier Integrity Cornerstone 
attribute of barrier performance, and on September 25, 2008, adversely affected the cornerstone objective to provide 
reasonable assurance that physical design barriers such as the control room protect plant operators and plant controls. 
The finding was evaluated using Phase 1 of the At-Power Significance Determination Process, and was determined to 
be of very low safety significance (Green) because the finding only represented a degradation of the radiological 
barrier function provided for the control room. The finding was assigned a cross-cutting aspect in the corrective action 
program component of the problem identification and resolution area because, although the licensee had identified 
deficient controls for out-of-train maintenance, corrective actions were not taken to address the issue in an adequate 
and timely manner, commensurate with safety significance and complexity. (P.1(d)). (Section 4OA2.a.(3))  
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Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Dec 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Evaluate Mission Dose for Manual Operator Actions Required by Plant Procedures 
The inspectors identified a non-cited violation (NCV) of Units 1 and 2 Technical Specification 6.8, “Procedures & 
Programs,” for the licensee’s failure to follow procedures involving the review and approval of revisions to a plant 
abnormal operating procedure (AOP). The incorporation of manual operator actions regarding closure of the 
containment equipment hatch in the event of a fuel handling accident into a plant AOP without performing a mission 
dose evaluation resulted in the likelihood that personnel involved with the activity would receive a dose in excess of 
regulatory limits for occupational exposure. The licensee entered this issue into their corrective action program as 
PERs 167420 and 167428.  
 
The finding was determined to be greater than minor because it was associated with the program and process attribute 
of the occupational radiation safety cornerstone and affected the cornerstone objective to ensure the adequate 
protection of the worker health and safety from exposure to radiation from radioactive material during routine civilian 
nuclear reactor operation. The cornerstone objective was affected since adequate worker protection from exposure to 
radiation was not ensured through the AOP revision process. Using Inspection IMC 0609, “Significance 
Determination Process,” Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings,” and Appendix 
C, “Occupational Radiation Safety Significance Determination Process,” the finding was determined to be of very low 
safety significance (Green) because it did not affect the licensee’s ability to assess dose, did not involve an 
overexposure or substantial potential for overexposure, and was not related to ALARA planning. No cross-cutting 



aspect was identified since the issue was not reflective of current licensee performance, in that the performance 
deficiency occurred in 2004 
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Public Radiation Safety 

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

Miscellaneous 
Significance: N/A Jul 31, 2009 
Identified By: NRC 
Item Type: FIN Finding 
Seqouyah PI&R Summary 
The team concluded that, in general, problems were properly identified, evaluated, prioritized, and corrected. 
Generally, the threshold for initiating problem evaluation reports (PERs) was appropriately low, as evidenced by the 
types of problems identified and the large number of PERs entered annually into the Corrective Action Program 
(CAP). Employees were encouraged by management to initiate PERs. However, several examples of minor problems 
were identified by the team, including equipment issues that were not entered into the corrective action program and 
corrective action item closures that did not implement the actions required to be performed.  
 
The team determined that, overall, audits and self-assessments were adequate in identifying deficiencies and areas for 
improvement in the CAP, and appropriate corrective actions were developed to address the issues identified. 
Operating experience usage was found to be generally acceptable and integrated into the licensee’s processes for 
performing and managing work and plant operations.  
 
Based on discussions and interviews conducted with plant employees from various departments, the inspectors 
determined that personnel at the site felt free to raise safety concerns to management and use the CAP to resolve those 
concerns.  
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Sequoyah 1 
2Q/2010 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 31, 2009 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Reactor Trip due to Inadequate Transformer Bus Duct Maintenance Procedure 
A self-revealing finding was identified for an inadequate maintenance procedure which was used to perform a 
periodic maintenance activity to clean and inspect the bus duct associated with the ‘D’ common station service 
transformer (CSST). This resulted in the bus duct being left in a condition that allowed for water intrusion to occur, 
which led to a fault that caused a loss of one offsite power supply and an automatic reactor trip of both units with 
main feedwater unavailability. The licensee entered this issue into the corrective action program (CAP) as PER 
166884.  
 
The finding was determined to be greater than minor because it was associated with 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. Specifically, the use of an inadequate procedure directly 
contributed to the loss of one offsite power supply and an automatic reactor trip of both units with main feedwater 
unavailability. Using Inspection IMC 0609, “Significance Determination Process,” Attachment 4, “Phase 1 - Initial 
Screening and Characterization of Findings,” the finding was determined to be applicable to a Phase 2 analysis since 
the finding contributed to both the likelihood of a reactor trip and the likelihood that mitigating systems will not be 
available. Using IMC 0609 Appendix A, “Determining the Significance of Reactor Inspection Findings for At-Power 
Situations,” a Phase 2 analysis was performed  
using the site specific risk-informed inspection notebook. The finding was assumed to affect the initiating event 
likelihood (IEL) of a Transient With Loss of Power Conversion System (TPCS), since power availability to the unit 
boards affects reactor coolant pump function as well as main condenser availability. A regional Senior Reactor 
Analyst performed a Phase 3 Significance Determination Process evaluation. The evaluation concluded the finding 
was of very low safety significance (Green) based on an assumed unavailability of the CSST ‘B’ fast transfer function 
of 0.11/yr. No cross-cutting aspect was identified since the issue was not reflective of  
current licensee performance, in that the inadequate maintenance procedure was implemented in December 2006 
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Significance:  Sep 30, 2009 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Feedwater regulating valve failure due to inadequate maintenance procedure 
A self-revealing finding was identified for an inadequate maintenance procedure which was used to perform a rebuild 
of the Unit 1, Loop 1, main feedwater regulating valve (FRV) actuator. The failure to specify an applicable torque 
requirement associated with the installation of the control air diaphragm resulted in a failure of the diaphragm and a 
reactor trip due to a loss of main feedwater to the Loop 1 steam generator. The event was reported to the NRC as 
event notification (EN) 45045 and documented in the licensee corrective action program as PER 170598.  
 
The finding was determined to be greater than minor because it was associated with 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, in that the FRV actuator failure caused a reactor trip and loss of main feedwater to the Loop 1 
steam generator. Using Inspection Manual Chapter (IMC) 0609, “Significance Determination Process,” Attachment 4, 
“Phase 1 - Initial Screening and Characterization of Findings,” the finding was 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 systems will not be available. The cause of this finding was determined to have a cross-cutting aspect in the 
area of human performance associated with the resources component. It was directly related to the availability of 



resources necessary for complete accurate and up-to-date work packages. [H.2(c)] Specifically, the licensee’s vendor 
manual for the affected component was not maintained up-to-date to contain the most current information and 
requirements from the vendor applicable to the maintenance activities conducted (Section 4OA3.2).  
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Significance:  Sep 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to perform a 10 CFR 50.59 evaluation for abnormal operating procedure M.09, "loss of charging". 
The inspectors identified a Severity Level IV NCV of 10 CFR 50.59 for the licensee’s failure to perform a 10 CFR 
50.59 evaluation for a new station Abnormal Operating Procedure (AOP) - M.09, “Loss of Charging,” Rev. 0, that 
included a preplanned, proceduralized 10 CFR 50.54(x) action that was a deviation from the Technical Specifications 
(TS). The licensee entered this issue into their corrective action program as PER 158739, and completed the corrective 
actions to remove the NRC unapproved operator actions from the procedure.  
This finding was assessed using traditional enforcement. The finding was more than minor because the change 
requiring 10 CFR 50.59 evaluation would have required NRC review and approval prior to implementation. A 
regional senior risk analyst performed a Phase 3 Significance Determination and characterized the performance 
deficiency as very low safety significance (Green) based on risk. The inspectors concluded that the finding reflected 
current licensee performance and involved the cross-cutting aspect of non-conservative assumptions of the decision-
making component of the cross-cutting area of Human Performance [H.1(b)]. (Section 4OA5.2)  
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Mitigating Systems 

Significance:  Apr 16, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Violation of 10 CFR 50, Appendix B, Criterion V for Failure to Follow Procedure for Vendor Contact Program
The team identified a Green non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion V, Instructions, 
Procedures, and Drawings, for the failure to properly maintain the vendor contact program for safety-related 
components. The team identified 37 examples of vendor technical manuals where the associated vendor had not been 
contacted in over three years. Procedure SPP-2.5, “Vendor Manual Control,” required contact to be made with the 
vendors of safety-related components every three years to ensure that technical manuals and vendor documents 
contained the most current and applicable information consistent with the guidance of Generic Letter (GL) 90-03. The 
team identified 37 examples of vendor manuals and technical documents where the associated vendor had not been 
contacted in more than three years with several examples extending to almost six years. The licensee entered this issue 
into their corrective action program with actions to make contact with the vendors for all documents identified as 
having not been verified with the vendor in over the required three years. This finding was entered into the licensee’s 
corrective action program as problem evaluation reports (PERs) 224364 and 224975. As an immediate corrective 
action, the licensee is ensuring that the vendor manuals and documents associated with safety-related components are 
being verified as most current with the respective vendors.  
 
This finding is more than minor because it affected the Mitigating Systems Cornerstone objective of ensuring the 
availability and reliability of safety systems, is related to the attribute of Procedure Quality (i.e., Maintenance and 
Testing (Pre-Event) Procedures) and represented a programmatic break-down which if left uncorrected, could become 
a more significant safety concern. The team assessed this finding using the SDP and determined that the finding was 
of very low safety significance (Green) because the inspectors found no documented occurrences where the lack of 
vendor contact ultimately resulted in the inability of a safety-related component to perform the intended safety 
function and will be treated as an NCV.  
 
The inspectors determined that the thorough evaluation of problems such that the resolutions address problems and 



extent of conditions, as necessary was a significant cause if this performance deficiency. The plant experienced a 
reactor trip in 2009 which was determined to have been caused, in part, by a vendor manual associated with a 
feedwater regulating valve (FRV) not being updated. The FRVs are components with both safety-related and non-
safety-related features. The extent of condition of the corrective actions associated with this failed to identify the 
programmatic breakdown of the TVA vendor contact program for safety-related components. This is directly related 
to the Corrective Action Program component of the cross-cutting area of Problem Identification and Resolution (P.1.
(c)). (Section 1R21.2.3)  
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Significance:  Sep 30, 2009 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to follow emergency diesel generator operating procedure 
A self-revealing non-cited violation (NCV) of 10 CFR 50 Appendix B, Criterion V, Instructions, Procedures, and 
Drawings, was identified for the licensee’s failure to follow plant procedures for performing independent verifications 
of procedural steps. Emergency Diesel Generator (EDG) 1B-B was declared operable when it was unable to perform 
its required safety function due to 11 of 32 cylinder test plugs not being positioned as required following pre-start 
rolling, which subsequently resulted in EDG damage during testing. This issue was entered into the licensee’s 
corrective action program as Problem Evaluation Report (PER) 201282. The licensee performed corrective 
maintenance and returned the emergency diesel generator to service.  
 
The finding was determined to be greater than minor because it was associated with the configuration control attribute 
of the mitigating system cornerstone and affected the cornerstone objective to ensure the availability of systems that 
respond to initiating events to prevent undesirable consequences, in that operator error and damage to the 1B-B EDG 
rendered the EDG unavailable to perform its safety function. Using Inspection Manual Chapter (IMC) 0609, 
“Significance Determination Process,” Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings,” 
the finding was determined to have very low safety significance (Green) because the it did not represent a loss of 
safety function, a loss of single train of safety equipment for greater than the TS allowed outage time, a loss of 
significant maintenance rule equipment for greater than 24 hours, or screen as potentially risk-significant due to a 
seismic, flooding, or severe weather initiating event. The cause of this finding was determined to have a cross-cutting 
aspect in the area of human performance associated with the resources component. It was directly related to the 
training of personnel [H.2(b)]. Specifically, the operator that performed the independent verification of the vent valves 
positions did not receive training on the operation of the new design of EDG cylinder vent valves. (Section 1R15).  
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Barrier Integrity 

Significance:  Jul 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Promptly Correct a Condition Adverse to Quality Associated with Out-of-Train Maintenance 
Controls 
Green. The NRC identified a Green non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, 
for the licensee’s failure to promptly correct a condition adverse to quality by failing to implement corrective actions 
to address deficient out-of-train maintenance controls during opposite train work weeks. This contributed to entry into 
a short term shutdown action statement and a Notice of Enforcement Discretion (NOED). The failure to implement 
corrective action to  
provide guidance for controlling out-of-train maintenance was entered into the licensee’s corrective action program as 
PER 177665.  
 
This finding was determined to be greater than minor because it was associated with the Barrier Integrity Cornerstone 



attribute of barrier performance, and on September 25, 2008, adversely affected the cornerstone objective to provide 
reasonable assurance that physical design barriers such as the control room protect plant operators and plant controls. 
The finding was evaluated using Phase 1 of the At-Power Significance Determination Process, and was determined to 
be of very low safety significance (Green) because the finding only represented a degradation of the radiological 
barrier function provided for the control room. The finding was assigned a cross-cutting aspect in the corrective action 
program component of the problem identification and resolution area because, although the licensee had identified 
deficient controls for out-of-train maintenance, corrective actions were not taken to address the issue in an adequate 
and timely manner, commensurate with safety significance and complexity. (P.1(d)). (Section 4OA2.a.(3))  
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Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Dec 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Evaluate Mission Dose for Manual Operator Actions Required by Plant Procedures 
The inspectors identified a non-cited violation (NCV) of Units 1 and 2 Technical Specification 6.8, “Procedures & 
Programs,” for the licensee’s failure to follow procedures involving the review and approval of revisions to a plant 
abnormal operating procedure (AOP). The incorporation of manual operator actions regarding closure of the 
containment equipment hatch in the event of a fuel handling accident into a plant AOP without performing a mission 
dose evaluation resulted in the likelihood that personnel involved with the activity would receive a dose in excess of 
regulatory limits for occupational exposure. The licensee entered this issue into their corrective action program as 
PERs 167420 and 167428.  
 
The finding was determined to be greater than minor because it was associated with the program and process attribute 
of the occupational radiation safety cornerstone and affected the cornerstone objective to ensure the adequate 
protection of the worker health and safety from exposure to radiation from radioactive material during routine civilian 
nuclear reactor operation. The cornerstone objective was affected since adequate worker protection from exposure to 
radiation was not ensured through the AOP revision process. Using Inspection IMC 0609, “Significance 
Determination Process,” Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings,” and Appendix 
C, “Occupational Radiation Safety Significance Determination Process,” the finding was determined to be of very low 
safety significance (Green) because it did not affect the licensee’s ability to assess dose, did not involve an 
overexposure or substantial potential for overexposure, and was not related to ALARA planning. No cross-cutting 
aspect was identified since the issue was not reflective of current licensee performance, in that the performance 
deficiency occurred in 2004 
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Public Radiation Safety 

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



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

Miscellaneous 
Significance: N/A Jul 31, 2009 
Identified By: NRC 
Item Type: FIN Finding 
Seqouyah PI&R Summary 
The team concluded that, in general, problems were properly identified, evaluated, prioritized, and corrected. 
Generally, the threshold for initiating problem evaluation reports (PERs) was appropriately low, as evidenced by the 
types of problems identified and the large number of PERs entered annually into the Corrective Action Program 
(CAP). Employees were encouraged by management to initiate PERs. However, several examples of minor problems 
were identified by the team, including equipment issues that were not entered into the corrective action program and 
corrective action item closures that did not implement the actions required to be performed.  
 
The team determined that, overall, audits and self-assessments were adequate in identifying deficiencies and areas for 
improvement in the CAP, and appropriate corrective actions were developed to address the issues identified. 
Operating experience usage was found to be generally acceptable and integrated into the licensee’s processes for 
performing and managing work and plant operations.  
 
Based on discussions and interviews conducted with plant employees from various departments, the inspectors 
determined that personnel at the site felt free to raise safety concerns to management and use the CAP to resolve those 
concerns.  
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Sequoyah 1 
3Q/2010 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 31, 2009 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Reactor Trip due to Inadequate Transformer Bus Duct Maintenance Procedure 
A self-revealing finding was identified for an inadequate maintenance procedure which was used to perform a 
periodic maintenance activity to clean and inspect the bus duct associated with the ‘D’ common station service 
transformer (CSST). This resulted in the bus duct being left in a condition that allowed for water intrusion to occur, 
which led to a fault that caused a loss of one offsite power supply and an automatic reactor trip of both units with 
main feedwater unavailability. The licensee entered this issue into the corrective action program (CAP) as PER 
166884.  
 
The finding was determined to be greater than minor because it was associated with 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. Specifically, the use of an inadequate procedure directly 
contributed to the loss of one offsite power supply and an automatic reactor trip of both units with main feedwater 
unavailability. Using Inspection IMC 0609, “Significance Determination Process,” Attachment 4, “Phase 1 - Initial 
Screening and Characterization of Findings,” the finding was determined to be applicable to a Phase 2 analysis since 
the finding contributed to both the likelihood of a reactor trip and the likelihood that mitigating systems will not be 
available. Using IMC 0609 Appendix A, “Determining the Significance of Reactor Inspection Findings for At-Power 
Situations,” a Phase 2 analysis was performed  
using the site specific risk-informed inspection notebook. The finding was assumed to affect the initiating event 
likelihood (IEL) of a Transient With Loss of Power Conversion System (TPCS), since power availability to the unit 
boards affects reactor coolant pump function as well as main condenser availability. A regional Senior Reactor 
Analyst performed a Phase 3 Significance Determination Process evaluation. The evaluation concluded the finding 
was of very low safety significance (Green) based on an assumed unavailability of the CSST ‘B’ fast transfer function 
of 0.11/yr. No cross-cutting aspect was identified since the issue was not reflective of  
current licensee performance, in that the inadequate maintenance procedure was implemented in December 2006 
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Significance:  Sep 30, 2009 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Feedwater regulating valve failure due to inadequate maintenance procedure 
A self-revealing finding was identified for an inadequate maintenance procedure which was used to perform a rebuild 
of the Unit 1, Loop 1, main feedwater regulating valve (FRV) actuator. The failure to specify an applicable torque 
requirement associated with the installation of the control air diaphragm resulted in a failure of the diaphragm and a 
reactor trip due to a loss of main feedwater to the Loop 1 steam generator. The event was reported to the NRC as 
event notification (EN) 45045 and documented in the licensee corrective action program as PER 170598.  
 
The finding was determined to be greater than minor because it was associated with 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, in that the FRV actuator failure caused a reactor trip and loss of main feedwater to the Loop 1 
steam generator. Using Inspection Manual Chapter (IMC) 0609, “Significance Determination Process,” Attachment 4, 
“Phase 1 - Initial Screening and Characterization of Findings,” the finding was 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 systems will not be available. The cause of this finding was determined to have a cross-cutting aspect in the 
area of human performance associated with the resources component. It was directly related to the availability of 



resources necessary for complete accurate and up-to-date work packages. [H.2(c)] Specifically, the licensee’s vendor 
manual for the affected component was not maintained up-to-date to contain the most current information and 
requirements from the vendor applicable to the maintenance activities conducted (Section 4OA3.2).  
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Mitigating Systems 

Significance:  Sep 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate inspection of raw water side of containment spray heat exchangers 
The inspectors identified a non-cited violation of 10 CFR 50 Appendix B Criterion V, “Instructions, Procedures, and 
Drawings,” for the failure to provide adequate documented instructions for inspection of the containment spray heat 
exchangers. Preventive maintenance (PM) procedures associated with these inspections failed to provide for an 
adequate inspection of the ERCW side (shell side) of these heat exchangers. Consequently, the heat transfer capability 
of these heat exchangers has not been periodically verified through either testing or adequate visual inspection. The 
licensee entered this issue into their corrective action program as PER 236318. Planned corrective actions include the 
development and implementation of a single-tube method for thermal performance testing of the heat exchangers in 
lieu of inspection.  
 
The finding was determined to be greater than minor because it was associated with the equipment performance 
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, since the 
heat transfer capability of these heat exchangers has not been periodically verified through either testing or adequate 
visual inspection. Using IMC 0609, “Significance Determination Process,” Attachment 4, “Phase 1 - Initial Screening 
and Characterization of Findings,” the finding was determined to be of very low safety significance (Green) since the 
finding did not represent an actual loss of safety function. The cause of this finding was determined to have a cross-
cutting aspect of Corrective Action Program Issue Identification in the area of Problem Identification and Resolution 
associated with the Corrective Action Program component, in that the evaluation of PERs in 2009 on the subject of 
CS heat exchanger inspection failed to identify the need to resolve the discrepancy between the scope of the program 
PMs and the implementing procedure requirement for CS heat exchanger shell side inspection. Thus, the licensee 
failed to completely and accurately identify issues in the corrective action program [P.1(a)]. (Section 1R07)  
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Significance:  Sep 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Non-conservative design calculation for RHR suction temperature limit 
The inspectors identified a Green non-cited violation of 10 CFR 50 Appendix B Criterion III, “Design Control,” for 
the failure to provide design control measures for verifying the adequacy of the design calculation used to establish 
the maximum RHR operating temperature limit for maintaining ECCS operability. A design calculation yielded a non-
conservative temperature limit for use in plant operations procedures. This resulted in several occasions where ECCS 
operability was in question due to the fluid temperature in the RHR system suction piping. The licensee entered this 
issue into their corrective action program as PER 215434. Corrective actions included revising operations procedures 
to reflect the corrected temperature limit from a revised calculation.  
 
The finding was determined to be greater than minor because it was similar to example 3.j. of IMC 0612 Appendix E 
in that the non-conservatism in the calculation resulted in a condition where reasonable doubt existed as to the 
operability of the ECCS system. Additionally, 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. Specifically, plant procedures for RHR 



system operation contained non-conservative temperature limits for ensuring TS operability, and actual system 
temperatures exceeded the revised appropriate limit on several occasions. Using IMC 0609, “Significance 
Determination Process,” Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings,” the finding was 
determined to be of very low safety significance (Green) since the finding did not represent an actual loss of safety 
function. No cross-cutting aspect was identified since the issue was not reflective of current licensee performance, 
since the previous calculation in question was last revised and approved in 1996. (Section 4OA2.3)  
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Significance:  Apr 16, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Violation of 10 CFR 50, Appendix B, Criterion V for Failure to Follow Procedure for Vendor Contact Program
The team identified a Green non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion V, Instructions, 
Procedures, and Drawings, for the failure to properly maintain the vendor contact program for safety-related 
components. The team identified 37 examples of vendor technical manuals where the associated vendor had not been 
contacted in over three years. Procedure SPP-2.5, “Vendor Manual Control,” required contact to be made with the 
vendors of safety-related components every three years to ensure that technical manuals and vendor documents 
contained the most current and applicable information consistent with the guidance of Generic Letter (GL) 90-03. The 
team identified 37 examples of vendor manuals and technical documents where the associated vendor had not been 
contacted in more than three years with several examples extending to almost six years. The licensee entered this issue 
into their corrective action program with actions to make contact with the vendors for all documents identified as 
having not been verified with the vendor in over the required three years. This finding was entered into the licensee’s 
corrective action program as problem evaluation reports (PERs) 224364 and 224975. As an immediate corrective 
action, the licensee is ensuring that the vendor manuals and documents associated with safety-related components are 
being verified as most current with the respective vendors.  
 
This finding is more than minor because it affected the Mitigating Systems Cornerstone objective of ensuring the 
availability and reliability of safety systems, is related to the attribute of Procedure Quality (i.e., Maintenance and 
Testing (Pre-Event) Procedures) and represented a programmatic break-down which if left uncorrected, could become 
a more significant safety concern. The team assessed this finding using the SDP and determined that the finding was 
of very low safety significance (Green) because the inspectors found no documented occurrences where the lack of 
vendor contact ultimately resulted in the inability of a safety-related component to perform the intended safety 
function and will be treated as an NCV.  
 
The inspectors determined that the thorough evaluation of problems such that the resolutions address problems and 
extent of conditions, as necessary was a significant cause if this performance deficiency. The plant experienced a 
reactor trip in 2009 which was determined to have been caused, in part, by a vendor manual associated with a 
feedwater regulating valve (FRV) not being updated. The FRVs are components with both safety-related and non-
safety-related features. The extent of condition of the corrective actions associated with this failed to identify the 
programmatic breakdown of the TVA vendor contact program for safety-related components. This is directly related 
to the Corrective Action Program component of the cross-cutting area of Problem Identification and Resolution (P.1.
(c)). (Section 1R21.2.3)  
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Barrier Integrity 

Emergency Preparedness 



Occupational Radiation Safety 

Significance:  Dec 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Evaluate Mission Dose for Manual Operator Actions Required by Plant Procedures 
The inspectors identified a non-cited violation (NCV) of Units 1 and 2 Technical Specification 6.8, “Procedures & 
Programs,” for the licensee’s failure to follow procedures involving the review and approval of revisions to a plant 
abnormal operating procedure (AOP). The incorporation of manual operator actions regarding closure of the 
containment equipment hatch in the event of a fuel handling accident into a plant AOP without performing a mission 
dose evaluation resulted in the likelihood that personnel involved with the activity would receive a dose in excess of 
regulatory limits for occupational exposure. The licensee entered this issue into their corrective action program as 
PERs 167420 and 167428.  
 
The finding was determined to be greater than minor because it was associated with the program and process attribute 
of the occupational radiation safety cornerstone and affected the cornerstone objective to ensure the adequate 
protection of the worker health and safety from exposure to radiation from radioactive material during routine civilian 
nuclear reactor operation. The cornerstone objective was affected since adequate worker protection from exposure to 
radiation was not ensured through the AOP revision process. Using Inspection IMC 0609, “Significance 
Determination Process,” Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings,” and Appendix 
C, “Occupational Radiation Safety Significance Determination Process,” the finding was determined to be of very low 
safety significance (Green) because it did not affect the licensee’s ability to assess dose, did not involve an 
overexposure or substantial potential for overexposure, and was not related to ALARA planning. No cross-cutting 
aspect was identified since the issue was not reflective of current licensee performance, in that the performance 
deficiency occurred in 2004 
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Public Radiation Safety 

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

Initiating Events 

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to collect reactor coolant pump oil leakage 
•Green. The inspectors identified a Green non-cited violation of 10 CFR 50 Appendix R, Section III.O, “Oil collection 
system for reactor coolant pump,” for the licensee’s failure to ensure the capability of the reactor coolant pump (RCP) 
oil collection system to collect and drain all RCP oil leakage. System configuration and procedural deficiencies 
resulted in the inability of the oil collection system to collect and drain all RCP oil leakage. Approximately 2-3 
gallons of oil leakage were identified on the containment floor following Unit 1 shutdown for a refueling outage. The 
licensee entered this issue into their corrective action program as PERs 270216, 278689, and 284244. Corrective 
actions included revision to applicable plant procedures to prevent the condition from occurring, as well as plans to 
evaluate a design change to modify the system configuration.  
 
The finding was determined to be greater than minor because it was associated with the protection against external 
factors 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 function during shutdown as well as power 
operations. Specifically, the likelihood of a fire in the containment building was elevated due to the failure to maintain 
combustible material (RCP oil) within the boundaries of the oil collection system. Using IMC 0609 Appendix F, “Fire 
Protection Significance Determination Process,” the inspectors assumed that the condition represented a low 
degradation of the fire protection program element of fire prevention through control of combustible materials. 
Therefore, the finding was determined to be of very low safety significance (Green). No cross-cutting aspect was 
identified. The issue was not reflective of current licensee performance, since both the bowl drain line configuration 
(last modified in 1993) and the seal standpipe filling procedure (in place since at least 2000) had been in place for a 
number of years. (Section 1R05) 
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Significance:  Sep 30, 2009 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Feedwater regulating valve failure due to inadequate maintenance procedure 
A self-revealing finding was identified for an inadequate maintenance procedure which was used to perform a rebuild 
of the Unit 1, Loop 1, main feedwater regulating valve (FRV) actuator. The failure to specify an applicable torque 
requirement associated with the installation of the control air diaphragm resulted in a failure of the diaphragm and a 
reactor trip due to a loss of main feedwater to the Loop 1 steam generator. The event was reported to the NRC as 
event notification (EN) 45045 and documented in the licensee corrective action program as PER 170598.  
 
The finding was determined to be greater than minor because it was associated with 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, in that the FRV actuator failure caused a reactor trip and loss of main feedwater to the Loop 1 
steam generator. Using Inspection Manual Chapter (IMC) 0609, “Significance Determination Process,” Attachment 4, 
“Phase 1 - Initial Screening and Characterization of Findings,” the finding was 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 systems will not be available. The cause of this finding was determined to have a cross-cutting aspect in the 
area of human performance associated with the resources component. It was directly related to the availability of 
resources necessary for complete accurate and up-to-date work packages. [H.2(c)] Specifically, the licensee’s vendor 
manual for the affected component was not maintained up-to-date to contain the most current information and 
requirements from the vendor applicable to the maintenance activities conducted (Section 4OA3.2). 
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Mitigating Systems 

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to implement Technical Specification requirements to vent ECCS piping 
•Green. The inspectors identified a Green non-cited violation of Technical Specification 6.8.1(c), “Procedures and 
Programs,” for the failure to establish surveillance test procedures to verify that ECCS piping systems were full of 
water by venting accessible piping high points on the suction side of the ECCS pumps as required by Surveillance 
Requirement (SR) 4.5.2.b.1. The licensee has entered this issue into their corrective action program as service request 
291511.  
 
The finding was determined to be greater than minor because it adversely 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. Specifically, the failure to perform 
surveillance tests on the ECCS system reduced the assurance that the system could respond to initiating events to 
prevent undesirable consequences. Using IMC 0609, “Significance Determination Process,” Attachment 4, “Phase 1 - 
Initial Screening and Characterization of Findings,” the finding was determined to be of very low safety significance 
(Green) since it was not a design or qualification deficiency, it did not represent the loss of a system safety function or 
the loss of any equipment trains, and is not potentially risk significant due to seismic, flooding or severe weather 
initiating events. Because site interdepartmental communication, coordination, and cooperation were not sufficient to 
identify the impact of changes to ECCS surveillance requirements on existing surveillance test procedures, the cross 
cutting aspect in the work control component of the human performance area applies to this finding [H.3(b)]. (Section 
4OA5.4) 
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Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to use worst case 6900 VAC bus voltage in design calculations 
•Green. The inspectors identified a Green non-cited violation of 10 CFR 50, Appendix B, Criterion III, Design 
Control, for the licensee’s failure to assure that applicable regulatory requirements and the design basis for structures, 
systems, and components are correctly translated into specifications, drawings, procedures, and instructions. 
Specifically, the licensee failed to assure that applicable regulatory requirements for undervoltage (degraded) voltage 
protection, including those prescribed in TS section 3.3.14, table 3.3.14-2, were correctly translated into design 
calculation, SQNETAPAC, “AC Auxiliary Power System Analysis”, Rev. 36, which evaluated transient motor 
starting voltages at the beginning of a design basis loss of coolant accident (LOCA). The licensee has entered this into 
their corrective action program as PER 297671  
 
This finding is more than minor because it affects the Design Control attribute of the Mitigating Systems Cornerstone. 
It impacts the cornerstone objective of ensuring the availability, reliability, and operability of the 6900 VAC safety 
buses to perform its intended safety function during a design basis event. The potential availability, reliability, and 
operability of the 6900 VAC safety buses during a potential degraded voltage condition was impacted as the licensee 
calculation used a non conservative degraded voltage input, with respect to the values specified in TS, into their 
safety-related motor starting and running calculations. The inspectors assessed the finding using the SDP and 
determined that the finding was of very low safety significance (Green) because the finding represented a design 
deficiency confirmed not to result in the loss of functionality of safety-related loads due to the availability of load tap 
changers (LTCs) that are installed to improve a degraded voltage condition. (Section 4OA5.5) 
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Significance:  Sep 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate inspection of raw water side of containment spray heat exchangers 
The inspectors identified a non-cited violation of 10 CFR 50 Appendix B Criterion V, “Instructions, Procedures, and 
Drawings,” for the failure to provide adequate documented instructions for inspection of the containment spray heat 
exchangers. Preventive maintenance (PM) procedures associated with these inspections failed to provide for an 
adequate inspection of the ERCW side (shell side) of these heat exchangers. Consequently, the heat transfer capability 
of these heat exchangers has not been periodically verified through either testing or adequate visual inspection. The 
licensee entered this issue into their corrective action program as PER 236318. Planned corrective actions include the 
development and implementation of a single-tube method for thermal performance testing of the heat exchangers in 
lieu of inspection.  
 
The finding was determined to be greater than minor because it was associated with the equipment performance 
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, since the 
heat transfer capability of these heat exchangers has not been periodically verified through either testing or adequate 
visual inspection. Using IMC 0609, “Significance Determination Process,” Attachment 4, “Phase 1 - Initial Screening 
and Characterization of Findings,” the finding was determined to be of very low safety significance (Green) since the 
finding did not represent an actual loss of safety function. The cause of this finding was determined to have a cross-
cutting aspect of Corrective Action Program Issue Identification in the area of Problem Identification and Resolution 
associated with the Corrective Action Program component, in that the evaluation of PERs in 2009 on the subject of 
CS heat exchanger inspection failed to identify the need to resolve the discrepancy between the scope of the program 
PMs and the implementing procedure requirement for CS heat exchanger shell side inspection. Thus, the licensee 
failed to completely and accurately identify issues in the corrective action program [P.1(a)]. (Section 1R07)  
 
Inspection Report# : 2010004 (pdf)  

Significance:  Sep 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Non-conservative design calculation for RHR suction temperature limit 
The inspectors identified a Green non-cited violation of 10 CFR 50 Appendix B Criterion III, “Design Control,” for 
the failure to provide design control measures for verifying the adequacy of the design calculation used to establish 
the maximum RHR operating temperature limit for maintaining ECCS operability. A design calculation yielded a non-
conservative temperature limit for use in plant operations procedures. This resulted in several occasions where ECCS 
operability was in question due to the fluid temperature in the RHR system suction piping. The licensee entered this 
issue into their corrective action program as PER 215434. Corrective actions included revising operations procedures 
to reflect the corrected temperature limit from a revised calculation.  
 
The finding was determined to be greater than minor because it was similar to example 3.j. of IMC 0612 Appendix E 
in that the non-conservatism in the calculation resulted in a condition where reasonable doubt existed as to the 
operability of the ECCS system. Additionally, 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. Specifically, plant procedures for RHR 
system operation contained non-conservative temperature limits for ensuring TS operability, and actual system 
temperatures exceeded the revised appropriate limit on several occasions. Using IMC 0609, “Significance 
Determination Process,” Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings,” the finding was 
determined to be of very low safety significance (Green) since the finding did not represent an actual loss of safety 
function. No cross-cutting aspect was identified since the issue was not reflective of current licensee performance, 
since the previous calculation in question was last revised and approved in 1996. (Section 4OA2.3)  
 
Inspection Report# : 2010004 (pdf)  



Significance:  Apr 16, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Violation of 10 CFR 50, Appendix B, Criterion V for Failure to Follow Procedure for Vendor Contact Program
The team identified a Green non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion V, Instructions, 
Procedures, and Drawings, for the failure to properly maintain the vendor contact program for safety-related 
components. The team identified 37 examples of vendor technical manuals where the associated vendor had not been 
contacted in over three years. Procedure SPP-2.5, “Vendor Manual Control,” required contact to be made with the 
vendors of safety-related components every three years to ensure that technical manuals and vendor documents 
contained the most current and applicable information consistent with the guidance of Generic Letter (GL) 90-03. The 
team identified 37 examples of vendor manuals and technical documents where the associated vendor had not been 
contacted in more than three years with several examples extending to almost six years. The licensee entered this issue 
into their corrective action program with actions to make contact with the vendors for all documents identified as 
having not been verified with the vendor in over the required three years. This finding was entered into the licensee’s 
corrective action program as problem evaluation reports (PERs) 224364 and 224975. As an immediate corrective 
action, the licensee is ensuring that the vendor manuals and documents associated with safety-related components are 
being verified as most current with the respective vendors.  
 
This finding is more than minor because it affected the Mitigating Systems Cornerstone objective of ensuring the 
availability and reliability of safety systems, is related to the attribute of Procedure Quality (i.e., Maintenance and 
Testing (Pre-Event) Procedures) and represented a programmatic break-down which if left uncorrected, could become 
a more significant safety concern. The team assessed this finding using the SDP and determined that the finding was 
of very low safety significance (Green) because the inspectors found no documented occurrences where the lack of 
vendor contact ultimately resulted in the inability of a safety-related component to perform the intended safety 
function and will be treated as an NCV.  
 
The inspectors determined that the thorough evaluation of problems such that the resolutions address problems and 
extent of conditions, as necessary was a significant cause if this performance deficiency. The plant experienced a 
reactor trip in 2009 which was determined to have been caused, in part, by a vendor manual associated with a 
feedwater regulating valve (FRV) not being updated. The FRVs are components with both safety-related and non-
safety-related features. The extent of condition of the corrective actions associated with this failed to identify the 
programmatic breakdown of the TVA vendor contact program for safety-related components. This is directly related 
to the Corrective Action Program component of the cross-cutting area of Problem Identification and Resolution (P.1.
(c)). (Section 1R21.2.3)  
 
Inspection Report# : 2010007 (pdf)  
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Physical Protection 
Although the NRC is actively overseeing the Security cornerstone, the Commission has decided that certain findings 
pertaining to security cornerstone will not be publicly available to ensure that potentially useful information is not 
provided to a possible adversary. Therefore, the cover letters to security inspection reports may be viewed. 
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Sequoyah 1 
1Q/2011 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 31, 2011 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Reactor trip due to unpluged steam dump load reject controller 
A self-revealing finding was identified for the licensee’s failure to perform adequate post-maintenance testing, as 
specified by procedures SPP-8.3, Post-Modification Testing, revision 10, and NPG-SPP-06.3, Pre-/Post-Maintenance 
Testing, revision 0, in conjunction with a work order which implemented a plant modification on Unit 1 and included 
the relocation of the steam dump load reject controller. This resulted in a manual trip of Unit 1 following a turbine trip 
from 26 percent rated thermal power due to the steam dump load reject controller power supply not being properly 
connected. The licensee entered this issue into their corrective action program as PERs 285349. The licensee 
implemented corrective actions to include a revision to post-modification testing procedures to require an additional 
post maintenance testing (PMT) review for large/complex modifications, as well as revision to applicable 
maintenance procedures to require verification for plug-in type connections.  
 
The finding was determined to be greater than minor because it was associated with the equipment performance 
attribute of the initiating events cornerstone and affected the cornerstone objective to limit the likelihood of those 
events that upset plant stability and challenge critical safety functions during shutdown as well as power operations. 
Specifically, this finding resulted in a reactor trip. Using IMC 0609, “Significance Determination Process,” 
Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings,” the finding was determined to be of very 
low safety significance (Green) because although it did contribute to the likelihood of a reactor trip, it did not 
contribute to the likelihood that mitigating systems will not be available.  
 
The cause of this finding was determined to have a cross-cutting aspect of Work Planning, in the area of Human 
Performance associated with the Work Control component. The work planning processes failed to identify the need to 
include steps to verify the operational status of the controller following completion of the activity, considering the 
physical conditions and requirements associated with relocating the device. [H.3(a)]. (Section 4OA3.4) 
Inspection Report# : 2011002 (pdf)  

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to collect reactor coolant pump oil leakage 
•Green. The inspectors identified a Green non-cited violation of 10 CFR 50 Appendix R, Section III.O, “Oil collection 
system for reactor coolant pump,” for the licensee’s failure to ensure the capability of the reactor coolant pump (RCP) 
oil collection system to collect and drain all RCP oil leakage. System configuration and procedural deficiencies 
resulted in the inability of the oil collection system to collect and drain all RCP oil leakage. Approximately 2-3 
gallons of oil leakage were identified on the containment floor following Unit 1 shutdown for a refueling outage. The 
licensee entered this issue into their corrective action program as PERs 270216, 278689, and 284244. Corrective 
actions included revision to applicable plant procedures to prevent the condition from occurring, as well as plans to 
evaluate a design change to modify the system configuration.  
 
The finding was determined to be greater than minor because it was associated with the protection against external 
factors 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 function during shutdown as well as power 
operations. Specifically, the likelihood of a fire in the containment building was elevated due to the failure to maintain 
combustible material (RCP oil) within the boundaries of the oil collection system. Using IMC 0609 Appendix F, “Fire 
Protection Significance Determination Process,” the inspectors assumed that the condition represented a low 



degradation of the fire protection program element of fire prevention through control of combustible materials. 
Therefore, the finding was determined to be of very low safety significance (Green). No cross-cutting aspect was 
identified. The issue was not reflective of current licensee performance, since both the bowl drain line configuration 
(last modified in 1993) and the seal standpipe filling procedure (in place since at least 2000) had been in place for a 
number of years. (Section 1R05) 
Inspection Report# : 2010005 (pdf)  

Significance:  Sep 30, 2009 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Feedwater regulating valve failure due to inadequate maintenance procedure 
A self-revealing finding was identified for an inadequate maintenance procedure which was used to perform a rebuild 
of the Unit 1, Loop 1, main feedwater regulating valve (FRV) actuator. The failure to specify an applicable torque 
requirement associated with the installation of the control air diaphragm resulted in a failure of the diaphragm and a 
reactor trip due to a loss of main feedwater to the Loop 1 steam generator. The event was reported to the NRC as 
event notification (EN) 45045 and documented in the licensee corrective action program as PER 170598.  
 
The finding was determined to be greater than minor because it was associated with 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, in that the FRV actuator failure caused a reactor trip and loss of main feedwater to the Loop 1 
steam generator. Using Inspection Manual Chapter (IMC) 0609, “Significance Determination Process,” Attachment 4, 
“Phase 1 - Initial Screening and Characterization of Findings,” the finding was 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 systems will not be available. The cause of this finding was determined to have a cross-cutting aspect in the 
area of human performance associated with the resources component. It was directly related to the availability of 
resources necessary for complete accurate and up-to-date work packages. [H.2(c)] Specifically, the licensee’s vendor 
manual for the affected component was not maintained up-to-date to contain the most current information and 
requirements from the vendor applicable to the maintenance activities conducted (Section 4OA3.2).  
 
Inspection Report# : 2009004 (pdf)  

Mitigating Systems 

Significance:  Mar 31, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to adequately qualify molded-case circuit breakers to safety-related application through commercial 
grade dedication. 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion III, Design Control, for the 
licensee’s failure to assure that appropriate quality standards were specified and included in design documents and 
that deviations from such standards were controlled. Specifically, the licensee failed to ensure that the molded case 
circuit breakers utilized in the station 120VAC vital instrument power boards were properly seismically qualified for 
their application. The licensee entered this issue into their corrective action program as PERs 264271, 266599, 
286156, and 319161. Corrective actions included revision of applicable procedures to perform re-alignment of 
breakers in the vital instrument power boards.  
 
The finding was determined to be greater than minor because it was associated with the design control attribute of the 
mitigating systems cornerstone and affected the cornerstone objective to ensure the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. Specifically, the failure to 
ensure that the 120VAC vital instrumentation board components had proper seismic qualification had the potential to 
affect the ability of safety-related equipment to perform its required function under design basis conditions. Using 
Inspection IMC 0609, “Significance Determination Process,” Attachment 4, “Phase 1 - Initial Screening and 
Characterization of Findings,” the finding was determined to have very low safety significance (Green) because it did 



not represent an actual loss of safety function. No cross-cutting aspect was identified, since the issue was determined 
to not reflect current licensee performance. (Section 1R15.1)  
 
Inspection Report# : 2011002 (pdf)  

Significance:  Mar 31, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Loss of 480-V motor control center due to inadequate breaker replacement maintenance 
A self-revealing non-cited violation of Unit 1 TS 6.8, “Procedures & Programs,” was identified for the licensee’s 
failure to provide adequate procedures for maintenance involving the replacement of a safety-related 480V breaker. 
This resulted in the normal feeder breaker for the safety related 1A2 reactor motor operated valve (MOV) board 
unexpectedly tripping open when energized following maintenance, causing a loss of power to the board. The licensee 
entered this issue into their corrective actions program as PER 320274. Licensee corrective actions included revising 
the applicable breaker maintenance procedure, and reinforcing expectations regarding peer checking and procedure 
use and adherence.  
 
The finding was determined to be greater 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 to prevent undesirable consequences. Specifically, the loss of 
power to the 1A2 reactor MOV board resulted in the inoperability of its associated MOVs affecting two trains of 
AFW, one train of containment spray (CS), feedwater isolation valves, and containment isolation valves. Using 
Inspection IMC 0609, “Significance Determination Process,” Attachment 4, “Phase 1 - Initial Screening and 
Characterization of Findings,” the finding was determined to be of very low safety significance (Green) since it did 
not represent an actual loss of safety function of a single train for greater than the associated TS allowed outage time. 
 
The cause of this finding was determined to have a cross-cutting aspect in the area of Human Performance associated 
with the Resources component. The work package was not adequate to assure nuclear safety due to the complexity 
and ambiguity associated with the procedure step which involved the jumper installation requirement. [H.2(c)]. 
(Section 1R15.2) 
Inspection Report# : 2011002 (pdf)  

Significance:  Mar 31, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate maintenance procedures result in inoperable feedwater regulating valve. 
A self-revealing non-cited violation of 10 CFR 50 Appendix B Criterion V, “Instructions, Procedures, and Drawings,”
was identified for the failure to provide adequate procedures for maintenance on the Unit 1 loop 3 feedwater 
regulating valve (FRV). The applicable procedures did not contain adequate guidance to ensure that the valve’s 
operability was not adversely affected during reassembly. As a result, the FRV was placed in a condition where it was 
unable to perform its function of main feedwater isolation as required by TS LCO 3.7.1.6. The licensee entered this 
issue into their corrective actions program as PERs 284451 and 314771. Corrective actions included revision to the 
applicable work procedure to ensure no inadvertent valve stem rotation during reassembly.  
 
The finding was determined to be greater 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 to prevent undesirable consequences. Specifically, as a result of 
the maintenance activity, the FRV was placed in a condition where it was unable to perform its required function of 
main feedwater isolation. Using IMC 0609, “Significance Determination Process,” Attachment 4, “Phase 1 - Initial 
Screening and Characterization of Findings,” the finding was determined to be of very low safety significance (Green) 
since the finding did not represent an actual loss of safety function of a single train for greater than the associated TS 
allowed outage time.  
 
The cause of this finding was determined to have a cross-cutting aspect in the area of Human Performance associated 
with the Resources component, in that a complete work package which was adequate to assure nuclear safety was not 



provided for this maintenance activity. The work procedures did not include guidance to ensure that the operability of 
the FRV was not adversely affected. [H.2(c)]. (Section 4OA2.2) 
Inspection Report# : 2011002 (pdf)  

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to implement Technical Specification requirements to vent ECCS piping 
•Green. The inspectors identified a Green non-cited violation of Technical Specification 6.8.1(c), “Procedures and 
Programs,” for the failure to establish surveillance test procedures to verify that ECCS piping systems were full of 
water by venting accessible piping high points on the suction side of the ECCS pumps as required by Surveillance 
Requirement (SR) 4.5.2.b.1. The licensee has entered this issue into their corrective action program as service request 
291511.  
 
The finding was determined to be greater than minor because it adversely 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. Specifically, the failure to perform 
surveillance tests on the ECCS system reduced the assurance that the system could respond to initiating events to 
prevent undesirable consequences. Using IMC 0609, “Significance Determination Process,” Attachment 4, “Phase 1 - 
Initial Screening and Characterization of Findings,” the finding was determined to be of very low safety significance 
(Green) since it was not a design or qualification deficiency, it did not represent the loss of a system safety function or 
the loss of any equipment trains, and is not potentially risk significant due to seismic, flooding or severe weather 
initiating events. Because site interdepartmental communication, coordination, and cooperation were not sufficient to 
identify the impact of changes to ECCS surveillance requirements on existing surveillance test procedures, the cross 
cutting aspect in the work control component of the human performance area applies to this finding [H.3(b)]. (Section 
4OA5.4) 
Inspection Report# : 2010005 (pdf)  

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to use worst case 6900 VAC bus voltage in design calculations 
•Green. The inspectors identified a Green non-cited violation of 10 CFR 50, Appendix B, Criterion III, Design 
Control, for the licensee’s failure to assure that applicable regulatory requirements and the design basis for structures, 
systems, and components are correctly translated into specifications, drawings, procedures, and instructions. 
Specifically, the licensee failed to assure that applicable regulatory requirements for undervoltage (degraded) voltage 
protection, including those prescribed in TS section 3.3.14, table 3.3.14-2, were correctly translated into design 
calculation, SQNETAPAC, “AC Auxiliary Power System Analysis”, Rev. 36, which evaluated transient motor 
starting voltages at the beginning of a design basis loss of coolant accident (LOCA). The licensee has entered this into 
their corrective action program as PER 297671  
 
This finding is more than minor because it affects the Design Control attribute of the Mitigating Systems Cornerstone. 
It impacts the cornerstone objective of ensuring the availability, reliability, and operability of the 6900 VAC safety 
buses to perform its intended safety function during a design basis event. The potential availability, reliability, and 
operability of the 6900 VAC safety buses during a potential degraded voltage condition was impacted as the licensee 
calculation used a non conservative degraded voltage input, with respect to the values specified in TS, into their 
safety-related motor starting and running calculations. The inspectors assessed the finding using the SDP and 
determined that the finding was of very low safety significance (Green) because the finding represented a design 
deficiency confirmed not to result in the loss of functionality of safety-related loads due to the availability of load tap 
changers (LTCs) that are installed to improve a degraded voltage condition. (Section 4OA5.5) 
Inspection Report# : 2010005 (pdf)  

Significance:  Sep 30, 2010 
Identified By: NRC 



Item Type: NCV NonCited Violation 
Inadequate inspection of raw water side of containment spray heat exchangers 
The inspectors identified a non-cited violation of 10 CFR 50 Appendix B Criterion V, “Instructions, Procedures, and 
Drawings,” for the failure to provide adequate documented instructions for inspection of the containment spray heat 
exchangers. Preventive maintenance (PM) procedures associated with these inspections failed to provide for an 
adequate inspection of the ERCW side (shell side) of these heat exchangers. Consequently, the heat transfer capability 
of these heat exchangers has not been periodically verified through either testing or adequate visual inspection. The 
licensee entered this issue into their corrective action program as PER 236318. Planned corrective actions include the 
development and implementation of a single-tube method for thermal performance testing of the heat exchangers in 
lieu of inspection.  
 
The finding was determined to be greater than minor because it was associated with the equipment performance 
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, since the 
heat transfer capability of these heat exchangers has not been periodically verified through either testing or adequate 
visual inspection. Using IMC 0609, “Significance Determination Process,” Attachment 4, “Phase 1 - Initial Screening 
and Characterization of Findings,” the finding was determined to be of very low safety significance (Green) since the 
finding did not represent an actual loss of safety function. The cause of this finding was determined to have a cross-
cutting aspect of Corrective Action Program Issue Identification in the area of Problem Identification and Resolution 
associated with the Corrective Action Program component, in that the evaluation of PERs in 2009 on the subject of 
CS heat exchanger inspection failed to identify the need to resolve the discrepancy between the scope of the program 
PMs and the implementing procedure requirement for CS heat exchanger shell side inspection. Thus, the licensee 
failed to completely and accurately identify issues in the corrective action program [P.1(a)]. (Section 1R07)  
 
Inspection Report# : 2010004 (pdf)  

Significance:  Sep 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Non-conservative design calculation for RHR suction temperature limit 
The inspectors identified a Green non-cited violation of 10 CFR 50 Appendix B Criterion III, “Design Control,” for 
the failure to provide design control measures for verifying the adequacy of the design calculation used to establish 
the maximum RHR operating temperature limit for maintaining ECCS operability. A design calculation yielded a non-
conservative temperature limit for use in plant operations procedures. This resulted in several occasions where ECCS 
operability was in question due to the fluid temperature in the RHR system suction piping. The licensee entered this 
issue into their corrective action program as PER 215434. Corrective actions included revising operations procedures 
to reflect the corrected temperature limit from a revised calculation.  
 
The finding was determined to be greater than minor because it was similar to example 3.j. of IMC 0612 Appendix E 
in that the non-conservatism in the calculation resulted in a condition where reasonable doubt existed as to the 
operability of the ECCS system. Additionally, 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. Specifically, plant procedures for RHR 
system operation contained non-conservative temperature limits for ensuring TS operability, and actual system 
temperatures exceeded the revised appropriate limit on several occasions. Using IMC 0609, “Significance 
Determination Process,” Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings,” the finding was 
determined to be of very low safety significance (Green) since the finding did not represent an actual loss of safety 
function. No cross-cutting aspect was identified since the issue was not reflective of current licensee performance, 
since the previous calculation in question was last revised and approved in 1996. (Section 4OA2.3)  
 
Inspection Report# : 2010004 (pdf)  

Significance:  Apr 16, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 



Violation of 10 CFR 50, Appendix B, Criterion V for Failure to Follow Procedure for Vendor Contact Program
The team identified a Green non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion V, Instructions, 
Procedures, and Drawings, for the failure to properly maintain the vendor contact program for safety-related 
components. The team identified 37 examples of vendor technical manuals where the associated vendor had not been 
contacted in over three years. Procedure SPP-2.5, “Vendor Manual Control,” required contact to be made with the 
vendors of safety-related components every three years to ensure that technical manuals and vendor documents 
contained the most current and applicable information consistent with the guidance of Generic Letter (GL) 90-03. The 
team identified 37 examples of vendor manuals and technical documents where the associated vendor had not been 
contacted in more than three years with several examples extending to almost six years. The licensee entered this issue 
into their corrective action program with actions to make contact with the vendors for all documents identified as 
having not been verified with the vendor in over the required three years. This finding was entered into the licensee’s 
corrective action program as problem evaluation reports (PERs) 224364 and 224975. As an immediate corrective 
action, the licensee is ensuring that the vendor manuals and documents associated with safety-related components are 
being verified as most current with the respective vendors.  
 
This finding is more than minor because it affected the Mitigating Systems Cornerstone objective of ensuring the 
availability and reliability of safety systems, is related to the attribute of Procedure Quality (i.e., Maintenance and 
Testing (Pre-Event) Procedures) and represented a programmatic break-down which if left uncorrected, could become 
a more significant safety concern. The team assessed this finding using the SDP and determined that the finding was 
of very low safety significance (Green) because the inspectors found no documented occurrences where the lack of 
vendor contact ultimately resulted in the inability of a safety-related component to perform the intended safety 
function and will be treated as an NCV.  
 
The inspectors determined that the thorough evaluation of problems such that the resolutions address problems and 
extent of conditions, as necessary was a significant cause if this performance deficiency. The plant experienced a 
reactor trip in 2009 which was determined to have been caused, in part, by a vendor manual associated with a 
feedwater regulating valve (FRV) not being updated. The FRVs are components with both safety-related and non-
safety-related features. The extent of condition of the corrective actions associated with this failed to identify the 
programmatic breakdown of the TVA vendor contact program for safety-related components. This is directly related 
to the Corrective Action Program component of the cross-cutting area of Problem Identification and Resolution (P.1.
(c)). (Section 1R21.2.3)  
 
Inspection Report# : 2010007 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

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



pertaining to security cornerstone will not be publicly available to ensure that potentially useful information is not 
provided to a possible adversary. Therefore, the cover letters to security inspection reports may be viewed. 
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Sequoyah 1 
2Q/2011 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 31, 2011 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Reactor trip due to unpluged steam dump load reject controller 
A self-revealing finding was identified for the licensee’s failure to perform adequate post-maintenance testing, as 
specified by procedures SPP-8.3, Post-Modification Testing, revision 10, and NPG-SPP-06.3, Pre-/Post-Maintenance 
Testing, revision 0, in conjunction with a work order which implemented a plant modification on Unit 1 and included 
the relocation of the steam dump load reject controller. This resulted in a manual trip of Unit 1 following a turbine trip 
from 26 percent rated thermal power due to the steam dump load reject controller power supply not being properly 
connected. The licensee entered this issue into their corrective action program as PERs 285349. The licensee 
implemented corrective actions to include a revision to post-modification testing procedures to require an additional 
post maintenance testing (PMT) review for large/complex modifications, as well as revision to applicable 
maintenance procedures to require verification for plug-in type connections.  
 
The finding was determined to be greater than minor because it was associated with the equipment performance 
attribute of the initiating events cornerstone and affected the cornerstone objective to limit the likelihood of those 
events that upset plant stability and challenge critical safety functions during shutdown as well as power operations. 
Specifically, this finding resulted in a reactor trip. Using IMC 0609, “Significance Determination Process,” 
Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings,” the finding was determined to be of very 
low safety significance (Green) because although it did contribute to the likelihood of a reactor trip, it did not 
contribute to the likelihood that mitigating systems will not be available.  
 
The cause of this finding was determined to have a cross-cutting aspect of Work Planning, in the area of Human 
Performance associated with the Work Control component. The work planning processes failed to identify the need to 
include steps to verify the operational status of the controller following completion of the activity, considering the 
physical conditions and requirements associated with relocating the device. [H.3(a)]. (Section 4OA3.4) 
Inspection Report# : 2011002 (pdf)  

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to collect reactor coolant pump oil leakage 
•Green. The inspectors identified a Green non-cited violation of 10 CFR 50 Appendix R, Section III.O, “Oil collection 
system for reactor coolant pump,” for the licensee’s failure to ensure the capability of the reactor coolant pump (RCP) 
oil collection system to collect and drain all RCP oil leakage. System configuration and procedural deficiencies 
resulted in the inability of the oil collection system to collect and drain all RCP oil leakage. Approximately 2-3 
gallons of oil leakage were identified on the containment floor following Unit 1 shutdown for a refueling outage. The 
licensee entered this issue into their corrective action program as PERs 270216, 278689, and 284244. Corrective 
actions included revision to applicable plant procedures to prevent the condition from occurring, as well as plans to 
evaluate a design change to modify the system configuration.  
 
The finding was determined to be greater than minor because it was associated with the protection against external 
factors 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 function during shutdown as well as power 
operations. Specifically, the likelihood of a fire in the containment building was elevated due to the failure to maintain 
combustible material (RCP oil) within the boundaries of the oil collection system. Using IMC 0609 Appendix F, “Fire 
Protection Significance Determination Process,” the inspectors assumed that the condition represented a low 



degradation of the fire protection program element of fire prevention through control of combustible materials. 
Therefore, the finding was determined to be of very low safety significance (Green). No cross-cutting aspect was 
identified. The issue was not reflective of current licensee performance, since both the bowl drain line configuration 
(last modified in 1993) and the seal standpipe filling procedure (in place since at least 2000) had been in place for a 
number of years. (Section 1R05) 
Inspection Report# : 2010005 (pdf)  

Significance:  Sep 30, 2009 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Feedwater regulating valve failure due to inadequate maintenance procedure 
A self-revealing finding was identified for an inadequate maintenance procedure which was used to perform a rebuild 
of the Unit 1, Loop 1, main feedwater regulating valve (FRV) actuator. The failure to specify an applicable torque 
requirement associated with the installation of the control air diaphragm resulted in a failure of the diaphragm and a 
reactor trip due to a loss of main feedwater to the Loop 1 steam generator. The event was reported to the NRC as 
event notification (EN) 45045 and documented in the licensee corrective action program as PER 170598.  
 
The finding was determined to be greater than minor because it was associated with 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, in that the FRV actuator failure caused a reactor trip and loss of main feedwater to the Loop 1 
steam generator. Using Inspection Manual Chapter (IMC) 0609, “Significance Determination Process,” Attachment 4, 
“Phase 1 - Initial Screening and Characterization of Findings,” the finding was 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 systems will not be available. The cause of this finding was determined to have a cross-cutting aspect in the 
area of human performance associated with the resources component. It was directly related to the availability of 
resources necessary for complete accurate and up-to-date work packages. [H.2(c)] Specifically, the licensee’s vendor 
manual for the affected component was not maintained up-to-date to contain the most current information and 
requirements from the vendor applicable to the maintenance activities conducted (Section 4OA3.2).  
 
Inspection Report# : 2009004 (pdf)  

Mitigating Systems 

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to perform instrumentation surveillance testing within required frequency 
The inspectors identified a non-cited violation of Units 1 and 2 TS Surveillance Requirement (SR) 4.0.2 for the 
licensee’s failure to perform SRs specified in Units 1 and 2 TS 3/4.3.1, “Reactor Trip System Instrumentation,” and 
3/4.3.2, “Engineered Safety Feature Actuation System (ESFAS) Instrumentation,” within the required surveillance 
frequencies. The inspectors identified eight examples over the last three years (five examples on Unit 1 and three 
examples on Unit 2) where the interval between tests of the automatic actuation logic and reactor trip breaker 
functions required by SRs 4.3.1.1.1 and 4.3.2.1.1 exceeded the maximum surveillance interval allowed by TS. The 
licensee entered this issue into their corrective action program as PER 369938. Corrective actions included ensuring 
that work control processes correctly implement the required surveillance intervals.  
 
The finding was determined to be greater than minor because it was associated with the equipment performance 
attribute of the mitigating systems cornerstone and affected the cornerstone objective to ensure the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. 
Specifically, extending beyond the required maximum interval between TS surveillance tests affects the ability to 
confirm continued availability of TS equipment, and the ability to detect potential latent operability concerns in a 
timely manner. Using Inspection IMC 0609, “Significance Determination Process,” Attachment 4, “Phase 1 - Initial 
Screening and Characterization of Findings,” the finding was determined to be of very low safety significance (Green) 



since it did not represent an actual loss of safety function of a single train for greater than the associated TS allowed 
outage time. The inspectors did not identify that the cause of this finding was related to any of the cross-cutting 
aspects defined in IMC 0310, and therefore no cross-cutting aspect was assigned to this finding. (Section 1R22) 
Inspection Report# : 2011003 (pdf)  

Significance:  Jun 13, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Establish Compensatory Actions for Blocked Sprinklers 
The inspectors identified a non-cited violation of Sequoyah Operating License Conditions 2.C.(16) and 2.C.(13) for 
Units 1 and 2, respectively, for failure to establish compensatory measures for an obstructed sprinkler system. 
Specifically, scaffolding installed in auxiliary building fire area FAA-054/Room A01 was in a configuration which 
obstructed sprinkler heads A198 and A208. The licensee entered this issue into the corrective action program as 
Problem Evaluation Report 321911 and implemented compensatory measures (fire watches) in accordance with the 
approved fire protection program. 
Inspection Report# : 2011006 (pdf)  

Significance:  Jun 13, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Sprinkler System in Room 690.0-A1 of the Auxiliary Building has NFPA Code Deviation 
The inspectors identified a non-cited violation of Operating License Conditions 2.C.(16) and 2.C.(13), for Units 1 and 
2 respectively, for failure to install the automatic suppression system (sprinkler system) in the auxiliary building 
corridor 690 foot elevation, in accordance with applicable National Fire Protection Association (NFPA) Standard No. 
13, “Automatic Sprinkler Systems.” Specifically, NFPA 13-1975 required sprinklers to be installed within 12-inches 
of the ceiling. Portions of the auxiliary building sprinkler system were installed greater than 12-inches below the 
ceiling. As a result, the actuation of the fusible link type sprinklers would have been slower than originally intended 
after fire ignition. The licensee entered this issue into the corrective action program as Problem Evaluation Report 
147467 and implemented compensatory measures (fire watches) in accordance with the approved fire protection 
program. The inspectors determined that there was no cross-cutting aspect associated with this finding because the 
condition has existed since initial plant licensing and was not reflective of present performance. 
Inspection Report# : 2011006 (pdf)  

Significance:  Mar 31, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to adequately qualify molded-case circuit breakers to safety-related application through commercial 
grade dedication. 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion III, Design Control, for the 
licensee’s failure to assure that appropriate quality standards were specified and included in design documents and 
that deviations from such standards were controlled. Specifically, the licensee failed to ensure that the molded case 
circuit breakers utilized in the station 120VAC vital instrument power boards were properly seismically qualified for 
their application. The licensee entered this issue into their corrective action program as PERs 264271, 266599, 
286156, and 319161. Corrective actions included revision of applicable procedures to perform re-alignment of 
breakers in the vital instrument power boards.  
 
The finding was determined to be greater than minor because it was associated with the design control attribute of the 
mitigating systems cornerstone and affected the cornerstone objective to ensure the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. Specifically, the failure to 
ensure that the 120VAC vital instrumentation board components had proper seismic qualification had the potential to 
affect the ability of safety-related equipment to perform its required function under design basis conditions. Using 
Inspection IMC 0609, “Significance Determination Process,” Attachment 4, “Phase 1 - Initial Screening and 
Characterization of Findings,” the finding was determined to have very low safety significance (Green) because it did 
not represent an actual loss of safety function. No cross-cutting aspect was identified, since the issue was determined 



to not reflect current licensee performance. (Section 1R15.1) 
 
Inspection Report# : 2011002 (pdf)  

Significance:  Mar 31, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Loss of 480-V motor control center due to inadequate breaker replacement maintenance 
A self-revealing non-cited violation of Unit 1 TS 6.8, “Procedures & Programs,” was identified for the licensee’s 
failure to provide adequate procedures for maintenance involving the replacement of a safety-related 480V breaker. 
This resulted in the normal feeder breaker for the safety related 1A2 reactor motor operated valve (MOV) board 
unexpectedly tripping open when energized following maintenance, causing a loss of power to the board. The licensee 
entered this issue into their corrective actions program as PER 320274. Licensee corrective actions included revising 
the applicable breaker maintenance procedure, and reinforcing expectations regarding peer checking and procedure 
use and adherence.  
 
The finding was determined to be greater 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 to prevent undesirable consequences. Specifically, the loss of 
power to the 1A2 reactor MOV board resulted in the inoperability of its associated MOVs affecting two trains of 
AFW, one train of containment spray (CS), feedwater isolation valves, and containment isolation valves. Using 
Inspection IMC 0609, “Significance Determination Process,” Attachment 4, “Phase 1 - Initial Screening and 
Characterization of Findings,” the finding was determined to be of very low safety significance (Green) since it did 
not represent an actual loss of safety function of a single train for greater than the associated TS allowed outage time. 
 
The cause of this finding was determined to have a cross-cutting aspect in the area of Human Performance associated 
with the Resources component. The work package was not adequate to assure nuclear safety due to the complexity 
and ambiguity associated with the procedure step which involved the jumper installation requirement. [H.2(c)]. 
(Section 1R15.2) 
Inspection Report# : 2011002 (pdf)  

Significance:  Mar 31, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate maintenance procedures result in inoperable feedwater regulating valve. 
A self-revealing non-cited violation of 10 CFR 50 Appendix B Criterion V, “Instructions, Procedures, and Drawings,”
was identified for the failure to provide adequate procedures for maintenance on the Unit 1 loop 3 feedwater 
regulating valve (FRV). The applicable procedures did not contain adequate guidance to ensure that the valve’s 
operability was not adversely affected during reassembly. As a result, the FRV was placed in a condition where it was 
unable to perform its function of main feedwater isolation as required by TS LCO 3.7.1.6. The licensee entered this 
issue into their corrective actions program as PERs 284451 and 314771. Corrective actions included revision to the 
applicable work procedure to ensure no inadvertent valve stem rotation during reassembly.  
 
The finding was determined to be greater 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 to prevent undesirable consequences. Specifically, as a result of 
the maintenance activity, the FRV was placed in a condition where it was unable to perform its required function of 
main feedwater isolation. Using IMC 0609, “Significance Determination Process,” Attachment 4, “Phase 1 - Initial 
Screening and Characterization of Findings,” the finding was determined to be of very low safety significance (Green) 
since the finding did not represent an actual loss of safety function of a single train for greater than the associated TS 
allowed outage time.  
 
The cause of this finding was determined to have a cross-cutting aspect in the area of Human Performance associated 
with the Resources component, in that a complete work package which was adequate to assure nuclear safety was not 
provided for this maintenance activity. The work procedures did not include guidance to ensure that the operability of 



the FRV was not adversely affected. [H.2(c)]. (Section 4OA2.2)
Inspection Report# : 2011002 (pdf)  

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to implement Technical Specification requirements to vent ECCS piping 
•Green. The inspectors identified a Green non-cited violation of Technical Specification 6.8.1(c), “Procedures and 
Programs,” for the failure to establish surveillance test procedures to verify that ECCS piping systems were full of 
water by venting accessible piping high points on the suction side of the ECCS pumps as required by Surveillance 
Requirement (SR) 4.5.2.b.1. The licensee has entered this issue into their corrective action program as service request 
291511.  
 
The finding was determined to be greater than minor because it adversely 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. Specifically, the failure to perform 
surveillance tests on the ECCS system reduced the assurance that the system could respond to initiating events to 
prevent undesirable consequences. Using IMC 0609, “Significance Determination Process,” Attachment 4, “Phase 1 - 
Initial Screening and Characterization of Findings,” the finding was determined to be of very low safety significance 
(Green) since it was not a design or qualification deficiency, it did not represent the loss of a system safety function or 
the loss of any equipment trains, and is not potentially risk significant due to seismic, flooding or severe weather 
initiating events. Because site interdepartmental communication, coordination, and cooperation were not sufficient to 
identify the impact of changes to ECCS surveillance requirements on existing surveillance test procedures, the cross 
cutting aspect in the work control component of the human performance area applies to this finding [H.3(b)]. (Section 
4OA5.4) 
Inspection Report# : 2010005 (pdf)  

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to use worst case 6900 VAC bus voltage in design calculations 
•Green. The inspectors identified a Green non-cited violation of 10 CFR 50, Appendix B, Criterion III, Design 
Control, for the licensee’s failure to assure that applicable regulatory requirements and the design basis for structures, 
systems, and components are correctly translated into specifications, drawings, procedures, and instructions. 
Specifically, the licensee failed to assure that applicable regulatory requirements for undervoltage (degraded) voltage 
protection, including those prescribed in TS section 3.3.14, table 3.3.14-2, were correctly translated into design 
calculation, SQNETAPAC, “AC Auxiliary Power System Analysis”, Rev. 36, which evaluated transient motor 
starting voltages at the beginning of a design basis loss of coolant accident (LOCA). The licensee has entered this into 
their corrective action program as PER 297671  
 
This finding is more than minor because it affects the Design Control attribute of the Mitigating Systems Cornerstone. 
It impacts the cornerstone objective of ensuring the availability, reliability, and operability of the 6900 VAC safety 
buses to perform its intended safety function during a design basis event. The potential availability, reliability, and 
operability of the 6900 VAC safety buses during a potential degraded voltage condition was impacted as the licensee 
calculation used a non conservative degraded voltage input, with respect to the values specified in TS, into their 
safety-related motor starting and running calculations. The inspectors assessed the finding using the SDP and 
determined that the finding was of very low safety significance (Green) because the finding represented a design 
deficiency confirmed not to result in the loss of functionality of safety-related loads due to the availability of load tap 
changers (LTCs) that are installed to improve a degraded voltage condition. (Section 4OA5.5) 
Inspection Report# : 2010005 (pdf)  

Significance:  Sep 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 



Inadequate inspection of raw water side of containment spray heat exchangers
The inspectors identified a non-cited violation of 10 CFR 50 Appendix B Criterion V, “Instructions, Procedures, and 
Drawings,” for the failure to provide adequate documented instructions for inspection of the containment spray heat 
exchangers. Preventive maintenance (PM) procedures associated with these inspections failed to provide for an 
adequate inspection of the ERCW side (shell side) of these heat exchangers. Consequently, the heat transfer capability 
of these heat exchangers has not been periodically verified through either testing or adequate visual inspection. The 
licensee entered this issue into their corrective action program as PER 236318. Planned corrective actions include the 
development and implementation of a single-tube method for thermal performance testing of the heat exchangers in 
lieu of inspection.  
 
The finding was determined to be greater than minor because it was associated with the equipment performance 
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, since the 
heat transfer capability of these heat exchangers has not been periodically verified through either testing or adequate 
visual inspection. Using IMC 0609, “Significance Determination Process,” Attachment 4, “Phase 1 - Initial Screening 
and Characterization of Findings,” the finding was determined to be of very low safety significance (Green) since the 
finding did not represent an actual loss of safety function. The cause of this finding was determined to have a cross-
cutting aspect of Corrective Action Program Issue Identification in the area of Problem Identification and Resolution 
associated with the Corrective Action Program component, in that the evaluation of PERs in 2009 on the subject of 
CS heat exchanger inspection failed to identify the need to resolve the discrepancy between the scope of the program 
PMs and the implementing procedure requirement for CS heat exchanger shell side inspection. Thus, the licensee 
failed to completely and accurately identify issues in the corrective action program [P.1(a)]. (Section 1R07)  
 
Inspection Report# : 2010004 (pdf)  

Significance:  Sep 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Non-conservative design calculation for RHR suction temperature limit 
The inspectors identified a Green non-cited violation of 10 CFR 50 Appendix B Criterion III, “Design Control,” for 
the failure to provide design control measures for verifying the adequacy of the design calculation used to establish 
the maximum RHR operating temperature limit for maintaining ECCS operability. A design calculation yielded a non-
conservative temperature limit for use in plant operations procedures. This resulted in several occasions where ECCS 
operability was in question due to the fluid temperature in the RHR system suction piping. The licensee entered this 
issue into their corrective action program as PER 215434. Corrective actions included revising operations procedures 
to reflect the corrected temperature limit from a revised calculation.  
 
The finding was determined to be greater than minor because it was similar to example 3.j. of IMC 0612 Appendix E 
in that the non-conservatism in the calculation resulted in a condition where reasonable doubt existed as to the 
operability of the ECCS system. Additionally, 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. Specifically, plant procedures for RHR 
system operation contained non-conservative temperature limits for ensuring TS operability, and actual system 
temperatures exceeded the revised appropriate limit on several occasions. Using IMC 0609, “Significance 
Determination Process,” Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings,” the finding was 
determined to be of very low safety significance (Green) since the finding did not represent an actual loss of safety 
function. No cross-cutting aspect was identified since the issue was not reflective of current licensee performance, 
since the previous calculation in question was last revised and approved in 1996. (Section 4OA2.3)  
 
Inspection Report# : 2010004 (pdf)  

Barrier Integrity 



Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 
Although the NRC is actively overseeing the Security cornerstone, the Commission has decided that certain findings 
pertaining to security cornerstone will not be publicly available to ensure that potentially useful information is not 
provided to a possible adversary. Therefore, the cover letters to security inspection reports may be viewed. 
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Sequoyah 1 
3Q/2011 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 31, 2011 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Reactor trip due to unpluged steam dump load reject controller 
A self-revealing finding was identified for the licensee’s failure to perform adequate post-maintenance testing, as 
specified by procedures SPP-8.3, Post-Modification Testing, revision 10, and NPG-SPP-06.3, Pre-/Post-Maintenance 
Testing, revision 0, in conjunction with a work order which implemented a plant modification on Unit 1 and included 
the relocation of the steam dump load reject controller. This resulted in a manual trip of Unit 1 following a turbine trip 
from 26 percent rated thermal power due to the steam dump load reject controller power supply not being properly 
connected. The licensee entered this issue into their corrective action program as PERs 285349. The licensee 
implemented corrective actions to include a revision to post-modification testing procedures to require an additional 
post maintenance testing (PMT) review for large/complex modifications, as well as revision to applicable 
maintenance procedures to require verification for plug-in type connections.  
 
The finding was determined to be greater than minor because it was associated with the equipment performance 
attribute of the initiating events cornerstone and affected the cornerstone objective to limit the likelihood of those 
events that upset plant stability and challenge critical safety functions during shutdown as well as power operations. 
Specifically, this finding resulted in a reactor trip. Using IMC 0609, “Significance Determination Process,” 
Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings,” the finding was determined to be of very 
low safety significance (Green) because although it did contribute to the likelihood of a reactor trip, it did not 
contribute to the likelihood that mitigating systems will not be available.  
 
The cause of this finding was determined to have a cross-cutting aspect of Work Planning, in the area of Human 
Performance associated with the Work Control component. The work planning processes failed to identify the need to 
include steps to verify the operational status of the controller following completion of the activity, considering the 
physical conditions and requirements associated with relocating the device. [H.3(a)]. (Section 4OA3.4) 
Inspection Report# : 2011002 (pdf)  

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to collect reactor coolant pump oil leakage 
•Green. The inspectors identified a Green non-cited violation of 10 CFR 50 Appendix R, Section III.O, “Oil collection 
system for reactor coolant pump,” for the licensee’s failure to ensure the capability of the reactor coolant pump (RCP) 
oil collection system to collect and drain all RCP oil leakage. System configuration and procedural deficiencies 
resulted in the inability of the oil collection system to collect and drain all RCP oil leakage. Approximately 2-3 
gallons of oil leakage were identified on the containment floor following Unit 1 shutdown for a refueling outage. The 
licensee entered this issue into their corrective action program as PERs 270216, 278689, and 284244. Corrective 
actions included revision to applicable plant procedures to prevent the condition from occurring, as well as plans to 
evaluate a design change to modify the system configuration.  
 
The finding was determined to be greater than minor because it was associated with the protection against external 
factors 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 function during shutdown as well as power 
operations. Specifically, the likelihood of a fire in the containment building was elevated due to the failure to maintain 
combustible material (RCP oil) within the boundaries of the oil collection system. Using IMC 0609 Appendix F, “Fire 
Protection Significance Determination Process,” the inspectors assumed that the condition represented a low 



degradation of the fire protection program element of fire prevention through control of combustible materials. 
Therefore, the finding was determined to be of very low safety significance (Green). No cross-cutting aspect was 
identified. The issue was not reflective of current licensee performance, since both the bowl drain line configuration 
(last modified in 1993) and the seal standpipe filling procedure (in place since at least 2000) had been in place for a 
number of years. (Section 1R05) 
Inspection Report# : 2010005 (pdf)  

Significance:  Sep 30, 2009 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Feedwater regulating valve failure due to inadequate maintenance procedure 
A self-revealing finding was identified for an inadequate maintenance procedure which was used to perform a rebuild 
of the Unit 1, Loop 1, main feedwater regulating valve (FRV) actuator. The failure to specify an applicable torque 
requirement associated with the installation of the control air diaphragm resulted in a failure of the diaphragm and a 
reactor trip due to a loss of main feedwater to the Loop 1 steam generator. The event was reported to the NRC as 
event notification (EN) 45045 and documented in the licensee corrective action program as PER 170598.  
 
The finding was determined to be greater than minor because it was associated with 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, in that the FRV actuator failure caused a reactor trip and loss of main feedwater to the Loop 1 
steam generator. Using Inspection Manual Chapter (IMC) 0609, “Significance Determination Process,” Attachment 4, 
“Phase 1 - Initial Screening and Characterization of Findings,” the finding was 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 systems will not be available. The cause of this finding was determined to have a cross-cutting aspect in the 
area of human performance associated with the resources component. It was directly related to the availability of 
resources necessary for complete accurate and up-to-date work packages. [H.2(c)] Specifically, the licensee’s vendor 
manual for the affected component was not maintained up-to-date to contain the most current information and 
requirements from the vendor applicable to the maintenance activities conducted (Section 4OA3.2).  
 
Inspection Report# : 2009004 (pdf)  

Mitigating Systems 

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to perform instrumentation surveillance testing within required frequency 
The inspectors identified a non-cited violation of Units 1 and 2 TS Surveillance Requirement (SR) 4.0.2 for the 
licensee’s failure to perform SRs specified in Units 1 and 2 TS 3/4.3.1, “Reactor Trip System Instrumentation,” and 
3/4.3.2, “Engineered Safety Feature Actuation System (ESFAS) Instrumentation,” within the required surveillance 
frequencies. The inspectors identified eight examples over the last three years (five examples on Unit 1 and three 
examples on Unit 2) where the interval between tests of the automatic actuation logic and reactor trip breaker 
functions required by SRs 4.3.1.1.1 and 4.3.2.1.1 exceeded the maximum surveillance interval allowed by TS. The 
licensee entered this issue into their corrective action program as PER 369938. Corrective actions included ensuring 
that work control processes correctly implement the required surveillance intervals.  
 
The finding was determined to be greater than minor because it was associated with the equipment performance 
attribute of the mitigating systems cornerstone and affected the cornerstone objective to ensure the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. 
Specifically, extending beyond the required maximum interval between TS surveillance tests affects the ability to 
confirm continued availability of TS equipment, and the ability to detect potential latent operability concerns in a 
timely manner. Using Inspection IMC 0609, “Significance Determination Process,” Attachment 4, “Phase 1 - Initial 
Screening and Characterization of Findings,” the finding was determined to be of very low safety significance (Green) 



since it did not represent an actual loss of safety function of a single train for greater than the associated TS allowed 
outage time. The inspectors did not identify that the cause of this finding was related to any of the cross-cutting 
aspects defined in IMC 0310, and therefore no cross-cutting aspect was assigned to this finding. (Section 1R22) 
Inspection Report# : 2011003 (pdf)  

Significance:  Jun 13, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Establish Compensatory Actions for Blocked Sprinklers 
The inspectors identified a non-cited violation of Sequoyah Operating License Conditions 2.C.(16) and 2.C.(13) for 
Units 1 and 2, respectively, for failure to establish compensatory measures for an obstructed sprinkler system. 
Specifically, scaffolding installed in auxiliary building fire area FAA-054/Room A01 was in a configuration which 
obstructed sprinkler heads A198 and A208. The licensee entered this issue into the corrective action program as 
Problem Evaluation Report 321911 and implemented compensatory measures (fire watches) in accordance with the 
approved fire protection program. 
Inspection Report# : 2011006 (pdf)  

Significance:  Jun 13, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Sprinkler System in Room 690.0-A1 of the Auxiliary Building has NFPA Code Deviation 
The inspectors identified a non-cited violation of Operating License Conditions 2.C.(16) and 2.C.(13), for Units 1 and 
2 respectively, for failure to install the automatic suppression system (sprinkler system) in the auxiliary building 
corridor 690 foot elevation, in accordance with applicable National Fire Protection Association (NFPA) Standard No. 
13, “Automatic Sprinkler Systems.” Specifically, NFPA 13-1975 required sprinklers to be installed within 12-inches 
of the ceiling. Portions of the auxiliary building sprinkler system were installed greater than 12-inches below the 
ceiling. As a result, the actuation of the fusible link type sprinklers would have been slower than originally intended 
after fire ignition. The licensee entered this issue into the corrective action program as Problem Evaluation Report 
147467 and implemented compensatory measures (fire watches) in accordance with the approved fire protection 
program. The inspectors determined that there was no cross-cutting aspect associated with this finding because the 
condition has existed since initial plant licensing and was not reflective of present performance. 
Inspection Report# : 2011006 (pdf)  

Significance:  Mar 31, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to adequately qualify molded-case circuit breakers to safety-related application through commercial 
grade dedication. 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion III, Design Control, for the 
licensee’s failure to assure that appropriate quality standards were specified and included in design documents and 
that deviations from such standards were controlled. Specifically, the licensee failed to ensure that the molded case 
circuit breakers utilized in the station 120VAC vital instrument power boards were properly seismically qualified for 
their application. The licensee entered this issue into their corrective action program as PERs 264271, 266599, 
286156, and 319161. Corrective actions included revision of applicable procedures to perform re-alignment of 
breakers in the vital instrument power boards.  
 
The finding was determined to be greater than minor because it was associated with the design control attribute of the 
mitigating systems cornerstone and affected the cornerstone objective to ensure the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. Specifically, the failure to 
ensure that the 120VAC vital instrumentation board components had proper seismic qualification had the potential to 
affect the ability of safety-related equipment to perform its required function under design basis conditions. Using 
Inspection IMC 0609, “Significance Determination Process,” Attachment 4, “Phase 1 - Initial Screening and 
Characterization of Findings,” the finding was determined to have very low safety significance (Green) because it did 
not represent an actual loss of safety function. No cross-cutting aspect was identified, since the issue was determined 



to not reflect current licensee performance. (Section 1R15.1) 
 
Inspection Report# : 2011002 (pdf)  

Significance:  Mar 31, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Loss of 480-V motor control center due to inadequate breaker replacement maintenance 
A self-revealing non-cited violation of Unit 1 TS 6.8, “Procedures & Programs,” was identified for the licensee’s 
failure to provide adequate procedures for maintenance involving the replacement of a safety-related 480V breaker. 
This resulted in the normal feeder breaker for the safety related 1A2 reactor motor operated valve (MOV) board 
unexpectedly tripping open when energized following maintenance, causing a loss of power to the board. The licensee 
entered this issue into their corrective actions program as PER 320274. Licensee corrective actions included revising 
the applicable breaker maintenance procedure, and reinforcing expectations regarding peer checking and procedure 
use and adherence.  
 
The finding was determined to be greater 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 to prevent undesirable consequences. Specifically, the loss of 
power to the 1A2 reactor MOV board resulted in the inoperability of its associated MOVs affecting two trains of 
AFW, one train of containment spray (CS), feedwater isolation valves, and containment isolation valves. Using 
Inspection IMC 0609, “Significance Determination Process,” Attachment 4, “Phase 1 - Initial Screening and 
Characterization of Findings,” the finding was determined to be of very low safety significance (Green) since it did 
not represent an actual loss of safety function of a single train for greater than the associated TS allowed outage time. 
 
The cause of this finding was determined to have a cross-cutting aspect in the area of Human Performance associated 
with the Resources component. The work package was not adequate to assure nuclear safety due to the complexity 
and ambiguity associated with the procedure step which involved the jumper installation requirement. [H.2(c)]. 
(Section 1R15.2) 
Inspection Report# : 2011002 (pdf)  

Significance:  Mar 31, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate maintenance procedures result in inoperable feedwater regulating valve. 
A self-revealing non-cited violation of 10 CFR 50 Appendix B Criterion V, “Instructions, Procedures, and Drawings,”
was identified for the failure to provide adequate procedures for maintenance on the Unit 1 loop 3 feedwater 
regulating valve (FRV). The applicable procedures did not contain adequate guidance to ensure that the valve’s 
operability was not adversely affected during reassembly. As a result, the FRV was placed in a condition where it was 
unable to perform its function of main feedwater isolation as required by TS LCO 3.7.1.6. The licensee entered this 
issue into their corrective actions program as PERs 284451 and 314771. Corrective actions included revision to the 
applicable work procedure to ensure no inadvertent valve stem rotation during reassembly.  
 
The finding was determined to be greater 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 to prevent undesirable consequences. Specifically, as a result of 
the maintenance activity, the FRV was placed in a condition where it was unable to perform its required function of 
main feedwater isolation. Using IMC 0609, “Significance Determination Process,” Attachment 4, “Phase 1 - Initial 
Screening and Characterization of Findings,” the finding was determined to be of very low safety significance (Green) 
since the finding did not represent an actual loss of safety function of a single train for greater than the associated TS 
allowed outage time.  
 
The cause of this finding was determined to have a cross-cutting aspect in the area of Human Performance associated 
with the Resources component, in that a complete work package which was adequate to assure nuclear safety was not 
provided for this maintenance activity. The work procedures did not include guidance to ensure that the operability of 



the FRV was not adversely affected. [H.2(c)]. (Section 4OA2.2)
Inspection Report# : 2011002 (pdf)  

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to implement Technical Specification requirements to vent ECCS piping 
•Green. The inspectors identified a Green non-cited violation of Technical Specification 6.8.1(c), “Procedures and 
Programs,” for the failure to establish surveillance test procedures to verify that ECCS piping systems were full of 
water by venting accessible piping high points on the suction side of the ECCS pumps as required by Surveillance 
Requirement (SR) 4.5.2.b.1. The licensee has entered this issue into their corrective action program as service request 
291511.  
 
The finding was determined to be greater than minor because it adversely 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. Specifically, the failure to perform 
surveillance tests on the ECCS system reduced the assurance that the system could respond to initiating events to 
prevent undesirable consequences. Using IMC 0609, “Significance Determination Process,” Attachment 4, “Phase 1 - 
Initial Screening and Characterization of Findings,” the finding was determined to be of very low safety significance 
(Green) since it was not a design or qualification deficiency, it did not represent the loss of a system safety function or 
the loss of any equipment trains, and is not potentially risk significant due to seismic, flooding or severe weather 
initiating events. Because site interdepartmental communication, coordination, and cooperation were not sufficient to 
identify the impact of changes to ECCS surveillance requirements on existing surveillance test procedures, the cross 
cutting aspect in the work control component of the human performance area applies to this finding [H.3(b)]. (Section 
4OA5.4) 
Inspection Report# : 2010005 (pdf)  

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to use worst case 6900 VAC bus voltage in design calculations 
•Green. The inspectors identified a Green non-cited violation of 10 CFR 50, Appendix B, Criterion III, Design 
Control, for the licensee’s failure to assure that applicable regulatory requirements and the design basis for structures, 
systems, and components are correctly translated into specifications, drawings, procedures, and instructions. 
Specifically, the licensee failed to assure that applicable regulatory requirements for undervoltage (degraded) voltage 
protection, including those prescribed in TS section 3.3.14, table 3.3.14-2, were correctly translated into design 
calculation, SQNETAPAC, “AC Auxiliary Power System Analysis”, Rev. 36, which evaluated transient motor 
starting voltages at the beginning of a design basis loss of coolant accident (LOCA). The licensee has entered this into 
their corrective action program as PER 297671  
 
This finding is more than minor because it affects the Design Control attribute of the Mitigating Systems Cornerstone. 
It impacts the cornerstone objective of ensuring the availability, reliability, and operability of the 6900 VAC safety 
buses to perform its intended safety function during a design basis event. The potential availability, reliability, and 
operability of the 6900 VAC safety buses during a potential degraded voltage condition was impacted as the licensee 
calculation used a non conservative degraded voltage input, with respect to the values specified in TS, into their 
safety-related motor starting and running calculations. The inspectors assessed the finding using the SDP and 
determined that the finding was of very low safety significance (Green) because the finding represented a design 
deficiency confirmed not to result in the loss of functionality of safety-related loads due to the availability of load tap 
changers (LTCs) that are installed to improve a degraded voltage condition. (Section 4OA5.5) 
Inspection Report# : 2010005 (pdf)  

Barrier Integrity 



Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

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

Miscellaneous 
Last modified : January 04, 2012 



Sequoyah 1 
4Q/2011 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 31, 2011 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Reactor trip due to unpluged steam dump load reject controller 
A self-revealing finding was identified for the licensee’s failure to perform adequate post-maintenance testing, as 
specified by procedures SPP-8.3, Post-Modification Testing, revision 10, and NPG-SPP-06.3, Pre-/Post-Maintenance 
Testing, revision 0, in conjunction with a work order which implemented a plant modification on Unit 1 and included 
the relocation of the steam dump load reject controller. This resulted in a manual trip of Unit 1 following a turbine trip 
from 26 percent rated thermal power due to the steam dump load reject controller power supply not being properly 
connected. The licensee entered this issue into their corrective action program as PERs 285349. The licensee 
implemented corrective actions to include a revision to post-modification testing procedures to require an additional 
post maintenance testing (PMT) review for large/complex modifications, as well as revision to applicable 
maintenance procedures to require verification for plug-in type connections.  
 
The finding was determined to be greater than minor because it was associated with the equipment performance 
attribute of the initiating events cornerstone and affected the cornerstone objective to limit the likelihood of those 
events that upset plant stability and challenge critical safety functions during shutdown as well as power operations. 
Specifically, this finding resulted in a reactor trip. Using IMC 0609, “Significance Determination Process,” 
Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings,” the finding was determined to be of very 
low safety significance (Green) because although it did contribute to the likelihood of a reactor trip, it did not 
contribute to the likelihood that mitigating systems will not be available.  
 
The cause of this finding was determined to have a cross-cutting aspect of Work Planning, in the area of Human 
Performance associated with the Work Control component. The work planning processes failed to identify the need to 
include steps to verify the operational status of the controller following completion of the activity, considering the 
physical conditions and requirements associated with relocating the device. [H.3(a)]. (Section 4OA3.4) 
Inspection Report# : 2011002 (pdf)  

Significance:  Sep 30, 2009 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Feedwater regulating valve failure due to inadequate maintenance procedure 
A self-revealing finding was identified for an inadequate maintenance procedure which was used to perform a rebuild 
of the Unit 1, Loop 1, main feedwater regulating valve (FRV) actuator. The failure to specify an applicable torque 
requirement associated with the installation of the control air diaphragm resulted in a failure of the diaphragm and a 
reactor trip due to a loss of main feedwater to the Loop 1 steam generator. The event was reported to the NRC as 
event notification (EN) 45045 and documented in the licensee corrective action program as PER 170598.  
 
The finding was determined to be greater than minor because it was associated with 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, in that the FRV actuator failure caused a reactor trip and loss of main feedwater to the Loop 1 
steam generator. Using Inspection Manual Chapter (IMC) 0609, “Significance Determination Process,” Attachment 4, 
“Phase 1 - Initial Screening and Characterization of Findings,” the finding was 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 systems will not be available. The cause of this finding was determined to have a cross-cutting aspect in the 
area of human performance associated with the resources component. It was directly related to the availability of 
resources necessary for complete accurate and up-to-date work packages. [H.2(c)] Specifically, the licensee’s vendor 



manual for the affected component was not maintained up-to-date to contain the most current information and 
requirements from the vendor applicable to the maintenance activities conducted (Section 4OA3.2).  
 
Inspection Report# : 2009004 (pdf)  

Mitigating Systems 

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to perform instrumentation surveillance testing within required frequency 
The inspectors identified a non-cited violation of Units 1 and 2 TS Surveillance Requirement (SR) 4.0.2 for the 
licensee’s failure to perform SRs specified in Units 1 and 2 TS 3/4.3.1, “Reactor Trip System Instrumentation,” and 
3/4.3.2, “Engineered Safety Feature Actuation System (ESFAS) Instrumentation,” within the required surveillance 
frequencies. The inspectors identified eight examples over the last three years (five examples on Unit 1 and three 
examples on Unit 2) where the interval between tests of the automatic actuation logic and reactor trip breaker 
functions required by SRs 4.3.1.1.1 and 4.3.2.1.1 exceeded the maximum surveillance interval allowed by TS. The 
licensee entered this issue into their corrective action program as PER 369938. Corrective actions included ensuring 
that work control processes correctly implement the required surveillance intervals.  
 
The finding was determined to be greater than minor because it was associated with the equipment performance 
attribute of the mitigating systems cornerstone and affected the cornerstone objective to ensure the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. 
Specifically, extending beyond the required maximum interval between TS surveillance tests affects the ability to 
confirm continued availability of TS equipment, and the ability to detect potential latent operability concerns in a 
timely manner. Using Inspection IMC 0609, “Significance Determination Process,” Attachment 4, “Phase 1 - Initial 
Screening and Characterization of Findings,” the finding was determined to be of very low safety significance (Green) 
since it did not represent an actual loss of safety function of a single train for greater than the associated TS allowed 
outage time. The inspectors did not identify that the cause of this finding was related to any of the cross-cutting 
aspects defined in IMC 0310, and therefore no cross-cutting aspect was assigned to this finding. (Section 1R22) 
Inspection Report# : 2011003 (pdf)  

Significance:  Jun 13, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Establish Compensatory Actions for Blocked Sprinklers 
The inspectors identified a non-cited violation of Sequoyah Operating License Conditions 2.C.(16) and 2.C.(13) for 
Units 1 and 2, respectively, for failure to establish compensatory measures for an obstructed sprinkler system. 
Specifically, scaffolding installed in auxiliary building fire area FAA-054/Room A01 was in a configuration which 
obstructed sprinkler heads A198 and A208. The licensee entered this issue into the corrective action program as 
Problem Evaluation Report 321911 and implemented compensatory measures (fire watches) in accordance with the 
approved fire protection program. 
Inspection Report# : 2011006 (pdf)  

Significance:  Jun 13, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Sprinkler System in Room 690.0-A1 of the Auxiliary Building has NFPA Code Deviation 
The inspectors identified a non-cited violation of Operating License Conditions 2.C.(16) and 2.C.(13), for Units 1 and 
2 respectively, for failure to install the automatic suppression system (sprinkler system) in the auxiliary building 
corridor 690 foot elevation, in accordance with applicable National Fire Protection Association (NFPA) Standard No. 
13, “Automatic Sprinkler Systems.” Specifically, NFPA 13-1975 required sprinklers to be installed within 12-inches 



of the ceiling. Portions of the auxiliary building sprinkler system were installed greater than 12-inches below the 
ceiling. As a result, the actuation of the fusible link type sprinklers would have been slower than originally intended 
after fire ignition. The licensee entered this issue into the corrective action program as Problem Evaluation Report 
147467 and implemented compensatory measures (fire watches) in accordance with the approved fire protection 
program. The inspectors determined that there was no cross-cutting aspect associated with this finding because the 
condition has existed since initial plant licensing and was not reflective of present performance. 
Inspection Report# : 2011006 (pdf)  

Significance:  Mar 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to adequately qualify molded-case circuit breakers to safety-related application through commercial 
grade dedication. 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion III, Design Control, for the 
licensee’s failure to assure that appropriate quality standards were specified and included in design documents and 
that deviations from such standards were controlled. Specifically, the licensee failed to ensure that the molded case 
circuit breakers utilized in the station 120VAC vital instrument power boards were properly seismically qualified for 
their application. The licensee entered this issue into their corrective action program as PERs 264271, 266599, 
286156, and 319161. Corrective actions included revision of applicable procedures to perform re-alignment of 
breakers in the vital instrument power boards.  
 
The finding was determined to be greater than minor because it was associated with the design control attribute of the 
mitigating systems cornerstone and affected the cornerstone objective to ensure the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. Specifically, the failure to 
ensure that the 120VAC vital instrumentation board components had proper seismic qualification had the potential to 
affect the ability of safety-related equipment to perform its required function under design basis conditions. Using 
Inspection IMC 0609, “Significance Determination Process,” Attachment 4, “Phase 1 - Initial Screening and 
Characterization of Findings,” the finding was determined to have very low safety significance (Green) because it did 
not represent an actual loss of safety function. No cross-cutting aspect was identified, since the issue was determined 
to not reflect current licensee performance. (Section 1R15.1)  
 
Inspection Report# : 2011002 (pdf)  

Significance:  Mar 31, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Loss of 480-V motor control center due to inadequate breaker replacement maintenance 
A self-revealing non-cited violation of Unit 1 TS 6.8, “Procedures & Programs,” was identified for the licensee’s 
failure to provide adequate procedures for maintenance involving the replacement of a safety-related 480V breaker. 
This resulted in the normal feeder breaker for the safety related 1A2 reactor motor operated valve (MOV) board 
unexpectedly tripping open when energized following maintenance, causing a loss of power to the board. The licensee 
entered this issue into their corrective actions program as PER 320274. Licensee corrective actions included revising 
the applicable breaker maintenance procedure, and reinforcing expectations regarding peer checking and procedure 
use and adherence.  
 
The finding was determined to be greater 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 to prevent undesirable consequences. Specifically, the loss of 
power to the 1A2 reactor MOV board resulted in the inoperability of its associated MOVs affecting two trains of 
AFW, one train of containment spray (CS), feedwater isolation valves, and containment isolation valves. Using 
Inspection IMC 0609, “Significance Determination Process,” Attachment 4, “Phase 1 - Initial Screening and 
Characterization of Findings,” the finding was determined to be of very low safety significance (Green) since it did 
not represent an actual loss of safety function of a single train for greater than the associated TS allowed outage time. 
 
The cause of this finding was determined to have a cross-cutting aspect in the area of Human Performance associated 



with the Resources component. The work package was not adequate to assure nuclear safety due to the complexity 
and ambiguity associated with the procedure step which involved the jumper installation requirement. [H.2(c)]. 
(Section 1R15.2) 
Inspection Report# : 2011002 (pdf)  

Significance:  Mar 31, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate maintenance procedures result in inoperable feedwater regulating valve. 
A self-revealing non-cited violation of 10 CFR 50 Appendix B Criterion V, “Instructions, Procedures, and Drawings,”
was identified for the failure to provide adequate procedures for maintenance on the Unit 1 loop 3 feedwater 
regulating valve (FRV). The applicable procedures did not contain adequate guidance to ensure that the valve’s 
operability was not adversely affected during reassembly. As a result, the FRV was placed in a condition where it was 
unable to perform its function of main feedwater isolation as required by TS LCO 3.7.1.6. The licensee entered this 
issue into their corrective actions program as PERs 284451 and 314771. Corrective actions included revision to the 
applicable work procedure to ensure no inadvertent valve stem rotation during reassembly.  
 
The finding was determined to be greater 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 to prevent undesirable consequences. Specifically, as a result of 
the maintenance activity, the FRV was placed in a condition where it was unable to perform its required function of 
main feedwater isolation. Using IMC 0609, “Significance Determination Process,” Attachment 4, “Phase 1 - Initial 
Screening and Characterization of Findings,” the finding was determined to be of very low safety significance (Green) 
since the finding did not represent an actual loss of safety function of a single train for greater than the associated TS 
allowed outage time.  
 
The cause of this finding was determined to have a cross-cutting aspect in the area of Human Performance associated 
with the Resources component, in that a complete work package which was adequate to assure nuclear safety was not 
provided for this maintenance activity. The work procedures did not include guidance to ensure that the operability of 
the FRV was not adversely affected. [H.2(c)]. (Section 4OA2.2) 
Inspection Report# : 2011002 (pdf)  

Barrier Integrity 

Significance:  Dec 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Maintain Thermal Power Less Than Licensed Limit 
The inspectors identified a non-cited violation of Unit 1 Operating License  
DPR-77 Condition 2. (C).1 “Maximum Power Level” for the licensee’s failure to take prudent action to ensure that the 
licensed power limit was not exceeded during a pre-planned evolution which involved manual reactivity 
manipulations. Prompt action was not taken by operators to reduce power when reactor thermal power exceeded the 
licensed power limit during a control rod full out position reset activity. Additionally, prudent action to sufficiently 
reduce power prior to the activity to accommodate the power transient was not taken. This issue was entered into the 
licensee’s corrective action program as PER 437068. 
Inspection Report# : 2011005 (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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Sequoyah 1 
1Q/2012 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Procedures forTornado Watch/Warning 
The inspectors identified a noncited violation of Units 1 & 2 Technical  
Specification of 6.8.1.a for the licensee’s failure to adequately implement procedure  
AOP-N.02, “Tornado Watch/Warning,” Revision 28. On March 2, 2012, the licensee  
entered AOP-N.02 due to a tornado watch/warning and failed to secure or remove  
loose material in the Switchyard/Transformer Yard as required by the procedure.  
This issue was entered into the licensee’s corrective action program as Problem  
Evaluation Report (PER) 515684. 
Inspection Report# : 2012002 (pdf)  

Significance:  Mar 31, 2011 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Reactor trip due to unpluged steam dump load reject controller 
A self-revealing finding was identified for the licensee’s failure to perform adequate post-maintenance testing, as 
specified by procedures SPP-8.3, Post-Modification Testing, revision 10, and NPG-SPP-06.3, Pre-/Post-Maintenance 
Testing, revision 0, in conjunction with a work order which implemented a plant modification on Unit 1 and included 
the relocation of the steam dump load reject controller. This resulted in a manual trip of Unit 1 following a turbine trip 
from 26 percent rated thermal power due to the steam dump load reject controller power supply not being properly 
connected. The licensee entered this issue into their corrective action program as PERs 285349. The licensee 
implemented corrective actions to include a revision to post-modification testing procedures to require an additional 
post maintenance testing (PMT) review for large/complex modifications, as well as revision to applicable 
maintenance procedures to require verification for plug-in type connections.  
 
The finding was determined to be greater than minor because it was associated with the equipment performance 
attribute of the initiating events cornerstone and affected the cornerstone objective to limit the likelihood of those 
events that upset plant stability and challenge critical safety functions during shutdown as well as power operations. 
Specifically, this finding resulted in a reactor trip. Using IMC 0609, “Significance Determination Process,” 
Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings,” the finding was determined to be of very 
low safety significance (Green) because although it did contribute to the likelihood of a reactor trip, it did not 
contribute to the likelihood that mitigating systems will not be available.  
 
The cause of this finding was determined to have a cross-cutting aspect of Work Planning, in the area of Human 
Performance associated with the Work Control component. The work planning processes failed to identify the need to 
include steps to verify the operational status of the controller following completion of the activity, considering the 
physical conditions and requirements associated with relocating the device. [H.3(a)]. (Section 4OA3.4) 
Inspection Report# : 2011002 (pdf)  

Significance:  Sep 30, 2009 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Feedwater regulating valve failure due to inadequate maintenance procedure 
A self-revealing finding was identified for an inadequate maintenance procedure which was used to perform a rebuild 



of the Unit 1, Loop 1, main feedwater regulating valve (FRV) actuator. The failure to specify an applicable torque 
requirement associated with the installation of the control air diaphragm resulted in a failure of the diaphragm and a 
reactor trip due to a loss of main feedwater to the Loop 1 steam generator. The event was reported to the NRC as 
event notification (EN) 45045 and documented in the licensee corrective action program as PER 170598.  
 
The finding was determined to be greater than minor because it was associated with 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, in that the FRV actuator failure caused a reactor trip and loss of main feedwater to the Loop 1 
steam generator. Using Inspection Manual Chapter (IMC) 0609, “Significance Determination Process,” Attachment 4, 
“Phase 1 - Initial Screening and Characterization of Findings,” the finding was 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 systems will not be available. The cause of this finding was determined to have a cross-cutting aspect in the 
area of human performance associated with the resources component. It was directly related to the availability of 
resources necessary for complete accurate and up-to-date work packages. [H.2(c)] Specifically, the licensee’s vendor 
manual for the affected component was not maintained up-to-date to contain the most current information and 
requirements from the vendor applicable to the maintenance activities conducted (Section 4OA3.2).  
 
Inspection Report# : 2009004 (pdf)  

Mitigating Systems 

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Meet Fire Drill Training Requirements 
The inspectors identified a noncited violation of facility operating license  
DPR-77 condition 2.C.(16) and facility operating license DPR-79 condition 2.C.(13)  
for failure to implement and maintain in effect all provisions of the approved fire  
protection program. Specifically, Sequoyah’s Fire Protection Report Part II, Section  
9.3.b.2 – Fire Drills requires a minimum of one drill per shift every calendar quarter, a  
minimum on one unannounced drill per shift per year, at least one drill per shift per  
year is performed on a “backshift” for each fire brigade, and fire brigade membersincluding leaders shall participate in 
at least two drills per year. The inspectors  
identified multiple examples of the licensee’s failure to meet these requirements in  
calendar years 2010 and 2011. This issue was entered into the licensee’s corrective  
action program as Problem Evaluation Report (PER) 513378, 512736, and 527875. 
Inspection Report# : 2012002 (pdf)  

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Follow Corrective Action Program Procedures 
The inspectors identified a finding for the licensee’s failure to meet the  
requirements of corrective action program procedure NPG-SPP-03.1.7, PER Actions,  
Revision 2. Specifically, the licensee failed to ensure that the corrective action plan  
and associated actions addressed the required action and schedule associated with  
PER 432510, which documented the need to address a condition involving water  
accumulation in manhole locations containing electrical cable runs. This issue was  
entered into the licensee’s corrective action program as Problem Evaluation Report  
(PER) 433761, 432510, and 505259. 
Inspection Report# : 2012002 (pdf)  



Significance:  Mar 31, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Turbine Driven Auxiliary Feedwater Pump Inoperable Due to Overspeed Trip 
A self-revealing NCV of Unit 1 TS 6.8, “Procedures & Programs,” was  
identified for the licensee’s failure to provide adequate procedures for a maintenance  
activity involving the required inspection of an Essential Raw Cooling Water (ERCW)  
pipe leak in the Unit 1 Turbine Driven Auxiliary Feedwater Pump (TDAFW) room.  
This resulted in water intrusion into the governor control cabinet of the TDAFW  
Pump, which caused the pump to be inoperable due to an electrical overspeed trip  
caused by fluctuating speed indications. This issue was entered into the licensee’s  
corrective action program as Problem Evaluation Report (PER) 470310. 
Inspection Report# : 2012002 (pdf)  

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Change to Fire Protection Program Which Adversely Affected Safe Shutdown Without Prior NRC Approval 
The inspectors identified a non-cited violation of Sequoyah operating license  
conditions 2.C. (16) and 2.C. (13) for Units 1 and 2 respectively, for a change made  
to the Sequoyah fire protection program which was determined to adversely affect  
safe shutdown (SSD), without prior NRC approval. Specifically, in lieu of protecting  
the cables and equipment to ensure that one train of equipment required for SSD  
was free of fire damage, the licensee made a change to the Sequoyah fire protection  
program in 2002 that added new operator manual actions (OMAs) to achieve SSD,  
without prior NRC approval. The evaluation performed in 2002 for the new OMAs  
was not adequate to support the conclusion that adding the OMAs did not adversely  
affect post-fire SSD because the evaluation only addressed OMA feasibility and did  
not address defense-in-depth. The licensee entered this issue in the corrective  
action program as problem evaluation report 324757 to track resolution. 
Inspection Report# : 2012002 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to perform instrumentation surveillance testing within required frequency 
The inspectors identified a non-cited violation of Units 1 and 2 TS Surveillance Requirement (SR) 4.0.2 for the 
licensee’s failure to perform SRs specified in Units 1 and 2 TS 3/4.3.1, “Reactor Trip System Instrumentation,” and 
3/4.3.2, “Engineered Safety Feature Actuation System (ESFAS) Instrumentation,” within the required surveillance 
frequencies. The inspectors identified eight examples over the last three years (five examples on Unit 1 and three 
examples on Unit 2) where the interval between tests of the automatic actuation logic and reactor trip breaker 
functions required by SRs 4.3.1.1.1 and 4.3.2.1.1 exceeded the maximum surveillance interval allowed by TS. The 
licensee entered this issue into their corrective action program as PER 369938. Corrective actions included ensuring 
that work control processes correctly implement the required surveillance intervals.  
 
The finding was determined to be greater than minor because it was associated with the equipment performance 
attribute of the mitigating systems cornerstone and affected the cornerstone objective to ensure the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. 
Specifically, extending beyond the required maximum interval between TS surveillance tests affects the ability to 
confirm continued availability of TS equipment, and the ability to detect potential latent operability concerns in a 
timely manner. Using Inspection IMC 0609, “Significance Determination Process,” Attachment 4, “Phase 1 - Initial 
Screening and Characterization of Findings,” the finding was determined to be of very low safety significance (Green) 
since it did not represent an actual loss of safety function of a single train for greater than the associated TS allowed 
outage time. The inspectors did not identify that the cause of this finding was related to any of the cross-cutting 



aspects defined in IMC 0310, and therefore no cross-cutting aspect was assigned to this finding. (Section 1R22)
Inspection Report# : 2011003 (pdf)  

Significance:  Jun 13, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Establish Compensatory Actions for Blocked Sprinklers 
The inspectors identified a non-cited violation of Sequoyah Operating License Conditions 2.C.(16) and 2.C.(13) for 
Units 1 and 2, respectively, for failure to establish compensatory measures for an obstructed sprinkler system. 
Specifically, scaffolding installed in auxiliary building fire area FAA-054/Room A01 was in a configuration which 
obstructed sprinkler heads A198 and A208. The licensee entered this issue into the corrective action program as 
Problem Evaluation Report 321911 and implemented compensatory measures (fire watches) in accordance with the 
approved fire protection program. 
Inspection Report# : 2011006 (pdf)  

Significance:  Jun 13, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Sprinkler System in Room 690.0-A1 of the Auxiliary Building has NFPA Code Deviation 
The inspectors identified a non-cited violation of Operating License Conditions 2.C.(16) and 2.C.(13), for Units 1 and 
2 respectively, for failure to install the automatic suppression system (sprinkler system) in the auxiliary building 
corridor 690 foot elevation, in accordance with applicable National Fire Protection Association (NFPA) Standard No. 
13, “Automatic Sprinkler Systems.” Specifically, NFPA 13-1975 required sprinklers to be installed within 12-inches 
of the ceiling. Portions of the auxiliary building sprinkler system were installed greater than 12-inches below the 
ceiling. As a result, the actuation of the fusible link type sprinklers would have been slower than originally intended 
after fire ignition. The licensee entered this issue into the corrective action program as Problem Evaluation Report 
147467 and implemented compensatory measures (fire watches) in accordance with the approved fire protection 
program. The inspectors determined that there was no cross-cutting aspect associated with this finding because the 
condition has existed since initial plant licensing and was not reflective of present performance. 
Inspection Report# : 2011006 (pdf)  

Barrier Integrity 

Significance:  Dec 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Maintain Thermal Power Less Than Licensed Limit 
The inspectors identified a non-cited violation of Unit 1 Operating License  
DPR-77 Condition 2. (C).1 “Maximum Power Level” for the licensee’s failure to take prudent action to ensure that the 
licensed power limit was not exceeded during a pre-planned evolution which involved manual reactivity 
manipulations. Prompt action was not taken by operators to reduce power when reactor thermal power exceeded the 
licensed power limit during a control rod full out position reset activity. Additionally, prudent action to sufficiently 
reduce power prior to the activity to accommodate the power transient was not taken. This issue was entered into the 
licensee’s corrective action program as PER 437068. 
Inspection Report# : 2011005 (pdf)  

Emergency Preparedness 



Occupational Radiation Safety 

Public Radiation Safety 

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

Miscellaneous 
Last modified : May 29, 2012 



Sequoyah 1 
2Q/2012 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Procedures forTornado Watch/Warning 
The inspectors identified a noncited violation of Units 1 & 2 Technical  
Specification of 6.8.1.a for the licensee’s failure to adequately implement procedure  
AOP-N.02, “Tornado Watch/Warning,” Revision 28. On March 2, 2012, the licensee  
entered AOP-N.02 due to a tornado watch/warning and failed to secure or remove  
loose material in the Switchyard/Transformer Yard as required by the procedure.  
This issue was entered into the licensee’s corrective action program as Problem  
Evaluation Report (PER) 515684. 
Inspection Report# : 2012002 (pdf)  

Mitigating Systems 

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Meet Fire Drill Training Requirements 
The inspectors identified a noncited violation of facility operating license  
DPR-77 condition 2.C.(16) and facility operating license DPR-79 condition 2.C.(13)  
for failure to implement and maintain in effect all provisions of the approved fire  
protection program. Specifically, Sequoyah’s Fire Protection Report Part II, Section  
9.3.b.2 – Fire Drills requires a minimum of one drill per shift every calendar quarter, a  
minimum on one unannounced drill per shift per year, at least one drill per shift per  
year is performed on a “backshift” for each fire brigade, and fire brigade membersincluding leaders shall participate in 
at least two drills per year. The inspectors  
identified multiple examples of the licensee’s failure to meet these requirements in  
calendar years 2010 and 2011. This issue was entered into the licensee’s corrective  
action program as Problem Evaluation Report (PER) 513378, 512736, and 527875. 
Inspection Report# : 2012002 (pdf)  

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Follow Corrective Action Program Procedures 
The inspectors identified a finding for the licensee’s failure to meet the  
requirements of corrective action program procedure NPG-SPP-03.1.7, PER Actions,  
Revision 2. Specifically, the licensee failed to ensure that the corrective action plan  
and associated actions addressed the required action and schedule associated with  
PER 432510, which documented the need to address a condition involving water  
accumulation in manhole locations containing electrical cable runs. This issue was 



entered into the licensee’s corrective action program as Problem Evaluation Report 
(PER) 433761, 432510, and 505259. 
Inspection Report# : 2012002 (pdf)  

Significance:  Mar 31, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Turbine Driven Auxiliary Feedwater Pump Inoperable Due to Overspeed Trip 
A self-revealing NCV of Unit 1 TS 6.8, “Procedures & Programs,” was  
identified for the licensee’s failure to provide adequate procedures for a maintenance  
activity involving the required inspection of an Essential Raw Cooling Water (ERCW)  
pipe leak in the Unit 1 Turbine Driven Auxiliary Feedwater Pump (TDAFW) room.  
This resulted in water intrusion into the governor control cabinet of the TDAFW  
Pump, which caused the pump to be inoperable due to an electrical overspeed trip  
caused by fluctuating speed indications. This issue was entered into the licensee’s  
corrective action program as Problem Evaluation Report (PER) 470310. 
Inspection Report# : 2012002 (pdf)  

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Change to Fire Protection Program Which Adversely Affected Safe Shutdown Without Prior NRC Approval 
The inspectors identified a non-cited violation of Sequoyah operating license  
conditions 2.C. (16) and 2.C. (13) for Units 1 and 2 respectively, for a change made  
to the Sequoyah fire protection program which was determined to adversely affect  
safe shutdown (SSD), without prior NRC approval. Specifically, in lieu of protecting  
the cables and equipment to ensure that one train of equipment required for SSD  
was free of fire damage, the licensee made a change to the Sequoyah fire protection  
program in 2002 that added new operator manual actions (OMAs) to achieve SSD,  
without prior NRC approval. The evaluation performed in 2002 for the new OMAs  
was not adequate to support the conclusion that adding the OMAs did not adversely  
affect post-fire SSD because the evaluation only addressed OMA feasibility and did  
not address defense-in-depth. The licensee entered this issue in the corrective  
action program as problem evaluation report 324757 to track resolution. 
Inspection Report# : 2012002 (pdf)  

Barrier Integrity 

Significance:  Dec 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Maintain Thermal Power Less Than Licensed Limit 
The inspectors identified a non-cited violation of Unit 1 Operating License  
DPR-77 Condition 2. (C).1 “Maximum Power Level” for the licensee’s failure to take prudent action to ensure that the 
licensed power limit was not exceeded during a pre-planned evolution which involved manual reactivity 
manipulations. Prompt action was not taken by operators to reduce power when reactor thermal power exceeded the 
licensed power limit during a control rod full out position reset activity. Additionally, prudent action to sufficiently 
reduce power prior to the activity to accommodate the power transient was not taken. This issue was entered into the 
licensee’s corrective action program as PER 437068. 
Inspection Report# : 2011005 (pdf)  



Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

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

Miscellaneous 
Last modified : September 12, 2012 



Sequoyah 1 
3Q/2012 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Procedures forTornado Watch/Warning 
The inspectors identified a noncited violation of Units 1 & 2 Technical  
Specification of 6.8.1.a for the licensee’s failure to adequately implement procedure  
AOP-N.02, “Tornado Watch/Warning,” Revision 28. On March 2, 2012, the licensee  
entered AOP-N.02 due to a tornado watch/warning and failed to secure or remove  
loose material in the Switchyard/Transformer Yard as required by the procedure.  
This issue was entered into the licensee’s corrective action program as Problem  
Evaluation Report (PER) 515684. 
Inspection Report# : 2012002 (pdf)  

Mitigating Systems 

Significance:  Jun 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Evaluate Fire Drill 
The inspectors identified a noncited violation of Units 1 & 2 Technical Specification 6.8.1.f for the licensee’s failure 
to implement procedures required for fire protection program implementation. Specifically, the licensee failed to 
evaluate six minimum critical objectives on December 5, 2011, during a fire drill as required by TVA-SPP-17.16, 
Conduct and Evaluation of Fire Drills, revision 0. This issue was entered into the licensee’s corrective action program 
as Problem Evaluation Reports (PERs) 538996, 568242, and 568248.  
 
The performance deficiency was determined to be greater than minor because it was associated with the protection 
against external events attribute of the mitigating systems cornerstone and adversely affected the cornerstone objective 
to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. Specifically, the lack of adequate drill performance could negatively affect the fire brigade’s capability 
to combat a fire. Findings associated with performance of the fire brigade are not evaluated using IMC 0609, 
Attachment F, “Fire Protection Significance Determination Process,” and Appendix M, “Significance Determination 
Process Using Qualitative Criteria,” as described in NRC Inspection Manual Chapter 0609.04, Table 3b, “Phase 1 - 
Initial Screening and Characterization of Findings.” The NRC concluded that the finding was of very low safety 
significance (Green) because the defense-in-depth attribute of the fire brigade was minimally affected, in that, the 
evaluated crew was only one of four crews of the site fire brigade team, the other crews had adequately been 
evaluated, and that the overall condition of the fire detection and suppression systems has been satisfactory. The 
finding was determined to have a crosscutting aspect in the area of Problem Identification and Resolution because of 
inadequate oversight and self-assessment of fire operations department activities, specifically fire brigade training. 
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[P.3(a)] (Section 1R05)  
 
Inspection Report# : 2012003 (pdf)  

Significance:  Jun 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Turbine Throttle Valve Reactor Trip Function Degraded 
The inspectors identified a Green NCV of Unit 1 TS 6.8, “Procedures & Programs,” for the licensee’s failure to 
provide adequate procedures for maintenance and surveillance activities involving the main turbine throttle valves and 
the associated solid state protection system (SSPS) function which provides a reactor trip on turbine trip signal. The 
failure to include applicable torque requirements for set screws associated with the limit switch lever arm assembly 
resulted in one of the four turbine throttle valve position limit switches being in an inoperable condition such that the 
SSPS function of reactor trip on turbine trip, which involves a four-out-of-four logic, was inoperable and could not 
have functioned if required. This issue was entered into the licensee’s corrective action program as Problem 
Evaluation Reports (PERs) 419594 and 518647  
 
The finding was determined to be greater 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 to prevent undesirable consequences. Specifically, the finding 
resulted in the inability of the SSPS to provide the required reactor trip signal upon closure of all four turbine throttle 
valves above 50 percent RTP. Using Inspection IMC 0609, “Significance Determination Process,” Attachment 4, 
“Phase 1 - Initial Screening and Characterization of Findings,” the finding was determined to be of very low safety 
significance (Green) since the trip is not credited in any Updated Final Safety Analysis (UFSAR) Chapter 15 accident 
analysis and the redundant reactor trip on turbine trip function that is based on low auto stop oil pressure was 
unaffected.  
 
The cause of this finding was determined to have a cross-cutting aspect in the area of Human Performance, Resources 
component, and the aspect of complete and accurate procedures and work packages. The procedures for performing 
maintenance and surveillance activities associated with the turbine throttle valves and associated SSPS function were 
not adequate to assure nuclear safety due to the failure to include applicable torque requirements for the components 
associated with the valve limit switch assembly. [H.2(c)]. (Section 4OA2.2)  
 
Inspection Report# : 2012003 (pdf)  

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Meet Fire Drill Training Requirements 
The inspectors identified a noncited violation of facility operating license  
DPR-77 condition 2.C.(16) and facility operating license DPR-79 condition 2.C.(13)  
for failure to implement and maintain in effect all provisions of the approved fire  
protection program. Specifically, Sequoyah’s Fire Protection Report Part II, Section  
9.3.b.2 – Fire Drills requires a minimum of one drill per shift every calendar quarter, a  
minimum on one unannounced drill per shift per year, at least one drill per shift per  
year is performed on a “backshift” for each fire brigade, and fire brigade membersincluding leaders shall participate in 
at least two drills per year. The inspectors  
identified multiple examples of the licensee’s failure to meet these requirements in  
calendar years 2010 and 2011. This issue was entered into the licensee’s corrective 
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action program as Problem Evaluation Report (PER) 513378, 512736, and 527875.
Inspection Report# : 2012002 (pdf)  

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Follow Corrective Action Program Procedures 
The inspectors identified a finding for the licensee’s failure to meet the  
requirements of corrective action program procedure NPG-SPP-03.1.7, PER Actions,  
Revision 2. Specifically, the licensee failed to ensure that the corrective action plan  
and associated actions addressed the required action and schedule associated with  
PER 432510, which documented the need to address a condition involving water  
accumulation in manhole locations containing electrical cable runs. This issue was  
entered into the licensee’s corrective action program as Problem Evaluation Report  
(PER) 433761, 432510, and 505259. 
Inspection Report# : 2012002 (pdf)  

Significance:  Mar 31, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Turbine Driven Auxiliary Feedwater Pump Inoperable Due to Overspeed Trip 
A self-revealing NCV of Unit 1 TS 6.8, “Procedures & Programs,” was  
identified for the licensee’s failure to provide adequate procedures for a maintenance  
activity involving the required inspection of an Essential Raw Cooling Water (ERCW)  
pipe leak in the Unit 1 Turbine Driven Auxiliary Feedwater Pump (TDAFW) room.  
This resulted in water intrusion into the governor control cabinet of the TDAFW  
Pump, which caused the pump to be inoperable due to an electrical overspeed trip  
caused by fluctuating speed indications. This issue was entered into the licensee’s  
corrective action program as Problem Evaluation Report (PER) 470310. 
Inspection Report# : 2012002 (pdf)  

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Change to Fire Protection Program Which Adversely Affected Safe Shutdown Without Prior NRC Approval 
The inspectors identified a non-cited violation of Sequoyah operating license  
conditions 2.C. (16) and 2.C. (13) for Units 1 and 2 respectively, for a change made  
to the Sequoyah fire protection program which was determined to adversely affect  
safe shutdown (SSD), without prior NRC approval. Specifically, in lieu of protecting  
the cables and equipment to ensure that one train of equipment required for SSD  
was free of fire damage, the licensee made a change to the Sequoyah fire protection  
program in 2002 that added new operator manual actions (OMAs) to achieve SSD,  
without prior NRC approval. The evaluation performed in 2002 for the new OMAs  
was not adequate to support the conclusion that adding the OMAs did not adversely  
affect post-fire SSD because the evaluation only addressed OMA feasibility and did  
not address defense-in-depth. The licensee entered this issue in the corrective  
action program as problem evaluation report 324757 to track resolution. 
Inspection Report# : 2012002 (pdf)  
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Barrier Integrity 

Significance:  Dec 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Maintain Thermal Power Less Than Licensed Limit 
The inspectors identified a non-cited violation of Unit 1 Operating License  
DPR-77 Condition 2. (C).1 “Maximum Power Level” for the licensee’s failure to take prudent action to ensure that the 
licensed power limit was not exceeded during a pre-planned evolution which involved manual reactivity 
manipulations. Prompt action was not taken by operators to reduce power when reactor thermal power exceeded the 
licensed power limit during a control rod full out position reset activity. Additionally, prudent action to sufficiently 
reduce power prior to the activity to accommodate the power transient was not taken. This issue was entered into the 
licensee’s corrective action program as PER 437068. 
Inspection Report# : 2011005 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Security 

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

Miscellaneous 

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

Initiating Events 

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Procedures forTornado Watch/Warning 
The inspectors identified a noncited violation of Units 1 & 2 Technical  
Specification of 6.8.1.a for the licensee’s failure to adequately implement procedure  
AOP-N.02, “Tornado Watch/Warning,” Revision 28. On March 2, 2012, the licensee  
entered AOP-N.02 due to a tornado watch/warning and failed to secure or remove  
loose material in the Switchyard/Transformer Yard as required by the procedure.  
This issue was entered into the licensee’s corrective action program as Problem  
Evaluation Report (PER) 515684. 
Inspection Report# : 2012002 (pdf)  

Significance:  Mar 11, 2012 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Reactor Trip due to Improper Preferred Inverter Maintenance 
A self-revealing finding was identified for the licensee’s failure to properly  
implement work procedures during the performance of a preventive maintenance (PM) activity associated with the 
Unit 1 Preferred Inverter. The improper performance of selected steps with the system in an inappropriate 
configuration to support the activity caused an electrical transient and loss of the preferred power board which resulted
in a turbine trip and automatic reactor trip. The licensee entered this issue into their corrective action program as PER 
405141 and implemented corrective actions to include guidance for operations supervisory review of work documents 
prior to returning equipment to service. 
Inspection Report# : 2012007 (pdf)  

Mitigating Systems 

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to implement freeze protection program requirements 
A NRC-identified Green non-cited violation (NCV) of Unit 1 and 2 Technical Specification 6.8.1.a for the licensee’s 
failure to follow station procedures to adequately implement freeze protection requirements. Specifically, inspectors 
found a number of requirements improperly executed with no specific follow-up of those requirements contained 
within periodic instructions used to verify program implementation. The licensee placed the issue into the CAP and 
corrected the identified deficiencies.  
 
The inspectors determined that the failure to adequately implement all requirements of the licensee’s freeze protection 
program procedures was a performance deficiency. The inspectors determined that the performance deficiency was 
more than minor because it was associated with the Mitigating System Cornerstone attribute of Protection against 
External Factors and adversely affected the cornerstone objective in that specific measures required for freeze 
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protection were not properly implemented and station procedures did not maintain those expected conditions. The 
inspectors determined the finding was of very low safety significance (Green) as the site had not experienced 
significant freeze conditions yet this season. The cause of this finding was related to the cross-cutting aspect of 
ensuring personnel training is adequate to assure nuclear safety [H.2(b)] (Section 1R01)  
 
Inspection Report# : 2012005 (pdf)  

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to implement fire protection impairment requirements 
The inspectors identified a Green noncited violation of Units 1 & 2 Technical Specification 6.8.1.f for the licensee’s 
failure to implement procedures required for fire protection program implementation. The inspectors found multiple 
examples of where fire watches were not conducted in accordance with procedure NPG-SPP-18.4.6, Control of Fire 
Protection Impairments, Revision 1, when required. The licensee entered this issue into the CAP program as PERs 
635934 and 635934.  
Failure of the licensee to implement the requirements of procedure NPG-SPP-18.4.6, Control of Fire Protection 
Impairments, Revision 1, was a performance deficiency. The performance deficiency was determined to be more than 
minor because it was associated with the protection against external events (fire) attribute of the mitigating systems 
cornerstone and adversely affected the cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. Specifically, the failure to perform 
compensatory measures (fire watches), could have potentially compromised the ability to safely shutdown the plant in 
the event of a fire in any of the fire zones where the fire watches were required. The significance of this finding was 
evaluated in accordance with the IMC 0609 Attachment 4, Phase 1- Initial Screening and Characterization of 
Findings, which required further evaluation in accordance with Appendix F, Attachment 01, Part 1, Fire Protection 
SDP Phase 1 Worksheet. The finding was assigned to the fire prevention and administrative controls category and 
represented a low degradation level. The inspectors concluded that the finding was of very low safety significance 
(Green) based on a qualitative screening and the low degradation rating. The finding was determined to have a cross-
cutting aspect in the Work Practices component of the Human Performance cross-cutting area [H.4(c)] since the 
licensee failed to ensure that there was adequate supervisory and management oversight of fire watches. (Section 
1R05).  
 
Inspection Report# : 2012005 (pdf)  

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to establish adequate procedures for fire protection impairment requirements 
The inspectors identified a Green noncited violation of Units 1 & 2 Technical Specification 6.8.1.f for the licensee’s 
failure to establish adequate procedures required for fire protection program implementation. Specifically, NPG-SPP-
18.4.6, Control of Fire Protection, Revision 1 Impairments was determined to be inadequate because it did not provide 
any guidance on what a fire watch was supposed to do when they came to a protected door. The licensee entered this 
issue into the CAP program as PER 652672.  
 
Failure of the licensee to establish adequate procedures required for fire protection program implementation was a 
performance deficiency. The performance deficiency was determined to be more than minor because it was associated 
with the protection against external events (fire) attribute of the mitigating systems cornerstone and adversely affected 
the cornerstone objective to ensure the availability, reliability, and capability of systems that respond to initiating 
events to prevent undesirable consequences. Specifically, the failure to establish adequate procedures required for fire 
protection program implementation caused compensatory measures (fire watches) to not be adequately completed and 
could have potentially compromised the ability to safely shutdown the plant in the event of a fire in any of the fire 
zones where the fire watches were required. The significance of this finding was evaluated in accordance with the 
IMC 0609 Attachment 4, Phase 1- Initial Screening and Characterization of Findings, which required further 
evaluation in accordance with Appendix F, Attachment 01, Part 1, Fire Protection SDP Phase 1 Worksheet. The 
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finding was assigned to the fire prevention and administrative controls category and represented a low degradation 
level. The inspectors concluded that the finding was of very low safety significance (Green) based on a qualitative 
screening and the low degradation rating. The finding was determined to have a cross-cutting aspect in the  
 
Work Practices component of the Human Performance cross-cutting area [H.2(c)] for failure to provide adequate 
procedures for individuals conducting fire watches. (Section 1R05).  
 
Inspection Report# : 2012005 (pdf)  

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: VIO Violation 
Failure to adequately evaluate and qualify molded case circuit breakers 
The inspectors identified a violation with several examples of 10 CFR 50, Appendix B, Criterion III, “Design 
Control,” for failure to implement design control measures that review for suitability of application of materials, parts, 
and equipment that are essential to the safety-related functions of the structures, systems, and components and that 
provide for verifying or checking the adequacy of design such as by the performance of design reviews, by the use of 
alternate or simplified calculational methods, or by the performance of a suitable testing program, including 
qualification testing of a prototype unit under the most adverse design conditions. The licensee entered this issue into 
the CAP as PER 668367.  
 
Failure of the licensee to ensure measures used to review the suitability of application of materials, parts, and 
equipment essential to the safety-related functions of molded case circuit breakers, and measures to provide for the 
verification of checking the adequacy of design were in place was a performance deficiency. This performance 
deficiency was more than minor because it affected the design control attribute of the mitigating systems cornerstone 
objective to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences. Specifically, adequate measures were not implemented to ensure the station 120-VAC vital 
instrumentation boards had properly maintained their seismic qualification for their application. The inspectors 
assessed this finding for significance in accordance with NRC Manual Chapter 0609, Appendix A, Exhibit 2, 
Significance Determination Process (SDP) for Findings At-Power – Mitigating Systems Screening Questions, and 
determined that it was of very low safety significance (Green) as the devices in question had been intrinsically 
qualified for this application as part of a complete panel test by the original vendor and the licensee determined that 
the SSC maintained its operability or functionality despite the identified non-conformances. The inspectors evaluated 
this finding and violation of NRC requirements in accordance with the NRC Enforcement Policy, Section 2.3.2, and 
found two conditions to not be met requiring a Notice of Violation be issued. First, inspectors found the licensee 
failed to restore compliance within a reasonable time after the original violation (05000327.328/2011002-01) was 
identified. The NRC Enforcement Manual, Section 3.1.2.A.1.b).1), further defines restoring compliance to include 
those actions taken to stop an ongoing violation from continuing. Second, the inspectors determined that the identified 
non-conformances represented a repetitive violation as a result of inadequate corrective action and that identification 
was by the NRC inspector. The lack of rigor in addressing the root of the prior violation which resulted in the 
inadequate corrective action further led the inspectors to identify a crosscutting aspect in the CAP component of the 
Problem Identification and Resolution area [P.1(c)]. (Section 4OA2.2)  
 
Inspection Report# : 2012005 (pdf)  

Significance:  Jun 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Evaluate Fire Drill 
The inspectors identified a noncited violation of Units 1 & 2 Technical Specification 6.8.1.f for the licensee’s failure 
to implement procedures required for fire protection program implementation. Specifically, the licensee failed to 
evaluate six minimum critical objectives on December 5, 2011, during a fire drill as required by TVA-SPP-17.16, 
Conduct and Evaluation of Fire Drills, revision 0. This issue was entered into the licensee’s corrective action program 
as Problem Evaluation Reports (PERs) 538996, 568242, and 568248. 
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The performance deficiency was determined to be greater than minor because it was associated with the protection 
against external events attribute of the mitigating systems cornerstone and adversely affected the cornerstone objective 
to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. Specifically, the lack of adequate drill performance could negatively affect the fire brigade’s capability 
to combat a fire. Findings associated with performance of the fire brigade are not evaluated using IMC 0609, 
Attachment F, “Fire Protection Significance Determination Process,” and Appendix M, “Significance Determination 
Process Using Qualitative Criteria,” as described in NRC Inspection Manual Chapter 0609.04, Table 3b, “Phase 1 - 
Initial Screening and Characterization of Findings.” The NRC concluded that the finding was of very low safety 
significance (Green) because the defense-in-depth attribute of the fire brigade was minimally affected, in that, the 
evaluated crew was only one of four crews of the site fire brigade team, the other crews had adequately been 
evaluated, and that the overall condition of the fire detection and suppression systems has been satisfactory. The 
finding was determined to have a crosscutting aspect in the area of Problem Identification and Resolution because of 
inadequate oversight and self-assessment of fire operations department activities, specifically fire brigade training. 
[P.3(a)] (Section 1R05)  
 
Inspection Report# : 2012003 (pdf)  

Significance:  Jun 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Turbine Throttle Valve Reactor Trip Function Degraded 
The inspectors identified a Green NCV of Unit 1 TS 6.8, “Procedures & Programs,” for the licensee’s failure to 
provide adequate procedures for maintenance and surveillance activities involving the main turbine throttle valves and 
the associated solid state protection system (SSPS) function which provides a reactor trip on turbine trip signal. The 
failure to include applicable torque requirements for set screws associated with the limit switch lever arm assembly 
resulted in one of the four turbine throttle valve position limit switches being in an inoperable condition such that the 
SSPS function of reactor trip on turbine trip, which involves a four-out-of-four logic, was inoperable and could not 
have functioned if required. This issue was entered into the licensee’s corrective action program as Problem 
Evaluation Reports (PERs) 419594 and 518647  
 
The finding was determined to be greater 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 to prevent undesirable consequences. Specifically, the finding 
resulted in the inability of the SSPS to provide the required reactor trip signal upon closure of all four turbine throttle 
valves above 50 percent RTP. Using Inspection IMC 0609, “Significance Determination Process,” Attachment 4, 
“Phase 1 - Initial Screening and Characterization of Findings,” the finding was determined to be of very low safety 
significance (Green) since the trip is not credited in any Updated Final Safety Analysis (UFSAR) Chapter 15 accident 
analysis and the redundant reactor trip on turbine trip function that is based on low auto stop oil pressure was 
unaffected.  
 
The cause of this finding was determined to have a cross-cutting aspect in the area of Human Performance, Resources 
component, and the aspect of complete and accurate procedures and work packages. The procedures for performing 
maintenance and surveillance activities associated with the turbine throttle valves and associated SSPS function were 
not adequate to assure nuclear safety due to the failure to include applicable torque requirements for the components 
associated with the valve limit switch assembly. [H.2(c)]. (Section 4OA2.2)  
 
Inspection Report# : 2012003 (pdf)  

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Meet Fire Drill Training Requirements 
The inspectors identified a noncited violation of facility operating license 
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DPR-77 condition 2.C.(16) and facility operating license DPR-79 condition 2.C.(13) 
for failure to implement and maintain in effect all provisions of the approved fire  
protection program. Specifically, Sequoyah’s Fire Protection Report Part II, Section  
9.3.b.2 – Fire Drills requires a minimum of one drill per shift every calendar quarter, a  
minimum on one unannounced drill per shift per year, at least one drill per shift per  
year is performed on a “backshift” for each fire brigade, and fire brigade membersincluding leaders shall participate in 
at least two drills per year. The inspectors  
identified multiple examples of the licensee’s failure to meet these requirements in  
calendar years 2010 and 2011. This issue was entered into the licensee’s corrective  
action program as Problem Evaluation Report (PER) 513378, 512736, and 527875. 
Inspection Report# : 2012002 (pdf)  

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Follow Corrective Action Program Procedures 
The inspectors identified a finding for the licensee’s failure to meet the  
requirements of corrective action program procedure NPG-SPP-03.1.7, PER Actions,  
Revision 2. Specifically, the licensee failed to ensure that the corrective action plan  
and associated actions addressed the required action and schedule associated with  
PER 432510, which documented the need to address a condition involving water  
accumulation in manhole locations containing electrical cable runs. This issue was  
entered into the licensee’s corrective action program as Problem Evaluation Report  
(PER) 433761, 432510, and 505259. 
Inspection Report# : 2012002 (pdf)  

Significance:  Mar 31, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Turbine Driven Auxiliary Feedwater Pump Inoperable Due to Overspeed Trip 
A self-revealing NCV of Unit 1 TS 6.8, “Procedures & Programs,” was  
identified for the licensee’s failure to provide adequate procedures for a maintenance  
activity involving the required inspection of an Essential Raw Cooling Water (ERCW)  
pipe leak in the Unit 1 Turbine Driven Auxiliary Feedwater Pump (TDAFW) room.  
This resulted in water intrusion into the governor control cabinet of the TDAFW  
Pump, which caused the pump to be inoperable due to an electrical overspeed trip  
caused by fluctuating speed indications. This issue was entered into the licensee’s  
corrective action program as Problem Evaluation Report (PER) 470310. 
Inspection Report# : 2012002 (pdf)  

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Change to Fire Protection Program Which Adversely Affected Safe Shutdown Without Prior NRC Approval 
The inspectors identified a non-cited violation of Sequoyah operating license  
conditions 2.C. (16) and 2.C. (13) for Units 1 and 2 respectively, for a change made  
to the Sequoyah fire protection program which was determined to adversely affect  
safe shutdown (SSD), without prior NRC approval. Specifically, in lieu of protecting  
the cables and equipment to ensure that one train of equipment required for SSD  
was free of fire damage, the licensee made a change to the Sequoyah fire protection  
program in 2002 that added new operator manual actions (OMAs) to achieve SSD,  
without prior NRC approval. The evaluation performed in 2002 for the new OMAs  
was not adequate to support the conclusion that adding the OMAs did not adversely 
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affect post-fire SSD because the evaluation only addressed OMA feasibility and did 
not address defense-in-depth. The licensee entered this issue in the corrective  
action program as problem evaluation report 324757 to track resolution. 
Inspection Report# : 2012002 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

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

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

Initiating Events 

Mitigating Systems 

Significance:  Mar 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate abnormal operating procedure for internal flood mitigation strategy 
The inspectors identified a Green NCV of Technical Specification (TS) 6.8.1,”Procedures and Programs,” for the 
licensee’s failure to establish an adequate procedure associated with Abnormal Operating Procedure (AOP) M.08, 
“Internal Flooding.” Specifically, internal flooding due to a fire protection header pipe break into the shutdown board 
rooms did not prompt entry into AOP-M.08. Failure to properly establish an adequate abnormal operating procedure 
(AOP) to mitigate the impact of an internal flood in the shutdown board room was a performance deficiency. 
Specifically, the failure to properly establish an adequate AOP to mitigate the impact of an internal flood in the 
shutdown board rooms, could have potentially compromised the site’s ability to safely shutdown the plant in the event 
of a pipe leak or rupture in that area. The licensee entered this issue into the CAP as PER 639295.  
 
The performance deficiency was determined to be more than minor because it was associated with the procedure 
quality attribute of the mitigating systems cornerstone and adversely affected the cornerstone objective to ensure the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. The inspectors performed the significance determination using NRC Inspection Manual Chapter 0609, 
“Significance Determination Process.” Because the finding affected the Mitigating Systems Cornerstone while the 
plant was at power, Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings,” evaluates the 
finding using Appendix A. Using Appendix A, Exhibit 2, Mitigating Systems Screening Questions, the finding was 
determined to be of very low safety significance because it was not a design or qualification issue and was confirmed 
not to result in a loss of operability or functionality; did not represent an actual loss of safety function of the system or 
train; and did not result in the loss of one or more trains of non-technical specification equipment. The finding was 
determined to have a cross-cutting aspect in the CAP component of the Problem Identification and Resolution area 
[P.1(c)] since the licensee failed to thoroughly evaluate the issues identified in PER 344249 such that the resolution 
addressed the cause and extent of condition. (Section 4OA2.2)  
 
Inspection Report# : 2013002 (pdf)  

Significance:  Mar 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to promptly identify and correct conditions adverse to quality 
The inspectors identified a Green NCV of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Action,” 
associated with three examples of the licensee’s failure to promptly identify and correct conditions adverse to quality. 
Specifically, the licensee failed to promptly correct (1) the conduit penetration seals entering the ERCW building, (2) 
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two penetrations in the wall of the ERCW building below the probable maximum flood level that were not sealed, and 
(3) two diesel generator drain lines that could not be isolated. The licensee entered the finding into the CAP as PERs 
594536, 594568, 610005, and 622421.  
 
The failure to promptly identify and correct conditions adverse to quality was a performance deficiency. The 
performance deficiency was determined to be more than minor because if left uncorrected, the licensee’s continued 
failure to promptly identify and correct conditions adverse to quality could result in more risk significant equipment 
being inoperable for longer periods of time without the licensee realizing, and is therefore a finding. The inspectors 
performed the significance determination using NRC Inspection Manual Chapter 0609, “Significance Determination 
Process.” Because the finding affected the Mitigating Systems Cornerstone while the plant was at power, Attachment 
4, “Phase 1 - Initial Screening and Characterization of Findings,” evaluates the finding using Appendix A. Using 
Appendix A, Exhibit 2, Mitigating Systems Screening Questions, 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 involve the loss or 
degradation of equipment or function specifically designed to mitigate a seismic, flooding, or severe weather initiating 
event. In addition, this finding had a human performance cross-cutting aspect associated with decision making. 
Specifically, the licensee failed to use conservative assumptions in decision making regarding the timely opening of 
manhole 33 for physical inspection to be able to quantitatively determine the in leakage value for the degraded 
condition and put in place an adequate comp measure. Also, the licensee incurred excessive delay in plugging of two 
ERCW building holes as well as evaluation of the potential water intrusion into the EDG building during flooding 
events [H.1(b)]. (Section 4OA2.3)  
 
Inspection Report# : 2013002 (pdf)  

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to implement freeze protection program requirements 
A NRC-identified Green non-cited violation (NCV) of Unit 1 and 2 Technical Specification 6.8.1.a for the licensee’s 
failure to follow station procedures to adequately implement freeze protection requirements. Specifically, inspectors 
found a number of requirements improperly executed with no specific follow-up of those requirements contained 
within periodic instructions used to verify program implementation. The licensee placed the issue into the CAP and 
corrected the identified deficiencies.  
 
The inspectors determined that the failure to adequately implement all requirements of the licensee’s freeze protection 
program procedures was a performance deficiency. The inspectors determined that the performance deficiency was 
more than minor because it was associated with the Mitigating System Cornerstone attribute of Protection against 
External Factors and adversely affected the cornerstone objective in that specific measures required for freeze 
protection were not properly implemented and station procedures did not maintain those expected conditions. The 
inspectors determined the finding was of very low safety significance (Green) as the site had not experienced 
significant freeze conditions yet this season. The cause of this finding was related to the cross-cutting aspect of 
ensuring personnel training is adequate to assure nuclear safety [H.2(b)] (Section 1R01)  
 
Inspection Report# : 2012005 (pdf)  

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
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Failure to implement fire protection impairment requirements
The inspectors identified a Green noncited violation of Units 1 & 2 Technical Specification 6.8.1.f for the licensee’s 
failure to implement procedures required for fire protection program implementation. The inspectors found multiple 
examples of where fire watches were not conducted in accordance with procedure NPG-SPP-18.4.6, Control of Fire 
Protection Impairments, Revision 1, when required. The licensee entered this issue into the CAP program as PERs 
635934 and 635934.  
Failure of the licensee to implement the requirements of procedure NPG-SPP-18.4.6, Control of Fire Protection 
Impairments, Revision 1, was a performance deficiency. The performance deficiency was determined to be more than 
minor because it was associated with the protection against external events (fire) attribute of the mitigating systems 
cornerstone and adversely affected the cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. Specifically, the failure to perform 
compensatory measures (fire watches), could have potentially compromised the ability to safely shutdown the plant in 
the event of a fire in any of the fire zones where the fire watches were required. The significance of this finding was 
evaluated in accordance with the IMC 0609 Attachment 4, Phase 1- Initial Screening and Characterization of 
Findings, which required further evaluation in accordance with Appendix F, Attachment 01, Part 1, Fire Protection 
SDP Phase 1 Worksheet. The finding was assigned to the fire prevention and administrative controls category and 
represented a low degradation level. The inspectors concluded that the finding was of very low safety significance 
(Green) based on a qualitative screening and the low degradation rating. The finding was determined to have a cross-
cutting aspect in the Work Practices component of the Human Performance cross-cutting area [H.4(c)] since the 
licensee failed to ensure that there was adequate supervisory and management oversight of fire watches. (Section 
1R05).  
 
Inspection Report# : 2012005 (pdf)  

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to establish adequate procedures for fire protection impairment requirements 
The inspectors identified a Green noncited violation of Units 1 & 2 Technical Specification 6.8.1.f for the licensee’s 
failure to establish adequate procedures required for fire protection program implementation. Specifically, NPG-SPP-
18.4.6, Control of Fire Protection, Revision 1 Impairments was determined to be inadequate because it did not provide 
any guidance on what a fire watch was supposed to do when they came to a protected door. The licensee entered this 
issue into the CAP program as PER 652672.  
 
Failure of the licensee to establish adequate procedures required for fire protection program implementation was a 
performance deficiency. The performance deficiency was determined to be more than minor because it was associated 
with the protection against external events (fire) attribute of the mitigating systems cornerstone and adversely affected 
the cornerstone objective to ensure the availability, reliability, and capability of systems that respond to initiating 
events to prevent undesirable consequences. Specifically, the failure to establish adequate procedures required for fire 
protection program implementation caused compensatory measures (fire watches) to not be adequately completed and 
could have potentially compromised the ability to safely shutdown the plant in the event of a fire in any of the fire 
zones where the fire watches were required. The significance of this finding was evaluated in accordance with the 
IMC 0609 Attachment 4, Phase 1- Initial Screening and Characterization of Findings, which required further 
evaluation in accordance with Appendix F, Attachment 01, Part 1, Fire Protection SDP Phase 1 Worksheet. The 
finding was assigned to the fire prevention and administrative controls category and represented a low degradation 
level. The inspectors concluded that the finding was of very low safety significance (Green) based on a qualitative 
screening and the low degradation rating. The finding was determined to have a cross-cutting aspect in the  
 
Work Practices component of the Human Performance cross-cutting area [H.2(c)] for failure to provide adequate 
procedures for individuals conducting fire watches. (Section 1R05). 
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Inspection Report# : 2012005 (pdf)  

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: VIO Violation 
Failure to adequately evaluate and qualify molded case circuit breakers 
The inspectors identified a violation with several examples of 10 CFR 50, Appendix B, Criterion III, “Design 
Control,” for failure to implement design control measures that review for suitability of application of materials, parts, 
and equipment that are essential to the safety-related functions of the structures, systems, and components and that 
provide for verifying or checking the adequacy of design such as by the performance of design reviews, by the use of 
alternate or simplified calculational methods, or by the performance of a suitable testing program, including 
qualification testing of a prototype unit under the most adverse design conditions. The licensee entered this issue into 
the CAP as PER 668367.  
 
Failure of the licensee to ensure measures used to review the suitability of application of materials, parts, and 
equipment essential to the safety-related functions of molded case circuit breakers, and measures to provide for the 
verification of checking the adequacy of design were in place was a performance deficiency. This performance 
deficiency was more than minor because it affected the design control attribute of the mitigating systems cornerstone 
objective to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences. Specifically, adequate measures were not implemented to ensure the station 120-VAC vital 
instrumentation boards had properly maintained their seismic qualification for their application. The inspectors 
assessed this finding for significance in accordance with NRC Manual Chapter 0609, Appendix A, Exhibit 2, 
Significance Determination Process (SDP) for Findings At-Power – Mitigating Systems Screening Questions, and 
determined that it was of very low safety significance (Green) as the devices in question had been intrinsically 
qualified for this application as part of a complete panel test by the original vendor and the licensee determined that 
the SSC maintained its operability or functionality despite the identified non-conformances. The inspectors evaluated 
this finding and violation of NRC requirements in accordance with the NRC Enforcement Policy, Section 2.3.2, and 
found two conditions to not be met requiring a Notice of Violation be issued. First, inspectors found the licensee 
failed to restore compliance within a reasonable time after the original violation (05000327.328/2011002-01) was 
identified. The NRC Enforcement Manual, Section 3.1.2.A.1.b).1), further defines restoring compliance to include 
those actions taken to stop an ongoing violation from continuing. Second, the inspectors determined that the identified 
non-conformances represented a repetitive violation as a result of inadequate corrective action and that identification 
was by the NRC inspector. The lack of rigor in addressing the root of the prior violation which resulted in the 
inadequate corrective action further led the inspectors to identify a crosscutting aspect in the CAP component of the 
Problem Identification and Resolution area [P.1(c)]. (Section 4OA2.2)  
 
Inspection Report# : 2012005 (pdf)  

Significance:  Jun 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Evaluate Fire Drill 
The inspectors identified a noncited violation of Units 1 & 2 Technical Specification 6.8.1.f for the licensee’s failure 
to implement procedures required for fire protection program implementation. Specifically, the licensee failed to 
evaluate six minimum critical objectives on December 5, 2011, during a fire drill as required by TVA-SPP-17.16, 
Conduct and Evaluation of Fire Drills, revision 0. This issue was entered into the licensee’s corrective action program 
as Problem Evaluation Reports (PERs) 538996, 568242, and 568248.  
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The performance deficiency was determined to be greater than minor because it was associated with the protection 
against external events attribute of the mitigating systems cornerstone and adversely affected the cornerstone objective 
to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. Specifically, the lack of adequate drill performance could negatively affect the fire brigade’s capability 
to combat a fire. Findings associated with performance of the fire brigade are not evaluated using IMC 0609, 
Attachment F, “Fire Protection Significance Determination Process,” and Appendix M, “Significance Determination 
Process Using Qualitative Criteria,” as described in NRC Inspection Manual Chapter 0609.04, Table 3b, “Phase 1 - 
Initial Screening and Characterization of Findings.” The NRC concluded that the finding was of very low safety 
significance (Green) because the defense-in-depth attribute of the fire brigade was minimally affected, in that, the 
evaluated crew was only one of four crews of the site fire brigade team, the other crews had adequately been 
evaluated, and that the overall condition of the fire detection and suppression systems has been satisfactory. The 
finding was determined to have a crosscutting aspect in the area of Problem Identification and Resolution because of 
inadequate oversight and self-assessment of fire operations department activities, specifically fire brigade training. 
[P.3(a)] (Section 1R05)  
 
Inspection Report# : 2012003 (pdf)  

Significance:  Jun 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Turbine Throttle Valve Reactor Trip Function Degraded 
The inspectors identified a Green NCV of Unit 1 TS 6.8, “Procedures & Programs,” for the licensee’s failure to 
provide adequate procedures for maintenance and surveillance activities involving the main turbine throttle valves and 
the associated solid state protection system (SSPS) function which provides a reactor trip on turbine trip signal. The 
failure to include applicable torque requirements for set screws associated with the limit switch lever arm assembly 
resulted in one of the four turbine throttle valve position limit switches being in an inoperable condition such that the 
SSPS function of reactor trip on turbine trip, which involves a four-out-of-four logic, was inoperable and could not 
have functioned if required. This issue was entered into the licensee’s corrective action program as Problem 
Evaluation Reports (PERs) 419594 and 518647  
 
The finding was determined to be greater 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 to prevent undesirable consequences. Specifically, the finding 
resulted in the inability of the SSPS to provide the required reactor trip signal upon closure of all four turbine throttle 
valves above 50 percent RTP. Using Inspection IMC 0609, “Significance Determination Process,” Attachment 4, 
“Phase 1 - Initial Screening and Characterization of Findings,” the finding was determined to be of very low safety 
significance (Green) since the trip is not credited in any Updated Final Safety Analysis (UFSAR) Chapter 15 accident 
analysis and the redundant reactor trip on turbine trip function that is based on low auto stop oil pressure was 
unaffected.  
 
The cause of this finding was determined to have a cross-cutting aspect in the area of Human Performance, Resources 
component, and the aspect of complete and accurate procedures and work packages. The procedures for performing 
maintenance and surveillance activities associated with the turbine throttle valves and associated SSPS function were 
not adequate to assure nuclear safety due to the failure to include applicable torque requirements for the components 
associated with the valve limit switch assembly. [H.2(c)]. (Section 4OA2.2)  
 
Inspection Report# : 2012003 (pdf)  
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Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

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

Miscellaneous 
Last modified : June 04, 2013 
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Sequoyah 1 
2Q/2013 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Mar 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate abnormal operating procedure for internal flood mitigation strategy 
The inspectors identified a Green NCV of Technical Specification (TS) 6.8.1,”Procedures and Programs,” for the 
licensee’s failure to establish an adequate procedure associated with Abnormal Operating Procedure (AOP) M.08, 
“Internal Flooding.” Specifically, internal flooding due to a fire protection header pipe break into the shutdown board 
rooms did not prompt entry into AOP-M.08. Failure to properly establish an adequate abnormal operating procedure 
(AOP) to mitigate the impact of an internal flood in the shutdown board room was a performance deficiency. 
Specifically, the failure to properly establish an adequate AOP to mitigate the impact of an internal flood in the 
shutdown board rooms, could have potentially compromised the site’s ability to safely shutdown the plant in the event 
of a pipe leak or rupture in that area. The licensee entered this issue into the CAP as PER 639295.  
 
The performance deficiency was determined to be more than minor because it was associated with the procedure 
quality attribute of the mitigating systems cornerstone and adversely affected the cornerstone objective to ensure the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. The inspectors performed the significance determination using NRC Inspection Manual Chapter 0609, 
“Significance Determination Process.” Because the finding affected the Mitigating Systems Cornerstone while the 
plant was at power, Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings,” evaluates the 
finding using Appendix A. Using Appendix A, Exhibit 2, Mitigating Systems Screening Questions, the finding was 
determined to be of very low safety significance because it was not a design or qualification issue and was confirmed 
not to result in a loss of operability or functionality; did not represent an actual loss of safety function of the system or 
train; and did not result in the loss of one or more trains of non-technical specification equipment. The finding was 
determined to have a cross-cutting aspect in the CAP component of the Problem Identification and Resolution area 
[P.1(c)] since the licensee failed to thoroughly evaluate the issues identified in PER 344249 such that the resolution 
addressed the cause and extent of condition. (Section 4OA2.2)  
 
Inspection Report# : 2013002 (pdf)  

Significance:  Mar 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to promptly identify and correct conditions adverse to quality 
The inspectors identified a Green NCV of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Action,” 
associated with three examples of the licensee’s failure to promptly identify and correct conditions adverse to quality. 
Specifically, the licensee failed to promptly correct (1) the conduit penetration seals entering the ERCW building, (2) 
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two penetrations in the wall of the ERCW building below the probable maximum flood level that were not sealed, and 
(3) two diesel generator drain lines that could not be isolated. The licensee entered the finding into the CAP as PERs 
594536, 594568, 610005, and 622421.  
 
The failure to promptly identify and correct conditions adverse to quality was a performance deficiency. The 
performance deficiency was determined to be more than minor because if left uncorrected, the licensee’s continued 
failure to promptly identify and correct conditions adverse to quality could result in more risk significant equipment 
being inoperable for longer periods of time without the licensee realizing, and is therefore a finding. The inspectors 
performed the significance determination using NRC Inspection Manual Chapter 0609, “Significance Determination 
Process.” Because the finding affected the Mitigating Systems Cornerstone while the plant was at power, Attachment 
4, “Phase 1 - Initial Screening and Characterization of Findings,” evaluates the finding using Appendix A. Using 
Appendix A, Exhibit 2, Mitigating Systems Screening Questions, 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 involve the loss or 
degradation of equipment or function specifically designed to mitigate a seismic, flooding, or severe weather initiating 
event. In addition, this finding had a human performance cross-cutting aspect associated with decision making. 
Specifically, the licensee failed to use conservative assumptions in decision making regarding the timely opening of 
manhole 33 for physical inspection to be able to quantitatively determine the in leakage value for the degraded 
condition and put in place an adequate comp measure. Also, the licensee incurred excessive delay in plugging of two 
ERCW building holes as well as evaluation of the potential water intrusion into the EDG building during flooding 
events [H.1(b)]. (Section 4OA2.3)  
 
Inspection Report# : 2013002 (pdf)  

Significance:  Feb 15, 2013 
Identified By: NRC 
Item Type: VIO Violation 
Inadequate abnormal operating procedure for flood mitigation strategy prior to installation of HESCO 
barriers. 
Technical Specification 6.8.1, “Procedures and Programs,” requires in part that written procedures shall be 
established, implemented, and maintained covering the activities recommended in Regulatory Guide 1.33, Revision 2, 
Appendix A, February 1978. Regulatory Guide 1.33, Revision 2, Appendix A, includes “Abnormal Conditions” as a 
typical safety-related activity that should be covered by written procedures. Abnormal operating procedure AOP-
N.03, “External Flooding,” Revision 29, provides detailed instructions for implementing required site flood mitigation 
strategies necessary to cope with design basis flooding events. Contrary to the above, prior to September 30, 2009, the 
licensee failed to establish an adequate Abnormal Condition Procedure to implement its flood mitigation strategy. 
Specifically, AOP-N.03, “External Flooding,” was inadequate to mitigate the effects of a Probable Maximum Flood 
(PMF) event, in that earthen dams located upstream of the facility could potentially overtop, causing a subsequent 
breach. Failure of the earthen dams during a PMF event would have resulted in onsite flooding and subsequent 
submergence of critical equipment, such as the Emergency Diesel Generators, resulting in an ineffective flood 
mitigation strategy for these PMF events.. The NRC concluded that the significance of the finding is preliminarily of 
low to moderate safety significance (White). The inspectors determined that no cross-cutting aspect was applicable. 
Inspection Report# : 2013009 (pdf)  
Inspection Report# : 2013011 (pdf)  

Significance: N/A Feb 15, 2013 
Identified By: NRC 
Item Type: VIO Violation 
Failire to report unanalyzed condition related to external flooding
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The inspectors identified an AV of 10 CFR 50.72(b)(3)(ii)(B), “Immediate Notification Requirements for Operating 
Nuclear Reactors,” for failure to report within eight hours an unanalyzed condition that significantly degraded plant 
safety. Specifically, the licensee failed to notify the NRC upon discovery that a postulated PMF would result in the 
overtopping of earthen dams not previously assumed in the plant design. The failure to report this unanalyzed 
condition resulted in the NRC not being made aware of a condition which would have resulted in additional NRC 
review. Specifically, the failure to notify the NRC within eight hours of discovery of an unanalyzed condition that 
significantly degraded plant safety and resulted in an unacceptable change to the facility or procedures. The inspectors 
determined an evaluation for cross-cutting aspect was not applicable because this is a traditional enforcement 
violation. 
Inspection Report# : 2013009 (pdf)  
Inspection Report# : 2013011 (pdf)  

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to implement freeze protection program requirements 
A NRC-identified Green non-cited violation (NCV) of Unit 1 and 2 Technical Specification 6.8.1.a for the licensee’s 
failure to follow station procedures to adequately implement freeze protection requirements. Specifically, inspectors 
found a number of requirements improperly executed with no specific follow-up of those requirements contained 
within periodic instructions used to verify program implementation. The licensee placed the issue into the CAP and 
corrected the identified deficiencies.  
 
The inspectors determined that the failure to adequately implement all requirements of the licensee’s freeze protection 
program procedures was a performance deficiency. The inspectors determined that the performance deficiency was 
more than minor because it was associated with the Mitigating System Cornerstone attribute of Protection against 
External Factors and adversely affected the cornerstone objective in that specific measures required for freeze 
protection were not properly implemented and station procedures did not maintain those expected conditions. The 
inspectors determined the finding was of very low safety significance (Green) as the site had not experienced 
significant freeze conditions yet this season. The cause of this finding was related to the cross-cutting aspect of 
ensuring personnel training is adequate to assure nuclear safety [H.2(b)] (Section 1R01)  
 
Inspection Report# : 2012005 (pdf)  

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to implement fire protection impairment requirements 
The inspectors identified a Green noncited violation of Units 1 & 2 Technical Specification 6.8.1.f for the licensee’s 
failure to implement procedures required for fire protection program implementation. The inspectors found multiple 
examples of where fire watches were not conducted in accordance with procedure NPG-SPP-18.4.6, Control of Fire 
Protection Impairments, Revision 1, when required. The licensee entered this issue into the CAP program as PERs 
635934 and 635934.  
Failure of the licensee to implement the requirements of procedure NPG-SPP-18.4.6, Control of Fire Protection 
Impairments, Revision 1, was a performance deficiency. The performance deficiency was determined to be more than 
minor because it was associated with the protection against external events (fire) attribute of the mitigating systems 
cornerstone and adversely affected the cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. Specifically, the failure to perform 
compensatory measures (fire watches), could have potentially compromised the ability to safely shutdown the plant in 
the event of a fire in any of the fire zones where the fire watches were required. The significance of this finding was 
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evaluated in accordance with the IMC 0609 Attachment 4, Phase 1- Initial Screening and Characterization of 
Findings, which required further evaluation in accordance with Appendix F, Attachment 01, Part 1, Fire Protection 
SDP Phase 1 Worksheet. The finding was assigned to the fire prevention and administrative controls category and 
represented a low degradation level. The inspectors concluded that the finding was of very low safety significance 
(Green) based on a qualitative screening and the low degradation rating. The finding was determined to have a cross-
cutting aspect in the Work Practices component of the Human Performance cross-cutting area [H.4(c)] since the 
licensee failed to ensure that there was adequate supervisory and management oversight of fire watches. (Section 
1R05).  
 
Inspection Report# : 2012005 (pdf)  

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to establish adequate procedures for fire protection impairment requirements 
The inspectors identified a Green noncited violation of Units 1 & 2 Technical Specification 6.8.1.f for the licensee’s 
failure to establish adequate procedures required for fire protection program implementation. Specifically, NPG-SPP-
18.4.6, Control of Fire Protection, Revision 1 Impairments was determined to be inadequate because it did not provide 
any guidance on what a fire watch was supposed to do when they came to a protected door. The licensee entered this 
issue into the CAP program as PER 652672.  
 
Failure of the licensee to establish adequate procedures required for fire protection program implementation was a 
performance deficiency. The performance deficiency was determined to be more than minor because it was associated 
with the protection against external events (fire) attribute of the mitigating systems cornerstone and adversely affected 
the cornerstone objective to ensure the availability, reliability, and capability of systems that respond to initiating 
events to prevent undesirable consequences. Specifically, the failure to establish adequate procedures required for fire 
protection program implementation caused compensatory measures (fire watches) to not be adequately completed and 
could have potentially compromised the ability to safely shutdown the plant in the event of a fire in any of the fire 
zones where the fire watches were required. The significance of this finding was evaluated in accordance with the 
IMC 0609 Attachment 4, Phase 1- Initial Screening and Characterization of Findings, which required further 
evaluation in accordance with Appendix F, Attachment 01, Part 1, Fire Protection SDP Phase 1 Worksheet. The 
finding was assigned to the fire prevention and administrative controls category and represented a low degradation 
level. The inspectors concluded that the finding was of very low safety significance (Green) based on a qualitative 
screening and the low degradation rating. The finding was determined to have a cross-cutting aspect in the  
 
Work Practices component of the Human Performance cross-cutting area [H.2(c)] for failure to provide adequate 
procedures for individuals conducting fire watches. (Section 1R05).  
 
Inspection Report# : 2012005 (pdf)  

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: VIO Violation 
Failure to adequately evaluate and qualify molded case circuit breakers 
The inspectors identified a violation with several examples of 10 CFR 50, Appendix B, Criterion III, “Design 
Control,” for failure to implement design control measures that review for suitability of application of materials, parts, 
and equipment that are essential to the safety-related functions of the structures, systems, and components and that 
provide for verifying or checking the adequacy of design such as by the performance of design reviews, by the use of 
alternate or simplified calculational methods, or by the performance of a suitable testing program, including 
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qualification testing of a prototype unit under the most adverse design conditions. The licensee entered this issue into 
the CAP as PER 668367.  
 
Failure of the licensee to ensure measures used to review the suitability of application of materials, parts, and 
equipment essential to the safety-related functions of molded case circuit breakers, and measures to provide for the 
verification of checking the adequacy of design were in place was a performance deficiency. This performance 
deficiency was more than minor because it affected the design control attribute of the mitigating systems cornerstone 
objective to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences. Specifically, adequate measures were not implemented to ensure the station 120-VAC vital 
instrumentation boards had properly maintained their seismic qualification for their application. The inspectors 
assessed this finding for significance in accordance with NRC Manual Chapter 0609, Appendix A, Exhibit 2, 
Significance Determination Process (SDP) for Findings At-Power – Mitigating Systems Screening Questions, and 
determined that it was of very low safety significance (Green) as the devices in question had been intrinsically 
qualified for this application as part of a complete panel test by the original vendor and the licensee determined that 
the SSC maintained its operability or functionality despite the identified non-conformances. The inspectors evaluated 
this finding and violation of NRC requirements in accordance with the NRC Enforcement Policy, Section 2.3.2, and 
found two conditions to not be met requiring a Notice of Violation be issued. First, inspectors found the licensee 
failed to restore compliance within a reasonable time after the original violation (05000327.328/2011002-01) was 
identified. The NRC Enforcement Manual, Section 3.1.2.A.1.b).1), further defines restoring compliance to include 
those actions taken to stop an ongoing violation from continuing. Second, the inspectors determined that the identified 
non-conformances represented a repetitive violation as a result of inadequate corrective action and that identification 
was by the NRC inspector. The lack of rigor in addressing the root of the prior violation which resulted in the 
inadequate corrective action further led the inspectors to identify a crosscutting aspect in the CAP component of the 
Problem Identification and Resolution area [P.1(c)]. (Section 4OA2.2)  
 
Inspection Report# : 2012005 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

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

Miscellaneous 

Significance:  Mar 08, 2013 
Identified By: NRC 
Item Type: VIO Violation 
Failure to control vehicle access into the protected area 
See Inspection Report 
Inspection Report# : 2013404 (pdf)  

Last modified : September 03, 2013 
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Sequoyah 1 
3Q/2013 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Mar 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate abnormal operating procedure for internal flood mitigation strategy 
The inspectors identified a Green NCV of Technical Specification (TS) 6.8.1,”Procedures and Programs,” for the 
licensee’s failure to establish an adequate procedure associated with Abnormal Operating Procedure (AOP) M.08, 
“Internal Flooding.” Specifically, internal flooding due to a fire protection header pipe break into the shutdown board 
rooms did not prompt entry into AOP-M.08. Failure to properly establish an adequate abnormal operating procedure 
(AOP) to mitigate the impact of an internal flood in the shutdown board room was a performance deficiency. 
Specifically, the failure to properly establish an adequate AOP to mitigate the impact of an internal flood in the 
shutdown board rooms, could have potentially compromised the site’s ability to safely shutdown the plant in the event 
of a pipe leak or rupture in that area. The licensee entered this issue into the CAP as PER 639295.  
 
The performance deficiency was determined to be more than minor because it was associated with the procedure 
quality attribute of the mitigating systems cornerstone and adversely affected the cornerstone objective to ensure the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. The inspectors performed the significance determination using NRC Inspection Manual Chapter 0609, 
“Significance Determination Process.” Because the finding affected the Mitigating Systems Cornerstone while the 
plant was at power, Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings,” evaluates the 
finding using Appendix A. Using Appendix A, Exhibit 2, Mitigating Systems Screening Questions, the finding was 
determined to be of very low safety significance because it was not a design or qualification issue and was confirmed 
not to result in a loss of operability or functionality; did not represent an actual loss of safety function of the system or 
train; and did not result in the loss of one or more trains of non-technical specification equipment. The finding was 
determined to have a cross-cutting aspect in the CAP component of the Problem Identification and Resolution area 
[P.1(c)] since the licensee failed to thoroughly evaluate the issues identified in PER 344249 such that the resolution 
addressed the cause and extent of condition. (Section 4OA2.2)  
 
Inspection Report# : 2013002 (pdf)  

Significance:  Mar 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to promptly identify and correct conditions adverse to quality 
The inspectors identified a Green NCV of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Action,” 
associated with three examples of the licensee’s failure to promptly identify and correct conditions adverse to quality. 
Specifically, the licensee failed to promptly correct (1) the conduit penetration seals entering the ERCW building, (2) 
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two penetrations in the wall of the ERCW building below the probable maximum flood level that were not sealed, and 
(3) two diesel generator drain lines that could not be isolated. The licensee entered the finding into the CAP as PERs 
594536, 594568, 610005, and 622421.  
 
The failure to promptly identify and correct conditions adverse to quality was a performance deficiency. The 
performance deficiency was determined to be more than minor because if left uncorrected, the licensee’s continued 
failure to promptly identify and correct conditions adverse to quality could result in more risk significant equipment 
being inoperable for longer periods of time without the licensee realizing, and is therefore a finding. The inspectors 
performed the significance determination using NRC Inspection Manual Chapter 0609, “Significance Determination 
Process.” Because the finding affected the Mitigating Systems Cornerstone while the plant was at power, Attachment 
4, “Phase 1 - Initial Screening and Characterization of Findings,” evaluates the finding using Appendix A. Using 
Appendix A, Exhibit 2, Mitigating Systems Screening Questions, 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 involve the loss or 
degradation of equipment or function specifically designed to mitigate a seismic, flooding, or severe weather initiating 
event. In addition, this finding had a human performance cross-cutting aspect associated with decision making. 
Specifically, the licensee failed to use conservative assumptions in decision making regarding the timely opening of 
manhole 33 for physical inspection to be able to quantitatively determine the in leakage value for the degraded 
condition and put in place an adequate comp measure. Also, the licensee incurred excessive delay in plugging of two 
ERCW building holes as well as evaluation of the potential water intrusion into the EDG building during flooding 
events [H.1(b)]. (Section 4OA2.3)  
 
Inspection Report# : 2013002 (pdf)  

Significance:  Feb 28, 2013 
Identified By: NRC 
Item Type: VIO Violation 
Degraded Intake Pumping Station Flooding Barriers 
The licensee failed to translate the design basis related to onsite flooding into specifications, drawings, procedures, 
and instructions. Specifically, Sequoyah’s existing design documentation including current licensing documents and 
configuration controlled drawings for the ERCW Pumping Station do not contain information to identify Design Basis 
flood barriers to prevent water from flooding the building during a design basis flood. As a result, the ERCW pump 
station would not remain functional when subjected to the maximum flood level, the ERCW Intake Station would not 
remain dry during flood mode, and portions of the ERCW walls and penetrations would not withstand all static and 
dynamic forces imposed by the DBF. 
Inspection Report# : 2013010 (pdf)  
Inspection Report# : 2013011 (pdf)  

Significance:  Feb 15, 2013 
Identified By: NRC 
Item Type: VIO Violation 
Inadequate abnormal operating procedure for flood mitigation strategy prior to installation of HESCO 
barriers. 
Technical Specification 6.8.1, “Procedures and Programs,” requires in part that written procedures shall be 
established, implemented, and maintained covering the activities recommended in Regulatory Guide 1.33, Revision 2, 
Appendix A, February 1978. Regulatory Guide 1.33, Revision 2, Appendix A, includes “Abnormal Conditions” as a 
typical safety-related activity that should be covered by written procedures. Abnormal operating procedure AOP-
N.03, “External Flooding,” Revision 29, provides detailed instructions for implementing required site flood mitigation 
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strategies necessary to cope with design basis flooding events. Contrary to the above, prior to September 30, 2009, the 
licensee failed to establish an adequate Abnormal Condition Procedure to implement its flood mitigation strategy. 
Specifically, AOP-N.03, “External Flooding,” was inadequate to mitigate the effects of a Probable Maximum Flood 
(PMF) event, in that earthen dams located upstream of the facility could potentially overtop, causing a subsequent 
breach. Failure of the earthen dams during a PMF event would have resulted in onsite flooding and subsequent 
submergence of critical equipment, such as the Emergency Diesel Generators, resulting in an ineffective flood 
mitigation strategy for these PMF events.. The NRC concluded that the significance of the finding is preliminarily of 
low to moderate safety significance (White). The inspectors determined that no cross-cutting aspect was applicable. 
Inspection Report# : 2013009 (pdf)  
Inspection Report# : 2013011 (pdf)  

Significance: N/A Feb 15, 2013 
Identified By: NRC 
Item Type: VIO Violation 
Failire to report unanalyzed condition related to external flooding 
The inspectors identified an AV of 10 CFR 50.72(b)(3)(ii)(B), “Immediate Notification Requirements for Operating 
Nuclear Reactors,” for failure to report within eight hours an unanalyzed condition that significantly degraded plant 
safety. Specifically, the licensee failed to notify the NRC upon discovery that a postulated PMF would result in the 
overtopping of earthen dams not previously assumed in the plant design. The failure to report this unanalyzed 
condition resulted in the NRC not being made aware of a condition which would have resulted in additional NRC 
review. Specifically, the failure to notify the NRC within eight hours of discovery of an unanalyzed condition that 
significantly degraded plant safety and resulted in an unacceptable change to the facility or procedures. The inspectors 
determined an evaluation for cross-cutting aspect was not applicable because this is a traditional enforcement 
violation. 
Inspection Report# : 2013009 (pdf)  
Inspection Report# : 2013011 (pdf)  

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to implement freeze protection program requirements 
A NRC-identified Green non-cited violation (NCV) of Unit 1 and 2 Technical Specification 6.8.1.a for the licensee’s 
failure to follow station procedures to adequately implement freeze protection requirements. Specifically, inspectors 
found a number of requirements improperly executed with no specific follow-up of those requirements contained 
within periodic instructions used to verify program implementation. The licensee placed the issue into the CAP and 
corrected the identified deficiencies.  
 
The inspectors determined that the failure to adequately implement all requirements of the licensee’s freeze protection 
program procedures was a performance deficiency. The inspectors determined that the performance deficiency was 
more than minor because it was associated with the Mitigating System Cornerstone attribute of Protection against 
External Factors and adversely affected the cornerstone objective in that specific measures required for freeze 
protection were not properly implemented and station procedures did not maintain those expected conditions. The 
inspectors determined the finding was of very low safety significance (Green) as the site had not experienced 
significant freeze conditions yet this season. The cause of this finding was related to the cross-cutting aspect of 
ensuring personnel training is adequate to assure nuclear safety [H.2(b)] (Section 1R01)  
 
Inspection Report# : 2012005 (pdf)  

Significance:  Dec 31, 2012 
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Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to implement fire protection impairment requirements 
The inspectors identified a Green noncited violation of Units 1 & 2 Technical Specification 6.8.1.f for the licensee’s 
failure to implement procedures required for fire protection program implementation. The inspectors found multiple 
examples of where fire watches were not conducted in accordance with procedure NPG-SPP-18.4.6, Control of Fire 
Protection Impairments, Revision 1, when required. The licensee entered this issue into the CAP program as PERs 
635934 and 635934.  
Failure of the licensee to implement the requirements of procedure NPG-SPP-18.4.6, Control of Fire Protection 
Impairments, Revision 1, was a performance deficiency. The performance deficiency was determined to be more than 
minor because it was associated with the protection against external events (fire) attribute of the mitigating systems 
cornerstone and adversely affected the cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. Specifically, the failure to perform 
compensatory measures (fire watches), could have potentially compromised the ability to safely shutdown the plant in 
the event of a fire in any of the fire zones where the fire watches were required. The significance of this finding was 
evaluated in accordance with the IMC 0609 Attachment 4, Phase 1- Initial Screening and Characterization of 
Findings, which required further evaluation in accordance with Appendix F, Attachment 01, Part 1, Fire Protection 
SDP Phase 1 Worksheet. The finding was assigned to the fire prevention and administrative controls category and 
represented a low degradation level. The inspectors concluded that the finding was of very low safety significance 
(Green) based on a qualitative screening and the low degradation rating. The finding was determined to have a cross-
cutting aspect in the Work Practices component of the Human Performance cross-cutting area [H.4(c)] since the 
licensee failed to ensure that there was adequate supervisory and management oversight of fire watches. (Section 
1R05).  
 
Inspection Report# : 2012005 (pdf)  

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to establish adequate procedures for fire protection impairment requirements 
The inspectors identified a Green noncited violation of Units 1 & 2 Technical Specification 6.8.1.f for the licensee’s 
failure to establish adequate procedures required for fire protection program implementation. Specifically, NPG-SPP-
18.4.6, Control of Fire Protection, Revision 1 Impairments was determined to be inadequate because it did not provide 
any guidance on what a fire watch was supposed to do when they came to a protected door. The licensee entered this 
issue into the CAP program as PER 652672.  
 
Failure of the licensee to establish adequate procedures required for fire protection program implementation was a 
performance deficiency. The performance deficiency was determined to be more than minor because it was associated 
with the protection against external events (fire) attribute of the mitigating systems cornerstone and adversely affected 
the cornerstone objective to ensure the availability, reliability, and capability of systems that respond to initiating 
events to prevent undesirable consequences. Specifically, the failure to establish adequate procedures required for fire 
protection program implementation caused compensatory measures (fire watches) to not be adequately completed and 
could have potentially compromised the ability to safely shutdown the plant in the event of a fire in any of the fire 
zones where the fire watches were required. The significance of this finding was evaluated in accordance with the 
IMC 0609 Attachment 4, Phase 1- Initial Screening and Characterization of Findings, which required further 
evaluation in accordance with Appendix F, Attachment 01, Part 1, Fire Protection SDP Phase 1 Worksheet. The 
finding was assigned to the fire prevention and administrative controls category and represented a low degradation 
level. The inspectors concluded that the finding was of very low safety significance (Green) based on a qualitative 
screening and the low degradation rating. The finding was determined to have a cross-cutting aspect in the  
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Work Practices component of the Human Performance cross-cutting area [H.2(c)] for failure to provide adequate 
procedures for individuals conducting fire watches. (Section 1R05).  
 
Inspection Report# : 2012005 (pdf)  

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: VIO Violation 
Failure to adequately evaluate and qualify molded case circuit breakers 
The inspectors identified a violation with several examples of 10 CFR 50, Appendix B, Criterion III, “Design 
Control,” for failure to implement design control measures that review for suitability of application of materials, parts, 
and equipment that are essential to the safety-related functions of the structures, systems, and components and that 
provide for verifying or checking the adequacy of design such as by the performance of design reviews, by the use of 
alternate or simplified calculational methods, or by the performance of a suitable testing program, including 
qualification testing of a prototype unit under the most adverse design conditions. The licensee entered this issue into 
the CAP as PER 668367.  
 
Failure of the licensee to ensure measures used to review the suitability of application of materials, parts, and 
equipment essential to the safety-related functions of molded case circuit breakers, and measures to provide for the 
verification of checking the adequacy of design were in place was a performance deficiency. This performance 
deficiency was more than minor because it affected the design control attribute of the mitigating systems cornerstone 
objective to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences. Specifically, adequate measures were not implemented to ensure the station 120-VAC vital 
instrumentation boards had properly maintained their seismic qualification for their application. The inspectors 
assessed this finding for significance in accordance with NRC Manual Chapter 0609, Appendix A, Exhibit 2, 
Significance Determination Process (SDP) for Findings At-Power – Mitigating Systems Screening Questions, and 
determined that it was of very low safety significance (Green) as the devices in question had been intrinsically 
qualified for this application as part of a complete panel test by the original vendor and the licensee determined that 
the SSC maintained its operability or functionality despite the identified non-conformances. The inspectors evaluated 
this finding and violation of NRC requirements in accordance with the NRC Enforcement Policy, Section 2.3.2, and 
found two conditions to not be met requiring a Notice of Violation be issued. First, inspectors found the licensee 
failed to restore compliance within a reasonable time after the original violation (05000327.328/2011002-01) was 
identified. The NRC Enforcement Manual, Section 3.1.2.A.1.b).1), further defines restoring compliance to include 
those actions taken to stop an ongoing violation from continuing. Second, the inspectors determined that the identified 
non-conformances represented a repetitive violation as a result of inadequate corrective action and that identification 
was by the NRC inspector. The lack of rigor in addressing the root of the prior violation which resulted in the 
inadequate corrective action further led the inspectors to identify a crosscutting aspect in the CAP component of the 
Problem Identification and Resolution area [P.1(c)]. (Section 4OA2.2)  
 
Inspection Report# : 2012005 (pdf)  

Barrier Integrity 

Emergency Preparedness 
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Occupational Radiation Safety 

Public Radiation Safety 

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

Miscellaneous 

Significance:  Mar 08, 2013 
Identified By: NRC 
Item Type: VIO Violation 
Failure to control vehicle access into the protected area 
See Inspection Report 
Inspection Report# : 2013404 (pdf)  

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

Initiating Events 

Significance:  Aug 09, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Evaluate a Potential Condition Adverse to Quality Prior to Mode Change 
The team identified a non-cited violation of 10 CFR 50, Appendix B, Criterion V, “Instructions, Procedures, and 
Drawings,” for the licensee’s failure to follow a test control procedure to evaluate indications of excessive check valve 
leakage prior to changing modes. Specifically, the licensee failed to evaluate the potential inoperability of residual 
heat removal check valve 2-63-563, which exhibited indications of excessive leakage, as required by procedure NPG-
SPP- 06.9.1, “Conduct of Testing,” prior to transitioning to Mode 3, during startup. This was a performance 
deficiency. After conducting interviews with operations staff and performing a prompt determination of operability, 
the licensee concluded that the valve was never inoperable, since the valve subsequently passed its leak rate test in 
Mode 3 with no maintenance being performed. The operability determination was documented in PER 757559.  
 
This performance deficiency was determined to be more than minor because it affected the Human Performance 
attribute of the Initiating Events cornerstone and adversely affected the cornerstone objective of limiting the likelihood
of events that upset plant stability and challenge critical safety functions during shutdown as well as power operations. 
Specifically, failing to evaluate indications of excessive check valve leakage while performing procedure 2-SISXV- 
063-206.0, “ECCS Check Valve Leak Testing” section 6.3.2, adversely  
affected the cornerstone objective of limiting the likelihood of events that challenge the critical safety function of 
maintaining the RCS pressure boundary. The team used Inspection Manual Chapter 0609, “Significance 
Determination Process,” Attachment 4, “Initial Characterization of Findings,” and Appendix A, “The Significance 
Determination Process for Findings At-Power,” and determined that the finding was of very low safety significance 
(Green) because the finding would not have affected other systems used to mitigate a LOCA resulting in a total loss of 
their functions. The team determined that this finding represented present licensee performance and directly involved 
the cross-cutting area of Human Performance, component of Decision-Making because the licensee did not use 
conservative assumptions in their decision making when they failed to  
evaluate the potential inoperability of check valve 2-63-563 prior to transitioning to Mode 3. [H.1(b)] 
Inspection Report# : 2013007 (pdf)  

Mitigating Systems 

Significance:  Nov 22, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Translate Design Basis into Procedure Acceptance Criteria Time to Perform Operator 
Action. 
The team identified a non-cited violation of 10 CFR 50, Appendix B, Criterion III, “Design Control,” for the 
licensee’s failure to correctly translate design basis requirements into emergency sub-procedure, ES-1.3, “Transfer to 
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Residual Heat Removal Containment Sump,” Revision 19. Specifically, the time allotted for operators to perform time 
critical actions to swap emergency core cooling system (ECCS) pump suction from the refueling water storage tank 
(RWST) to the containment sump during a small break loss of coolant accident (SBLOCA) did not properly account 
for full range of instrument uncertainties (instrument, instrument calibration, instrument loop uncertainties, etc…) and 
the accident analysis design basis requirement in Updated Final Safety Analysis Report 15.3.1, to ensure the recovery 
of the core was demonstrated and to ensure continuous operation of the ECCS. This was a performance deficiency. As 
immediate corrective action, the licensee performed an operability review and documented the results in the corrective 
action program as problem evaluation reports 760336 and 758761. The licensee concluded that there were no current 
operability concerns, and created Standing Order SO-13-025 to reinforce operator time performance requirements.  
 
This finding was not assigned a cross-cutting aspect because the underlying cause was not indicative of present 
licensee performance. 
Inspection Report# : 2013014 (pdf)  

Significance:  Aug 09, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Evaluate Impact for Full Range of EDG Frequency 
The team identified a non-cited violation of 10 CFR 50, Appendix B, Criterion III, “Design Control,” for the 
licensee’s failure to translate the entire range of allowable emergency diesel generator (EDG) frequencies into design 
basis documents. The failure to analyze the effects of the technical specification allowable EDG frequency range on 
the safety-related components powered by the EDGs was a performance deficiency. The licensee entered this issue in 
their corrective action program as PER 758761 and performed a prompt operability evaluation to determine that the 
safety-related equipment powered by the EDGs with a limited frequency range variation of 59.9 to 60.1 Hz, would be 
able to perform their design basis functions under accident conditions. In addition, a review of the results of the 
EDGs’ surveillances indicates no history of being  
outside the range of 59.9 to 60.1 Hz for the last three years.  
 
The performance deficiency was determined to be more than minor because it affected the Design Control attribute of 
the Mitigating Systems cornerstone and adversely affected the cornerstone objective of ensuring the availability, 
reliability, and capability of safety systems that respond to initiating events to prevent undesirable consequences. 
Specifically, failure to account for the allowable range of the EDG frequency and not evaluating the impact on 
safetyrelated components powered by the EDGs did not ensure the availability and  
capability of safety-related components to respond to initiating events. The team used Inspection Manual Chapter 
0609, “Significance Determination Process,” Attachment 4, “Initial Characterization of Findings,” and Appendix A, 
“The Significance Determination Process for Findings At-Power,” and determined that the finding was of very low 
safety significance (Green) because the finding was not a design deficiency resulting in the loss of functionality or 
operability. The team determined that this finding represented present licensee performance and directly involved the 
cross-cutting area of Human Performance, component of Resources because the licensee failed to ensure that design 
calculations affected by EDG frequency were complete and accurate. [H.2(c)] 
Inspection Report# : 2013007 (pdf)  

Significance:  Aug 09, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Translate the Design and Licensing Basis for the 125 VDC System Into Design Calculations
The team identified a non-cited violation of 10 CFR 50, Appendix B, Criterion III, “Design Control,” for the 
licensee’s failure to properly translate the design and licensing bases for the 125 VDC system into design calculations. 
The licensee inappropriately credited the battery chargers for voltage support during accident scenarios in their 
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voltage drop calculations, and failed to include vital inverters in the battery load profile. This was a performance 
deficiency. In response to the team’s inquiries, the licensee initiated PER 758465 that provided reasonable expectation 
of operability by demonstrating that the required voltages would be available. This was based on interpolation of the 
vendor battery curves considering the maximum loading on the battery for the applicable  
portions of the duty cycle.  
 
This performance deficiency was determined to be more than minor because it affected the Design Control attribute of 
the Mitigating Systems cornerstone, and adversely affected the cornerstone objective of ensuring the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. 
Specifically, the licensee failed to properly evaluate the 125 VDC system under accident conditions to ensure the 
capability and availability of 125V control circuits to operate during design basis events. The team used Inspection 
Manual Chapter 0609, “Significance Determination Process,” Attachment 4, “Initial Characterization of Findings,” 
and Appendix A, “The Significance Determination Process for Findings At-Power,” and determined that the finding 
was of very low safety significance (Green) because the finding  
was not a design deficiency resulting in the loss of functionality or operability. A cross-cutting aspect was not 
identified because this performance deficiency was not indicative of present licensee performance. 
Inspection Report# : 2013007 (pdf)  

Significance:  Aug 09, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Basis for AFW MOV Motor Brake Alternate Voltage Criteria 
The team identified a non-cited violation of 10 CFR 50, Appendix B,  
Criterion III, “Design Control,” for the licensee’s failure to check the adequacy of the design of the steam generator 
feedwater isolation valve motor brakes. Specifically, the licensee based voltage acceptance criterion of 74% of 460V 
for motor brakes used in a design basis calculation on inadequate testing and calculational methods. This was a 
performance deficiency. In response to the team’s concerns, the licensee initiated PER 763818 and provided 
reasonable expectation of operability of the motor brakes, by use of administratively  
controlled voltage, pending restoration of full qualification.  
 
This performance deficiency was determined to be more than minor because it affected the Design Control attribute of 
the Mitigating Systems cornerstone, and adversely affected the cornerstone objective of ensuring the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. 
Specifically, inadequate design criteria did not ensure the availability, reliability, and capability of the steam generator 
feedwater isolation valve motor brakes to operate under design basis degraded voltage  
conditions. The team used Inspection Manual Chapter 0609, “Significance Determination Process,” Attachment 4, 
“Initial Characterization of Findings,” and Appendix A, “The Significance Determination Process for Findings At-
Power,” and determined that the finding was of very low safety significance (Green) because the finding was not a 
design deficiency resulting in the loss of functionality or operability. A cross-cutting aspect was not identified because 
this performance deficiency was not indicative of present licensee performance. 
Inspection Report# : 2013007 (pdf)  

Significance:  Aug 09, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Document Deficiencies Discovered During Receipt Inspections in the Corrective Action program 
The team identified a non-cited violation of TS 6.8.1, Procedures and  
Programs, the licensee’s failure to properly implement maintenance procedures for performing receipt inspection of 
new 480V circuit breakers. Specifically, the licensee’s failure to evaluate the need to report defects and deficiencies, 
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identified on new safety-related 480V circuit breakers, in the corrective action 
program as prescribed by procedure was a performance deficiency. The licensee corrected the deficiencies prior to 
putting the breakers in service. This issue was entered into the licensee’s corrective action program as PERs 763834 
and 759238.  
 
This performance deficiency was determined to be more than minor because if left uncorrected could lead to a more 
significant safety concern. Specifically, not documenting deficiencies that could adversely affect the breakers in the 
corrective action program, would not ensure breaker issues were being properly trended and that the issues have been 
adequately corrected and are not recurring. The team used Inspection Manual Chapter 0609, “Significance 
Determination Process,” Attachment 4, “Initial Characterization of Findings,” and  
Appendix A, “The Significance Determination Process for Findings At-Power,” and determined that the finding was 
of very low safety significance (Green) because it was not a design deficiency resulting in the loss of functionality or 
operability. The team determined that this finding represented present licensee performance and directly involved the 
cross-cutting area Human Performance, component of Work Practices because the licensee failed to meet expectations 
regarding procedural compliance and did not follow procedures related to 480V safety-related breaker receipt 
inspections. [H.4(b)] 
Inspection Report# : 2013007 (pdf)  

Significance:  Aug 09, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Perform 50.59 Screens for Scaffolds and Clearances 
The team identified a non-cited violation of TS 6.8.1, Procedures and Programs, for the licensee’s failure to 
implement procedures for equipment and maintenance control. The licensee’s failure to perform 10 CFR 50.59 
reviews of temporary plant changes (e.g., scaffolding and clearances) that existed for greater than 90 days of plant 
operation was a performance deficiency. The licensee implemented corrective actions to review all of the temporary 
plant changes. The licensee generated PERs 756276, 753175, and 756308.  
 
This performance deficiency was determined to be more than minor because it affected the Design Control attribute of 
the Mitigating Systems cornerstone, and adversely affected the cornerstone objective of ensuring the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. 
Specifically, the team identified multiple examples where the licensee failed to evaluate temporary plant changes to 
ensure those changes did not affect the availability, reliability, and capability of systems that respond to events. The 
team used Inspection Manual Chapter 0609, “Significance Determination Process,” Attachment 4, “Initial 
Characterization of Findings,” and Appendix A, “The Significance Determination Process for Findings At-Power,” 
and determined that the finding was of very low safety significance  
(Green) because it was not a design deficiency resulting in the loss of functionality or operability. The team 
determined that this finding represented present licensee performance and directly involved the cross-cutting area of 
Human Performance, component of Work Practices because licensee failed to meet expectations regarding procedural 
compliance and did not follow procedures related to performing 50.59 reviews of temporary plant changes that existed 
for greater than 90 days of plant operation. [H.4(b)] 
Inspection Report# : 2013007 (pdf)  

Significance:  Aug 09, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Action for 2010 Degraded Voltage Issue 
The team identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” for the 
licensee’s failure to promptly identify and correct deficiencies in electrical calculations for the safety-related AC 
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electrical distribution system identified during the 2010 CDBI. Specifically, the licensee’s failure to identify that 
safety-related motor operated valve (MOVs) needed to be evaluated for new lower calculated available voltage 
(degraded voltage) to ensure their operability was a performance deficiency. The licensee initiated PER 753504 and 
performed a prompt determination of operability (PDO). The team concluded that the evaluations and compensatory 
measures described in the PDO provided reasonable expectation of operability.  
 
The team determined that this finding represented present licensee performance and directly involved the cross-cutting 
area of Problem Identification and Resolution, component of Corrective Action Program  
because the licensee failed to identify that safety-related MOVs needed to be evaluated for new lower calculated 
available voltage (degraded voltage) to ensure their operability. [P.1(c)] 
Inspection Report# : 2013007 (pdf)  

Significance:  Mar 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate abnormal operating procedure for internal flood mitigation strategy 
The inspectors identified a Green NCV of Technical Specification (TS) 6.8.1,”Procedures and Programs,” for the 
licensee’s failure to establish an adequate procedure associated with Abnormal Operating Procedure (AOP) M.08, 
“Internal Flooding.” Specifically, internal flooding due to a fire protection header pipe break into the shutdown board 
rooms did not prompt entry into AOP-M.08. Failure to properly establish an adequate abnormal operating procedure 
(AOP) to mitigate the impact of an internal flood in the shutdown board room was a performance deficiency. 
Specifically, the failure to properly establish an adequate AOP to mitigate the impact of an internal flood in the 
shutdown board rooms, could have potentially compromised the site’s ability to safely shutdown the plant in the event 
of a pipe leak or rupture in that area. The licensee entered this issue into the CAP as PER 639295.  
 
The performance deficiency was determined to be more than minor because it was associated with the procedure 
quality attribute of the mitigating systems cornerstone and adversely affected the cornerstone objective to ensure the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. The inspectors performed the significance determination using NRC Inspection Manual Chapter 0609, 
“Significance Determination Process.” Because the finding affected the Mitigating Systems Cornerstone while the 
plant was at power, Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings,” evaluates the 
finding using Appendix A. Using Appendix A, Exhibit 2, Mitigating Systems Screening Questions, the finding was 
determined to be of very low safety significance because it was not a design or qualification issue and was confirmed 
not to result in a loss of operability or functionality; did not represent an actual loss of safety function of the system or 
train; and did not result in the loss of one or more trains of non-technical specification equipment. The finding was 
determined to have a cross-cutting aspect in the CAP component of the Problem Identification and Resolution area 
[P.1(c)] since the licensee failed to thoroughly evaluate the issues identified in PER 344249 such that the resolution 
addressed the cause and extent of condition. (Section 4OA2.2)  
 
Inspection Report# : 2013002 (pdf)  

Significance:  Mar 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to promptly identify and correct conditions adverse to quality 
The inspectors identified a Green NCV of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Action,” 
associated with three examples of the licensee’s failure to promptly identify and correct conditions adverse to quality. 
Specifically, the licensee failed to promptly correct (1) the conduit penetration seals entering the ERCW building, (2) 
two penetrations in the wall of the ERCW building below the probable maximum flood level that were not sealed, and 
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(3) two diesel generator drain lines that could not be isolated. The licensee entered the finding into the CAP as PERs 
594536, 594568, 610005, and 622421.  
 
The failure to promptly identify and correct conditions adverse to quality was a performance deficiency. The 
performance deficiency was determined to be more than minor because if left uncorrected, the licensee’s continued 
failure to promptly identify and correct conditions adverse to quality could result in more risk significant equipment 
being inoperable for longer periods of time without the licensee realizing, and is therefore a finding. The inspectors 
performed the significance determination using NRC Inspection Manual Chapter 0609, “Significance Determination 
Process.” Because the finding affected the Mitigating Systems Cornerstone while the plant was at power, Attachment 
4, “Phase 1 - Initial Screening and Characterization of Findings,” evaluates the finding using Appendix A. Using 
Appendix A, Exhibit 2, Mitigating Systems Screening Questions, 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 involve the loss or 
degradation of equipment or function specifically designed to mitigate a seismic, flooding, or severe weather initiating 
event. In addition, this finding had a human performance cross-cutting aspect associated with decision making. 
Specifically, the licensee failed to use conservative assumptions in decision making regarding the timely opening of 
manhole 33 for physical inspection to be able to quantitatively determine the in leakage value for the degraded 
condition and put in place an adequate comp measure. Also, the licensee incurred excessive delay in plugging of two 
ERCW building holes as well as evaluation of the potential water intrusion into the EDG building during flooding 
events [H.1(b)]. (Section 4OA2.3)  
 
Inspection Report# : 2013002 (pdf)  

Significance:  Feb 28, 2013 
Identified By: NRC 
Item Type: VIO Violation 
Degraded Intake Pumping Station Flooding Barriers 
The licensee failed to translate the design basis related to onsite flooding into specifications, drawings, procedures, 
and instructions. Specifically, Sequoyah’s existing design documentation including current licensing documents and 
configuration controlled drawings for the ERCW Pumping Station do not contain information to identify Design Basis 
flood barriers to prevent water from flooding the building during a design basis flood. As a result, the ERCW pump 
station would not remain functional when subjected to the maximum flood level, the ERCW Intake Station would not 
remain dry during flood mode, and portions of the ERCW walls and penetrations would not withstand all static and 
dynamic forces imposed by the DBF. 
Inspection Report# : 2013010 (pdf)  
Inspection Report# : 2013011 (pdf)  
Inspection Report# : 2013013 (pdf)  

Significance:  Feb 15, 2013 
Identified By: NRC 
Item Type: VIO Violation 
Inadequate abnormal operating procedure for flood mitigation strategy prior to installation of HESCO 
barriers. 
Technical Specification 6.8.1, “Procedures and Programs,” requires in part that written procedures shall be 
established, implemented, and maintained covering the activities recommended in Regulatory Guide 1.33, Revision 2, 
Appendix A, February 1978. Regulatory Guide 1.33, Revision 2, Appendix A, includes “Abnormal Conditions” as a 
typical safety-related activity that should be covered by written procedures. Abnormal operating procedure AOP-
N.03, “External Flooding,” Revision 29, provides detailed instructions for implementing required site flood mitigation 
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strategies necessary to cope with design basis flooding events. Contrary to the above, prior to September 30, 2009, the 
licensee failed to establish an adequate Abnormal Condition Procedure to implement its flood mitigation strategy. 
Specifically, AOP-N.03, “External Flooding,” was inadequate to mitigate the effects of a Probable Maximum Flood 
(PMF) event, in that earthen dams located upstream of the facility could potentially overtop, causing a subsequent 
breach. Failure of the earthen dams during a PMF event would have resulted in onsite flooding and subsequent 
submergence of critical equipment, such as the Emergency Diesel Generators, resulting in an ineffective flood 
mitigation strategy for these PMF events.. The NRC concluded that the significance of the finding is preliminarily of 
low to moderate safety significance (White). The inspectors determined that no cross-cutting aspect was applicable. 
Inspection Report# : 2013009 (pdf)  
Inspection Report# : 2013011 (pdf)  
Inspection Report# : 2013013 (pdf)  

Significance: N/A Feb 15, 2013 
Identified By: NRC 
Item Type: VIO Violation 
Failire to report unanalyzed condition related to external flooding 
The inspectors identified an AV of 10 CFR 50.72(b)(3)(ii)(B), “Immediate Notification Requirements for Operating 
Nuclear Reactors,” for failure to report within eight hours an unanalyzed condition that significantly degraded plant 
safety. Specifically, the licensee failed to notify the NRC upon discovery that a postulated PMF would result in the 
overtopping of earthen dams not previously assumed in the plant design. The failure to report this unanalyzed 
condition resulted in the NRC not being made aware of a condition which would have resulted in additional NRC 
review. Specifically, the failure to notify the NRC within eight hours of discovery of an unanalyzed condition that 
significantly degraded plant safety and resulted in an unacceptable change to the facility or procedures. The inspectors 
determined an evaluation for cross-cutting aspect was not applicable because this is a traditional enforcement 
violation. 
Inspection Report# : 2013009 (pdf)  
Inspection Report# : 2013011 (pdf)  
Inspection Report# : 2013013 (pdf)  

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: VIO Violation 
Failure to adequately evaluate and qualify molded case circuit breakers 
The inspectors identified a violation with several examples of 10 CFR 50, Appendix B, Criterion III, “Design 
Control,” for failure to implement design control measures that review for suitability of application of materials, parts, 
and equipment that are essential to the safety-related functions of the structures, systems, and components and that 
provide for verifying or checking the adequacy of design such as by the performance of design reviews, by the use of 
alternate or simplified calculational methods, or by the performance of a suitable testing program, including 
qualification testing of a prototype unit under the most adverse design conditions. The licensee entered this issue into 
the CAP as PER 668367.  
 
Failure of the licensee to ensure measures used to review the suitability of application of materials, parts, and 
equipment essential to the safety-related functions of molded case circuit breakers, and measures to provide for the 
verification of checking the adequacy of design were in place was a performance deficiency. This performance 
deficiency was more than minor because it affected the design control attribute of the mitigating systems cornerstone 
objective to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences. Specifically, adequate measures were not implemented to ensure the station 120-VAC vital 
instrumentation boards had properly maintained their seismic qualification for their application. The inspectors 
assessed this finding for significance in accordance with NRC Manual Chapter 0609, Appendix A, Exhibit 2, 
Significance Determination Process (SDP) for Findings At-Power – Mitigating Systems Screening Questions, and 
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determined that it was of very low safety significance (Green) as the devices in question had been intrinsically 
qualified for this application as part of a complete panel test by the original vendor and the licensee determined that 
the SSC maintained its operability or functionality despite the identified non-conformances. The inspectors evaluated 
this finding and violation of NRC requirements in accordance with the NRC Enforcement Policy, Section 2.3.2, and 
found two conditions to not be met requiring a Notice of Violation be issued. First, inspectors found the licensee 
failed to restore compliance within a reasonable time after the original violation (05000327.328/2011002-01) was 
identified. The NRC Enforcement Manual, Section 3.1.2.A.1.b).1), further defines restoring compliance to include 
those actions taken to stop an ongoing violation from continuing. Second, the inspectors determined that the identified 
non-conformances represented a repetitive violation as a result of inadequate corrective action and that identification 
was by the NRC inspector. The lack of rigor in addressing the root of the prior violation which resulted in the 
inadequate corrective action further led the inspectors to identify a crosscutting aspect in the CAP component of the 
Problem Identification and Resolution area [P.1(c)]. (Section 4OA2.2)  
 
Inspection Report# : 2012005 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

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

Miscellaneous 

Significance:  Mar 08, 2013 
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Identified By: NRC 
Item Type: AV Apparent Violation 
Failure to control vehicle access into the protected area 
See Inspection Report 
Inspection Report# : 2013404 (pdf)  

Last modified : February 24, 2014 
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Sequoyah 1 
1Q/2014 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 31, 2014 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate clearance causes control air system transient 
A self-revealing non-cited violation of Units 1 and 2 Technical Specification 6.8.1.a, Administrative Controls 
(Procedures), was documented for the licensee’s failure to establish an adequate clearance in preparation for 
maintenance activities on the B station air compressor. Implementation of this inadequate clearance on February 21, 
2014, resulted in a reduction of control air pressure and a plant transient which challenged control room operators. 
Immediate corrective action was to revise the clearance to establish an adequate boundary. The licensee entered the 
issue into the corrective action program (CAP) for resolution as PER 850331.  
 
The performance deficiency was more than minor because it was associated with the configuration control and human 
performance attributes of the initiating events cornerstone and adversely affected the cornerstone’s objective to limit 
the likelihood of events that upset plant stability and challenge critical safety functions during shutdown as well as 
power operations. Specifically, the inadequate clearance caused a plant transient during power operations that without 
operator action would have resulted in a loss of air operated plant components and ultimately require the operators to 
trip both units. The finding was determined to be of very low (green) safety significance based on Exhibit 1, 
“Initiating Events Screening Questions,” found in Inspection Manual Chapter 0609, “Significance Determination 
Process,” Appendix A, “Significance Determination Process for Findings At-Power,” because the finding did not 
result in a complete or partial loss of a support system that contributed to the likelihood of, or cause, an initiating 
event and affected mitigation equipment. The inspectors determined the cause of this finding was associated with a 
cross cutting aspect of Work Management in the Human Performance area. Specifically, the licensee failed to 
implement their clearance process such that nuclear safety was the overriding priority. (H.5) (Section 4OA3)  
 
Inspection Report# : 2014002 (pdf)  

Significance:  Aug 09, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Evaluate a Potential Condition Adverse to Quality Prior to Mode Change 
The team identified a non-cited violation of 10 CFR 50, Appendix B, Criterion V, “Instructions, Procedures, and 
Drawings,” for the licensee’s failure to follow a test control procedure to evaluate indications of excessive check valve 
leakage prior to changing modes. Specifically, the licensee failed to evaluate the potential inoperability of residual 
heat removal check valve 2-63-563, which exhibited indications of excessive leakage, as required by procedure NPG-
SPP- 06.9.1, “Conduct of Testing,” prior to transitioning to Mode 3, during startup. This was a performance 
deficiency. After conducting interviews with operations staff and performing a prompt determination of operability, 
the licensee concluded that the valve was never inoperable, since the valve subsequently passed its leak rate test in 
Mode 3 with no maintenance being performed. The operability determination was documented in PER 757559.  
 
This performance deficiency was determined to be more than minor because it affected the Human Performance 
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attribute of the Initiating Events cornerstone and adversely affected the cornerstone objective of limiting the likelihood
of events that upset plant stability and challenge critical safety functions during shutdown as well as power operations. 
Specifically, failing to evaluate indications of excessive check valve leakage while performing procedure 2-SISXV- 
063-206.0, “ECCS Check Valve Leak Testing” section 6.3.2, adversely  
affected the cornerstone objective of limiting the likelihood of events that challenge the critical safety function of 
maintaining the RCS pressure boundary. The team used Inspection Manual Chapter 0609, “Significance 
Determination Process,” Attachment 4, “Initial Characterization of Findings,” and Appendix A, “The Significance 
Determination Process for Findings At-Power,” and determined that the finding was of very low safety significance 
(Green) because the finding would not have affected other systems used to mitigate a LOCA resulting in a total loss of 
their functions. The team determined that this finding represented present licensee performance and directly involved 
the cross-cutting area of Human Performance, component of Decision-Making because the licensee did not use 
conservative assumptions in their decision making when they failed to  
evaluate the potential inoperability of check valve 2-63-563 prior to transitioning to Mode 3. [H.1(b)] 
Inspection Report# : 2013007 (pdf)  

Mitigating Systems 

Significance:  Dec 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Unit 1 Train "A" RHR Containment Suction Valve Failure 
Timely corrective actions were not taken to correct a dual position indication (open and closed loghts both 
illuminated) on the Unit 1 'A' train residual heat removal containment sump suction control valve. The finding was 
determined to be more than minor because it reduced the reliability and capability of the 'A' train RHR system to 
perform its safety function as designed. A detailed risk analysis was performed and concluded that the finding was of 
very low safety significance (Green). The finding was determined to have s cross-cutting aspect P.1(c). 
Inspection Report# : 2013005 (pdf)  

Significance:  Nov 22, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Translate Design Basis into Procedure Acceptance Criteria Time to Perform Operator 
Action. 
The team identified a non-cited violation of 10 CFR 50, Appendix B, Criterion III, “Design Control,” for the 
licensee’s failure to correctly translate design basis requirements into emergency sub-procedure, ES-1.3, “Transfer to 
Residual Heat Removal Containment Sump,” Revision 19. Specifically, the time allotted for operators to perform time 
critical actions to swap emergency core cooling system (ECCS) pump suction from the refueling water storage tank 
(RWST) to the containment sump during a small break loss of coolant accident (SBLOCA) did not properly account 
for full range of instrument uncertainties (instrument, instrument calibration, instrument loop uncertainties, etc…) and 
the accident analysis design basis requirement in Updated Final Safety Analysis Report 15.3.1, to ensure the recovery 
of the core was demonstrated and to ensure continuous operation of the ECCS. This was a performance deficiency. As 
immediate corrective action, the licensee performed an operability review and documented the results in the corrective 
action program as problem evaluation reports 760336 and 758761. The licensee concluded that there were no current 
operability concerns, and created Standing Order SO-13-025 to reinforce operator time performance requirements.  
 
This finding was not assigned a cross-cutting aspect because the underlying cause was not indicative of present 
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licensee performance. 
Inspection Report# : 2013014 (pdf)  

Significance:  Aug 09, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Evaluate Impact for Full Range of EDG Frequency 
The team identified a non-cited violation of 10 CFR 50, Appendix B, Criterion III, “Design Control,” for the 
licensee’s failure to translate the entire range of allowable emergency diesel generator (EDG) frequencies into design 
basis documents. The failure to analyze the effects of the technical specification allowable EDG frequency range on 
the safety-related components powered by the EDGs was a performance deficiency. The licensee entered this issue in 
their corrective action program as PER 758761 and performed a prompt operability evaluation to determine that the 
safety-related equipment powered by the EDGs with a limited frequency range variation of 59.9 to 60.1 Hz, would be 
able to perform their design basis functions under accident conditions. In addition, a review of the results of the 
EDGs’ surveillances indicates no history of being  
outside the range of 59.9 to 60.1 Hz for the last three years.  
 
The performance deficiency was determined to be more than minor because it affected the Design Control attribute of 
the Mitigating Systems cornerstone and adversely affected the cornerstone objective of ensuring the availability, 
reliability, and capability of safety systems that respond to initiating events to prevent undesirable consequences. 
Specifically, failure to account for the allowable range of the EDG frequency and not evaluating the impact on 
safetyrelated components powered by the EDGs did not ensure the availability and  
capability of safety-related components to respond to initiating events. The team used Inspection Manual Chapter 
0609, “Significance Determination Process,” Attachment 4, “Initial Characterization of Findings,” and Appendix A, 
“The Significance Determination Process for Findings At-Power,” and determined that the finding was of very low 
safety significance (Green) because the finding was not a design deficiency resulting in the loss of functionality or 
operability. The team determined that this finding represented present licensee performance and directly involved the 
cross-cutting area of Human Performance, component of Resources because the licensee failed to ensure that design 
calculations affected by EDG frequency were complete and accurate. [H.2(c)] 
Inspection Report# : 2013007 (pdf)  

Significance:  Aug 09, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Translate the Design and Licensing Basis for the 125 VDC System Into Design Calculations
The team identified a non-cited violation of 10 CFR 50, Appendix B, Criterion III, “Design Control,” for the 
licensee’s failure to properly translate the design and licensing bases for the 125 VDC system into design calculations. 
The licensee inappropriately credited the battery chargers for voltage support during accident scenarios in their 
voltage drop calculations, and failed to include vital inverters in the battery load profile. This was a performance 
deficiency. In response to the team’s inquiries, the licensee initiated PER 758465 that provided reasonable expectation 
of operability by demonstrating that the required voltages would be available. This was based on interpolation of the 
vendor battery curves considering the maximum loading on the battery for the applicable  
portions of the duty cycle.  
 
This performance deficiency was determined to be more than minor because it affected the Design Control attribute of 
the Mitigating Systems cornerstone, and adversely affected the cornerstone objective of ensuring the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. 
Specifically, the licensee failed to properly evaluate the 125 VDC system under accident conditions to ensure the 
capability and availability of 125V control circuits to operate during design basis events. The team used Inspection 
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Manual Chapter 0609, “Significance Determination Process,” Attachment 4, “Initial Characterization of Findings,”
and Appendix A, “The Significance Determination Process for Findings At-Power,” and determined that the finding 
was of very low safety significance (Green) because the finding  
was not a design deficiency resulting in the loss of functionality or operability. A cross-cutting aspect was not 
identified because this performance deficiency was not indicative of present licensee performance. 
Inspection Report# : 2013007 (pdf)  

Significance:  Aug 09, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Basis for AFW MOV Motor Brake Alternate Voltage Criteria 
The team identified a non-cited violation of 10 CFR 50, Appendix B,  
Criterion III, “Design Control,” for the licensee’s failure to check the adequacy of the design of the steam generator 
feedwater isolation valve motor brakes. Specifically, the licensee based voltage acceptance criterion of 74% of 460V 
for motor brakes used in a design basis calculation on inadequate testing and calculational methods. This was a 
performance deficiency. In response to the team’s concerns, the licensee initiated PER 763818 and provided 
reasonable expectation of operability of the motor brakes, by use of administratively  
controlled voltage, pending restoration of full qualification.  
 
This performance deficiency was determined to be more than minor because it affected the Design Control attribute of 
the Mitigating Systems cornerstone, and adversely affected the cornerstone objective of ensuring the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. 
Specifically, inadequate design criteria did not ensure the availability, reliability, and capability of the steam generator 
feedwater isolation valve motor brakes to operate under design basis degraded voltage  
conditions. The team used Inspection Manual Chapter 0609, “Significance Determination Process,” Attachment 4, 
“Initial Characterization of Findings,” and Appendix A, “The Significance Determination Process for Findings At-
Power,” and determined that the finding was of very low safety significance (Green) because the finding was not a 
design deficiency resulting in the loss of functionality or operability. A cross-cutting aspect was not identified because 
this performance deficiency was not indicative of present licensee performance. 
Inspection Report# : 2013007 (pdf)  

Significance:  Aug 09, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Document Deficiencies Discovered During Receipt Inspections in the Corrective Action program 
The team identified a non-cited violation of TS 6.8.1, Procedures and  
Programs, the licensee’s failure to properly implement maintenance procedures for performing receipt inspection of 
new 480V circuit breakers. Specifically, the licensee’s failure to evaluate the need to report defects and deficiencies, 
identified on new safety-related 480V circuit breakers, in the corrective action  
program as prescribed by procedure was a performance deficiency. The licensee corrected the deficiencies prior to 
putting the breakers in service. This issue was entered into the licensee’s corrective action program as PERs 763834 
and 759238.  
 
This performance deficiency was determined to be more than minor because if left uncorrected could lead to a more 
significant safety concern. Specifically, not documenting deficiencies that could adversely affect the breakers in the 
corrective action program, would not ensure breaker issues were being properly trended and that the issues have been 
adequately corrected and are not recurring. The team used Inspection Manual Chapter 0609, “Significance 
Determination Process,” Attachment 4, “Initial Characterization of Findings,” and  
Appendix A, “The Significance Determination Process for Findings At-Power,” and determined that the finding was 
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of very low safety significance (Green) because it was not a design deficiency resulting in the loss of functionality or 
operability. The team determined that this finding represented present licensee performance and directly involved the 
cross-cutting area Human Performance, component of Work Practices because the licensee failed to meet expectations 
regarding procedural compliance and did not follow procedures related to 480V safety-related breaker receipt 
inspections. [H.4(b)] 
Inspection Report# : 2013007 (pdf)  

Significance:  Aug 09, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Perform 50.59 Screens for Scaffolds and Clearances 
The team identified a non-cited violation of TS 6.8.1, Procedures and Programs, for the licensee’s failure to 
implement procedures for equipment and maintenance control. The licensee’s failure to perform 10 CFR 50.59 
reviews of temporary plant changes (e.g., scaffolding and clearances) that existed for greater than 90 days of plant 
operation was a performance deficiency. The licensee implemented corrective actions to review all of the temporary 
plant changes. The licensee generated PERs 756276, 753175, and 756308.  
 
This performance deficiency was determined to be more than minor because it affected the Design Control attribute of 
the Mitigating Systems cornerstone, and adversely affected the cornerstone objective of ensuring the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. 
Specifically, the team identified multiple examples where the licensee failed to evaluate temporary plant changes to 
ensure those changes did not affect the availability, reliability, and capability of systems that respond to events. The 
team used Inspection Manual Chapter 0609, “Significance Determination Process,” Attachment 4, “Initial 
Characterization of Findings,” and Appendix A, “The Significance Determination Process for Findings At-Power,” 
and determined that the finding was of very low safety significance  
(Green) because it was not a design deficiency resulting in the loss of functionality or operability. The team 
determined that this finding represented present licensee performance and directly involved the cross-cutting area of 
Human Performance, component of Work Practices because licensee failed to meet expectations regarding procedural 
compliance and did not follow procedures related to performing 50.59 reviews of temporary plant changes that existed 
for greater than 90 days of plant operation. [H.4(b)] 
Inspection Report# : 2013007 (pdf)  

Significance:  Aug 09, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Action for 2010 Degraded Voltage Issue 
The team identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” for the 
licensee’s failure to promptly identify and correct deficiencies in electrical calculations for the safety-related AC  
electrical distribution system identified during the 2010 CDBI. Specifically, the licensee’s failure to identify that 
safety-related motor operated valve (MOVs) needed to be evaluated for new lower calculated available voltage 
(degraded voltage) to ensure their operability was a performance deficiency. The licensee initiated PER 753504 and 
performed a prompt determination of operability (PDO). The team concluded that the evaluations and compensatory 
measures described in the PDO provided reasonable expectation of operability.  
 
The team determined that this finding represented present licensee performance and directly involved the cross-cutting 
area of Problem Identification and Resolution, component of Corrective Action Program  
because the licensee failed to identify that safety-related MOVs needed to be evaluated for new lower calculated 
available voltage (degraded voltage) to ensure their operability. [P.1(c)] 
Inspection Report# : 2013007 (pdf)  
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Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: VIO Violation 
Failure to adequately evaluate and qualify molded case circuit breakers 
The inspectors identified a violation with several examples of 10 CFR 50, Appendix B, Criterion III, “Design 
Control,” for failure to implement design control measures that review for suitability of application of materials, parts, 
and equipment that are essential to the safety-related functions of the structures, systems, and components and that 
provide for verifying or checking the adequacy of design such as by the performance of design reviews, by the use of 
alternate or simplified calculational methods, or by the performance of a suitable testing program, including 
qualification testing of a prototype unit under the most adverse design conditions. The licensee entered this issue into 
the CAP as PER 668367.  
 
Failure of the licensee to ensure measures used to review the suitability of application of materials, parts, and 
equipment essential to the safety-related functions of molded case circuit breakers, and measures to provide for the 
verification of checking the adequacy of design were in place was a performance deficiency. This performance 
deficiency was more than minor because it affected the design control attribute of the mitigating systems cornerstone 
objective to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences. Specifically, adequate measures were not implemented to ensure the station 120-VAC vital 
instrumentation boards had properly maintained their seismic qualification for their application. The inspectors 
assessed this finding for significance in accordance with NRC Manual Chapter 0609, Appendix A, Exhibit 2, 
Significance Determination Process (SDP) for Findings At-Power – Mitigating Systems Screening Questions, and 
determined that it was of very low safety significance (Green) as the devices in question had been intrinsically 
qualified for this application as part of a complete panel test by the original vendor and the licensee determined that 
the SSC maintained its operability or functionality despite the identified non-conformances. The inspectors evaluated 
this finding and violation of NRC requirements in accordance with the NRC Enforcement Policy, Section 2.3.2, and 
found two conditions to not be met requiring a Notice of Violation be issued. First, inspectors found the licensee 
failed to restore compliance within a reasonable time after the original violation (05000327.328/2011002-01) was 
identified. The NRC Enforcement Manual, Section 3.1.2.A.1.b).1), further defines restoring compliance to include 
those actions taken to stop an ongoing violation from continuing. Second, the inspectors determined that the identified 
non-conformances represented a repetitive violation as a result of inadequate corrective action and that identification 
was by the NRC inspector. The lack of rigor in addressing the root of the prior violation which resulted in the 
inadequate corrective action further led the inspectors to identify a crosscutting aspect in the CAP component of the 
Problem Identification and Resolution area [P.1(c)]. (Section 4OA2.2)  
 
Inspection Report# : 2012005 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 
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Public Radiation Safety 

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

Miscellaneous 

Significance:  Mar 08, 2013 
Identified By: NRC 
Item Type: AV Apparent Violation 
Failure to control vehicle access into the protected area 
See Inspection Report 
Inspection Report# : 2013404 (pdf)  

Last modified : May 30, 2014 
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Sequoyah 1 
2Q/2014 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 31, 2014 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate clearance causes control air system transient 
A self-revealing non-cited violation of Units 1 and 2 Technical Specification 6.8.1.a, Administrative Controls 
(Procedures), was documented for the licensee’s failure to establish an adequate clearance in preparation for 
maintenance activities on the B station air compressor. Implementation of this inadequate clearance on February 21, 
2014, resulted in a reduction of control air pressure and a plant transient which challenged control room operators. 
Immediate corrective action was to revise the clearance to establish an adequate boundary. The licensee entered the 
issue into the corrective action program (CAP) for resolution as PER 850331.  
 
The performance deficiency was more than minor because it was associated with the configuration control and human 
performance attributes of the initiating events cornerstone and adversely affected the cornerstone’s objective to limit 
the likelihood of events that upset plant stability and challenge critical safety functions during shutdown as well as 
power operations. Specifically, the inadequate clearance caused a plant transient during power operations that without 
operator action would have resulted in a loss of air operated plant components and ultimately require the operators to 
trip both units. The finding was determined to be of very low (green) safety significance based on Exhibit 1, 
“Initiating Events Screening Questions,” found in Inspection Manual Chapter 0609, “Significance Determination 
Process,” Appendix A, “Significance Determination Process for Findings At-Power,” because the finding did not 
result in a complete or partial loss of a support system that contributed to the likelihood of, or cause, an initiating 
event and affected mitigation equipment. The inspectors determined the cause of this finding was associated with a 
cross cutting aspect of Work Management in the Human Performance area. Specifically, the licensee failed to 
implement their clearance process such that nuclear safety was the overriding priority. (H.5) (Section 4OA3)  
 
Inspection Report# : 2014002 (pdf)  

Significance:  Aug 09, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Evaluate a Potential Condition Adverse to Quality Prior to Mode Change 
The team identified a non-cited violation of 10 CFR 50, Appendix B, Criterion V, “Instructions, Procedures, and 
Drawings,” for the licensee’s failure to follow a test control procedure to evaluate indications of excessive check valve 
leakage prior to changing modes. Specifically, the licensee failed to evaluate the potential inoperability of residual 
heat removal check valve 2-63-563, which exhibited indications of excessive leakage, as required by procedure NPG-
SPP- 06.9.1, “Conduct of Testing,” prior to transitioning to Mode 3, during startup. This was a performance 
deficiency. After conducting interviews with operations staff and performing a prompt determination of operability, 
the licensee concluded that the valve was never inoperable, since the valve subsequently passed its leak rate test in 
Mode 3 with no maintenance being performed. The operability determination was documented in PER 757559.  
 
This performance deficiency was determined to be more than minor because it affected the Human Performance 
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attribute of the Initiating Events cornerstone and adversely affected the cornerstone objective of limiting the likelihood
of events that upset plant stability and challenge critical safety functions during shutdown as well as power operations. 
Specifically, failing to evaluate indications of excessive check valve leakage while performing procedure 2-SISXV- 
063-206.0, “ECCS Check Valve Leak Testing” section 6.3.2, adversely  
affected the cornerstone objective of limiting the likelihood of events that challenge the critical safety function of 
maintaining the RCS pressure boundary. The team used Inspection Manual Chapter 0609, “Significance 
Determination Process,” Attachment 4, “Initial Characterization of Findings,” and Appendix A, “The Significance 
Determination Process for Findings At-Power,” and determined that the finding was of very low safety significance 
(Green) because the finding would not have affected other systems used to mitigate a LOCA resulting in a total loss of 
their functions. The team determined that this finding represented present licensee performance and directly involved 
the cross-cutting area of Human Performance, component of Decision-Making because the licensee did not use 
conservative assumptions in their decision making when they failed to  
evaluate the potential inoperability of check valve 2-63-563 prior to transitioning to Mode 3. [H.1(b)] 
Inspection Report# : 2013007 (pdf)  

Mitigating Systems 

Significance:  Jun 30, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to perform visual examination of the Unit 1 and Unit 2 CRDM seismic plate supports 
An NRC-identified Green non-cited violation (NCV) of 10 CFR 50.55a(g)(4), “Inservice Inspection Requirements” 
was identified for the licensee’s failure to perform visual examinations of the control rod drive mechanism (CRDM), 
American Society of Mechanical Engineers (ASME) Class 1, seismic plate supports as required by the ASME Code, 
Section XI. The licensee entered this issue into their corrective action program (CAP) as Problem Evaluation Report 
(PER) 889400. The licensee developed an operability evaluation and concluded that the supports remained functional. 
The licensee also initiated corrective actions to perform the required visual examinations of the CRDM seismic plate 
supports before the end of the current inservice inspection (ISI) interval in April 2016.  
 
The finding was more than minor because it was associated with the protection against external factors attribute of the 
mitigating systems cornerstone, and affected the cornerstone objective to ensure availability, reliability, and capability 
of systems that respond to initiating events to prevent undesirable consequence. The inspectors screened this finding 
as Green because the finding did not involve the loss or degradation of equipment or function specifically designed to 
mitigate a seismic initiating event. A crosscutting aspect was not assigned to this finding in accordance with IMC 
0612, Appendix B, because the exclusion of the CRDM seismic plate supports from the scope of the ISI Program 
occurred outside of the nominal 3-year period for present performance, and therefore it was not reflective of present 
licensee performance. (Section 1R08)  
 
Inspection Report# : 2014003 (pdf)  

Significance:  Mar 05, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Improper orientation of fire dampers in auxiliary building 
An NRC-identified Green non-cited violation of Sequoyah Operating License Conditions 2.C.(16) and 2.C.(13) for 
Units 1 and 2 respectively, was identified for the licensee’s failure to ensure that fire dampers were functional, as 
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required by the approved fire protection program (FPP), in the Auxiliary Control Room (fire area FAA-066), Vital 
Battery Board Room II (fire area FAA-068), and Vital Battery Board Room III (fire area FAA-087) fire area 
boundaries. The licensee entered this issue into the corrective action program as Problem Evaluation Reports 845913 
and 848580, and implemented hourly roving fire watches in the affected fire areas.  
 
The licensee’s failure to ensure the fire dampers were functional as required by the FPP was determined to be a 
performance deficiency. This performance deficiency was more than minor because it affected the reactor safety 
mitigating systems cornerstone attribute of protection against external factors (i.e., fire) and it affected the fire 
protection defense in depth strategies involving the control of fires that do occur and to protect systems important to 
safety. The finding was screened in accordance with NRC IMC 0609, “Significance Determination Process,” 
Attachment 4, “Initial Characterization of Findings,” which determined that an IMC 0609, Appendix F, “Fire 
Protection Significance Determination Process,” review was required as the finding involved the ability to confine a 
fire. The finding category of “Fire Confinement” was assigned, based upon that element of the FPP being impacted. 
Using IMC 0609, Appendix F, Attachment 1, “Fire Protection Significance Determination Process Worksheet,” the 
inspectors determined that the finding was of very low safety significance (Green) at Task 1.4.3, Question C, based 
upon observation that a fully functional automatic sprinkler system was on either side of each affected fire barrier 
partition. No cross cutting was assigned to this finding because the cause of the finding was not indicative of current 
licensee performance. The dampers were purchased and installed in 1997. (Section 1R05.02) 
Inspection Report# : 2014007 (pdf)  

Significance:  Mar 05, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Auxiliary control instrument room 2A sprinklers not in compliance with NFPA 13-1975 
An NRC-identified Green non-cited violation of Sequoyah Operating License Conditions 2.C.(16) and 2.C.(13), for 
Units 1 and 2 respectively, was identified for the licensee’s failure to properly install an automatic pre-action fire 
sprinkler system in Auxiliary Control Instrument Room 2A (fire area FAA-090) in accordance with the approved FPP 
and applicable National Fire Protection Association (NFPA) Standard No. 13, “Automatic Sprinkler Systems.” The 
licensee entered this issue in the corrective action program as Problem Evaluation Report 847948.  
 
The licensee’s failure to install the sprinkler heads in accordance with the applicable NFPA Code of Record specified 
in the approved FPP for Sequoyah is a performance deficiency. This performance deficiency is more than minor 
because it is associated with the reactor safety mitigating systems cornerstone attribute of protection against external 
factors (i.e., fire) and it adversely affected the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. The potential delayed 
actuation of the sprinkler system could affect the fire protection defense in depth strategy involving suppression of 
fires. The finding was screened in accordance with NRC IMC 0609, “Significance Determination Process,” 
Attachment 4, “Initial Characterization of Findings,” which determined that an IMC 0609, Appendix F, “Fire 
Protection Significance Determination Process,” review was required as the finding involved fixed fire suppression 
systems. Using IMC 0609, Appendix F, Attachment 2, “Degradation Rating Guidance Specific to Various Fire 
Protection Program Elements,” a “low” degradation rating was assigned, based on the fact that four sprinkler heads 
were installed in a room of 110 ft² and at least one head would be installed within 10 feet of combustibles of concern. 
Due to their spacing the sprinklers would be within the fire plume zone of influence for the combustibles of concern 
and the expected heat release rate (HRR) of postulated fires. Except as noted, the system was considered to be 
nominally code compliant, and therefore, met the low degradation criteria for water based suppression systems. Using 
IMC 0609, Appendix F, Attachment 1, “Fire Protection Significance Determination Process Worksheet,” the 
inspectors determined that the finding was of very low safety significance (Green), at Task 1.4.2, Question A. The 
cause of this finding was determined to have a cross-cutting aspect of Evaluation (P.2) in the Problem Identification 
and Resolution cross-cutting area, because the licensee did not thoroughly evaluate the issue to ensure that resolutions 
addressed extent of conditions commensurate with their safety significance. (Section 1R05.03) 
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Inspection Report# : 2014007 (pdf)  

Significance:  Mar 05, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Design control requirements not met during safety-related circuit breaker replacemetns 
An NRC-identified Green non-cited violation (with two examples) of 10 CFR Part 50, Appendix B, Criterion III, 
Design Control, was identified for the licensee’s failure to assure that design documents were controlled and 
appropriate quality standards for design were specified as required by site procedures. The licensee entered this issue 
in the corrective action program as Problem Evaluation Reports 845951,846017, 848756, and 849220.  
 
The licensee’s failure to assure that design documents were controlled and appropriate quality standards for design 
were specified in accordance with design control procedures was a performance deficiency. The performance 
deficiency was more than minor because if left uncorrected it could lead to installation of breakers that may not meet 
the critical characteristics needed to perform their safety function. The finding was screened in accordance with NRC 
IMC 0609, “Significance Determination Process,” Appendix A, “The Significance Determination Process for 
Findings At-Power.” Using IMC 0609, Appendix A, Exhibit 2, “Mitigating Systems Screening Questions,” the 
finding was determined to have very low safety significance (Green) because it did not represent an actual loss of 
safety function. No cross-cutting aspect was identified, since the issue was determined to not reflect current licensee 
performance. (Section 1R05.06) 
Inspection Report# : 2014007 (pdf)  

Significance:  Mar 05, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to maintain necessary materials and procedures for cold shutdown repairs 
An NRC-identified Green non-cited violation of Sequoyah Operating License Conditions 2.C.(16) and 2.C.(13), for 
Units 1 and 2 respectively, was identified for the licensee's failure to maintain necessary materials and procedures for 
cold shutdown repairs, as required by the approved fire protection program. The licensee entered this issue into the 
corrective action program as Problem Evaluation Reports 845931, 847420, 847428, 847449, and 847462.  
 
The licensee’s failure to provide adequate guidance for all repairs listed in the Appendix R casualty procedure and 
failure to maintain the required repair parts for the same procedure was a performance deficiency. The performance 
deficiency was more than minor because it was associated with the procedure quality attribute of the Mitigating 
Systems Cornerstone and it adversely affected the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events (fire) to prevent undesirable consequences. Inadequate 
procedural guidance and the lack of required materials could adversely affect the licensee’s capability to achieve and 
maintain cold shutdown conditions. The finding was screened in accordance with NRC IMC 0609, “Significance 
Determination Process,” Attachment 4, “Initial Characterization of Findings,” which determined that an IMC 0609, 
Appendix F, “Fire Protection Significance Determination Process,” review was required as the finding affected fire 
protection defense-in-depth strategies involving post-fire safe shutdown. Using IMC 0609, Appendix F, Attachment 1, 
“Fire Protection Significance Determination Process Worksheet,” the inspectors determined that the finding was of 
very low safety significance (Green) at Task 1.3.1, because it was determined that the reactor was able to reach and 
maintain a hot safe shutdown condition. The cause of this finding was determined to have a cross-cutting aspect of 
Teamwork (H4) in the Human Performance cross-cutting area because the licensee failed to assure that individuals 
and work groups communicated and coordinated their activities within and across organizational boundaries to ensure 
nuclear safety was maintained. Specifically, the coordination between operation’s department procedure writers, 
maintenance department procedure writers, and fire operations department personnel was inadequate to ensure the 
adequacy of cold shutdown repair procedures and the availability of required materials. (Section 1R05.09)
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Inspection Report# : 2014007 (pdf)  

Significance:  Mar 05, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to perform the required reviews when adding fire watches to the fire protection program 
An NRC-identified Green non-cited violation of Sequoyah Operating License Conditions 2.C.(16) and 2.C.(13), for 
Units 1 and 2 respectively, was identified for the licensee's failure to perform the required reviews when adding fire 
watches to the fire protection program. The licensee entered the issue into their corrective action program as Problem 
Evaluation Report 845593.  
 
The licensee’s failure to perform the required evaluation and review prior to revising the fire hazards analysis was a 
performance deficiency. The performance deficiency was more than minor because it was associated with the 
procedure quality attribute of the Mitigating Systems Cornerstone and it adversely affected the cornerstone objective 
of ensuring the availability, reliability, and capability of systems that respond to initiating events (fire) to prevent 
undesirable consequences. Specifically, the sole use of fire watches as a mitigation measure for the unavailability of 
the credited pressurizer power operated relief valve would adversely affect the capability to achieve and maintain safe 
shutdown during a fire event. The finding was screened in accordance with NRC IMC 0609, “Significance 
Determination Process,” Attachment 4, “Initial Characterization of Findings,” which determined that an IMC 0609, 
Appendix F, “Fire Protection Significance Determination Process,” review was required as the finding affected fire 
protection defense-in-depth strategies involving post-fire SSD. Using IMC 0609, Appendix F, Attachment 1, “Fire 
Protection Significance Determination Process Worksheet,” the issue screened as having very low safety significance 
(Green) at Task 1.5.3 because the change in core damage frequency (delta CDF) was less than 1E-6 (i.e., delta CDF 
calculated to be 6.6E-7). The cause of this finding was determined to have a cross-cutting aspect of Evaluation (P.2) in 
the Problem Identification and Resolution cross-cutting area, because the licensee did not thoroughly evaluate the 
issue to ensure that resolutions addressed causes commensurate with their safety significance. Specifically, the 
establishment of effective corrective actions was adversely affected by the failure to perform an evaluation prior to 
revising the fire hazards analysis. (Section 1R05.11) 
Inspection Report# : 2014007 (pdf)  

Significance:  Dec 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Unit 1 Train "A" RHR Containment Suction Valve Failure 
Timely corrective actions were not taken to correct a dual position indication (open and closed loghts both 
illuminated) on the Unit 1 'A' train residual heat removal containment sump suction control valve. The finding was 
determined to be more than minor because it reduced the reliability and capability of the 'A' train RHR system to 
perform its safety function as designed. A detailed risk analysis was performed and concluded that the finding was of 
very low safety significance (Green). The finding was determined to have s cross-cutting aspect P.1(c). 
Inspection Report# : 2013005 (pdf)  

Significance:  Nov 22, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Translate Design Basis into Procedure Acceptance Criteria Time to Perform Operator 
Action. 
The team identified a non-cited violation of 10 CFR 50, Appendix B, Criterion III, “Design Control,” for the 
licensee’s failure to correctly translate design basis requirements into emergency sub-procedure, ES-1.3, “Transfer to 
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Residual Heat Removal Containment Sump,” Revision 19. Specifically, the time allotted for operators to perform time 
critical actions to swap emergency core cooling system (ECCS) pump suction from the refueling water storage tank 
(RWST) to the containment sump during a small break loss of coolant accident (SBLOCA) did not properly account 
for full range of instrument uncertainties (instrument, instrument calibration, instrument loop uncertainties, etc…) and 
the accident analysis design basis requirement in Updated Final Safety Analysis Report 15.3.1, to ensure the recovery 
of the core was demonstrated and to ensure continuous operation of the ECCS. This was a performance deficiency. As 
immediate corrective action, the licensee performed an operability review and documented the results in the corrective 
action program as problem evaluation reports 760336 and 758761. The licensee concluded that there were no current 
operability concerns, and created Standing Order SO-13-025 to reinforce operator time performance requirements.  
 
This finding was not assigned a cross-cutting aspect because the underlying cause was not indicative of present 
licensee performance. 
Inspection Report# : 2013014 (pdf)  

Significance:  Aug 09, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Evaluate Impact for Full Range of EDG Frequency 
The team identified a non-cited violation of 10 CFR 50, Appendix B, Criterion III, “Design Control,” for the 
licensee’s failure to translate the entire range of allowable emergency diesel generator (EDG) frequencies into design 
basis documents. The failure to analyze the effects of the technical specification allowable EDG frequency range on 
the safety-related components powered by the EDGs was a performance deficiency. The licensee entered this issue in 
their corrective action program as PER 758761 and performed a prompt operability evaluation to determine that the 
safety-related equipment powered by the EDGs with a limited frequency range variation of 59.9 to 60.1 Hz, would be 
able to perform their design basis functions under accident conditions. In addition, a review of the results of the 
EDGs’ surveillances indicates no history of being  
outside the range of 59.9 to 60.1 Hz for the last three years.  
 
The performance deficiency was determined to be more than minor because it affected the Design Control attribute of 
the Mitigating Systems cornerstone and adversely affected the cornerstone objective of ensuring the availability, 
reliability, and capability of safety systems that respond to initiating events to prevent undesirable consequences. 
Specifically, failure to account for the allowable range of the EDG frequency and not evaluating the impact on 
safetyrelated components powered by the EDGs did not ensure the availability and  
capability of safety-related components to respond to initiating events. The team used Inspection Manual Chapter 
0609, “Significance Determination Process,” Attachment 4, “Initial Characterization of Findings,” and Appendix A, 
“The Significance Determination Process for Findings At-Power,” and determined that the finding was of very low 
safety significance (Green) because the finding was not a design deficiency resulting in the loss of functionality or 
operability. The team determined that this finding represented present licensee performance and directly involved the 
cross-cutting area of Human Performance, component of Resources because the licensee failed to ensure that design 
calculations affected by EDG frequency were complete and accurate. [H.2(c)] 
Inspection Report# : 2013007 (pdf)  

Significance:  Aug 09, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Properly Translate the Design and Licensing Basis for the 125 VDC System Into Design Calculations
The team identified a non-cited violation of 10 CFR 50, Appendix B, Criterion III, “Design Control,” for the 
licensee’s failure to properly translate the design and licensing bases for the 125 VDC system into design calculations. 
The licensee inappropriately credited the battery chargers for voltage support during accident scenarios in their 
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voltage drop calculations, and failed to include vital inverters in the battery load profile. This was a performance 
deficiency. In response to the team’s inquiries, the licensee initiated PER 758465 that provided reasonable expectation 
of operability by demonstrating that the required voltages would be available. This was based on interpolation of the 
vendor battery curves considering the maximum loading on the battery for the applicable  
portions of the duty cycle.  
 
This performance deficiency was determined to be more than minor because it affected the Design Control attribute of 
the Mitigating Systems cornerstone, and adversely affected the cornerstone objective of ensuring the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. 
Specifically, the licensee failed to properly evaluate the 125 VDC system under accident conditions to ensure the 
capability and availability of 125V control circuits to operate during design basis events. The team used Inspection 
Manual Chapter 0609, “Significance Determination Process,” Attachment 4, “Initial Characterization of Findings,” 
and Appendix A, “The Significance Determination Process for Findings At-Power,” and determined that the finding 
was of very low safety significance (Green) because the finding  
was not a design deficiency resulting in the loss of functionality or operability. A cross-cutting aspect was not 
identified because this performance deficiency was not indicative of present licensee performance. 
Inspection Report# : 2013007 (pdf)  

Significance:  Aug 09, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Basis for AFW MOV Motor Brake Alternate Voltage Criteria 
The team identified a non-cited violation of 10 CFR 50, Appendix B,  
Criterion III, “Design Control,” for the licensee’s failure to check the adequacy of the design of the steam generator 
feedwater isolation valve motor brakes. Specifically, the licensee based voltage acceptance criterion of 74% of 460V 
for motor brakes used in a design basis calculation on inadequate testing and calculational methods. This was a 
performance deficiency. In response to the team’s concerns, the licensee initiated PER 763818 and provided 
reasonable expectation of operability of the motor brakes, by use of administratively  
controlled voltage, pending restoration of full qualification.  
 
This performance deficiency was determined to be more than minor because it affected the Design Control attribute of 
the Mitigating Systems cornerstone, and adversely affected the cornerstone objective of ensuring the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. 
Specifically, inadequate design criteria did not ensure the availability, reliability, and capability of the steam generator 
feedwater isolation valve motor brakes to operate under design basis degraded voltage  
conditions. The team used Inspection Manual Chapter 0609, “Significance Determination Process,” Attachment 4, 
“Initial Characterization of Findings,” and Appendix A, “The Significance Determination Process for Findings At-
Power,” and determined that the finding was of very low safety significance (Green) because the finding was not a 
design deficiency resulting in the loss of functionality or operability. A cross-cutting aspect was not identified because 
this performance deficiency was not indicative of present licensee performance. 
Inspection Report# : 2013007 (pdf)  

Significance:  Aug 09, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Document Deficiencies Discovered During Receipt Inspections in the Corrective Action program 
The team identified a non-cited violation of TS 6.8.1, Procedures and  
Programs, the licensee’s failure to properly implement maintenance procedures for performing receipt inspection of 
new 480V circuit breakers. Specifically, the licensee’s failure to evaluate the need to report defects and deficiencies, 
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identified on new safety-related 480V circuit breakers, in the corrective action 
program as prescribed by procedure was a performance deficiency. The licensee corrected the deficiencies prior to 
putting the breakers in service. This issue was entered into the licensee’s corrective action program as PERs 763834 
and 759238.  
 
This performance deficiency was determined to be more than minor because if left uncorrected could lead to a more 
significant safety concern. Specifically, not documenting deficiencies that could adversely affect the breakers in the 
corrective action program, would not ensure breaker issues were being properly trended and that the issues have been 
adequately corrected and are not recurring. The team used Inspection Manual Chapter 0609, “Significance 
Determination Process,” Attachment 4, “Initial Characterization of Findings,” and  
Appendix A, “The Significance Determination Process for Findings At-Power,” and determined that the finding was 
of very low safety significance (Green) because it was not a design deficiency resulting in the loss of functionality or 
operability. The team determined that this finding represented present licensee performance and directly involved the 
cross-cutting area Human Performance, component of Work Practices because the licensee failed to meet expectations 
regarding procedural compliance and did not follow procedures related to 480V safety-related breaker receipt 
inspections. [H.4(b)] 
Inspection Report# : 2013007 (pdf)  

Significance:  Aug 09, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Perform 50.59 Screens for Scaffolds and Clearances 
The team identified a non-cited violation of TS 6.8.1, Procedures and Programs, for the licensee’s failure to 
implement procedures for equipment and maintenance control. The licensee’s failure to perform 10 CFR 50.59 
reviews of temporary plant changes (e.g., scaffolding and clearances) that existed for greater than 90 days of plant 
operation was a performance deficiency. The licensee implemented corrective actions to review all of the temporary 
plant changes. The licensee generated PERs 756276, 753175, and 756308.  
 
This performance deficiency was determined to be more than minor because it affected the Design Control attribute of 
the Mitigating Systems cornerstone, and adversely affected the cornerstone objective of ensuring the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. 
Specifically, the team identified multiple examples where the licensee failed to evaluate temporary plant changes to 
ensure those changes did not affect the availability, reliability, and capability of systems that respond to events. The 
team used Inspection Manual Chapter 0609, “Significance Determination Process,” Attachment 4, “Initial 
Characterization of Findings,” and Appendix A, “The Significance Determination Process for Findings At-Power,” 
and determined that the finding was of very low safety significance  
(Green) because it was not a design deficiency resulting in the loss of functionality or operability. The team 
determined that this finding represented present licensee performance and directly involved the cross-cutting area of 
Human Performance, component of Work Practices because licensee failed to meet expectations regarding procedural 
compliance and did not follow procedures related to performing 50.59 reviews of temporary plant changes that existed 
for greater than 90 days of plant operation. [H.4(b)] 
Inspection Report# : 2013007 (pdf)  

Significance:  Aug 09, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Action for 2010 Degraded Voltage Issue 
The team identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” for the 
licensee’s failure to promptly identify and correct deficiencies in electrical calculations for the safety-related AC 
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electrical distribution system identified during the 2010 CDBI. Specifically, the licensee’s failure to identify that 
safety-related motor operated valve (MOVs) needed to be evaluated for new lower calculated available voltage 
(degraded voltage) to ensure their operability was a performance deficiency. The licensee initiated PER 753504 and 
performed a prompt determination of operability (PDO). The team concluded that the evaluations and compensatory 
measures described in the PDO provided reasonable expectation of operability.  
 
The team determined that this finding represented present licensee performance and directly involved the cross-cutting 
area of Problem Identification and Resolution, component of Corrective Action Program  
because the licensee failed to identify that safety-related MOVs needed to be evaluated for new lower calculated 
available voltage (degraded voltage) to ensure their operability. [P.1(c)] 
Inspection Report# : 2013007 (pdf)  

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: VIO Violation 
Failure to adequately evaluate and qualify molded case circuit breakers 
The inspectors identified a violation with several examples of 10 CFR 50, Appendix B, Criterion III, “Design 
Control,” for failure to implement design control measures that review for suitability of application of materials, parts, 
and equipment that are essential to the safety-related functions of the structures, systems, and components and that 
provide for verifying or checking the adequacy of design such as by the performance of design reviews, by the use of 
alternate or simplified calculational methods, or by the performance of a suitable testing program, including 
qualification testing of a prototype unit under the most adverse design conditions. The licensee entered this issue into 
the CAP as PER 668367.  
 
Failure of the licensee to ensure measures used to review the suitability of application of materials, parts, and 
equipment essential to the safety-related functions of molded case circuit breakers, and measures to provide for the 
verification of checking the adequacy of design were in place was a performance deficiency. This performance 
deficiency was more than minor because it affected the design control attribute of the mitigating systems cornerstone 
objective to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences. Specifically, adequate measures were not implemented to ensure the station 120-VAC vital 
instrumentation boards had properly maintained their seismic qualification for their application. The inspectors 
assessed this finding for significance in accordance with NRC Manual Chapter 0609, Appendix A, Exhibit 2, 
Significance Determination Process (SDP) for Findings At-Power – Mitigating Systems Screening Questions, and 
determined that it was of very low safety significance (Green) as the devices in question had been intrinsically 
qualified for this application as part of a complete panel test by the original vendor and the licensee determined that 
the SSC maintained its operability or functionality despite the identified non-conformances. The inspectors evaluated 
this finding and violation of NRC requirements in accordance with the NRC Enforcement Policy, Section 2.3.2, and 
found two conditions to not be met requiring a Notice of Violation be issued. First, inspectors found the licensee 
failed to restore compliance within a reasonable time after the original violation (05000327.328/2011002-01) was 
identified. The NRC Enforcement Manual, Section 3.1.2.A.1.b).1), further defines restoring compliance to include 
those actions taken to stop an ongoing violation from continuing. Second, the inspectors determined that the identified 
non-conformances represented a repetitive violation as a result of inadequate corrective action and that identification 
was by the NRC inspector. The lack of rigor in addressing the root of the prior violation which resulted in the 
inadequate corrective action further led the inspectors to identify a crosscutting aspect in the CAP component of the 
Problem Identification and Resolution area [P.1(c)]. (Section 4OA2.2)  
 
Inspection Report# : 2012005 (pdf)  
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Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Jun 30, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to comply with entry requirements to a HRA 
The inspectors identified a Green, self-revealing, NCV of Technical Specification (TS) 6.12.1, “High Radiation 
Area”, for two examples where workers made entries into High Radiation Areas (HRA) on May 16, 2014, without 
meeting the entry requirements specified therein. Specifically, these workers, while performing decontamination 
activities and moving materials in the upper reactor containment, entered a posted HRA: 1) without knowledge of the 
current radiological conditions in the actual work area, 2) not using a radiological work permit (RWP) approved for 
HRA entry, and 3) without wearing the prescribed electronic dosimetry for an HRA. The licensee entered these events 
into the Corrective Action Program (CAP) as Problem Evaluation Reports (PERs) Numbers 886668 and 886160. 
Immediate corrective actions included restricting worker access to the Radiologically Controlled Area (RCA) and 
issuance of communications to the site and within the Radiation Protection organization to reinforce roles in RWP 
adherence and access control.  
 
This finding was more than minor because it is associated with the Occupational Radiation Safety Cornerstone 
attribute of Human Performance and adversely affects the cornerstone objective of ensuring adequate protection of 
worker health and safety from exposure to radiation from radioactive material during routine civilian nuclear reactor 
operation. The finding was not related to As Low As Reasonably Achievable planning, nor did it involve an 
overexposure or substantial potential for overexposure and the ability to assess dose was not compromised. Therefore, 
the finding was determined to be of very low safety significance (Green). This finding involved the cross-cutting 
aspect of Human Performance, Avoid Complacency [H.12] because workers failed to apply appropriate error 
reduction tools during participation in the pre-job brief and prior to crossing the HRA boundaries. (2RS1)  
 
Inspection Report# : 2014003 (pdf)  

Public Radiation Safety 

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

Miscellaneous 
Last modified : August 29, 2014 
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Sequoyah 1 
3Q/2014 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 31, 2014 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate clearance causes control air system transient 
A self-revealing non-cited violation of Units 1 and 2 Technical Specification 6.8.1.a, Administrative Controls 
(Procedures), was documented for the licensee’s failure to establish an adequate clearance in preparation for 
maintenance activities on the B station air compressor. Implementation of this inadequate clearance on February 21, 
2014, resulted in a reduction of control air pressure and a plant transient which challenged control room operators. 
Immediate corrective action was to revise the clearance to establish an adequate boundary. The licensee entered the 
issue into the corrective action program (CAP) for resolution as PER 850331.  
 
The performance deficiency was more than minor because it was associated with the configuration control and human 
performance attributes of the initiating events cornerstone and adversely affected the cornerstone’s objective to limit 
the likelihood of events that upset plant stability and challenge critical safety functions during shutdown as well as 
power operations. Specifically, the inadequate clearance caused a plant transient during power operations that without 
operator action would have resulted in a loss of air operated plant components and ultimately require the operators to 
trip both units. The finding was determined to be of very low (green) safety significance based on Exhibit 1, 
“Initiating Events Screening Questions,” found in Inspection Manual Chapter 0609, “Significance Determination 
Process,” Appendix A, “Significance Determination Process for Findings At-Power,” because the finding did not 
result in a complete or partial loss of a support system that contributed to the likelihood of, or cause, an initiating 
event and affected mitigation equipment. The inspectors determined the cause of this finding was associated with a 
cross cutting aspect of Work Management in the Human Performance area. Specifically, the licensee failed to 
implement their clearance process such that nuclear safety was the overriding priority. (H.5) (Section 4OA3)  
 
Inspection Report# : 2014002 (pdf)  

Mitigating Systems 

Significance:  Jun 30, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to perform visual examination of the Unit 1 and Unit 2 CRDM seismic plate supports 
An NRC-identified Green non-cited violation (NCV) of 10 CFR 50.55a(g)(4), “Inservice Inspection Requirements” 
was identified for the licensee’s failure to perform visual examinations of the control rod drive mechanism (CRDM), 
American Society of Mechanical Engineers (ASME) Class 1, seismic plate supports as required by the ASME Code, 
Section XI. The licensee entered this issue into their corrective action program (CAP) as Problem Evaluation Report 
(PER) 889400. The licensee developed an operability evaluation and concluded that the supports remained functional. 
The licensee also initiated corrective actions to perform the required visual examinations of the CRDM seismic plate 
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supports before the end of the current inservice inspection (ISI) interval in April 2016.  
 
The finding was more than minor because it was associated with the protection against external factors attribute of the 
mitigating systems cornerstone, and affected the cornerstone objective to ensure availability, reliability, and capability 
of systems that respond to initiating events to prevent undesirable consequence. The inspectors screened this finding 
as Green because the finding did not involve the loss or degradation of equipment or function specifically designed to 
mitigate a seismic initiating event. A crosscutting aspect was not assigned to this finding in accordance with IMC 
0612, Appendix B, because the exclusion of the CRDM seismic plate supports from the scope of the ISI Program 
occurred outside of the nominal 3-year period for present performance, and therefore it was not reflective of present 
licensee performance. (Section 1R08)  
 
Inspection Report# : 2014003 (pdf)  

Significance:  Mar 05, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Improper orientation of fire dampers in auxiliary building 
An NRC-identified Green non-cited violation of Sequoyah Operating License Conditions 2.C.(16) and 2.C.(13) for 
Units 1 and 2 respectively, was identified for the licensee’s failure to ensure that fire dampers were functional, as 
required by the approved fire protection program (FPP), in the Auxiliary Control Room (fire area FAA-066), Vital 
Battery Board Room II (fire area FAA-068), and Vital Battery Board Room III (fire area FAA-087) fire area 
boundaries. The licensee entered this issue into the corrective action program as Problem Evaluation Reports 845913 
and 848580, and implemented hourly roving fire watches in the affected fire areas.  
 
The licensee’s failure to ensure the fire dampers were functional as required by the FPP was determined to be a 
performance deficiency. This performance deficiency was more than minor because it affected the reactor safety 
mitigating systems cornerstone attribute of protection against external factors (i.e., fire) and it affected the fire 
protection defense in depth strategies involving the control of fires that do occur and to protect systems important to 
safety. The finding was screened in accordance with NRC IMC 0609, “Significance Determination Process,” 
Attachment 4, “Initial Characterization of Findings,” which determined that an IMC 0609, Appendix F, “Fire 
Protection Significance Determination Process,” review was required as the finding involved the ability to confine a 
fire. The finding category of “Fire Confinement” was assigned, based upon that element of the FPP being impacted. 
Using IMC 0609, Appendix F, Attachment 1, “Fire Protection Significance Determination Process Worksheet,” the 
inspectors determined that the finding was of very low safety significance (Green) at Task 1.4.3, Question C, based 
upon observation that a fully functional automatic sprinkler system was on either side of each affected fire barrier 
partition. No cross cutting was assigned to this finding because the cause of the finding was not indicative of current 
licensee performance. The dampers were purchased and installed in 1997. (Section 1R05.02) 
Inspection Report# : 2014007 (pdf)  

Significance:  Mar 05, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Auxiliary control instrument room 2A sprinklers not in compliance with NFPA 13-1975 
An NRC-identified Green non-cited violation of Sequoyah Operating License Conditions 2.C.(16) and 2.C.(13), for 
Units 1 and 2 respectively, was identified for the licensee’s failure to properly install an automatic pre-action fire 
sprinkler system in Auxiliary Control Instrument Room 2A (fire area FAA-090) in accordance with the approved FPP 
and applicable National Fire Protection Association (NFPA) Standard No. 13, “Automatic Sprinkler Systems.” The 
licensee entered this issue in the corrective action program as Problem Evaluation Report 847948.  
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The licensee’s failure to install the sprinkler heads in accordance with the applicable NFPA Code of Record specified 
in the approved FPP for Sequoyah is a performance deficiency. This performance deficiency is more than minor 
because it is associated with the reactor safety mitigating systems cornerstone attribute of protection against external 
factors (i.e., fire) and it adversely affected the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. The potential delayed 
actuation of the sprinkler system could affect the fire protection defense in depth strategy involving suppression of 
fires. The finding was screened in accordance with NRC IMC 0609, “Significance Determination Process,” 
Attachment 4, “Initial Characterization of Findings,” which determined that an IMC 0609, Appendix F, “Fire 
Protection Significance Determination Process,” review was required as the finding involved fixed fire suppression 
systems. Using IMC 0609, Appendix F, Attachment 2, “Degradation Rating Guidance Specific to Various Fire 
Protection Program Elements,” a “low” degradation rating was assigned, based on the fact that four sprinkler heads 
were installed in a room of 110 ft² and at least one head would be installed within 10 feet of combustibles of concern. 
Due to their spacing the sprinklers would be within the fire plume zone of influence for the combustibles of concern 
and the expected heat release rate (HRR) of postulated fires. Except as noted, the system was considered to be 
nominally code compliant, and therefore, met the low degradation criteria for water based suppression systems. Using 
IMC 0609, Appendix F, Attachment 1, “Fire Protection Significance Determination Process Worksheet,” the 
inspectors determined that the finding was of very low safety significance (Green), at Task 1.4.2, Question A. The 
cause of this finding was determined to have a cross-cutting aspect of Evaluation (P.2) in the Problem Identification 
and Resolution cross-cutting area, because the licensee did not thoroughly evaluate the issue to ensure that resolutions 
addressed extent of conditions commensurate with their safety significance. (Section 1R05.03) 
Inspection Report# : 2014007 (pdf)  

Significance:  Mar 05, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Design control requirements not met during safety-related circuit breaker replacemetns 
An NRC-identified Green non-cited violation (with two examples) of 10 CFR Part 50, Appendix B, Criterion III, 
Design Control, was identified for the licensee’s failure to assure that design documents were controlled and 
appropriate quality standards for design were specified as required by site procedures. The licensee entered this issue 
in the corrective action program as Problem Evaluation Reports 845951,846017, 848756, and 849220.  
 
The licensee’s failure to assure that design documents were controlled and appropriate quality standards for design 
were specified in accordance with design control procedures was a performance deficiency. The performance 
deficiency was more than minor because if left uncorrected it could lead to installation of breakers that may not meet 
the critical characteristics needed to perform their safety function. The finding was screened in accordance with NRC 
IMC 0609, “Significance Determination Process,” Appendix A, “The Significance Determination Process for 
Findings At-Power.” Using IMC 0609, Appendix A, Exhibit 2, “Mitigating Systems Screening Questions,” the 
finding was determined to have very low safety significance (Green) because it did not represent an actual loss of 
safety function. No cross-cutting aspect was identified, since the issue was determined to not reflect current licensee 
performance. (Section 1R05.06) 
Inspection Report# : 2014007 (pdf)  

Significance:  Mar 05, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to maintain necessary materials and procedures for cold shutdown repairs 
An NRC-identified Green non-cited violation of Sequoyah Operating License Conditions 2.C.(16) and 2.C.(13), for 
Units 1 and 2 respectively, was identified for the licensee's failure to maintain necessary materials and procedures for 
cold shutdown repairs, as required by the approved fire protection program. The licensee entered this issue into the 
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corrective action program as Problem Evaluation Reports 845931, 847420, 847428, 847449, and 847462. 
 
The licensee’s failure to provide adequate guidance for all repairs listed in the Appendix R casualty procedure and 
failure to maintain the required repair parts for the same procedure was a performance deficiency. The performance 
deficiency was more than minor because it was associated with the procedure quality attribute of the Mitigating 
Systems Cornerstone and it adversely affected the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events (fire) to prevent undesirable consequences. Inadequate 
procedural guidance and the lack of required materials could adversely affect the licensee’s capability to achieve and 
maintain cold shutdown conditions. The finding was screened in accordance with NRC IMC 0609, “Significance 
Determination Process,” Attachment 4, “Initial Characterization of Findings,” which determined that an IMC 0609, 
Appendix F, “Fire Protection Significance Determination Process,” review was required as the finding affected fire 
protection defense-in-depth strategies involving post-fire safe shutdown. Using IMC 0609, Appendix F, Attachment 1, 
“Fire Protection Significance Determination Process Worksheet,” the inspectors determined that the finding was of 
very low safety significance (Green) at Task 1.3.1, because it was determined that the reactor was able to reach and 
maintain a hot safe shutdown condition. The cause of this finding was determined to have a cross-cutting aspect of 
Teamwork (H4) in the Human Performance cross-cutting area because the licensee failed to assure that individuals 
and work groups communicated and coordinated their activities within and across organizational boundaries to ensure 
nuclear safety was maintained. Specifically, the coordination between operation’s department procedure writers, 
maintenance department procedure writers, and fire operations department personnel was inadequate to ensure the 
adequacy of cold shutdown repair procedures and the availability of required materials. (Section 1R05.09) 
Inspection Report# : 2014007 (pdf)  

Significance:  Mar 05, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to perform the required reviews when adding fire watches to the fire protection program 
An NRC-identified Green non-cited violation of Sequoyah Operating License Conditions 2.C.(16) and 2.C.(13), for 
Units 1 and 2 respectively, was identified for the licensee's failure to perform the required reviews when adding fire 
watches to the fire protection program. The licensee entered the issue into their corrective action program as Problem 
Evaluation Report 845593.  
 
The licensee’s failure to perform the required evaluation and review prior to revising the fire hazards analysis was a 
performance deficiency. The performance deficiency was more than minor because it was associated with the 
procedure quality attribute of the Mitigating Systems Cornerstone and it adversely affected the cornerstone objective 
of ensuring the availability, reliability, and capability of systems that respond to initiating events (fire) to prevent 
undesirable consequences. Specifically, the sole use of fire watches as a mitigation measure for the unavailability of 
the credited pressurizer power operated relief valve would adversely affect the capability to achieve and maintain safe 
shutdown during a fire event. The finding was screened in accordance with NRC IMC 0609, “Significance 
Determination Process,” Attachment 4, “Initial Characterization of Findings,” which determined that an IMC 0609, 
Appendix F, “Fire Protection Significance Determination Process,” review was required as the finding affected fire 
protection defense-in-depth strategies involving post-fire SSD. Using IMC 0609, Appendix F, Attachment 1, “Fire 
Protection Significance Determination Process Worksheet,” the issue screened as having very low safety significance 
(Green) at Task 1.5.3 because the change in core damage frequency (delta CDF) was less than 1E-6 (i.e., delta CDF 
calculated to be 6.6E-7). The cause of this finding was determined to have a cross-cutting aspect of Evaluation (P.2) in 
the Problem Identification and Resolution cross-cutting area, because the licensee did not thoroughly evaluate the 
issue to ensure that resolutions addressed causes commensurate with their safety significance. Specifically, the 
establishment of effective corrective actions was adversely affected by the failure to perform an evaluation prior to 
revising the fire hazards analysis. (Section 1R05.11) 
Inspection Report# : 2014007 (pdf)  
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Significance:  Dec 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Unit 1 Train "A" RHR Containment Suction Valve Failure 
Timely corrective actions were not taken to correct a dual position indication (open and closed loghts both 
illuminated) on the Unit 1 'A' train residual heat removal containment sump suction control valve. The finding was 
determined to be more than minor because it reduced the reliability and capability of the 'A' train RHR system to 
perform its safety function as designed. A detailed risk analysis was performed and concluded that the finding was of 
very low safety significance (Green). The finding was determined to have s cross-cutting aspect P.1(c). 
Inspection Report# : 2013005 (pdf)  

Significance:  Nov 22, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Translate Design Basis into Procedure Acceptance Criteria Time to Perform Operator 
Action. 
The team identified a non-cited violation of 10 CFR 50, Appendix B, Criterion III, “Design Control,” for the 
licensee’s failure to correctly translate design basis requirements into emergency sub-procedure, ES-1.3, “Transfer to 
Residual Heat Removal Containment Sump,” Revision 19. Specifically, the time allotted for operators to perform time 
critical actions to swap emergency core cooling system (ECCS) pump suction from the refueling water storage tank 
(RWST) to the containment sump during a small break loss of coolant accident (SBLOCA) did not properly account 
for full range of instrument uncertainties (instrument, instrument calibration, instrument loop uncertainties, etc…) and 
the accident analysis design basis requirement in Updated Final Safety Analysis Report 15.3.1, to ensure the recovery 
of the core was demonstrated and to ensure continuous operation of the ECCS. This was a performance deficiency. As 
immediate corrective action, the licensee performed an operability review and documented the results in the corrective 
action program as problem evaluation reports 760336 and 758761. The licensee concluded that there were no current 
operability concerns, and created Standing Order SO-13-025 to reinforce operator time performance requirements.  
 
This finding was not assigned a cross-cutting aspect because the underlying cause was not indicative of present 
licensee performance. 
Inspection Report# : 2013014 (pdf)  

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: VIO Violation 
Failure to adequately evaluate and qualify molded case circuit breakers 
The inspectors identified a violation with several examples of 10 CFR 50, Appendix B, Criterion III, “Design 
Control,” for failure to implement design control measures that review for suitability of application of materials, parts, 
and equipment that are essential to the safety-related functions of the structures, systems, and components and that 
provide for verifying or checking the adequacy of design such as by the performance of design reviews, by the use of 
alternate or simplified calculational methods, or by the performance of a suitable testing program, including 
qualification testing of a prototype unit under the most adverse design conditions. The licensee entered this issue into 
the CAP as PER 668367.  
 
Failure of the licensee to ensure measures used to review the suitability of application of materials, parts, and 
equipment essential to the safety-related functions of molded case circuit breakers, and measures to provide for the 
verification of checking the adequacy of design were in place was a performance deficiency. This performance 
deficiency was more than minor because it affected the design control attribute of the mitigating systems cornerstone 
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objective to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences. Specifically, adequate measures were not implemented to ensure the station 120-VAC vital 
instrumentation boards had properly maintained their seismic qualification for their application. The inspectors 
assessed this finding for significance in accordance with NRC Manual Chapter 0609, Appendix A, Exhibit 2, 
Significance Determination Process (SDP) for Findings At-Power – Mitigating Systems Screening Questions, and 
determined that it was of very low safety significance (Green) as the devices in question had been intrinsically 
qualified for this application as part of a complete panel test by the original vendor and the licensee determined that 
the SSC maintained its operability or functionality despite the identified non-conformances. The inspectors evaluated 
this finding and violation of NRC requirements in accordance with the NRC Enforcement Policy, Section 2.3.2, and 
found two conditions to not be met requiring a Notice of Violation be issued. First, inspectors found the licensee 
failed to restore compliance within a reasonable time after the original violation (05000327.328/2011002-01) was 
identified. The NRC Enforcement Manual, Section 3.1.2.A.1.b).1), further defines restoring compliance to include 
those actions taken to stop an ongoing violation from continuing. Second, the inspectors determined that the identified 
non-conformances represented a repetitive violation as a result of inadequate corrective action and that identification 
was by the NRC inspector. The lack of rigor in addressing the root of the prior violation which resulted in the 
inadequate corrective action further led the inspectors to identify a crosscutting aspect in the CAP component of the 
Problem Identification and Resolution area [P.1(c)]. (Section 4OA2.2)  
 
Inspection Report# : 2012005 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Jun 30, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to comply with entry requirements to a HRA 
The inspectors identified a Green, self-revealing, NCV of Technical Specification (TS) 6.12.1, “High Radiation 
Area”, for two examples where workers made entries into High Radiation Areas (HRA) on May 16, 2014, without 
meeting the entry requirements specified therein. Specifically, these workers, while performing decontamination 
activities and moving materials in the upper reactor containment, entered a posted HRA: 1) without knowledge of the 
current radiological conditions in the actual work area, 2) not using a radiological work permit (RWP) approved for 
HRA entry, and 3) without wearing the prescribed electronic dosimetry for an HRA. The licensee entered these events 
into the Corrective Action Program (CAP) as Problem Evaluation Reports (PERs) Numbers 886668 and 886160. 
Immediate corrective actions included restricting worker access to the Radiologically Controlled Area (RCA) and 
issuance of communications to the site and within the Radiation Protection organization to reinforce roles in RWP 
adherence and access control.  
 
This finding was more than minor because it is associated with the Occupational Radiation Safety Cornerstone 
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attribute of Human Performance and adversely affects the cornerstone objective of ensuring adequate protection of 
worker health and safety from exposure to radiation from radioactive material during routine civilian nuclear reactor 
operation. The finding was not related to As Low As Reasonably Achievable planning, nor did it involve an 
overexposure or substantial potential for overexposure and the ability to assess dose was not compromised. Therefore, 
the finding was determined to be of very low safety significance (Green). This finding involved the cross-cutting 
aspect of Human Performance, Avoid Complacency [H.12] because workers failed to apply appropriate error 
reduction tools during participation in the pre-job brief and prior to crossing the HRA boundaries. (2RS1)  
 
Inspection Report# : 2014003 (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 26, 2014 
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Sequoyah 1 
4Q/2014 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 31, 2014 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate clearance causes control air system transient 
A self-revealing non-cited violation of Units 1 and 2 Technical Specification 6.8.1.a, Administrative Controls 
(Procedures), was documented for the licensee’s failure to establish an adequate clearance in preparation for 
maintenance activities on the B station air compressor. Implementation of this inadequate clearance on February 21, 
2014, resulted in a reduction of control air pressure and a plant transient which challenged control room operators. 
Immediate corrective action was to revise the clearance to establish an adequate boundary. The licensee entered the 
issue into the corrective action program (CAP) for resolution as PER 850331.  
 
The performance deficiency was more than minor because it was associated with the configuration control and human 
performance attributes of the initiating events cornerstone and adversely affected the cornerstone’s objective to limit 
the likelihood of events that upset plant stability and challenge critical safety functions during shutdown as well as 
power operations. Specifically, the inadequate clearance caused a plant transient during power operations that without 
operator action would have resulted in a loss of air operated plant components and ultimately require the operators to 
trip both units. The finding was determined to be of very low (green) safety significance based on Exhibit 1, 
“Initiating Events Screening Questions,” found in Inspection Manual Chapter 0609, “Significance Determination 
Process,” Appendix A, “Significance Determination Process for Findings At-Power,” because the finding did not 
result in a complete or partial loss of a support system that contributed to the likelihood of, or cause, an initiating 
event and affected mitigation equipment. The inspectors determined the cause of this finding was associated with a 
cross cutting aspect of Work Management in the Human Performance area. Specifically, the licensee failed to 
implement their clearance process such that nuclear safety was the overriding priority. (H.5) (Section 4OA3)  
 
Inspection Report# : 2014002 (pdf)  

Mitigating Systems 

Significance:  Jun 30, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to perform visual examination of the Unit 1 and Unit 2 CRDM seismic plate supports 
An NRC-identified Green non-cited violation (NCV) of 10 CFR 50.55a(g)(4), “Inservice Inspection Requirements” 
was identified for the licensee’s failure to perform visual examinations of the control rod drive mechanism (CRDM), 
American Society of Mechanical Engineers (ASME) Class 1, seismic plate supports as required by the ASME Code, 
Section XI. The licensee entered this issue into their corrective action program (CAP) as Problem Evaluation Report 
(PER) 889400. The licensee developed an operability evaluation and concluded that the supports remained functional. 
The licensee also initiated corrective actions to perform the required visual examinations of the CRDM seismic plate 
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supports before the end of the current inservice inspection (ISI) interval in April 2016.  
 
The finding was more than minor because it was associated with the protection against external factors attribute of the 
mitigating systems cornerstone, and affected the cornerstone objective to ensure availability, reliability, and capability 
of systems that respond to initiating events to prevent undesirable consequence. The inspectors screened this finding 
as Green because the finding did not involve the loss or degradation of equipment or function specifically designed to 
mitigate a seismic initiating event. A crosscutting aspect was not assigned to this finding in accordance with IMC 
0612, Appendix B, because the exclusion of the CRDM seismic plate supports from the scope of the ISI Program 
occurred outside of the nominal 3-year period for present performance, and therefore it was not reflective of present 
licensee performance. (Section 1R08)  
 
Inspection Report# : 2014003 (pdf)  

Significance:  Mar 05, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Improper orientation of fire dampers in auxiliary building 
An NRC-identified Green non-cited violation of Sequoyah Operating License Conditions 2.C.(16) and 2.C.(13) for 
Units 1 and 2 respectively, was identified for the licensee’s failure to ensure that fire dampers were functional, as 
required by the approved fire protection program (FPP), in the Auxiliary Control Room (fire area FAA-066), Vital 
Battery Board Room II (fire area FAA-068), and Vital Battery Board Room III (fire area FAA-087) fire area 
boundaries. The licensee entered this issue into the corrective action program as Problem Evaluation Reports 845913 
and 848580, and implemented hourly roving fire watches in the affected fire areas.  
 
The licensee’s failure to ensure the fire dampers were functional as required by the FPP was determined to be a 
performance deficiency. This performance deficiency was more than minor because it affected the reactor safety 
mitigating systems cornerstone attribute of protection against external factors (i.e., fire) and it affected the fire 
protection defense in depth strategies involving the control of fires that do occur and to protect systems important to 
safety. The finding was screened in accordance with NRC IMC 0609, “Significance Determination Process,” 
Attachment 4, “Initial Characterization of Findings,” which determined that an IMC 0609, Appendix F, “Fire 
Protection Significance Determination Process,” review was required as the finding involved the ability to confine a 
fire. The finding category of “Fire Confinement” was assigned, based upon that element of the FPP being impacted. 
Using IMC 0609, Appendix F, Attachment 1, “Fire Protection Significance Determination Process Worksheet,” the 
inspectors determined that the finding was of very low safety significance (Green) at Task 1.4.3, Question C, based 
upon observation that a fully functional automatic sprinkler system was on either side of each affected fire barrier 
partition. No cross cutting was assigned to this finding because the cause of the finding was not indicative of current 
licensee performance. The dampers were purchased and installed in 1997. (Section 1R05.02) 
Inspection Report# : 2014007 (pdf)  

Significance:  Mar 05, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Auxiliary control instrument room 2A sprinklers not in compliance with NFPA 13-1975 
An NRC-identified Green non-cited violation of Sequoyah Operating License Conditions 2.C.(16) and 2.C.(13), for 
Units 1 and 2 respectively, was identified for the licensee’s failure to properly install an automatic pre-action fire 
sprinkler system in Auxiliary Control Instrument Room 2A (fire area FAA-090) in accordance with the approved FPP 
and applicable National Fire Protection Association (NFPA) Standard No. 13, “Automatic Sprinkler Systems.” The 
licensee entered this issue in the corrective action program as Problem Evaluation Report 847948.  
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The licensee’s failure to install the sprinkler heads in accordance with the applicable NFPA Code of Record specified 
in the approved FPP for Sequoyah is a performance deficiency. This performance deficiency is more than minor 
because it is associated with the reactor safety mitigating systems cornerstone attribute of protection against external 
factors (i.e., fire) and it adversely affected the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. The potential delayed 
actuation of the sprinkler system could affect the fire protection defense in depth strategy involving suppression of 
fires. The finding was screened in accordance with NRC IMC 0609, “Significance Determination Process,” 
Attachment 4, “Initial Characterization of Findings,” which determined that an IMC 0609, Appendix F, “Fire 
Protection Significance Determination Process,” review was required as the finding involved fixed fire suppression 
systems. Using IMC 0609, Appendix F, Attachment 2, “Degradation Rating Guidance Specific to Various Fire 
Protection Program Elements,” a “low” degradation rating was assigned, based on the fact that four sprinkler heads 
were installed in a room of 110 ft² and at least one head would be installed within 10 feet of combustibles of concern. 
Due to their spacing the sprinklers would be within the fire plume zone of influence for the combustibles of concern 
and the expected heat release rate (HRR) of postulated fires. Except as noted, the system was considered to be 
nominally code compliant, and therefore, met the low degradation criteria for water based suppression systems. Using 
IMC 0609, Appendix F, Attachment 1, “Fire Protection Significance Determination Process Worksheet,” the 
inspectors determined that the finding was of very low safety significance (Green), at Task 1.4.2, Question A. The 
cause of this finding was determined to have a cross-cutting aspect of Evaluation (P.2) in the Problem Identification 
and Resolution cross-cutting area, because the licensee did not thoroughly evaluate the issue to ensure that resolutions 
addressed extent of conditions commensurate with their safety significance. (Section 1R05.03) 
Inspection Report# : 2014007 (pdf)  

Significance:  Mar 05, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Design control requirements not met during safety-related circuit breaker replacemetns 
An NRC-identified Green non-cited violation (with two examples) of 10 CFR Part 50, Appendix B, Criterion III, 
Design Control, was identified for the licensee’s failure to assure that design documents were controlled and 
appropriate quality standards for design were specified as required by site procedures. The licensee entered this issue 
in the corrective action program as Problem Evaluation Reports 845951,846017, 848756, and 849220.  
 
The licensee’s failure to assure that design documents were controlled and appropriate quality standards for design 
were specified in accordance with design control procedures was a performance deficiency. The performance 
deficiency was more than minor because if left uncorrected it could lead to installation of breakers that may not meet 
the critical characteristics needed to perform their safety function. The finding was screened in accordance with NRC 
IMC 0609, “Significance Determination Process,” Appendix A, “The Significance Determination Process for 
Findings At-Power.” Using IMC 0609, Appendix A, Exhibit 2, “Mitigating Systems Screening Questions,” the 
finding was determined to have very low safety significance (Green) because it did not represent an actual loss of 
safety function. No cross-cutting aspect was identified, since the issue was determined to not reflect current licensee 
performance. (Section 1R05.06) 
Inspection Report# : 2014007 (pdf)  

Significance:  Mar 05, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to maintain necessary materials and procedures for cold shutdown repairs 
An NRC-identified Green non-cited violation of Sequoyah Operating License Conditions 2.C.(16) and 2.C.(13), for 
Units 1 and 2 respectively, was identified for the licensee's failure to maintain necessary materials and procedures for 
cold shutdown repairs, as required by the approved fire protection program. The licensee entered this issue into the 
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corrective action program as Problem Evaluation Reports 845931, 847420, 847428, 847449, and 847462. 
 
The licensee’s failure to provide adequate guidance for all repairs listed in the Appendix R casualty procedure and 
failure to maintain the required repair parts for the same procedure was a performance deficiency. The performance 
deficiency was more than minor because it was associated with the procedure quality attribute of the Mitigating 
Systems Cornerstone and it adversely affected the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events (fire) to prevent undesirable consequences. Inadequate 
procedural guidance and the lack of required materials could adversely affect the licensee’s capability to achieve and 
maintain cold shutdown conditions. The finding was screened in accordance with NRC IMC 0609, “Significance 
Determination Process,” Attachment 4, “Initial Characterization of Findings,” which determined that an IMC 0609, 
Appendix F, “Fire Protection Significance Determination Process,” review was required as the finding affected fire 
protection defense-in-depth strategies involving post-fire safe shutdown. Using IMC 0609, Appendix F, Attachment 1, 
“Fire Protection Significance Determination Process Worksheet,” the inspectors determined that the finding was of 
very low safety significance (Green) at Task 1.3.1, because it was determined that the reactor was able to reach and 
maintain a hot safe shutdown condition. The cause of this finding was determined to have a cross-cutting aspect of 
Teamwork (H4) in the Human Performance cross-cutting area because the licensee failed to assure that individuals 
and work groups communicated and coordinated their activities within and across organizational boundaries to ensure 
nuclear safety was maintained. Specifically, the coordination between operation’s department procedure writers, 
maintenance department procedure writers, and fire operations department personnel was inadequate to ensure the 
adequacy of cold shutdown repair procedures and the availability of required materials. (Section 1R05.09) 
Inspection Report# : 2014007 (pdf)  

Significance:  Mar 05, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to perform the required reviews when adding fire watches to the fire protection program 
An NRC-identified Green non-cited violation of Sequoyah Operating License Conditions 2.C.(16) and 2.C.(13), for 
Units 1 and 2 respectively, was identified for the licensee's failure to perform the required reviews when adding fire 
watches to the fire protection program. The licensee entered the issue into their corrective action program as Problem 
Evaluation Report 845593.  
 
The licensee’s failure to perform the required evaluation and review prior to revising the fire hazards analysis was a 
performance deficiency. The performance deficiency was more than minor because it was associated with the 
procedure quality attribute of the Mitigating Systems Cornerstone and it adversely affected the cornerstone objective 
of ensuring the availability, reliability, and capability of systems that respond to initiating events (fire) to prevent 
undesirable consequences. Specifically, the sole use of fire watches as a mitigation measure for the unavailability of 
the credited pressurizer power operated relief valve would adversely affect the capability to achieve and maintain safe 
shutdown during a fire event. The finding was screened in accordance with NRC IMC 0609, “Significance 
Determination Process,” Attachment 4, “Initial Characterization of Findings,” which determined that an IMC 0609, 
Appendix F, “Fire Protection Significance Determination Process,” review was required as the finding affected fire 
protection defense-in-depth strategies involving post-fire SSD. Using IMC 0609, Appendix F, Attachment 1, “Fire 
Protection Significance Determination Process Worksheet,” the issue screened as having very low safety significance 
(Green) at Task 1.5.3 because the change in core damage frequency (delta CDF) was less than 1E-6 (i.e., delta CDF 
calculated to be 6.6E-7). The cause of this finding was determined to have a cross-cutting aspect of Evaluation (P.2) in 
the Problem Identification and Resolution cross-cutting area, because the licensee did not thoroughly evaluate the 
issue to ensure that resolutions addressed causes commensurate with their safety significance. Specifically, the 
establishment of effective corrective actions was adversely affected by the failure to perform an evaluation prior to 
revising the fire hazards analysis. (Section 1R05.11) 
Inspection Report# : 2014007 (pdf)  
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Barrier Integrity 

Significance:  Sep 30, 2014 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Perform Adequate Maintenance on Containment Vacuum Relief Valve (Section 1R12) 
A Self-revealing Green Non-Cited Violation (NCV) of Technical Specification (TS) 6.8.1.a. was identified for the 
licensee’s failure to adequately implement a maintenance procedure associated with a vacuum relief containment 
isolation valve. Specifically, during a refueling outage on May 24, 2014, the licensee failed to properly install a 
locking wire associated with the spring tension bolts on the Unit 2 containment vacuum relief valve. This error 
ultimately led to a failure of the valve on June 24 at 1600 and entry into TS 3.6.3, “Containment Isolation Valves.” 
The valve was ultimately repaired and the valve was declared operable on June 26 at 0026. The inspectors determined 
that the licensee’s failure to adequately develop and implement a procedure governing the maintenance of a 
containment isolation valve was a performance deficiency.  
This finding was determined to be greater than minor because it was associated with the Configuration Control 
attribute of Barrier Integrity cornerstone and adversely affected the cornerstone’s objective to ensure the structural 
integrity of the containment boundary. Specifically, the finding challenged containment integrity. A screening analysis 
was conducted using the assumption that all core damage sequences would lead to a Large Early Release. This was an 
overestimation of risk, since actions to mitigate a release were possible. The short exposure time multiplied by the 
Core Damage Frequency for the plant resulted in less than a 1E-7 increase in Large Early Release Probability, and the 
finding is Green. The cause of this finding was determined to have a cross-cutting aspect in the Human Performance 
component, relating to the assurance by supervision that procedures are adequate to ensure nuclear safety. [H.1]. 
(Section 1R12) 
Inspection Report# : 2014004 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Jun 30, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to comply with entry requirements to a HRA 
The inspectors identified a Green, self-revealing, NCV of Technical Specification (TS) 6.12.1, “High Radiation 
Area”, for two examples where workers made entries into High Radiation Areas (HRA) on May 16, 2014, without 
meeting the entry requirements specified therein. Specifically, these workers, while performing decontamination 
activities and moving materials in the upper reactor containment, entered a posted HRA: 1) without knowledge of the 
current radiological conditions in the actual work area, 2) not using a radiological work permit (RWP) approved for 
HRA entry, and 3) without wearing the prescribed electronic dosimetry for an HRA. The licensee entered these events 
into the Corrective Action Program (CAP) as Problem Evaluation Reports (PERs) Numbers 886668 and 886160. 
Immediate corrective actions included restricting worker access to the Radiologically Controlled Area (RCA) and 
issuance of communications to the site and within the Radiation Protection organization to reinforce roles in RWP 
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adherence and access control.  
 
This finding was more than minor because it is associated with the Occupational Radiation Safety Cornerstone 
attribute of Human Performance and adversely affects the cornerstone objective of ensuring adequate protection of 
worker health and safety from exposure to radiation from radioactive material during routine civilian nuclear reactor 
operation. The finding was not related to As Low As Reasonably Achievable planning, nor did it involve an 
overexposure or substantial potential for overexposure and the ability to assess dose was not compromised. Therefore, 
the finding was determined to be of very low safety significance (Green). This finding involved the cross-cutting 
aspect of Human Performance, Avoid Complacency [H.12] because workers failed to apply appropriate error 
reduction tools during participation in the pre-job brief and prior to crossing the HRA boundaries. (2RS1)  
 
Inspection Report# : 2014003 (pdf)  

Public Radiation Safety 

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

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

Initiating Events

Significance:  Mar 31, 2015
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Failure to Follow Procedure Results in an Inadvertent Sprinkler Deluge in the Cable Spreading Room
Green. A self-revealing Green non-cited violation (NCV) of Technical Specification (TS) 6.8.1.f, “Fire Protection 
Program Implementation,” was identified for the licensee’s failure to follow a fire protection procedure. Specifically, 
the licensee failed to isolate the fire main from the cable spreading room (CSR) header during testing as required by 
procedure. This resulted in pressurization of the fire header to the cable spreading room which then caused a rupture 
of one of the sprinkler heads in the room. The licensee entered this issue into their corrective action program (CAP) as 
problem evaluation report (PER) 1001695. As immediate corrective actions, the licensee replaced the failed sprinkler 
head and conducted a formal review of the incident. 

The finding was determined to be more than minor because 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 during shutdown as well as power operations. Specifically, the 
excessive amount of water sprayed in the CSR increased the likelihood of a plant transient due to the potential mpact 
on non-waterproof junction boxes located in the CSR as well as safety-related instrument racks located in the 
auxiliary instrument room (AIR) directly below the CSR. Using Appendix A, Exhibit 1, “Initiating Events Screening 
Questions,” the finding was determined to be of very low safety significance because the deficiency did not cause a 
reactor trip nor a loss of mitigation equipment relied upon to transition the plant from the onset of the trip to a stable 
shutdown condition. The finding was determined to have a cross-cutting aspect in the avoid complacency component 
of the human performance area [H.12], because the technicians failed to properly implement appropriate error 
eduction techniques while performing a fire protection procedure. (Section 1R05)
Inspection Report# : 2015001 (pdf)

Mitigating Systems

Significance:  Jun 30, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to perform visual examination of the Unit 1 and Unit 2 CRDM seismic plate supports
An NRC-identified Green non-cited violation (NCV) of 10 CFR 50.55a(g)(4), “Inservice Inspection Requirements”
was identified for the licensee’s failure to perform visual examinations of the control rod drive mechanism (CRDM), 
American Society of Mechanical Engineers (ASME) Class 1, seismic plate supports as required by the ASME Code, 
Section XI. The licensee entered this issue into their corrective action program (CAP) as Problem Evaluation Report 
(PER) 889400. The licensee developed an operability evaluation and concluded that the supports remained functional. 
The licensee also initiated corrective actions to perform the required visual examinations of the CRDM seismic plate 
supports before the end of the current inservice inspection (ISI) interval in April 2016. 
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The finding was more than minor because it was associated with the protection against external factors attribute of the 
mitigating systems cornerstone, and affected the cornerstone objective to ensure availability, reliability, and capability 
of systems that respond to initiating events to prevent undesirable consequence. The inspectors screened this finding 
as Green because the finding did not involve the loss or degradation of equipment or function specifically designed to 
mitigate a seismic initiating event. A crosscutting aspect was not assigned to this finding in accordance with IMC 
0612, Appendix B, because the exclusion of the CRDM seismic plate supports from the scope of the ISI Program 
occurred outside of the nominal 3-year period for present performance, and therefore it was not reflective of present 
licensee performance. (Section 1R08) 

Inspection Report# : 2014003 (pdf)

Barrier Integrity

Significance:  Sep 30, 2014
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Failure to Perform Adequate Maintenance on Containment Vacuum Relief Valve (Section 1R12)
A Self-revealing Green Non-Cited Violation (NCV) of Technical Specification (TS) 6.8.1.a. was identified for the 
licensee’s failure to adequately implement a maintenance procedure associated with a vacuum relief containment 
isolation valve. Specifically, during a refueling outage on May 24, 2014, the licensee failed to properly install a 
locking wire associated with the spring tension bolts on the Unit 2 containment vacuum relief valve. This error 
ultimately led to a failure of the valve on June 24 at 1600 and entry into TS 3.6.3, “Containment Isolation Valves.”
The valve was ultimately repaired and the valve was declared operable on June 26 at 0026. The inspectors determined 
that the licensee’s failure to adequately develop and implement a procedure governing the maintenance of a 
containment isolation valve was a performance deficiency. 
This finding was determined to be greater than minor because it was associated with the Configuration Control 
attribute of Barrier Integrity cornerstone and adversely affected the cornerstone’s objective to ensure the structural 
integrity of the containment boundary. Specifically, the finding challenged containment integrity. A screening analysis 
was conducted using the assumption that all core damage sequences would lead to a Large Early Release. This was an 
overestimation of risk, since actions to mitigate a release were possible. The short exposure time multiplied by the 
Core Damage Frequency for the plant resulted in less than a 1E-7 increase in Large Early Release Probability, and the 
finding is Green. The cause of this finding was determined to have a cross-cutting aspect in the Human Performance 
component, relating to the assurance by supervision that procedures are adequate to ensure nuclear safety. [H.1]. 
(Section 1R12)
Inspection Report# : 2014004 (pdf)

Emergency Preparedness

Occupational Radiation Safety
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Significance:  Jun 30, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to comply with entry requirements to a HRA
The inspectors identified a Green, self-revealing, NCV of Technical Specification (TS) 6.12.1, “High Radiation 
Area”, for two examples where workers made entries into High Radiation Areas (HRA) on May 16, 2014, without 
meeting the entry requirements specified therein. Specifically, these workers, while performing decontamination 
activities and moving materials in the upper reactor containment, entered a posted HRA: 1) without knowledge of the 
current radiological conditions in the actual work area, 2) not using a radiological work permit (RWP) approved for 
HRA entry, and 3) without wearing the prescribed electronic dosimetry for an HRA. The licensee entered these events 
into the Corrective Action Program (CAP) as Problem Evaluation Reports (PERs) Numbers 886668 and 886160. 
Immediate corrective actions included restricting worker access to the Radiologically Controlled Area (RCA) and 
issuance of communications to the site and within the Radiation Protection organization to reinforce roles in RWP 
adherence and access control. 

This finding was more than minor because it is associated with the Occupational Radiation Safety Cornerstone 
attribute of Human Performance and adversely affects the cornerstone objective of ensuring adequate protection of 
worker health and safety from exposure to radiation from radioactive material during routine civilian nuclear reactor 
operation. The finding was not related to As Low As Reasonably Achievable planning, nor did it involve an 
overexposure or substantial potential for overexposure and the ability to assess dose was not compromised. Therefore, 
the finding was determined to be of very low safety significance (Green). This finding involved the cross-cutting 
aspect of Human Performance, Avoid Complacency [H.12] because workers failed to apply appropriate error 
reduction tools during participation in the pre-job brief and prior to crossing the HRA boundaries. (2RS1) 

Inspection Report# : 2014003 (pdf)

Public Radiation Safety

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

Miscellaneous
Last modified : June 16, 2015
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Sequoyah 1
2Q/2015 Plant Inspection Findings

Initiating Events

Significance:  Mar 31, 2015
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Failure to Follow Procedure Results in an Inadvertent Sprinkler Deluge in the Cable Spreading Room
Green. A self-revealing Green non-cited violation (NCV) of Technical Specification (TS) 6.8.1.f, “Fire Protection 
Program Implementation,” was identified for the licensee’s failure to follow a fire protection procedure. Specifically, 
the licensee failed to isolate the fire main from the cable spreading room (CSR) header during testing as required by 
procedure. This resulted in pressurization of the fire header to the cable spreading room which then caused a rupture 
of one of the sprinkler heads in the room. The licensee entered this issue into their corrective action program (CAP) as 
problem evaluation report (PER) 1001695. As immediate corrective actions, the licensee replaced the failed sprinkler 
head and conducted a formal review of the incident. 

The finding was determined to be more than minor because 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 during shutdown as well as power operations. Specifically, the 
excessive amount of water sprayed in the CSR increased the likelihood of a plant transient due to the potential mpact 
on non-waterproof junction boxes located in the CSR as well as safety-related instrument racks located in the 
auxiliary instrument room (AIR) directly below the CSR. Using Appendix A, Exhibit 1, “Initiating Events Screening 
Questions,” the finding was determined to be of very low safety significance because the deficiency did not cause a 
reactor trip nor a loss of mitigation equipment relied upon to transition the plant from the onset of the trip to a stable 
shutdown condition. The finding was determined to have a cross-cutting aspect in the avoid complacency component 
of the human performance area [H.12], because the technicians failed to properly implement appropriate error 
eduction techniques while performing a fire protection procedure. (Section 1R05)
Inspection Report# : 2015001 (pdf)

Mitigating Systems

Barrier Integrity

Significance:  Sep 30, 2014
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Failure to Perform Adequate Maintenance on Containment Vacuum Relief Valve (Section 1R12)
A Self-revealing Green Non-Cited Violation (NCV) of Technical Specification (TS) 6.8.1.a. was identified for the 
licensee’s failure to adequately implement a maintenance procedure associated with a vacuum relief containment 
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isolation valve. Specifically, during a refueling outage on May 24, 2014, the licensee failed to properly install a 
locking wire associated with the spring tension bolts on the Unit 2 containment vacuum relief valve. This error 
ultimately led to a failure of the valve on June 24 at 1600 and entry into TS 3.6.3, “Containment Isolation Valves.”
The valve was ultimately repaired and the valve was declared operable on June 26 at 0026. The inspectors determined 
that the licensee’s failure to adequately develop and implement a procedure governing the maintenance of a 
containment isolation valve was a performance deficiency. 
This finding was determined to be greater than minor because it was associated with the Configuration Control 
attribute of Barrier Integrity cornerstone and adversely affected the cornerstone’s objective to ensure the structural 
integrity of the containment boundary. Specifically, the finding challenged containment integrity. A screening analysis 
was conducted using the assumption that all core damage sequences would lead to a Large Early Release. This was an 
overestimation of risk, since actions to mitigate a release were possible. The short exposure time multiplied by the 
Core Damage Frequency for the plant resulted in less than a 1E-7 increase in Large Early Release Probability, and the 
finding is Green. The cause of this finding was determined to have a cross-cutting aspect in the Human Performance 
component, relating to the assurance by supervision that procedures are adequate to ensure nuclear safety. [H.1]. 
(Section 1R12)
Inspection Report# : 2014004 (pdf)

Emergency Preparedness

Occupational Radiation Safety

Public Radiation Safety

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

Miscellaneous
Last modified : August 07, 2015
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Sequoyah 1
3Q/2015 Plant Inspection Findings

Initiating Events

Significance:  Mar 31, 2015
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Failure to Follow Procedure Results in an Inadvertent Sprinkler Deluge in the Cable Spreading Room
Green. A self-revealing Green non-cited violation (NCV) of Technical Specification (TS) 6.8.1.f, “Fire Protection 
Program Implementation,” was identified for the licensee’s failure to follow a fire protection procedure. Specifically, 
the licensee failed to isolate the fire main from the cable spreading room (CSR) header during testing as required by 
procedure. This resulted in pressurization of the fire header to the cable spreading room which then caused a rupture 
of one of the sprinkler heads in the room. The licensee entered this issue into their corrective action program (CAP) as 
problem evaluation report (PER) 1001695. As immediate corrective actions, the licensee replaced the failed sprinkler 
head and conducted a formal review of the incident. 

The finding was determined to be more than minor because 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 during shutdown as well as power operations. Specifically, the 
excessive amount of water sprayed in the CSR increased the likelihood of a plant transient due to the potential mpact 
on non-waterproof junction boxes located in the CSR as well as safety-related instrument racks located in the 
auxiliary instrument room (AIR) directly below the CSR. Using Appendix A, Exhibit 1, “Initiating Events Screening 
Questions,” the finding was determined to be of very low safety significance because the deficiency did not cause a 
reactor trip nor a loss of mitigation equipment relied upon to transition the plant from the onset of the trip to a stable 
shutdown condition. The finding was determined to have a cross-cutting aspect in the avoid complacency component 
of the human performance area [H.12], because the technicians failed to properly implement appropriate error 
eduction techniques while performing a fire protection procedure. (Section 1R05)
Inspection Report# : 2015001 (pdf)

Mitigating Systems

Barrier Integrity

Emergency Preparedness
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Occupational Radiation Safety

Public Radiation Safety

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

Miscellaneous
Last modified : December 15, 2015
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Sequoyah 1
4Q/2015 Plant Inspection Findings

Initiating Events

Significance:  Mar 31, 2015
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Failure to Follow Procedure Results in an Inadvertent Sprinkler Deluge in the Cable Spreading Room
Green. A self-revealing Green non-cited violation (NCV) of Technical Specification (TS) 6.8.1.f, “Fire Protection 
Program Implementation,” was identified for the licensee’s failure to follow a fire protection procedure. Specifically, 
the licensee failed to isolate the fire main from the cable spreading room (CSR) header during testing as required by 
procedure. This resulted in pressurization of the fire header to the cable spreading room which then caused a rupture 
of one of the sprinkler heads in the room. The licensee entered this issue into their corrective action program (CAP) as 
problem evaluation report (PER) 1001695. As immediate corrective actions, the licensee replaced the failed sprinkler 
head and conducted a formal review of the incident. 

The finding was determined to be more than minor because 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 during shutdown as well as power operations. Specifically, the 
excessive amount of water sprayed in the CSR increased the likelihood of a plant transient due to the potential mpact 
on non-waterproof junction boxes located in the CSR as well as safety-related instrument racks located in the 
auxiliary instrument room (AIR) directly below the CSR. Using Appendix A, Exhibit 1, “Initiating Events Screening 
Questions,” the finding was determined to be of very low safety significance because the deficiency did not cause a 
reactor trip nor a loss of mitigation equipment relied upon to transition the plant from the onset of the trip to a stable 
shutdown condition. The finding was determined to have a cross-cutting aspect in the avoid complacency component 
of the human performance area [H.12], because the technicians failed to properly implement appropriate error 
eduction techniques while performing a fire protection procedure. (Section 1R05)
Inspection Report# : 2015001 (pdf)

Mitigating Systems

Significance:  Sep 19, 2015
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Inadequate Clearance Causes damage to ‘A’ train Solid State Protection System
A self-revealing Green NCV of Unit 1 Technical Specification (TS) 6.8.1.a was identified for the licensee’s failure to 
adequately establish a clearance boundary during plant maintenance. Specifically, the licensee caused damage to a 
safetyrelated component during maintenance as a result of a failure to de-energize all 
electrical sources during maintenance troubleshooting activities. The licensee placed the issue into their corrective 
action program (CAP) and corrected the identified deficiencies. 

The inspectors determined that the failure to adequately implement clearance procedures was a performance 
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deficiency. The inspectors determined that the performance deficiency was more than minor because it was associated 
with the human performance attribute of the mitigating systems cornerstone and adversely 
affected the cornerstone objective to ensure the availability, reliability, and capability of systems that respond to 
initiating events to prevent undesirable consequences. The inspectors determined the finding was of very low safety 
significance (Green) as the affected safety significant component was repaired within 24 hours. The cause of this 
finding was related to the cross-cutting aspect of leaders ensuring that personnel, equipment, procedures, and other 
resources were available and adequate to support nuclear safety [H.1]
Inspection Report# : 2015003 (pdf)

Significance:  Jul 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to maintain control of and update safety related design out documents (electrical calculations)
The inspectors identified a Green non-cited violation (NCV) of 10 CFR Part 50, Appendix B, Criterion III, Design 
Control, for the licensee’s failure to control safety related calculations that reviewed equipment essential to the 
function of Class 1E electrical systems. The issue was entered into the licensee’s corrective action program as CRs 
1059281 and 1064042. Planned corrective actions were to revise the calculations. 

The inspectors determined that the performance deficiency was determined to be more than minor because it was 
associated with the Design Control attribute of the Mitigating Systems Cornerstone. The failure to plan and control 
updates to safety related calculations to review the suitability of new molded case circuit breakers in Class 1E 
electrical systems adversely affected the cornerstone objective of ensuring the availability, reliability, and capability 
of the systems that respond to initiating events to prevent undesirable consequences. The finding was determined to 
have a cross-cutting aspect in the resolution area of Problem Identification and Resolution [P.3], because the licensee 
failed to take effective corrective actions to address issues in a timely manner commensurate with their safety 
significance.
Inspection Report# : 2015007 (pdf)

Significance:  Jul 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to request a licensee amendment prior to removing interlocks from shared onsite emergency and 
shutdown AC electric systems
The inspectors identified a SLIV violation of 10CFR 50.59.c.(2).ii, “Changes, tests and experiments,” for the 
licensee’s failure to obtain a license amendment prior to implementing a change to the onsite emergency and 
shutdown AC electric systems supplying the shared Essential Raw Cooling Water (ERCW) systems. The change 
removed the kirk key interlocking system from the tie breakers that originally prevented an operator error that would 
parallel the Unit 1A and Unit 2A 480V AC motor control centers (MCCs). The issue was entered into the licensee’s 
corrective action program as CR 1076179. The licensee has administrative controls in place to limit the risk of this 
configuration pending determination of corrective actions. 

The inspectors determined that the performance deficiency was more than minor because there was a reasonable 
likelihood that the change required Commission review and approval prior to implementation and the failure to 
request approval impacted the regulatory process. Specifically, the departure from acceptance criteria identified in 
IEEE 308, RG1.81, and RG 1.6 more than minimally increased the likelihood of occurrence of an ERCW power train 
malfunction.
Inspection Report# : 2015007 (pdf)
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Significance:  Jul 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to identify and correct inadequate procurement evaluation processes
The inspectors identified three examples of a Green non-cited (NCV) of 10 CFR 50 Appendix B, Criterion XVI, 
“Corrective Action, for the licensee’s failure to identify and correct a conditions adverse to quality that were 
associated with processes for evaluating Class 1E critical characteristics for molded case circuit breakers. The issue 
was entered into the licensee’s corrective action program as CRs 1064483, 1064744, 1064479, 1059273 and 1064731. 
Planned corrective actions were to update procedures to document critical thinking in evaluating CRs and include 
additional critical characteristics. 

The inspectors determined that the performance deficiency was more than minor because it was associated with the 
Equipment Performance attribute of the Mitigating Systems Cornerstone and the failure to identify and correct 
nonconformances in Class 1E equipment and the failure to resolve adverse conditions with evaluating Class 1E 
critical characteristics adversely affected the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. The finding was 
determined to have a cross-cutting aspect in the change management area of Human Performance [H.3] because 
Leaders failed to use a systematic process for evaluating and implementing change so that nuclear safety remains the 
overriding priority.
Inspection Report# : 2015007 (pdf)

Significance:  Jul 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Identify Qualification Criteria Associated with Class 1E Electrical Component Static Performance 
Characteristics
The inspectors identified a Green non-cited violation (NCV) of 10 CFR Part 50, Appendix B, Criterion III, “Design 
Control,” for the licensee’s failure to verify the adequacy of defined shelf life and design life characteristics of Class 
1E electrical equipment. The issue was entered into the licensee’s corrective action program as CR 1064785. 

The inspectors determined that the performance deficiency was more than minor because it was associated with the 
Design Control attribute of the Mitigating Systems Cornerstone and the failure to ensure the Class 1E static and 
dynamic performance characteristics were identified and evaluated adversely affected the cornerstone objective of 
ensuring the availability, reliability, and capability of the SSCs that responds to initiating events to prevent 
undesirable consequences. The finding was determined to have a cross-cutting aspect in the change management area 
of Human Performance [H.3] because Leaders failed to use a systematic process for evaluating and implementing 
change so that nuclear safety remains the overriding priority.
Inspection Report# : 2015007 (pdf)

Barrier Integrity

Significance:  Oct 01, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Implement Work Risk Activity and Oversight of Supplemental Personnel Procedures
A self-revealing Green NCV of TS 6.8.1.a, “Administrative Controls of Procedures and Programs,” was identified for 
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the licensee’s failure to implement procedures related to quality during the surveillance capsule relocation activity. 
Specifically, procedures NPG-SPP-07.3, “Work Activity Risk Management,” and NPG-SPP.07.7, “NPG TCM Role 
and Oversight of Supplemental Personnel,” were not appropriately implemented. The deficiency was entered into the 
licensee’s CAP as Problem Evaluation Report (PER) 1016839. 

This finding was determined to be greater than minor because it was associated with the Human Performance attribute 
of the Barrier Integrity Cornerstone, and adversely affected the cornerstone objective to provide reasonable assurance 
that physical design barriers (fuel cladding, reactor coolant system, and containment) protect the public from 
radionuclide releases caused by accidents or events. Specifically, the performance deficiency resulted in the failure to 
properly secure reactor vessel surveillance capsules and the subsequent damage to the reactor vessel pressure 
boundary, reactor internals and fuel filter screens. The proper higher risk categorization would have led to enhanced 
contractor oversight, and the ability to detect when the contractors were performing actions outside the approved 
procedure. These additional oversights would reasonably be expected to prevent the events that led to the surveillance 
capsule ejections, and eliminate any potential to cause damage to the reactor vessel pressure boundary, reactor 
internals, and fuel filter screens. The inspectors identified a cross-cutting aspect in the Human Performance Consistent 
Process cross-cutting area. Specifically, the licensee failed to consistently incorporate risk insights, as required by 
procedure NPG-SPP-07.3, which resulted in less than conservative classification for an infrequently performed 
activity inside the reactor vessel performed by contract personnel. [H.13]
Inspection Report# : 2015003 (pdf)

Emergency Preparedness

Occupational Radiation Safety

Public Radiation Safety

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

Miscellaneous
Last modified : March 01, 2016

4Q/2015 Inspection Findings - Sequoyah 1

Page 4 of 4



Sequoyah 1
1Q/2016 Plant Inspection Findings

Initiating Events

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate Application of Flame Retardant on Cable Room Penetrations
The NRC identified a non-cited violation (NCV) of Unit 1 and 2 Technical Specification 5.4.1 for the licensee’s 
failure to adequately implement fire protection procedures. Specifically, the inspectors identified several cables 
located within a cable tray that penetrated the floor of the cable spreading room that were not adequately coating with 
fire retardant material as required by plant procedures. The licensee placed the issue into the corrective action program 
(CAP) and implemented a fire watch for the degraded condition. 

The inspectors determined that the failure to adequately implement all requirements of the licensee’s fire protection 
program procedures was a performance deficiency. The performance deficiency was determined to be more than 
minor because it was associated with the protection against external events (fire) attribute of the mitigating systems 
cornerstone and adversely affected the cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. The inspectors determined the finding 
was of very low safety significance (Green) because of the fire protection defense in depth concept provided other 
barriers to prevent the spread of fires. The cause of this finding was related to the procedural adherence component of 
the human performance area, because the licensee failed to properly install cable bundles through wall penetrations. 
[H.8] 

Inspection Report# : 2016001 (pdf)

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadvertent Safety Injection Due to Inadequate Main Steam Procedure
A self-revealing NCV of Units 1 & 2 Technical Specification, 5.4.1 was documented for the licensee’s failure to 
implement an adequate procedure associate with the startup of the main steam system. Specifically, the licensee 
caused an inadvertent safety injection which unnecessarily challenged the operators due to an inadequate draining of 
the main steam header during system start up. The licensee placed the issue into the CAP. 

The failure of the licensee to adequately drain condensate from the main steam header resulted in an inadvertent safety 
injection (SI) and was a performance eficiency. The finding was determined to be greater than minor because it 
adversely effected the Procedure Quality attribute of the Initiating Events Cornerstone to limit the likelihood of events 
that upset plant stability and challenge critical safety functions during shutdown as well as power operations. The 
significance of this finding was evaluated in accordance with the Manual Chapter 0609 Appendix A, “The 
Significance Determination Process for Findings At-Power.” Although the unit was in Mode 3 at the time, this 
appendix was chosen because the plant did not meet the entry conditions for residual heat removal system operation. 
The inspectors concluded that the finding was of very low safety significance (Green) because no significant initiating 
event prompted this transient. The finding was determined to have a cross-cutting aspect in the operating experience 
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component of the problem identification and resolution area, because the licensee failed to evaluate and implement 
relevant internal and external operating experience. [P.5] 

Inspection Report# : 2016001 (pdf)

Mitigating Systems

Significance:  Sep 19, 2015
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Inadequate Clearance Causes damage to ‘A’ train Solid State Protection System
A self-revealing Green NCV of Unit 1 Technical Specification (TS) 6.8.1.a was identified for the licensee’s failure to 
adequately establish a clearance boundary during plant maintenance. Specifically, the licensee caused damage to a 
safetyrelated component during maintenance as a result of a failure to de-energize all 
electrical sources during maintenance troubleshooting activities. The licensee placed the issue into their corrective 
action program (CAP) and corrected the identified deficiencies. 

The inspectors determined that the failure to adequately implement clearance procedures was a performance 
deficiency. The inspectors determined that the performance deficiency was more than minor because it was associated 
with the human performance attribute of the mitigating systems cornerstone and adversely 
affected the cornerstone objective to ensure the availability, reliability, and capability of systems that respond to 
initiating events to prevent undesirable consequences. The inspectors determined the finding was of very low safety 
significance (Green) as the affected safety significant component was repaired within 24 hours. The cause of this 
finding was related to the cross-cutting aspect of leaders ensuring that personnel, equipment, procedures, and other 
resources were available and adequate to support nuclear safety [H.1]
Inspection Report# : 2015003 (pdf)

Significance:  Jul 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to maintain control of and update safety related design out documents (electrical calculations)
The inspectors identified a Green non-cited violation (NCV) of 10 CFR Part 50, Appendix B, Criterion III, Design 
Control, for the licensee’s failure to control safety related calculations that reviewed equipment essential to the 
function of Class 1E electrical systems. The issue was entered into the licensee’s corrective action program as CRs 
1059281 and 1064042. Planned corrective actions were to revise the calculations. 

The inspectors determined that the performance deficiency was determined to be more than minor because it was 
associated with the Design Control attribute of the Mitigating Systems Cornerstone. The failure to plan and control 
updates to safety related calculations to review the suitability of new molded case circuit breakers in Class 1E 
electrical systems adversely affected the cornerstone objective of ensuring the availability, reliability, and capability 
of the systems that respond to initiating events to prevent undesirable consequences. The finding was determined to 
have a cross-cutting aspect in the resolution area of Problem Identification and Resolution [P.3], because the licensee 
failed to take effective corrective actions to address issues in a timely manner commensurate with their safety 
significance.
Inspection Report# : 2015007 (pdf)
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Significance:  Jul 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to request a licensee amendment prior to removing interlocks from shared onsite emergency and 
shutdown AC electric systems
The inspectors identified a SLIV violation of 10CFR 50.59.c.(2).ii, “Changes, tests and experiments,” for the 
licensee’s failure to obtain a license amendment prior to implementing a change to the onsite emergency and 
shutdown AC electric systems supplying the shared Essential Raw Cooling Water (ERCW) systems. The change 
removed the kirk key interlocking system from the tie breakers that originally prevented an operator error that would 
parallel the Unit 1A and Unit 2A 480V AC motor control centers (MCCs). The issue was entered into the licensee’s 
corrective action program as CR 1076179. The licensee has administrative controls in place to limit the risk of this 
configuration pending determination of corrective actions. 

The inspectors determined that the performance deficiency was more than minor because there was a reasonable 
likelihood that the change required Commission review and approval prior to implementation and the failure to 
request approval impacted the regulatory process. Specifically, the departure from acceptance criteria identified in 
IEEE 308, RG1.81, and RG 1.6 more than minimally increased the likelihood of occurrence of an ERCW power train 
malfunction.
Inspection Report# : 2015007 (pdf)

Significance:  Jul 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to identify and correct inadequate procurement evaluation processes
The inspectors identified three examples of a Green non-cited (NCV) of 10 CFR 50 Appendix B, Criterion XVI, 
“Corrective Action, for the licensee’s failure to identify and correct a conditions adverse to quality that were 
associated with processes for evaluating Class 1E critical characteristics for molded case circuit breakers. The issue 
was entered into the licensee’s corrective action program as CRs 1064483, 1064744, 1064479, 1059273 and 1064731. 
Planned corrective actions were to update procedures to document critical thinking in evaluating CRs and include 
additional critical characteristics. 

The inspectors determined that the performance deficiency was more than minor because it was associated with the 
Equipment Performance attribute of the Mitigating Systems Cornerstone and the failure to identify and correct 
nonconformances in Class 1E equipment and the failure to resolve adverse conditions with evaluating Class 1E 
critical characteristics adversely affected the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. The finding was 
determined to have a cross-cutting aspect in the change management area of Human Performance [H.3] because 
Leaders failed to use a systematic process for evaluating and implementing change so that nuclear safety remains the 
overriding priority.
Inspection Report# : 2015007 (pdf)

Significance:  Jul 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Identify Qualification Criteria Associated with Class 1E Electrical Component Static Performance 
Characteristics
The inspectors identified a Green non-cited violation (NCV) of 10 CFR Part 50, Appendix B, Criterion III, “Design 
Control,” for the licensee’s failure to verify the adequacy of defined shelf life and design life characteristics of Class 
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1E electrical equipment. The issue was entered into the licensee’s corrective action program as CR 1064785. 

The inspectors determined that the performance deficiency was more than minor because it was associated with the 
Design Control attribute of the Mitigating Systems Cornerstone and the failure to ensure the Class 1E static and 
dynamic performance characteristics were identified and evaluated adversely affected the cornerstone objective of 
ensuring the availability, reliability, and capability of the SSCs that responds to initiating events to prevent 
undesirable consequences. The finding was determined to have a cross-cutting aspect in the change management area 
of Human Performance [H.3] because Leaders failed to use a systematic process for evaluating and implementing 
change so that nuclear safety remains the overriding priority.
Inspection Report# : 2015007 (pdf)

Barrier Integrity

Significance:  Oct 01, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Implement Work Risk Activity and Oversight of Supplemental Personnel Procedures
A self-revealing Green NCV of TS 6.8.1.a, “Administrative Controls of Procedures and Programs,” was identified for 
the licensee’s failure to implement procedures related to quality during the surveillance capsule relocation activity. 
Specifically, procedures NPG-SPP-07.3, “Work Activity Risk Management,” and NPG-SPP.07.7, “NPG TCM Role 
and Oversight of Supplemental Personnel,” were not appropriately implemented. The deficiency was entered into the 
licensee’s CAP as Problem Evaluation Report (PER) 1016839. 

This finding was determined to be greater than minor because it was associated with the Human Performance attribute 
of the Barrier Integrity Cornerstone, and adversely affected the cornerstone objective to provide reasonable assurance 
that physical design barriers (fuel cladding, reactor coolant system, and containment) protect the public from 
radionuclide releases caused by accidents or events. Specifically, the performance deficiency resulted in the failure to 
properly secure reactor vessel surveillance capsules and the subsequent damage to the reactor vessel pressure 
boundary, reactor internals and fuel filter screens. The proper higher risk categorization would have led to enhanced 
contractor oversight, and the ability to detect when the contractors were performing actions outside the approved 
procedure. These additional oversights would reasonably be expected to prevent the events that led to the surveillance 
capsule ejections, and eliminate any potential to cause damage to the reactor vessel pressure boundary, reactor 
internals, and fuel filter screens. The inspectors identified a cross-cutting aspect in the Human Performance Consistent 
Process cross-cutting area. Specifically, the licensee failed to consistently incorporate risk insights, as required by 
procedure NPG-SPP-07.3, which resulted in less than conservative classification for an infrequently performed 
activity inside the reactor vessel performed by contract personnel. [H.13]
Inspection Report# : 2015003 (pdf)

Emergency Preparedness

Significance:  Dec 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Recognize and Submit for Approval a Reduction in Effectiveness of the Emergency Plan
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The inspectors identified a Severity Level IV NCV of Title 10 of the Code of Federal Regulations, Part 50.54(q), for 
changes to the licensee’s radiological emergency plan, effective December 18, 2014, that reduced the effectiveness of 
the plan and therefore, should have received NRC approval prior to making the change. Specifically, the effectiveness 
of TVA’s Radiological Emergency Plan (Generic Part), Revision 104, was reduced by the inadvertent removal of the 
offsite telephone communications description for the Health Physics Network and Emergency Notification System 
communication tools, as well as the monthly testing of those devices. The licensee’s failure to recognize that Revision 
104 reduced the effectiveness of the emergency plan was a performance deficiency. The licensee entered this issue 
into their corrective action program (CAP) as Condition Report (CR) 1093684. 

A licensee making changes to its emergency plan that reduces the effectiveness of the plan without prior NRC 
approval is considered a performance deficiency within the licensee’s ability to foresee and correct. This finding is 
more than minor because it brings into question the thoroughness of the licensee’s review process when making 
changes to the emergency plan and adversely affects the procedure quality attribute of the emergency preparedness 
cornerstone objective. This finding is a violation of NRC requirements and because it has the potential for impacting 
the NRC’s ability to perform its regulatory function, traditional enforcement is applicable in accordance with IMC 
0612, Appendix B. This finding is determined to be a Severity Level IV violation in accordance with Section 6.6.d.1 
of the Enforcement Policy because it involves the licensee’s ability to meet or implement a regulatory requirement not 
related to assessment or notification such that the effectiveness of the emergency plan is reduced.
Inspection Report# : 2015004 (pdf)

Occupational Radiation Safety

Public Radiation Safety

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

Miscellaneous
Last modified : July 11, 2016

1Q/2016 Inspection Findings - Sequoyah 1

Page 5 of 5



Sequoyah 1
2Q/2016 Plant Inspection Findings

Initiating Events

Significance:  Jun 17, 2016
Identified By: NRC
Item Type: FIN Finding
Failure to Energize Hydrogen Igniters during Extended Station Blackout 
The NRC identified a finding (FIN) for the licensee’s failure to meet their 
docketed commitment to revise the back-up generators to include supplying one train of 
containment hydrogen igniters per unit in response to Generic Safety Issue 189, 
“Susceptibility of Ice Condenser and Mark III Containments to Early Failure from 
Hydrogen Combustion During a Severe Accident.” The licensee entered this issue into 
their corrective action program and completed immediate corrective actions to revise 
procedure FSI-5.01, “Initial Assessment and Flex Equipment Deployment,” Rev. 0, to 
ensure the hydrogen igniters would be energized during an extended station blackout 
(SBO) event. 
The performance deficiency was determined to be more than minor because it was 
associated with the Procedure Quality attribute of the Barrier Integrity Cornerstone and 
adversely affected the cornerstone objective of providing reasonable assurance that 
physical barriers protect the public from radionuclide releases caused by accidents or 
events. Specifically, the failure to energize the hydrogen igniters during an extended 
SBO event could result in containment failure. The team determined the finding to be of 
very low safety significance (Green) because the risk was mitigated by the low frequency 
of SBO conditions and the high likelihood of operator recovery given the obvious 
diagnosis of the performance deficiency. The team determined the finding was 
indicative of present licensee performance and was associated with the cross-cutting 
aspect of operating experience (OE), in the area of Problem Identification and Resolution, because the licensee failed 
to effectively collect, evaluate, and implement 
relevant internal OE before implementing their new station procedures to use the FLEX 
diesels as the power supply to the hydrogen igniters
Inspection Report# : 2016007 (pdf)

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate Application of Flame Retardant on Cable Room Penetrations
The NRC identified a non-cited violation (NCV) of Unit 1 and 2 Technical Specification 5.4.1 for the licensee’s 
failure to adequately implement fire protection procedures. Specifically, the inspectors identified several cables 
located within a cable tray that penetrated the floor of the cable spreading room that were not adequately coating with 
fire retardant material as required by plant procedures. The licensee placed the issue into the corrective action program 
(CAP) and implemented a fire watch for the degraded condition. 

The inspectors determined that the failure to adequately implement all requirements of the licensee’s fire protection 
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program procedures was a performance deficiency. The performance deficiency was determined to be more than 
minor because it was associated with the protection against external events (fire) attribute of the mitigating systems 
cornerstone and adversely affected the cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. The inspectors determined the finding 
was of very low safety significance (Green) because of the fire protection defense in depth concept provided other 
barriers to prevent the spread of fires. The cause of this finding was related to the procedural adherence component of 
the human performance area, because the licensee failed to properly install cable bundles through wall penetrations. 
[H.8] 

Inspection Report# : 2016001 (pdf)

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadvertent Safety Injection Due to Inadequate Main Steam Procedure
A self-revealing NCV of Units 1 & 2 Technical Specification, 5.4.1 was documented for the licensee’s failure to 
implement an adequate procedure associate with the startup of the main steam system. Specifically, the licensee 
caused an inadvertent safety injection which unnecessarily challenged the operators due to an inadequate draining of 
the main steam header during system start up. The licensee placed the issue into the CAP. 

The failure of the licensee to adequately drain condensate from the main steam header resulted in an inadvertent safety 
injection (SI) and was a performance eficiency. The finding was determined to be greater than minor because it 
adversely effected the Procedure Quality attribute of the Initiating Events Cornerstone to limit the likelihood of events 
that upset plant stability and challenge critical safety functions during shutdown as well as power operations. The 
significance of this finding was evaluated in accordance with the Manual Chapter 0609 Appendix A, “The 
Significance Determination Process for Findings At-Power.” Although the unit was in Mode 3 at the time, this 
appendix was chosen because the plant did not meet the entry conditions for residual heat removal system operation. 
The inspectors concluded that the finding was of very low safety significance (Green) because no significant initiating 
event prompted this transient. The finding was determined to have a cross-cutting aspect in the operating experience 
component of the problem identification and resolution area, because the licensee failed to evaluate and implement 
relevant internal and external operating experience. [P.5] 

Inspection Report# : 2016001 (pdf)

Mitigating Systems

Significance:  Jun 17, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Implement the Design Change Process when Modifying the Safety-Related Fire Dampers 
The NRC identified a non-cited violation of Title 10 Code of Federal Regulations 
(CFR) Part 50, Appendix B, Criterion V, “Instructions, Procedures and Drawings,” for the 
licensee’s failure to use the design change process to make modifications to the 
Emergency Diesel Generator EDG room inlet dampers as required by NPG-SPP-9.3, 
“Plant Modifications and Engineering Change Control.” The licensee entered the issue 
into the corrective action program and implemented compensatory measures, while 
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implementing plans to modify each of the affected inlet and exhaust fire dampers. 
This performance deficiency was determined to be more than minor because it was 
associated with the Equipment Performance attribute of the Mitigating Systems 
Cornerstone and adversely affected the cornerstone objective of ensuring the 
availability, reliability, and capability of systems that respond to initiating events to 
prevent undesirable consequences. Specifically, the licensee modified the dampers to 
include the wrong brackets, which could adversely affect the dampers ability to remain 
open to provide cooling during EDG operation and support EDG reliability and 
availability. The team determined the finding to be of very low safety significance 
(Green) because the finding was a deficiency affecting the design of a mitigating 
structure, system, or component (SSC), and the SSC maintained its operability or 
functionality. This finding was not assigned a cross-cutting aspect because the issue did 
not reflect current licensee performance.
Inspection Report# : 2016007 (pdf)

Significance:  Jun 17, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Install Safety-Related Components that are Designed to Withstand the Effects of a Design Basis 
Tornado 
The NRC identified a non-cited violation of Title 10 CFR Part 50, Appendix B, 
Criterion III, “Design Control,” for the licensee’s failure to install emergency diesel 
generator components that could withstand the effects of a design basis tornado as 
required by Section 3.1.2 of the Update Final Safety Analysis Report (UFSAR). The 
licensee entered the issue into the corrective action program and implemented 
compensatory measures to protect the affected components. 
This performance deficiency was determined to be more than minor because it was 
associated with the Design Control attribute of the Mitigating Systems cornerstone and 
adversely affects the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. Specifically, the capability 
of the equipment to withstand the effects of a 
tornado was not ensured. The team determined the finding to be of very low safety 
significance (Green) because of the low frequency of tornados/high winds and the 
potential for recovery by the operators on site. This finding was not assigned a crosscutting 
aspect because the issue did not reflect present licensee performance.
Inspection Report# : 2016007 (pdf)

Significance:  Jun 17, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate Monitoring of the 480V Shutdown Transformers
The NRC identified a non-cited violation of Title 10 CFR Part 50, Appendix B, 
Criterion V, “Instructions, Procedures and Drawings,” for the licensee’s failure to have 
documented procedures in place to ensure effective monitoring of the 480V Shutdown 
Transformers as required by Section 5.3.2.(4) of IEEE 308-1971. The licensee entered 
the issue into the corrective action program and planned to put additional transformer 
testing/monitoring in place to detect degradation prior to equipment failure. 
This performance deficiency was determined to be more than minor because it was 
associated with the Equipment Performance attribute of the Mitigating Systems 
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Cornerstone and adversely affected the cornerstone objective of ensuring the 
availability, reliability, and capability of systems that respond to initiating events to 
prevent undesirable consequences. Specifically, the licensee failed to perform adequate 
maintenance on the shutdown transformer, which could result in the inability to detect 
the deterioration of the shutdown transformer toward an unacceptable condition. The 
team determined the finding to be of very low safety significance (Green) because the 
finding was a deficiency affecting the design of a mitigating structure, system, or 
component (SSC), and the SSC maintained its operability or functionality. This finding 
was not assigned a cross-cutting aspect because the issue did not reflect present 
licensee performance.
Inspection Report# : 2016007 (pdf)

Significance:  Sep 19, 2015
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Inadequate Clearance Causes damage to ‘A’ train Solid State Protection System
A self-revealing Green NCV of Unit 1 Technical Specification (TS) 6.8.1.a was identified for the licensee’s failure to 
adequately establish a clearance boundary during plant maintenance. Specifically, the licensee caused damage to a 
safetyrelated component during maintenance as a result of a failure to de-energize all 
electrical sources during maintenance troubleshooting activities. The licensee placed the issue into their corrective 
action program (CAP) and corrected the identified deficiencies. 

The inspectors determined that the failure to adequately implement clearance procedures was a performance 
deficiency. The inspectors determined that the performance deficiency was more than minor because it was associated 
with the human performance attribute of the mitigating systems cornerstone and adversely 
affected the cornerstone objective to ensure the availability, reliability, and capability of systems that respond to 
initiating events to prevent undesirable consequences. The inspectors determined the finding was of very low safety 
significance (Green) as the affected safety significant component was repaired within 24 hours. The cause of this 
finding was related to the cross-cutting aspect of leaders ensuring that personnel, equipment, procedures, and other 
resources were available and adequate to support nuclear safety [H.1]
Inspection Report# : 2015003 (pdf)

Significance:  Jul 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to maintain control of and update safety related design out documents (electrical calculations)
The inspectors identified a Green non-cited violation (NCV) of 10 CFR Part 50, Appendix B, Criterion III, Design 
Control, for the licensee’s failure to control safety related calculations that reviewed equipment essential to the 
function of Class 1E electrical systems. The issue was entered into the licensee’s corrective action program as CRs 
1059281 and 1064042. Planned corrective actions were to revise the calculations. 

The inspectors determined that the performance deficiency was determined to be more than minor because it was 
associated with the Design Control attribute of the Mitigating Systems Cornerstone. The failure to plan and control 
updates to safety related calculations to review the suitability of new molded case circuit breakers in Class 1E 
electrical systems adversely affected the cornerstone objective of ensuring the availability, reliability, and capability 
of the systems that respond to initiating events to prevent undesirable consequences. The finding was determined to 
have a cross-cutting aspect in the resolution area of Problem Identification and Resolution [P.3], because the licensee 
failed to take effective corrective actions to address issues in a timely manner commensurate with their safety 
significance.

2Q/2016 Inspection Findings - Sequoyah 1

Page 4 of 7



Inspection Report# : 2015007 (pdf)

Significance:  Jul 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to request a licensee amendment prior to removing interlocks from shared onsite emergency and 
shutdown AC electric systems
The inspectors identified a SLIV violation of 10CFR 50.59.c.(2).ii, “Changes, tests and experiments,” for the 
licensee’s failure to obtain a license amendment prior to implementing a change to the onsite emergency and 
shutdown AC electric systems supplying the shared Essential Raw Cooling Water (ERCW) systems. The change 
removed the kirk key interlocking system from the tie breakers that originally prevented an operator error that would 
parallel the Unit 1A and Unit 2A 480V AC motor control centers (MCCs). The issue was entered into the licensee’s 
corrective action program as CR 1076179. The licensee has administrative controls in place to limit the risk of this 
configuration pending determination of corrective actions. 

The inspectors determined that the performance deficiency was more than minor because there was a reasonable 
likelihood that the change required Commission review and approval prior to implementation and the failure to 
request approval impacted the regulatory process. Specifically, the departure from acceptance criteria identified in 
IEEE 308, RG1.81, and RG 1.6 more than minimally increased the likelihood of occurrence of an ERCW power train 
malfunction.
Inspection Report# : 2015007 (pdf)

Significance:  Jul 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to identify and correct inadequate procurement evaluation processes
The inspectors identified three examples of a Green non-cited (NCV) of 10 CFR 50 Appendix B, Criterion XVI, 
“Corrective Action, for the licensee’s failure to identify and correct a conditions adverse to quality that were 
associated with processes for evaluating Class 1E critical characteristics for molded case circuit breakers. The issue 
was entered into the licensee’s corrective action program as CRs 1064483, 1064744, 1064479, 1059273 and 1064731. 
Planned corrective actions were to update procedures to document critical thinking in evaluating CRs and include 
additional critical characteristics. 

The inspectors determined that the performance deficiency was more than minor because it was associated with the 
Equipment Performance attribute of the Mitigating Systems Cornerstone and the failure to identify and correct 
nonconformances in Class 1E equipment and the failure to resolve adverse conditions with evaluating Class 1E 
critical characteristics adversely affected the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. The finding was 
determined to have a cross-cutting aspect in the change management area of Human Performance [H.3] because 
Leaders failed to use a systematic process for evaluating and implementing change so that nuclear safety remains the 
overriding priority.
Inspection Report# : 2015007 (pdf)

Significance:  Jul 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Identify Qualification Criteria Associated with Class 1E Electrical Component Static Performance 
Characteristics
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The inspectors identified a Green non-cited violation (NCV) of 10 CFR Part 50, Appendix B, Criterion III, “Design 
Control,” for the licensee’s failure to verify the adequacy of defined shelf life and design life characteristics of Class 
1E electrical equipment. The issue was entered into the licensee’s corrective action program as CR 1064785. 

The inspectors determined that the performance deficiency was more than minor because it was associated with the 
Design Control attribute of the Mitigating Systems Cornerstone and the failure to ensure the Class 1E static and 
dynamic performance characteristics were identified and evaluated adversely affected the cornerstone objective of 
ensuring the availability, reliability, and capability of the SSCs that responds to initiating events to prevent 
undesirable consequences. The finding was determined to have a cross-cutting aspect in the change management area 
of Human Performance [H.3] because Leaders failed to use a systematic process for evaluating and implementing 
change so that nuclear safety remains the overriding priority.
Inspection Report# : 2015007 (pdf)

Barrier Integrity

Significance:  Oct 01, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Implement Work Risk Activity and Oversight of Supplemental Personnel Procedures
A self-revealing Green NCV of TS 6.8.1.a, “Administrative Controls of Procedures and Programs,” was identified for 
the licensee’s failure to implement procedures related to quality during the surveillance capsule relocation activity. 
Specifically, procedures NPG-SPP-07.3, “Work Activity Risk Management,” and NPG-SPP.07.7, “NPG TCM Role 
and Oversight of Supplemental Personnel,” were not appropriately implemented. The deficiency was entered into the 
licensee’s CAP as Problem Evaluation Report (PER) 1016839. 

This finding was determined to be greater than minor because it was associated with the Human Performance attribute 
of the Barrier Integrity Cornerstone, and adversely affected the cornerstone objective to provide reasonable assurance 
that physical design barriers (fuel cladding, reactor coolant system, and containment) protect the public from 
radionuclide releases caused by accidents or events. Specifically, the performance deficiency resulted in the failure to 
properly secure reactor vessel surveillance capsules and the subsequent damage to the reactor vessel pressure 
boundary, reactor internals and fuel filter screens. The proper higher risk categorization would have led to enhanced 
contractor oversight, and the ability to detect when the contractors were performing actions outside the approved 
procedure. These additional oversights would reasonably be expected to prevent the events that led to the surveillance 
capsule ejections, and eliminate any potential to cause damage to the reactor vessel pressure boundary, reactor 
internals, and fuel filter screens. The inspectors identified a cross-cutting aspect in the Human Performance Consistent 
Process cross-cutting area. Specifically, the licensee failed to consistently incorporate risk insights, as required by 
procedure NPG-SPP-07.3, which resulted in less than conservative classification for an infrequently performed 
activity inside the reactor vessel performed by contract personnel. [H.13]
Inspection Report# : 2015003 (pdf)

Emergency Preparedness

Significance:  Dec 31, 2015
Identified By: NRC
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Item Type: NCV Non-Cited Violation
Failure to Recognize and Submit for Approval a Reduction in Effectiveness of the Emergency Plan
The inspectors identified a Severity Level IV NCV of Title 10 of the Code of Federal Regulations, Part 50.54(q), for 
changes to the licensee’s radiological emergency plan, effective December 18, 2014, that reduced the effectiveness of 
the plan and therefore, should have received NRC approval prior to making the change. Specifically, the effectiveness 
of TVA’s Radiological Emergency Plan (Generic Part), Revision 104, was reduced by the inadvertent removal of the 
offsite telephone communications description for the Health Physics Network and Emergency Notification System 
communication tools, as well as the monthly testing of those devices. The licensee’s failure to recognize that Revision 
104 reduced the effectiveness of the emergency plan was a performance deficiency. The licensee entered this issue 
into their corrective action program (CAP) as Condition Report (CR) 1093684. 

A licensee making changes to its emergency plan that reduces the effectiveness of the plan without prior NRC 
approval is considered a performance deficiency within the licensee’s ability to foresee and correct. This finding is 
more than minor because it brings into question the thoroughness of the licensee’s review process when making 
changes to the emergency plan and adversely affects the procedure quality attribute of the emergency preparedness 
cornerstone objective. This finding is a violation of NRC requirements and because it has the potential for impacting 
the NRC’s ability to perform its regulatory function, traditional enforcement is applicable in accordance with IMC 
0612, Appendix B. This finding is determined to be a Severity Level IV violation in accordance with Section 6.6.d.1 
of the Enforcement Policy because it involves the licensee’s ability to meet or implement a regulatory requirement not 
related to assessment or notification such that the effectiveness of the emergency plan is reduced.
Inspection Report# : 2015004 (pdf)

Occupational Radiation Safety

Public Radiation Safety

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

Miscellaneous
Last modified : August 29, 2016
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Sequoyah 1
3Q/2016 Plant Inspection Findings

Initiating Events

Significance:  Jul 15, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Maintain Design Control of MSIV Controls
A self-revealing Green non-cited violation of Title 10 of the Code of Federal 
Regulations (10 CFR) 50, Appendix B, Criterion III, “Design Control”, was identified for 
the licensee’s failure to maintain design control of MSIV 1-FCV-1-22 controls. 
Specifically, inadequate design controls led to under tightened electrical connection 
following replacement of the Unit 1 MSIV Control Room handswitch (1-HS-1-22A). 

On November 23, 2015, a manual reactor trip was initiated by operators as 
a result of a slowly closing loop # 3 main steam isolation valve. The event was reported 
to the NRC as event notification (EN) 51559, and documented in the licensee’s CAP as 
CR 1107656. The licensee’s root cause into the event identified the Unit 1 MSIV Control 
Room handswitch (1-HS-1-22A) having a loose connection (terminal lug and nut 
assembly - terminal E, wire 1B6) located in Panel 1-M-4 as the direct cases of 1-FCV-1-
22A drifting shut and the manual reactor trip. In 1994, SQN electric shop technicians 
completed replacement of the MSIV 1-22 handswitch (1-HS-1-22A) under Work Order 
(WO) 93-000869-000. Review of WO 93- 000896-000 identified work planning and work 
steps were consistent with 1994 methodologies and requirements in that it provided 
references for fastener tightness.
Inspection Report# : 2016008 (pdf)

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadvertent Safety Injection Due to Inadequate Main Steam Procedure
A self-revealing NCV of Units 1 & 2 Technical Specification, 5.4.1 was documented for the licensee’s failure to 
implement an adequate procedure associate with the startup of the main steam system. Specifically, the licensee 
caused an inadvertent safety injection which unnecessarily challenged the operators due to an inadequate draining of 
the main steam header during system start up. The licensee placed the issue into the CAP. 

The failure of the licensee to adequately drain condensate from the main steam header resulted in an inadvertent safety 
injection (SI) and was a performance eficiency. The finding was determined to be greater than minor because it 
adversely effected the Procedure Quality attribute of the Initiating Events Cornerstone to limit the likelihood of events 
that upset plant stability and challenge critical safety functions during shutdown as well as power operations. The 
significance of this finding was evaluated in accordance with the Manual Chapter 0609 Appendix A, “The 
Significance Determination Process for Findings At-Power.” Although the unit was in Mode 3 at the time, this 
appendix was chosen because the plant did not meet the entry conditions for residual heat removal system operation. 
The inspectors concluded that the finding was of very low safety significance (Green) because no significant initiating 
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event prompted this transient. The finding was determined to have a cross-cutting aspect in the operating experience 
component of the problem identification and resolution area, because the licensee failed to evaluate and implement 
relevant internal and external operating experience. [P.5] 

Inspection Report# : 2016001 (pdf)

Mitigating Systems

Significance:  Sep 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Isolation of Fire Suppression System to a Significant Portion of the Plant Site
A self-revealing Green NCV of the facility’s operating license was identified for the licensee’s failure ensure the fire 
suppression system was operable and capable of suppressing fires. Specifically, the licensee inadvertently disabled the 
High Pressure Fire Protection (HPFP) water system in excess of 24 hours and concurrently failed to implement 
required compensatory measures for the disabled header contrary to the approved fire protection report (FPR). 
On March 23, 2016, the licensee established a clearance on the high pressure fire water system in order to perform 
planned maintenance in a valve pit. 
Subsequently, it was determined that the clearance boundary was inadequate in that one of the boundary valves leaked 
by the seat. On March 29, the clearance boundary was expanded in order to reduce any leakage into the affected work 
area. On March 30, during routine fire operation testing, operators noted that water was not available at a hose station 
near the emergency diesel generator (EDG) building. Subsequent investigation revealed the expanded clearance had 
isolated the main fire suppression system from the fire pumps and fire tanks. Thus, if a fire had occurred, no 
suppression would have been available to most of the plant site. The affected areas included the 
control building, turbine building, auxiliary building, and the EDG building. Upon discovery, the licensee 
implemented the requirements of the fire protection report (FPR). 
This, included fire operating requirement (FOR), 14.2.1, 14.3.1, and 14.5.1 for fire water suppression system, 
spray/sprinkler systems, and fire hose stations, respectively. On 
March 31, full functionality of the HPFP system was restored and operations exited the requirements of the FPR. The 
exposure time for the disabled HPFP system was approximately 41 hours.
Inspection Report# : 2016003 (pdf)

Significance:  Jun 17, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Implement the Design Change Process when Modifying the Safety-Related Fire Dampers 
The NRC identified a non-cited violation of Title 10 Code of Federal Regulations 
(CFR) Part 50, Appendix B, Criterion V, “Instructions, Procedures and Drawings,” for the 
licensee’s failure to use the design change process to make modifications to the 
Emergency Diesel Generator EDG room inlet dampers as required by NPG-SPP-9.3, 
“Plant Modifications and Engineering Change Control.” The licensee entered the issue 
into the corrective action program and implemented compensatory measures, while 
implementing plans to modify each of the affected inlet and exhaust fire dampers. 
This performance deficiency was determined to be more than minor because it was 
associated with the Equipment Performance attribute of the Mitigating Systems 
Cornerstone and adversely affected the cornerstone objective of ensuring the 
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availability, reliability, and capability of systems that respond to initiating events to 
prevent undesirable consequences. Specifically, the licensee modified the dampers to 
include the wrong brackets, which could adversely affect the dampers ability to remain 
open to provide cooling during EDG operation and support EDG reliability and 
availability. The team determined the finding to be of very low safety significance 
(Green) because the finding was a deficiency affecting the design of a mitigating 
structure, system, or component (SSC), and the SSC maintained its operability or 
functionality. This finding was not assigned a cross-cutting aspect because the issue did 
not reflect current licensee performance.
Inspection Report# : 2016007 (pdf)

Significance:  Jun 17, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Install Safety-Related Components that are Designed to Withstand the Effects of a Design Basis 
Tornado 
The NRC identified a non-cited violation of Title 10 CFR Part 50, Appendix B, 
Criterion III, “Design Control,” for the licensee’s failure to install emergency diesel 
generator components that could withstand the effects of a design basis tornado as 
required by Section 3.1.2 of the Update Final Safety Analysis Report (UFSAR). The 
licensee entered the issue into the corrective action program and implemented 
compensatory measures to protect the affected components. 
This performance deficiency was determined to be more than minor because it was 
associated with the Design Control attribute of the Mitigating Systems cornerstone and 
adversely affects the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. Specifically, the capability 
of the equipment to withstand the effects of a 
tornado was not ensured. The team determined the finding to be of very low safety 
significance (Green) because of the low frequency of tornados/high winds and the 
potential for recovery by the operators on site. This finding was not assigned a crosscutting 
aspect because the issue did not reflect present licensee performance.
Inspection Report# : 2016007 (pdf)

Significance:  Jun 17, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate Monitoring of the 480V Shutdown Transformers
The NRC identified a non-cited violation of Title 10 CFR Part 50, Appendix B, 
Criterion V, “Instructions, Procedures and Drawings,” for the licensee’s failure to have 
documented procedures in place to ensure effective monitoring of the 480V Shutdown 
Transformers as required by Section 5.3.2.(4) of IEEE 308-1971. The licensee entered 
the issue into the corrective action program and planned to put additional transformer 
testing/monitoring in place to detect degradation prior to equipment failure. 
This performance deficiency was determined to be more than minor because it was 
associated with the Equipment Performance attribute of the Mitigating Systems 
Cornerstone and adversely affected the cornerstone objective of ensuring the 
availability, reliability, and capability of systems that respond to initiating events to 
prevent undesirable consequences. Specifically, the licensee failed to perform adequate 
maintenance on the shutdown transformer, which could result in the inability to detect 
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the deterioration of the shutdown transformer toward an unacceptable condition. The 
team determined the finding to be of very low safety significance (Green) because the 
finding was a deficiency affecting the design of a mitigating structure, system, or 
component (SSC), and the SSC maintained its operability or functionality. This finding 
was not assigned a cross-cutting aspect because the issue did not reflect present 
licensee performance.
Inspection Report# : 2016007 (pdf)

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate Application of Flame Retardant on Cable Room Penetrations
The NRC identified a non-cited violation (NCV) of Unit 1 and 2 Technical Specification 5.4.1 for the licensee’s 
failure to adequately implement fire protection procedures. Specifically, the inspectors identified several cables 
located within a cable tray that penetrated the floor of the cable spreading room that were not adequately coating with 
fire retardant material as required by plant procedures. The licensee placed the issue into the corrective action program 
(CAP) and implemented a fire watch for the degraded condition. 

The inspectors determined that the failure to adequately implement all requirements of the licensee’s fire protection 
program procedures was a performance deficiency. The performance deficiency was determined to be more than 
minor because it was associated with the protection against external events (fire) attribute of the mitigating systems 
cornerstone and adversely affected the cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. The inspectors determined the finding 
was of very low safety significance (Green) because of the fire protection defense in depth concept provided other 
barriers to prevent the spread of fires. The cause of this finding was related to the procedural adherence component of 
the human performance area, because the licensee failed to properly install cable bundles through wall penetrations. 
[H.8] 

Inspection Report# : 2016001 (pdf)

Barrier Integrity

Significance:  Sep 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Hydrogen Mitigation System Inoperable Longer than Allowed by Technical Specifications
A self-revealing Green NCV of TS 3.6.8 was noted for the licensee’s failure to restore an inoperable train of HMS to 
service within the required completion time 7 days. In addition, the licensee failed to be in Mode 3 within the 
following 6 hours following the failure to meet the 7 day action time. The licensee estimated the entire exposure time 
to be approximately 91 days. 
On June 7, during the performance of procedure 1-SI-EIV-268-305.A, 
17 
“Hydrogen Mitigation System Operability Current Check,” Rev. 4, the craft personnel noted that circuit breaker, 1-
BKRB-268-YA/129A, breaker 11, was open. This procedure is used to verify the operability of the HMS pursuant to 
Surveillance requirement 3.6.8.1 and 3.6.8.2 This breaker supplied the power to two hydrogen ignitors, 124 and 129. 
This was brought to the attention of the operations crew and the ‘A’ train HMS was declared out-of-service at 0914. 
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The operations crew directed closure of the breaker and the ‘A’ train HMS was restored to operable status at 0916. 
A subsequent POE determined that the last time the cabinet was accessed was on March 8 in order to replace ignitor 
128. Breaker 11 was noted to be in the “OFF” position and not the “TRIP” position. The POE concluded that the 
breaker was accidentally bumped and moved from its normal (“ON”) position. The POE established the exposure time 
of 91 days.
Inspection Report# : 2016003 (pdf)

Significance:  Jun 17, 2016
Identified By: NRC
Item Type: FIN Finding
Failure to Energize Hydrogen Igniters during Extended Station Blackout 
The NRC identified a finding (FIN) for the licensee’s failure to meet their 
docketed commitment to revise the back-up generators to include supplying one train of 
containment hydrogen igniters per unit in response to Generic Safety Issue 189, 
“Susceptibility of Ice Condenser and Mark III Containments to Early Failure from 
Hydrogen Combustion During a Severe Accident.” The licensee entered this issue into 
their corrective action program and completed immediate corrective actions to revise 
procedure FSI-5.01, “Initial Assessment and Flex Equipment Deployment,” Rev. 0, to 
ensure the hydrogen igniters would be energized during an extended station blackout 
(SBO) event. 
The performance deficiency was determined to be more than minor because it was 
associated with the Procedure Quality attribute of the Barrier Integrity Cornerstone and 
adversely affected the cornerstone objective of providing reasonable assurance that 
physical barriers protect the public from radionuclide releases caused by accidents or 
events. Specifically, the failure to energize the hydrogen igniters during an extended 
SBO event could result in containment failure. The team determined the finding to be of 
very low safety significance (Green) because the risk was mitigated by the low frequency 
of SBO conditions and the high likelihood of operator recovery given the obvious 
diagnosis of the performance deficiency. The team determined the finding was 
indicative of present licensee performance and was associated with the cross-cutting 
aspect of operating experience (OE), in the area of Problem Identification and Resolution, because the licensee failed 
to effectively collect, evaluate, and implement 
relevant internal OE before implementing their new station procedures to use the FLEX 
diesels as the power supply to the hydrogen igniters
Inspection Report# : 2016007 (pdf)

Significance:  Oct 01, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Implement Work Risk Activity and Oversight of Supplemental Personnel Procedures
A self-revealing Green NCV of TS 6.8.1.a, “Administrative Controls of Procedures and Programs,” was identified for 
the licensee’s failure to implement procedures related to quality during the surveillance capsule relocation activity. 
Specifically, procedures NPG-SPP-07.3, “Work Activity Risk Management,” and NPG-SPP.07.7, “NPG TCM Role 
and Oversight of Supplemental Personnel,” were not appropriately implemented. The deficiency was entered into the 
licensee’s CAP as Problem Evaluation Report (PER) 1016839. 

This finding was determined to be greater than minor because it was associated with the Human Performance attribute 
of the Barrier Integrity Cornerstone, and adversely affected the cornerstone objective to provide reasonable assurance 
that physical design barriers (fuel cladding, reactor coolant system, and containment) protect the public from 
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radionuclide releases caused by accidents or events. Specifically, the performance deficiency resulted in the failure to 
properly secure reactor vessel surveillance capsules and the subsequent damage to the reactor vessel pressure 
boundary, reactor internals and fuel filter screens. The proper higher risk categorization would have led to enhanced 
contractor oversight, and the ability to detect when the contractors were performing actions outside the approved 
procedure. These additional oversights would reasonably be expected to prevent the events that led to the surveillance 
capsule ejections, and eliminate any potential to cause damage to the reactor vessel pressure boundary, reactor 
internals, and fuel filter screens. The inspectors identified a cross-cutting aspect in the Human Performance Consistent 
Process cross-cutting area. Specifically, the licensee failed to consistently incorporate risk insights, as required by 
procedure NPG-SPP-07.3, which resulted in less than conservative classification for an infrequently performed 
activity inside the reactor vessel performed by contract personnel. [H.13]
Inspection Report# : 2015003 (pdf)

Emergency Preparedness

Significance:  Dec 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Recognize and Submit for Approval a Reduction in Effectiveness of the Emergency Plan
The inspectors identified a Severity Level IV NCV of Title 10 of the Code of Federal Regulations, Part 50.54(q), for 
changes to the licensee’s radiological emergency plan, effective December 18, 2014, that reduced the effectiveness of 
the plan and therefore, should have received NRC approval prior to making the change. Specifically, the effectiveness 
of TVA’s Radiological Emergency Plan (Generic Part), Revision 104, was reduced by the inadvertent removal of the 
offsite telephone communications description for the Health Physics Network and Emergency Notification System 
communication tools, as well as the monthly testing of those devices. The licensee’s failure to recognize that Revision 
104 reduced the effectiveness of the emergency plan was a performance deficiency. The licensee entered this issue 
into their corrective action program (CAP) as Condition Report (CR) 1093684. 

A licensee making changes to its emergency plan that reduces the effectiveness of the plan without prior NRC 
approval is considered a performance deficiency within the licensee’s ability to foresee and correct. This finding is 
more than minor because it brings into question the thoroughness of the licensee’s review process when making 
changes to the emergency plan and adversely affects the procedure quality attribute of the emergency preparedness 
cornerstone objective. This finding is a violation of NRC requirements and because it has the potential for impacting 
the NRC’s ability to perform its regulatory function, traditional enforcement is applicable in accordance with IMC 
0612, Appendix B. This finding is determined to be a Severity Level IV violation in accordance with Section 6.6.d.1 
of the Enforcement Policy because it involves the licensee’s ability to meet or implement a regulatory requirement not 
related to assessment or notification such that the effectiveness of the emergency plan is reduced.
Inspection Report# : 2015004 (pdf)

Occupational Radiation Safety

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

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

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

Miscellaneous
Last modified : December 16, 2016
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Sequoyah 1
4Q/2016 Plant Inspection Findings

Initiating Events

Significance:  Jul 15, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Maintain Design Control of MSIV Controls
A self-revealing Green non-cited violation of Title 10 of the Code of Federal 
Regulations (10 CFR) 50, Appendix B, Criterion III, “Design Control”, was identified for 
the licensee’s failure to maintain design control of MSIV 1-FCV-1-22 controls. 
Specifically, inadequate design controls led to under tightened electrical connection 
following replacement of the Unit 1 MSIV Control Room handswitch (1-HS-1-22A). 

On November 23, 2015, a manual reactor trip was initiated by operators as 
a result of a slowly closing loop # 3 main steam isolation valve. The event was reported 
to the NRC as event notification (EN) 51559, and documented in the licensee’s CAP as 
CR 1107656. The licensee’s root cause into the event identified the Unit 1 MSIV Control 
Room handswitch (1-HS-1-22A) having a loose connection (terminal lug and nut 
assembly - terminal E, wire 1B6) located in Panel 1-M-4 as the direct cases of 1-FCV-1-
22A drifting shut and the manual reactor trip. In 1994, SQN electric shop technicians 
completed replacement of the MSIV 1-22 handswitch (1-HS-1-22A) under Work Order 
(WO) 93-000869-000. Review of WO 93- 000896-000 identified work planning and work 
steps were consistent with 1994 methodologies and requirements in that it provided 
references for fastener tightness.
Inspection Report# : 2016008 (pdf)

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadvertent Safety Injection Due to Inadequate Main Steam Procedure
A self-revealing NCV of Units 1 & 2 Technical Specification, 5.4.1 was documented for the licensee’s failure to 
implement an adequate procedure associate with the startup of the main steam system. Specifically, the licensee 
caused an inadvertent safety injection which unnecessarily challenged the operators due to an inadequate draining of 
the main steam header during system start up. The licensee placed the issue into the CAP. 

The failure of the licensee to adequately drain condensate from the main steam header resulted in an inadvertent safety 
injection (SI) and was a performance eficiency. The finding was determined to be greater than minor because it 
adversely effected the Procedure Quality attribute of the Initiating Events Cornerstone to limit the likelihood of events 
that upset plant stability and challenge critical safety functions during shutdown as well as power operations. The 
significance of this finding was evaluated in accordance with the Manual Chapter 0609 Appendix A, “The 
Significance Determination Process for Findings At-Power.” Although the unit was in Mode 3 at the time, this 
appendix was chosen because the plant did not meet the entry conditions for residual heat removal system operation. 
The inspectors concluded that the finding was of very low safety significance (Green) because no significant initiating 
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event prompted this transient. The finding was determined to have a cross-cutting aspect in the operating experience 
component of the problem identification and resolution area, because the licensee failed to evaluate and implement 
relevant internal and external operating experience. [P.5] 

Inspection Report# : 2016001 (pdf)

Mitigating Systems

Significance:  Sep 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Isolation of Fire Suppression System to a Significant Portion of the Plant Site
A self-revealing Green NCV of the facility’s operating license was identified for the licensee’s failure ensure the fire 
suppression system was operable and capable of suppressing fires. Specifically, the licensee inadvertently disabled the 
High Pressure Fire Protection (HPFP) water system in excess of 24 hours and concurrently failed to implement 
required compensatory measures for the disabled header contrary to the approved fire protection report (FPR). 
On March 23, 2016, the licensee established a clearance on the high pressure fire water system in order to perform 
planned maintenance in a valve pit. 
Subsequently, it was determined that the clearance boundary was inadequate in that one of the boundary valves leaked 
by the seat. On March 29, the clearance boundary was expanded in order to reduce any leakage into the affected work 
area. On March 30, during routine fire operation testing, operators noted that water was not available at a hose station 
near the emergency diesel generator (EDG) building. Subsequent investigation revealed the expanded clearance had 
isolated the main fire suppression system from the fire pumps and fire tanks. Thus, if a fire had occurred, no 
suppression would have been available to most of the plant site. The affected areas included the 
control building, turbine building, auxiliary building, and the EDG building. Upon discovery, the licensee 
implemented the requirements of the fire protection report (FPR). 
This, included fire operating requirement (FOR), 14.2.1, 14.3.1, and 14.5.1 for fire water suppression system, 
spray/sprinkler systems, and fire hose stations, respectively. On 
March 31, full functionality of the HPFP system was restored and operations exited the requirements of the FPR. The 
exposure time for the disabled HPFP system was approximately 41 hours.
Inspection Report# : 2016003 (pdf)

Significance:  Jun 17, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Implement the Design Change Process when Modifying the Safety-Related Fire Dampers 
The NRC identified a non-cited violation of Title 10 Code of Federal Regulations 
(CFR) Part 50, Appendix B, Criterion V, “Instructions, Procedures and Drawings,” for the 
licensee’s failure to use the design change process to make modifications to the 
Emergency Diesel Generator EDG room inlet dampers as required by NPG-SPP-9.3, 
“Plant Modifications and Engineering Change Control.” The licensee entered the issue 
into the corrective action program and implemented compensatory measures, while 
implementing plans to modify each of the affected inlet and exhaust fire dampers. 
This performance deficiency was determined to be more than minor because it was 
associated with the Equipment Performance attribute of the Mitigating Systems 
Cornerstone and adversely affected the cornerstone objective of ensuring the 
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availability, reliability, and capability of systems that respond to initiating events to 
prevent undesirable consequences. Specifically, the licensee modified the dampers to 
include the wrong brackets, which could adversely affect the dampers ability to remain 
open to provide cooling during EDG operation and support EDG reliability and 
availability. The team determined the finding to be of very low safety significance 
(Green) because the finding was a deficiency affecting the design of a mitigating 
structure, system, or component (SSC), and the SSC maintained its operability or 
functionality. This finding was not assigned a cross-cutting aspect because the issue did 
not reflect current licensee performance.
Inspection Report# : 2016007 (pdf)

Significance:  Jun 17, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Install Safety-Related Components that are Designed to Withstand the Effects of a Design Basis 
Tornado 
The NRC identified a non-cited violation of Title 10 CFR Part 50, Appendix B, 
Criterion III, “Design Control,” for the licensee’s failure to install emergency diesel 
generator components that could withstand the effects of a design basis tornado as 
required by Section 3.1.2 of the Update Final Safety Analysis Report (UFSAR). The 
licensee entered the issue into the corrective action program and implemented 
compensatory measures to protect the affected components. 
This performance deficiency was determined to be more than minor because it was 
associated with the Design Control attribute of the Mitigating Systems cornerstone and 
adversely affects the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. Specifically, the capability 
of the equipment to withstand the effects of a 
tornado was not ensured. The team determined the finding to be of very low safety 
significance (Green) because of the low frequency of tornados/high winds and the 
potential for recovery by the operators on site. This finding was not assigned a crosscutting 
aspect because the issue did not reflect present licensee performance.
Inspection Report# : 2016007 (pdf)

Significance:  Jun 17, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate Monitoring of the 480V Shutdown Transformers
The NRC identified a non-cited violation of Title 10 CFR Part 50, Appendix B, 
Criterion V, “Instructions, Procedures and Drawings,” for the licensee’s failure to have 
documented procedures in place to ensure effective monitoring of the 480V Shutdown 
Transformers as required by Section 5.3.2.(4) of IEEE 308-1971. The licensee entered 
the issue into the corrective action program and planned to put additional transformer 
testing/monitoring in place to detect degradation prior to equipment failure. 
This performance deficiency was determined to be more than minor because it was 
associated with the Equipment Performance attribute of the Mitigating Systems 
Cornerstone and adversely affected the cornerstone objective of ensuring the 
availability, reliability, and capability of systems that respond to initiating events to 
prevent undesirable consequences. Specifically, the licensee failed to perform adequate 
maintenance on the shutdown transformer, which could result in the inability to detect 
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the deterioration of the shutdown transformer toward an unacceptable condition. The 
team determined the finding to be of very low safety significance (Green) because the 
finding was a deficiency affecting the design of a mitigating structure, system, or 
component (SSC), and the SSC maintained its operability or functionality. This finding 
was not assigned a cross-cutting aspect because the issue did not reflect present 
licensee performance.
Inspection Report# : 2016007 (pdf)

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate Application of Flame Retardant on Cable Room Penetrations
The NRC identified a non-cited violation (NCV) of Unit 1 and 2 Technical Specification 5.4.1 for the licensee’s 
failure to adequately implement fire protection procedures. Specifically, the inspectors identified several cables 
located within a cable tray that penetrated the floor of the cable spreading room that were not adequately coating with 
fire retardant material as required by plant procedures. The licensee placed the issue into the corrective action program 
(CAP) and implemented a fire watch for the degraded condition. 

The inspectors determined that the failure to adequately implement all requirements of the licensee’s fire protection 
program procedures was a performance deficiency. The performance deficiency was determined to be more than 
minor because it was associated with the protection against external events (fire) attribute of the mitigating systems 
cornerstone and adversely affected the cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. The inspectors determined the finding 
was of very low safety significance (Green) because of the fire protection defense in depth concept provided other 
barriers to prevent the spread of fires. The cause of this finding was related to the procedural adherence component of 
the human performance area, because the licensee failed to properly install cable bundles through wall penetrations. 
[H.8] 

Inspection Report# : 2016001 (pdf)

Barrier Integrity

Significance:  Sep 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Hydrogen Mitigation System Inoperable Longer than Allowed by Technical Specifications
A self-revealing Green NCV of TS 3.6.8 was noted for the licensee’s failure to restore an inoperable train of HMS to 
service within the required completion time 7 days. In addition, the licensee failed to be in Mode 3 within the 
following 6 hours following the failure to meet the 7 day action time. The licensee estimated the entire exposure time 
to be approximately 91 days. 
On June 7, during the performance of procedure 1-SI-EIV-268-305.A, 
17 
“Hydrogen Mitigation System Operability Current Check,” Rev. 4, the craft personnel noted that circuit breaker, 1-
BKRB-268-YA/129A, breaker 11, was open. This procedure is used to verify the operability of the HMS pursuant to 
Surveillance requirement 3.6.8.1 and 3.6.8.2 This breaker supplied the power to two hydrogen ignitors, 124 and 129. 
This was brought to the attention of the operations crew and the ‘A’ train HMS was declared out-of-service at 0914. 
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The operations crew directed closure of the breaker and the ‘A’ train HMS was restored to operable status at 0916. 
A subsequent POE determined that the last time the cabinet was accessed was on March 8 in order to replace ignitor 
128. Breaker 11 was noted to be in the “OFF” position and not the “TRIP” position. The POE concluded that the 
breaker was accidentally bumped and moved from its normal (“ON”) position. The POE established the exposure time 
of 91 days.
Inspection Report# : 2016003 (pdf)

Significance:  Jun 17, 2016
Identified By: NRC
Item Type: FIN Finding
Failure to Energize Hydrogen Igniters during Extended Station Blackout 
The NRC identified a finding (FIN) for the licensee’s failure to meet their 
docketed commitment to revise the back-up generators to include supplying one train of 
containment hydrogen igniters per unit in response to Generic Safety Issue 189, 
“Susceptibility of Ice Condenser and Mark III Containments to Early Failure from 
Hydrogen Combustion During a Severe Accident.” The licensee entered this issue into 
their corrective action program and completed immediate corrective actions to revise 
procedure FSI-5.01, “Initial Assessment and Flex Equipment Deployment,” Rev. 0, to 
ensure the hydrogen igniters would be energized during an extended station blackout 
(SBO) event. 
The performance deficiency was determined to be more than minor because it was 
associated with the Procedure Quality attribute of the Barrier Integrity Cornerstone and 
adversely affected the cornerstone objective of providing reasonable assurance that 
physical barriers protect the public from radionuclide releases caused by accidents or 
events. Specifically, the failure to energize the hydrogen igniters during an extended 
SBO event could result in containment failure. The team determined the finding to be of 
very low safety significance (Green) because the risk was mitigated by the low frequency 
of SBO conditions and the high likelihood of operator recovery given the obvious 
diagnosis of the performance deficiency. The team determined the finding was 
indicative of present licensee performance and was associated with the cross-cutting 
aspect of operating experience (OE), in the area of Problem Identification and Resolution, because the licensee failed 
to effectively collect, evaluate, and implement 
relevant internal OE before implementing their new station procedures to use the FLEX 
diesels as the power supply to the hydrogen igniters
Inspection Report# : 2016007 (pdf)

Emergency Preparedness

Occupational Radiation Safety

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

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 01, 2017
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2Q/2017 – Plant Inspection Findings
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Initiating Events

Significance:  Jul 15, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Maintain Design Control of MSIV Controls
A self-revealing Green non-cited violation of Title 10 of the Code of Federal 
Regulations (10 CFR) 50, Appendix B, Criterion III, "Design Control", was identified for 
the licensee's failure to maintain design control of MSIV 1-FCV-1-22 controls. 
Specifically, inadequate design controls led to under tightened electrical connection 
following replacement of the Unit 1 MSIV Control Room handswitch (1-HS-1-22A). 

On November 23, 2015, a manual reactor trip was initiated by operators as 
a result of a slowly closing loop # 3 main steam isolation valve. The event was reported 
to the NRC as event notification (EN) 51559, and documented in the licensee's CAP as 
CR 1107656. The licensee's root cause into the event identified the Unit 1 MSIV Control 
Room handswitch (1-HS-1-22A) having a loose connection (terminal lug and nut 
assembly - terminal E, wire 1B6) located in Panel 1-M-4 as the direct cases of 1-FCV-1- 
22A drifting shut and the manual reactor trip. In 1994, SQN electric shop technicians 
completed replacement of the MSIV 1-22 handswitch (1-HS-1-22A) under Work Order 
(WO) 93-000869-000. Review of WO 93- 000896-000 identified work planning and work 
steps were consistent with 1994 methodologies and requirements in that it provided 
references for fastener tightness.
Inspection Report# : 2016008 (pdf)

Mitigating Systems

NRC: Sequoyah 1 – Quarterly Plant Inspection Findings

Page 1 of 4



Significance:  Mar 31, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Degraded Fire Barrier Penetration
The NRC identified a non-cited violation of the facility's operating license for the failure to identify a nonfunctional fire 
barrier penetration and enter it into the corrective action program (CAP) when the initial damage to the fire barrier 
occurred. The licensee also failed to implement required compensatory measures for a nonfunctional fire barrier 
penetration contrary to the approved fire protection report. The licensee entered the issues into their CAP as Condition 
Report (CR) 1263322. 

The performance deficiency was determined to be more than minor because it was associated with the protection 
against external events (fire) attribute of the Mitigating Systems cornerstone and adversely affected the cornerstone 
objective in that there was no assurance the fire barrier would prevent the spread of fire through the cable penetration 
during a design basis fire. The finding was of very low safety significance (Green) due to fully functional automatic 
suppression systems on either side of the fire barrier. The inspectors identified a cross-cutting aspect in the 
Identification component of the Problem Identification and Resolution area, because the licensee failed to enter the 
damaged fire barrier into their CAP after it was initially damaged [P.1] 

Inspection Report# : 2017001 (pdf)

Significance:  Dec 19, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Degrader Fire Barrier Penetrations
The NRC identified a non-cited violation (NCV) of the facility's operating license for the licensee's failure to ensure 
that all fire barrier penetrations in fire zones boundaries protecting safety related areas are functional at all times. 
Specifically, on eight separate fire barrier penetrations, the licensee failed to recognize that the barrier had become 
damaged to the point of being nonfunctional. The licensee also failed to implement required compensatory measures 
for a nonfunctional fire barrier penetration contrary to the approved fire protection report (FPR). The licensee entered 
the issues into their corrective action program (CAP) as Condition Reports (CRs) 1229468, 1229470, 1243550, 
1243970, 1243552, 1243554, 1243555, and 1243557. The performance deficiency was determined to be more than 
minor because it was associated with the protection against external events (fire) attribute of the mitigating systems 
cornerstone and adversely affected the cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. Specifically, with the fire barriers being 
damaged to the point of declaring the fire barrier penetrations nonfunctional, there was no assurance that the fire barrier 
would prevent the spread of fire through the cable penetration during a design basis fire. The inspectors performed the 
SDP using NRC Inspection Manual Chapter 0609, "Significance Determination Process", Appendix F, Attachment 2, 
"Degradation Rating Guidance Specific to Various Fire Protection Program Elements," and assigned a "High" 
degradation rating, giving no credit for Barrier Protection in accordance with the "Fire Barrier Degradation" section. 
The inspectors concluded, that the finding was of very low safety significance (Green) due to fully functional automatic 
suppression systems on either side of the fire barrier (Question 1.4.3-C). Using Manual Chapter 0310, "Aspects Within 
the Cross-Cutting Areas," the inspectors identified a cross-cutting aspect in the Identification component of the 
Problem Identification and Resolution area, because the licensee failed to enter the damaged fire barrier into their CAP 
after it was initially damaged [P.1].
Inspection Report# : 2016004 (pdf)
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Significance:  Sep 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Isolation of Fire Suppression System to a Significant Portion of the Plant Site
A self-revealing Green NCV of the facility's operating license was identified for the licensee's failure ensure the fire 
suppression system was operable and capable of suppressing fires. Specifically, the licensee inadvertently disabled the 
High Pressure Fire Protection (HPFP) water system in excess of 24 hours and concurrently failed to implement 
required compensatory measures for the disabled header contrary to the approved fire protection report (FPR). 
On March 23, 2016, the licensee established a clearance on the high pressure fire water system in order to perform 
planned maintenance in a valve pit. 
Subsequently, it was determined that the clearance boundary was inadequate in that one of the boundary valves leaked 
by the seat. On March 29, the clearance boundary was expanded in order to reduce any leakage into the affected work 
area. On March 30, during routine fire operation testing, operators noted that water was not available at a hose station 
near the emergency diesel generator (EDG) building. Subsequent investigation revealed the expanded clearance had 
isolated the main fire suppression system from the fire pumps and fire tanks. Thus, if a fire had occurred, no 
suppression would have been available to most of the plant site. The affected areas included the 
control building, turbine building, auxiliary building, and the EDG building. Upon discovery, the licensee implemented 
the requirements of the fire protection report (FPR). 
This, included fire operating requirement (FOR), 14.2.1, 14.3.1, and 14.5.1 for fire water suppression system, 
spray/sprinkler systems, and fire hose stations, respectively. On 
March 31, full functionality of the HPFP system was restored and operations exited the requirements of the FPR. The 
exposure time for the disabled HPFP system was approximately 41 hours.
Inspection Report# : 2016003 (pdf)

Barrier Integrity

Significance:  Sep 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Hydrogen Mitigation System Inoperable Longer than Allowed by Technical Specifications
A self-revealing Green NCV of TS 3.6.8 was noted for the licensee's failure to restore an inoperable train of HMS to 
service within the required completion time 7 days. In addition, the licensee failed to be in Mode 3 within the following 
6 hours following the failure to meet the 7 day action time. The licensee estimated the entire exposure time to be 
approximately 91 days. 
On June 7, during the performance of procedure 1-SI-EIV-268-305.A, 
17 
"Hydrogen Mitigation System Operability Current Check," Rev. 4, the craft personnel noted that circuit breaker, 1-
BKRB-268-YA/129A, breaker 11, was open. This procedure is used to verify the operability of the HMS pursuant to 
Surveillance requirement 3.6.8.1 and 3.6.8.2 This breaker supplied the power to two hydrogen ignitors, 124 and 129. 
This was brought to the attention of the operations crew and the 'A' train HMS was declared out-of-service at 0914. The 
operations crew directed closure of the breaker and the 'A' train HMS was restored to operable status at 0916. 
A subsequent POE determined that the last time the cabinet was accessed was on March 8 in order to replace ignitor 
128. Breaker 11 was noted to be in the "OFF" position and not the "TRIP" position. The POE concluded that the 
breaker was accidentally bumped and moved from its normal ("ON") position. The POE established the exposure time 
of 91 days.
Inspection Report# : 2016003 (pdf)

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

Miscellaneous
Current data as of : August 03, 2017
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Initiating Events

Significance:  Jul 15, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Maintain Design Control of MSIV Controls
A self-revealing Green non-cited violation of Title 10 of the Code of Federal 
Regulations (10 CFR) 50, Appendix B, Criterion III, "Design Control", was identified for 
the licensee's failure to maintain design control of MSIV 1-FCV-1-22 controls. 
Specifically, inadequate design controls led to under tightened electrical connection 
following replacement of the Unit 1 MSIV Control Room handswitch (1-HS-1-22A). 

On November 23, 2015, a manual reactor trip was initiated by operators as 
a result of a slowly closing loop # 3 main steam isolation valve. The event was reported 
to the NRC as event notification (EN) 51559, and documented in the licensee's CAP as 
CR 1107656. The licensee's root cause into the event identified the Unit 1 MSIV Control 
Room handswitch (1-HS-1-22A) having a loose connection (terminal lug and nut 
assembly - terminal E, wire 1B6) located in Panel 1-M-4 as the direct cases of 1-FCV-1- 
22A drifting shut and the manual reactor trip. In 1994, SQN electric shop technicians 
completed replacement of the MSIV 1-22 handswitch (1-HS-1-22A) under Work Order 
(WO) 93-000869-000. Review of WO 93- 000896-000 identified work planning and work 
steps were consistent with 1994 methodologies and requirements in that it provided 
references for fastener tightness.
Inspection Report# : 2016008 (pdf)

Mitigating Systems
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Significance:  Mar 31, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Degraded Fire Barrier Penetration
The NRC identified a non-cited violation of the facility's operating license for the failure to identify a nonfunctional fire 
barrier penetration and enter it into the corrective action program (CAP) when the initial damage to the fire barrier 
occurred. The licensee also failed to implement required compensatory measures for a nonfunctional fire barrier 
penetration contrary to the approved fire protection report. The licensee entered the issues into their CAP as Condition 
Report (CR) 1263322. 

The performance deficiency was determined to be more than minor because it was associated with the protection 
against external events (fire) attribute of the Mitigating Systems cornerstone and adversely affected the cornerstone 
objective in that there was no assurance the fire barrier would prevent the spread of fire through the cable penetration 
during a design basis fire. The finding was of very low safety significance (Green) due to fully functional automatic 
suppression systems on either side of the fire barrier. The inspectors identified a cross-cutting aspect in the 
Identification component of the Problem Identification and Resolution area, because the licensee failed to enter the 
damaged fire barrier into their CAP after it was initially damaged [P.1] 

Inspection Report# : 2017001 (pdf)

Significance:  Dec 19, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Degrader Fire Barrier Penetrations
The NRC identified a non-cited violation (NCV) of the facility's operating license for the licensee's failure to ensure 
that all fire barrier penetrations in fire zones boundaries protecting safety related areas are functional at all times. 
Specifically, on eight separate fire barrier penetrations, the licensee failed to recognize that the barrier had become 
damaged to the point of being nonfunctional. The licensee also failed to implement required compensatory measures 
for a nonfunctional fire barrier penetration contrary to the approved fire protection report (FPR). The licensee entered 
the issues into their corrective action program (CAP) as Condition Reports (CRs) 1229468, 1229470, 1243550, 
1243970, 1243552, 1243554, 1243555, and 1243557. The performance deficiency was determined to be more than 
minor because it was associated with the protection against external events (fire) attribute of the mitigating systems 
cornerstone and adversely affected the cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. Specifically, with the fire barriers being 
damaged to the point of declaring the fire barrier penetrations nonfunctional, there was no assurance that the fire barrier 
would prevent the spread of fire through the cable penetration during a design basis fire. The inspectors performed the 
SDP using NRC Inspection Manual Chapter 0609, "Significance Determination Process", Appendix F, Attachment 2, 
"Degradation Rating Guidance Specific to Various Fire Protection Program Elements," and assigned a "High" 
degradation rating, giving no credit for Barrier Protection in accordance with the "Fire Barrier Degradation" section. 
The inspectors concluded, that the finding was of very low safety significance (Green) due to fully functional automatic 
suppression systems on either side of the fire barrier (Question 1.4.3-C). Using Manual Chapter 0310, "Aspects Within 
the Cross-Cutting Areas," the inspectors identified a cross-cutting aspect in the Identification component of the 
Problem Identification and Resolution area, because the licensee failed to enter the damaged fire barrier into their CAP 
after it was initially damaged [P.1].
Inspection Report# : 2016004 (pdf)
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Significance:  Sep 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Isolation of Fire Suppression System to a Significant Portion of the Plant Site
A self-revealing Green NCV of the facility's operating license was identified for the licensee's failure ensure the fire 
suppression system was operable and capable of suppressing fires. Specifically, the licensee inadvertently disabled the 
High Pressure Fire Protection (HPFP) water system in excess of 24 hours and concurrently failed to implement 
required compensatory measures for the disabled header contrary to the approved fire protection report (FPR). 
On March 23, 2016, the licensee established a clearance on the high pressure fire water system in order to perform 
planned maintenance in a valve pit. 
Subsequently, it was determined that the clearance boundary was inadequate in that one of the boundary valves leaked 
by the seat. On March 29, the clearance boundary was expanded in order to reduce any leakage into the affected work 
area. On March 30, during routine fire operation testing, operators noted that water was not available at a hose station 
near the emergency diesel generator (EDG) building. Subsequent investigation revealed the expanded clearance had 
isolated the main fire suppression system from the fire pumps and fire tanks. Thus, if a fire had occurred, no 
suppression would have been available to most of the plant site. The affected areas included the 
control building, turbine building, auxiliary building, and the EDG building. Upon discovery, the licensee implemented 
the requirements of the fire protection report (FPR). 
This, included fire operating requirement (FOR), 14.2.1, 14.3.1, and 14.5.1 for fire water suppression system, 
spray/sprinkler systems, and fire hose stations, respectively. On 
March 31, full functionality of the HPFP system was restored and operations exited the requirements of the FPR. The 
exposure time for the disabled HPFP system was approximately 41 hours.
Inspection Report# : 2016003 (pdf)

Barrier Integrity

Significance:  Sep 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Hydrogen Mitigation System Inoperable Longer than Allowed by Technical Specifications
A self-revealing Green NCV of TS 3.6.8 was noted for the licensee's failure to restore an inoperable train of HMS to 
service within the required completion time 7 days. In addition, the licensee failed to be in Mode 3 within the following 
6 hours following the failure to meet the 7 day action time. The licensee estimated the entire exposure time to be 
approximately 91 days. 
On June 7, during the performance of procedure 1-SI-EIV-268-305.A, 
17 
"Hydrogen Mitigation System Operability Current Check," Rev. 4, the craft personnel noted that circuit breaker, 
1-BKRB-268-YA/129A, breaker 11, was open. This procedure is used to verify the operability of the HMS pursuant to 
Surveillance requirement 3.6.8.1 and 3.6.8.2 This breaker supplied the power to two hydrogen ignitors, 124 and 129. 
This was brought to the attention of the operations crew and the 'A' train HMS was declared out-of-service at 0914. The 
operations crew directed closure of the breaker and the 'A' train HMS was restored to operable status at 0916. 
A subsequent POE determined that the last time the cabinet was accessed was on March 8 in order to replace ignitor 
128. Breaker 11 was noted to be in the "OFF" position and not the "TRIP" position. The POE concluded that the 
breaker was accidentally bumped and moved from its normal ("ON") position. The POE established the exposure time 
of 91 days.
Inspection Report# : 2016003 (pdf)

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

Miscellaneous
Significance: N/A Jun 23, 2017
Identified By: NRC
Item Type: FIN Finding
Biennial PI&R Inspection Summary
The inspectors concluded that, in general, problems were properly identified, evaluated, prioritized, and corrected. The 
licensee was effective at identifying problems and entering them into the corrective action program (CAP) for 
resolution, as evidenced by the relatively few number of deficiencies identified by external organizations (including the 
NRC) that had not been previously identified by the licensee, during the review period. Generally, prioritization and 
evaluation of issues were adequate, formal root cause evaluations for significant problems were adequate, and 
corrective actions specified for problems were acceptable. Overall, corrective actions developed and implemented for 
issues were generally effective and implemented in a timely manner. 

The inspectors determined that overall, audits and self-assessments were adequate in identifying deficiencies and areas 
for improvement in the CAP, and appropriate corrective actions were developed to address the issues identified. 
Operating experience (OE) usage was found to be generally acceptable and integrated into the licensee's processes for 
performing and managing work and plant operations. 

Based on discussions and interviews conducted with plant employees from various departments, the inspectors 
determined that personnel at the site felt free to raise safety concerns to management and use the CAP to resolve those 
concerns.
Inspection Report# : 2017009 (pdf)

Current data as of : September 05, 2017
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Initiating Events
Mitigating Systems

Significance:  Mar 31, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Degraded Fire Barrier Penetration
The NRC identified a non-cited violation of the facility's operating license for the failure to identify a nonfunctional fire 
barrier penetration and enter it into the corrective action program (CAP) when the initial damage to the fire barrier 
occurred. The licensee also failed to implement required compensatory measures for a nonfunctional fire barrier 
penetration contrary to the approved fire protection report. The licensee entered the issues into their CAP as Condition 
Report (CR) 1263322. 

The performance deficiency was determined to be more than minor because it was associated with the protection 
against external events (fire) attribute of the Mitigating Systems cornerstone and adversely affected the cornerstone 
objective in that there was no assurance the fire barrier would prevent the spread of fire through the cable penetration 
during a design basis fire. The finding was of very low safety significance (Green) due to fully functional automatic 
suppression systems on either side of the fire barrier. The inspectors identified a cross-cutting aspect in the 
Identification component of the Problem Identification and Resolution area, because the licensee failed to enter the 
damaged fire barrier into their CAP after it was initially damaged [P.1] 

Inspection Report# : 2017001 (pdf)

Significance:  Dec 19, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
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Degrader Fire Barrier Penetrations
The NRC identified a non-cited violation (NCV) of the facility's operating license for the licensee's failure to ensure 
that all fire barrier penetrations in fire zones boundaries protecting safety related areas are functional at all times. 
Specifically, on eight separate fire barrier penetrations, the licensee failed to recognize that the barrier had become 
damaged to the point of being nonfunctional. The licensee also failed to implement required compensatory measures 
for a nonfunctional fire barrier penetration contrary to the approved fire protection report (FPR). The licensee entered 
the issues into their corrective action program (CAP) as Condition Reports (CRs) 1229468, 1229470, 1243550, 
1243970, 1243552, 1243554, 1243555, and 1243557. The performance deficiency was determined to be more than 
minor because it was associated with the protection against external events (fire) attribute of the mitigating systems 
cornerstone and adversely affected the cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. Specifically, with the fire barriers being 
damaged to the point of declaring the fire barrier penetrations nonfunctional, there was no assurance that the fire barrier 
would prevent the spread of fire through the cable penetration during a design basis fire. The inspectors performed the 
SDP using NRC Inspection Manual Chapter 0609, "Significance Determination Process", Appendix F, Attachment 2, 
"Degradation Rating Guidance Specific to Various Fire Protection Program Elements," and assigned a "High" 
degradation rating, giving no credit for Barrier Protection in accordance with the "Fire Barrier Degradation" section. 
The inspectors concluded, that the finding was of very low safety significance (Green) due to fully functional automatic 
suppression systems on either side of the fire barrier (Question 1.4.3-C). Using Manual Chapter 0310, "Aspects Within 
the Cross-Cutting Areas," the inspectors identified a cross-cutting aspect in the Identification component of the 
Problem Identification and Resolution area, because the licensee failed to enter the damaged fire barrier into their CAP 
after it was initially damaged [P.1].
Inspection Report# : 2016004 (pdf)

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

Miscellaneous
Significance: N/A Jun 23, 2017
Identified By: NRC
Item Type: FIN Finding
Biennial PI&R Inspection Summary
The inspectors concluded that, in general, problems were properly identified, evaluated, prioritized, and corrected. The 
licensee was effective at identifying problems and entering them into the corrective action program (CAP) for 
resolution, as evidenced by the relatively few number of deficiencies identified by external organizations (including the 
NRC) that had not been previously identified by the licensee, during the review period. Generally, prioritization and 
evaluation of issues were adequate, formal root cause evaluations for significant problems were adequate, and 
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corrective actions specified for problems were acceptable. Overall, corrective actions developed and implemented for 
issues were generally effective and implemented in a timely manner. 

The inspectors determined that overall, audits and self-assessments were adequate in identifying deficiencies and areas 
for improvement in the CAP, and appropriate corrective actions were developed to address the issues identified. 
Operating experience (OE) usage was found to be generally acceptable and integrated into the licensee's processes for 
performing and managing work and plant operations. 

Based on discussions and interviews conducted with plant employees from various departments, the inspectors 
determined that personnel at the site felt free to raise safety concerns to management and use the CAP to resolve those 
concerns.
Inspection Report# : 2017009 (pdf)

Current data as of : November 29, 2017

Page Last Reviewed/Updated Monday, November 06, 2017
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Initiating Events
Mitigating Systems

Significance: G Jan 24, 2018

Identified By: NRCI 
Item Type: NCV Non-Cited Violation (NCV) 
Unjustified Qualified Life for Target Rock Power-Operated Relief Valves (PORVs)
The team identified a Green NCV of Title 10 Code of Federal Regulations 50.49(e)(5) “Aging” when the licensee 
failed to replace, refurbish, or demonstrate additional life for components that exceeded their qualified life. The 
licensee failed to justify changes to the accelerated aging calculations used for power operated relief valve harsh 
environmental qualification. The licensee entered this issue into their corrective action program as CRs 1365730 and 
1366082, and performed operability determinations, which determined the systems were operable but non-conforming 
with 10 CFR 50.49.

The failure to justify the aging acceleration rate and basis upon which it was established in accordance with NUREG-
0588 and RG 1.89 was a performance deficiency. The performance deficiency was determined to be more than minor 
because it was associated with the Design Control attribute of the Mitigating Systems Cornerstone and adversely 
affected the cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to 
initiating events to prevent undesirable consequences. Specifically, the failure to ensure that Target Rock

PORVs were qualified for the duration they were required to operate reduced the reliability of reactor coolant system in 
the harsh environments of DBAs. In accordance with IMC 0609.04, “Initial Characterization of Findings,” and Exhibit 
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2 of IMC 0609, Appendix A, “The SDP for Findings At-Power,” the team determined that the finding was of very low 
significance (Green) because it was a design deficiency that potentially affected the design or qualification of a 
mitigating system, however, the mitigating system maintained its operability. The team determined there was no cross-
cutting aspect associated with this finding since it was not indicative of current licensee performance.

Inspection Report# : 2017008 (pdf)

Significance: G Jan 24, 2018

Identified By: NRCI 
Item Type: NCV Non-Cited Violation (NCV) 
Inadequate Qualification for Unit One Reactor Lower
The team identified a Green NCV of Title 10 Code of Federal Regulations 50.49(f) “Electrical Equipment 
Qualification” when the licensee failed to perform an adequate similarity analysis for the environmental qualification of 
their Reliance 75 horsepower reactor lower compartment cooling fan motors. The licensee entered this issue into their 
corrective action program as CR1366056 and performed an operability determination, which determined the reactor 
lower compartment cooling fan motors were operable but non-conforming in accordance with 10 CFR 50.49.

The performance deficiency was determined to be more than minor because it was associated with the Design Control 
attribute of the Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. 
Specifically, failing to ensure the qualification of the reactor lower compartment cooling fan motors adversely affected 
their reliability and capability in the harsh environment of a design basis accident, which in turn adversely affected the

reliability and capability of other environmentally qualified components that rely on the containment cooling system. In 
accordance with IMC 0609.04, “Initial Characterization of Findings,” and Exhibit 2 of IMC 0609, Appendix A, “The 
SDP for Findings At-Power,” the team determined that the finding was of very low significance (Green) because it was 
a design deficiency that potentially affected the design or qualification of a mitigating system; however, the mitigating 
system maintained its operability. The team determined there was no cross-cutting aspect associated with this finding 
since it was not indicative of current licensee performance.

Inspection Report# : 2017008 (pdf)

Significance: G May 03, 2017

Identified By: NRCI 
Item Type: NCV Non-Cited Violation (NCV) 
Degraded Fire Barrier Penetration
The NRC identified a non-cited violation of the facility's operating license for the failure to identify a nonfunctional fire 
barrier penetration and enter it into the corrective action program (CAP) when the initial damage to the fire barrier 
occurred. The licensee also failed to implement required compensatory measures for a nonfunctional fire barrier 
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penetration contrary to the approved fire protection report. The licensee entered the issues into their CAP as Condition 
Report (CR) 1263322.

The performance deficiency was determined to be more than minor because it was associated with the protection 
against external events (fire) attribute of the Mitigating Systems cornerstone and adversely affected the cornerstone 
objective in that there was no assurance the fire barrier would prevent the spread of fire through the cable penetration 
during a design basis fire. The finding was of very low safety significance (Green) due to fully functional automatic 
suppression systems on either side of the fire barrier. The inspectors identified a cross-cutting aspect in the 
Identification component of the Problem Identification and Resolution area, because the licensee failed to enter the 
damaged fire barrier into their CAP after it was initially damaged [P.1]

Inspection Report# : 2017001 (pdf)

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